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ABSTRACT 

This study was examined the effectiveness of different 

types of AIDS educational programs for adolescents. The 

study compared the effects of two different programs, a 

lecture versus a film, to a no-program condition. 

Subjects' knowledge about AIDS, attitudes towards AIDS 

patients, and attitudes towards practicing preventive 

behaviors were assessed 1 week before the program, 

immediately after the program, and 1 month after the 

program. The subjects were 448 lOth grade students. The 

attitudinal measures were developed for this study. On the 

post test, subjects in the two treatment groups were 

expected to increase their knowledge about AIDS, positive 

attitudes towards AIDS patients, and positive attitudes 

towards practicing preventive behaviors. Subjects in the 

film group were expected to have greater positive 

attitudinal shifts than subjects in the lecture group. 

Subjects in both treatment groups were expected to maintain 

knowledge gains over the follow-up period. Only subjects 

in the film group were expected to maintain the attitudinal 

changes. The no-program group was not expected to show any 

changes in any of the measurements over the testing 

period. No differences were expected between the sexes on 

any of the measures at any of the measurement points. 
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Results of an analysis of variance with repeated measures 

revealed that subjects in the two treatment groups 

significantly increased their knowledge, positive attitudes 

towards AIDS patients, and positive attitudes towards 

practicing preventive behaviors. The lecture group 

demonstrated significantly greater knowledge changes than 

either of the other two groups. There were no significant 

differences in the attitude measures between the two 

treatment groups on the post test or follow-up. Subjects 

in both treatment groups retained some of the gains in 

knowledge and positive attitudes towards AIDS patients over 

the follow-up period. There were no significant 

differences between the two treatment groups. Positive 

attitudes towards practicing preventive behaviors were not 

maintained in either treatment group. The no-program group 

showed significant decreases in knowledge and attitudes 

towards practicing preventive behaviors over time, there 

were no changes in attitudes towards AIDS patients. 

Females had significantly higher knowledge scores and more 

positive attitude scores than males. These results are 

discussed. 
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JIHAPTIR I 

SNTR«W[CT3§ 

In 1981, a new disease, acquired immunodeficiency 

syndrome (AIDS), was identified (Gottlieb, Schanker, Fan, 

Saxon, Weisman, & Pozalski, 1981). The disease was found to 

be transmissible through blood and body fluids, such as 

genital secretions. There is no cure for AIDS and on the 

average, patients die within 2 years of diagnosis. The 

number of AIDS cases has continued to grow rapidly 

throughout the world since its initial identification. 

Recently, the United States Department of Health and Human 

Services and the World Health Organization declared AIDS to 

be a world-wide epidemic (Beckham & Rudy, 1986). 

Public health officials are concerned about the 

potential spread of AIDS. Although the disease was thought 

initially to be confined to male homosexuals, AIDS was 

found to have the potential to infect any person who 

engaged in specific high risk behaviors, regardless of 

gender or sexual orientation. The only remotely positive 

aspect of AIDS is that it appears to be spread only in very 

specific ways, either through direct blood to blood 

contact, such as sharing hypodermic needles, or through 

sexual contact with an infected individual. Therefore, 

public health officials have begun large scale prevention 
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programs designed to educate both the general public and 

individuals in high risk groups about how to prevent the 

further spread of AIDS. 

Because there are grave consequences to becoming 

infected by the virus that causes AIDS, prevention is the 

only method currently available to change the pattern of 

the AIDS epidemic. Therefore, it is vital to provide 

information about how to prevent contracting AIDS to groups 

potentially at risk. Because the performance of 

recommended preventive measures is the only way to avoid 

contracting AIDS, it is necessary to evaluate the 

effectiveness of the educational programs in achieving 

their goal of reducing risk behaviors. It is also 

important to determine which aspects of the program are 

most effective in encouraging the practicing of preventive 

behaviors. In the early stages of AIDS educational program 

development, some aspects of the program may be effective; 

but other components may be ineffective, or may even 

increase the performance of risky behaviors. Determining 

the most effective components of prevention programs may 

help to develop the most effective programs possible 

without wasting limited resources and time. 

Adolescents are an important group to educate about 

AIDS. During adolescence different ways of behaving are 

explored, and this exploration may include sexual 



experimentation. Sexual experimentation with different 

partners can place an individual at risk for all sexually 

transmitted diseases (STD), including AIDS. Currently, the 

highest percentages of cases for some STDs are found among 

15-19 year olds (Johnson, 1987). In fact, the physiological 

changes associated with puberty may increase the ease of 

contracting STDs (Johnson, 1987; O'Reilly & Aral, 1985). 

Other explora^tory behaviors may include experimentation 

with drugs, which can include intravenous (IV) drug use, 

another AIDS risk factor (Gates & Rauh, 1985). Combined 

with risk taking behaviors is the adolescent's sense of 

personal invulnerability, i.e., nothing bad will happen to 

me. This sense of invulnerability may lead adolescents to 

participate in risky behaviors because they do not believe 

that there will be any negative personal consequences 

(Johnson & Green, 1985; Melton, 1987). All of these factors 

place adolescents at potential risk to acquire and spread 

the AIDS virus. Additionally, if AIDS does spread widely 

into the heterosexual population, today's adolescents will 

be the group at highest risk to contract the disease in the 

future. 

In addition to education about risk factors and ways 

to avoid contracting AIDS, irrational fears about AIDS need 

to be reduced. The public response to AIDS generally has 

been one of fear and uncertainty (Institute of 
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Medicine/National Academy of Sciences, 1986). This fear can 

be seen in discrimination against AIDS patients, such as 

denying housing, refusing to issue airline tickets, and 

barring attendance in the public schools. In one community 

in Florida, a family with three sons infected with the AIDS 

virus received death threats after they secured a court 

order to allow their sons to attend school ("Arcadia 

physicians", 1987). In addition to the moral and legal 

implications of unjustified isolation and rejection of 

individuals, people who perceive that AIDS is contained in 

a population of easily avoidable individuals may not 

accurately assess their personal risk of contracting the 

disease. Additionally, the public will be faced with 

difficult issues such as, quarantining AIDS patients, 

mandatory antibody screening, and payment of the medical 

costs of AIDS patients' care. The decisions about these 

difficult issues may involve tremendous financial and 

social costs. These decisions should be based on accurate 

information about AIDS as opposed to unwarranted fears. 

The current study developed an accurate, 

non-sensational educational program about AIDS for 

adolescents. An understanding of the disease of AIDS is 

necessary to develop a program that strikes a balance 

between increasing participants' anxiety sufficiently to 

convince them of their actual potential risk of personally 



contracting the disease and raising anxiety to a level such 

that undue panic ensues. To help in understanding what the 

disease is and what it is not, the history, biology, modes 

of transmission, and prevention of AIDS are reviewed. 

Surveys of AIDS knowledge in groups not considered to be at 

particularly high risk for AIDS, as well as the results of 

evaluations of AIDS education programs for these same 

groups are reviewed. In addition to increasing knowledge 

about AIDS, the informational program attempted to increase 

the positive attitudes towards the performance of personal 

preventive health behaviors and to increase positive 

attitudes towards AIDS patients. Thus, it is also 

important to understand the theories of health behavior and 

attitude change. These areas are also reviewed briefly. 

Acquired Immunodeficiency Syndrome 

Definition 

Acquired immunodeficiency syndrome (AIDS) is defined 

as a disease that is indicative of an underlying cellular 

immune deficiency that develops in individuals who were 

previously healthy and had normal immunological functioning 

(Church, Allen, & Stiehm, 1986; Relman, 1985). To be 

diagnosed as having AIDS, individuals must have developed 



an opportunistic infection or malignancy characteristic of 

a deficient immune system, such as Pneumocystis carinii 

pneumonia or Kaposi's sarcoma (Krim, 1985). Any other 

explanation for a suppressed immune system, such as 

chemotherapy, must be ruled out (Deuchar, 1984). Recently, 

the CDC revised the criterion necessary to diagnosis AIDS 

(Council of State & Territorial Epidemiologists, 1987). The 

new definition adds two additional symptoms that could 

qualify an immunocompromised patient to be diagnosed with 

AIDS, (1) HIV encephalopathy, or symptoms indicative of an 

infection of the brain, and (2) HIV wasting syndrome, or a 

weight loss of more than 10% of baseline body weight, with 

a 1-month history of either diarrhea or chronic weakness 

and fever. A diagnosis of any one of the opportunistic 

infections or newly added symptoms leads to a diagnosis of 

AIDS. Additionally, seven opportunistic infections commonly 

seen in AIDS patients may now be diagnosed presumptively, 

or without confirmatory laboratory results (Council of 

State & Territorial Epidemiologists, 1987). Neurological 

symptoms and the wasting syndrome have been reported in a 

large number of seropositive patients who do not have 

opportunistic infections. Furthermore, many physicians in 

areas that have a large number of AIDS patients no longer 

perform confirmatory laboratory tests on patients who have 

common opportunistic infections, to save the patients the 



expense and discomfort of the tests. As a result of not 

performing these tests, the patients have not been reported 

as AIDS cases. Therefore, the CDC believed that the new 

diagnostic criteria would serve to more accurately record 

the number of patients suffering from AIDS and consequently 

increase the precision with which the epidemic is being 

followed. 

In addition to full-blown AIDS, infection with HIV can 

lead to a wide variety of chronic minor symptoms. These 

symptoms indicate an underlying immune system dysfunction, 

and are known collectively as AIDS Related Complex (ARC) 

(Krim, 1985). ARC symptoms may include any of the 

following: mylagia, malaise, diarrhea, tiredness, night 

sweats, loss of appetite, swollen lymph nodes 

(lymphadenopathy), and a persistent yeast infection of the 

mouth (thrush, or oral candidiasis) (Krim, 1985; Price, 

1986; Runck, 1986; Ultman et al., 1985). 

^l^By the end of September 1987, 42,354 cases of AIDS had 

been reported to the CDC (Centers for Disease Control, 

1987). The number of AIDS cases continues to increase 

rapidly, doubling about every 13 to 15 months (Norman, 

1985). In addition to the reported cases, researchers have 

estimated that approximately 1-2 million more people in the 

United States have already been infected with the AIDS 

virus (Goedert et al., 1986; Levine & Bayer, 1985). 
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Although the majority of cases continue to be concentrated 

in several main areas of the country—namely, California, 

New York, New Jersey, and Florida—AIDS cases have been 

identified in every state of the United States (Boland & 

Gaskill, 1984). 

vy Currently there is a debate over how many people 

infected with HIV will eventually develop AIDS. New studies 

have indicated that approximately ^ % of male homosexuals^ 

infected with HIV will develop AIDS in 5 years (Plot, 

1987). The rate of increase in the homosexual men in the 

longitudinal study who are converting to full blown AIDS 

each year has not declined over the 5-year period. This 

result has led some physicians to predict that all people 

infected with HIV will eventually develop AIDS. Other 

researchers point out that no other virus affects all 

people infected and suggest that HIV will not behave any 

differently. Additionally, different populations may 

respond to the virus differently. A much smaller 

percentage of hemophiliacs infected with HIV have developed 

AIDS over the last 5 years (Levine, 1987).^Those infected 

with the virus may be capable of transmitting it to others, 

even if they do not develop AIDS themselves. This carrier 

status is thought to be lifelong (Levine & Bayer, 1985; 

Norman, 1985). There is some emerging evidence from studies 

of sexual partners of HIV positive individuals that 



seropositive individuals may be more infectious when their 

absolute T4 cell count shows a sudden drop below 200 

(Goedert, Eyster, & Biggar, 1987). 

History 

In late 1979, physicians in New York City and 

California began to see young men with highly unusual 

infections (Anderson, 1984). Previously healthy young men, 

later found to have a common factor of homosexuality and/or 

IV drug use, were being diagnosed with Pneumocystis carinii 

pneumonia or Kaposi's sarcoma. Kaposi's sarcoma, a skin 

cancer, was previously extremely rare, and was typically 

seen only in older men (over 60) of Italian or Jewish 

ancestry (Gottlieb et al., 1982). Pneumocystis carinii 

pneumonia was also extremely rare, except among patients 

who had weakened immune systems due to chemotherapy 

treatment or genetic immune deficiencies. In 1981, 

physicians began to suspect that there was a conunon factor 

for these cases. The first reports appeared in medical 

literature in 1981 (Friedman-Kien et al., 1981; Gottlieb et 

al., 1981). In September, 1981, Kaposi's sarcoma and 

Pneumocystis carinii pneumonia were reported among IV drug 

users and Haitians who had recently moved to the United 

States (Krim, 1985). These infections appeared to be 
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related to the suppression of T4 lymphocytes, a type of 

white blood cell (Relman, 1985). The CDC gave the disorder 

the name Acquired Immune Deficiency Syndrome (AIDS), so 

named because the reported victims had all been apparently 

immunologically normal prior to the appearance of these 

opportunistic infections (Krim, 1985). 

Beginning in December, 1981, health professionals were 

required to report new AIDS cases to local departments of 

health because the syndrome appeared to be transmissible 

(Krim, 1985). In 1982, when Pneumocystis carinii pneumonia 

was discovered in hemophiliacs and blood transfusion 

recipients, investigators focused on the possibility that 

AIDS was transmitted through blood products (Ammann et al., 

1982; Anderson, 1984; Ehrenkranz et al., 1982). 

Research attempting to isolate a virus that might be 

responsible for AIDS led to two independent discoveries. 

In 1983, researchers in France isolated a virus from an 

AIDS patient, which they named lymphadenopathy-associated 

virus (LAV) (Barre-Sinoussi et al., 1983). In 1984, 

researchers in the United States isolated a virus known as 

Human T-cell lymphotropic virus. Type III (HTLV-III) (Gallo 

et al., 1984). The LAV/HTLV-III viruses are virtually 

identical (Krim, 1985). The International Committee on the 

Taxonomy of Viruses recommended that the designation. Human 

Immunodeficiency Virus (HIV), be used to replace HTLV-III 
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and LAV (Liskin, Blackburn, & Maier, 1986). These viruses 

were thought to be responsible for the immunological 

dysfunction typically seen in AIDS patients because they 

preferentially infected the T4, or helper T-cells (Price, 

1986). Assays of blood from AIDS patients located HIV in 

approximately 50-90% of them. The rate was less than 1% in 

healthy blood donors and was not seen in patients with 

congenital immunodeficiencies that were unrelated to AIDS 

(Gallo et al., 1984; Krim, 1985; Rogers, 1985). The 

percentage of AIDS patients who exhibit HIV may vary 

because the virus appears to be easier to isolate before 

the appearance of AIDS (Norman, 1985). 

The identification of an enzyme linked to HIV led to 

the development of a blood screening test to determine if 

the individual has been exposed to the AIDS virus and has 

developed antibodies to it. The blood test measures the 

antibodies to HIV, it does not identify the virus itself. 

A new blood test that will identify a part of the AIDS 

virus itself is due to be released shortly. Currently, the 

most commonly used test is an enzyme linked immunosorbent 

assay (ELISA). This test is used to screen potential blood 

donors to determine if they have been exposed to the AIDS 

virus and consequently may pose a threat of spreading the 

virus through their donated blood (Levine & Bayer, 1985). 

This blood test and the more precise confirmatory tests. 
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such as the Western Blot test, do not indicate if 

individuals have AIDS, or if they will develop AIDS or ARC. 

A positive blood test indicates only that the person has 

been exposed to the AIDS virus and consequently has 

developed antibodies to it. A person is considered 

seropositive if his/her blood test is positive. An 

individual may not develop antibodies to HIV until 3 months 

to 6 months following the initial infection but will still 

be able to spread the infection (Bayer, Levine, & Wolf, 

1987). Thus, blood tests performed prior to 90 to 180 days 

after possible infection may not be an accurate reflection 

of the individual's true antibody status. 

Biology 

AIDS is caused by a virus that directly attacks the 

individual's immune system, functionally suppressing it and 

allowing opportunistic infections to invade the system. In 

patients with AIDS, there appears to be a normal or 

elevated number of white blood cells with an inverted 

balance of two types of white blood cells, a lower level of 

T4, or helper T-cells, relative to a normal or elevated 

level of T8, or suppressor T-cells (Anderson, 1984; Rogers, 

1985). The T4 cells usually outnumber the T8 cells by a 
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ratio of 2 to 1, but, after infection by HIV, a 1:2 ratio 

is typically seen (Price, 1986). 

The immune system serves as our body's defense against 

bacterial and viral infections. The immune system begins 

in the bone marrow where cells known as undifferentiated 

lymphocytes develop and are released into the blood 

stream. Some of these cells develop into B-lymphocytes, or 

B-cells, which produce antibodies against foreign 

proteins. B-cells provide the basic defense against 

bacteria (Jones, 1984: Price, 1986). Other undifferentiated 

lymphocytes are altered by the thymus gland to form 

T-cells. These cells form the basic defense against 

viruses. Some T-cells are known as helper T-cells, they 

assist the B-cells in secreting antibodies, which help to 

kill foreign cells in the system (Bolland & Gaskill, 1984; 

Jones, 1984; Price, 1986). 

A virus, unlike bacteria, cannot survive on its own. 

A virus is a protein-coated package of genetic information 

that is programmed to reproduce itself. Once a virus has 

entered a living cell, its genetic information uses the 

cell's own DNA to produce more viruses. In essence the 

cell becomes a virus factory, losing its own function in 

the process (Jaret, 1986). 

In a normally functioning immune system, when a virus 

enters the body, members of the immune system, known as 
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phagocytes, recognize the virus as being foreign and 

consume it. As the phagocyte consumes the virus, an 

antigen, or protein, from the virus is retained. The 

body's T-cells are alerted to the presence of an invading 

virus by this remaining antigen. The T4 cells, or helper 

T-cells, having recognized the presence of the antigen, 

signal the killer T-cells to multiply, attack, and destroy 

the virus. The killer T-cells destroy the virus by 

producing antibodies that cling to the foreign cells and 

thwart their ability to penetrate host cells and multiply. 

As the virus is destroyed, the T8, or suppressor T-cells, 

signal the system that the virus is gone, which "turns off" 

the killer T-cells. The immune system retains cells that 

remember the destroyed virus. These cells activate the 

body's immune system more rapidly should this virus enter 

the body again (Jaret, 1986). 

The immune systems of AIDS patients do not work 

normally. One proposed explanation of how AIDS infects the 

body is that the HIV enters the body inside of helper 

T-cells from an infected person. The virus then slips into 

helper T-cells in the new host body, and may then lie 

dormant for 5 or more years before it begins to reproduce. 

It is unclear what triggers the start of its multiplication 

(Goedert et al., 1986; Rogers, 1985; Weiss et al., 1985). 

When the virus does multiply, it passes into additional 
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helper T-cells, effectively killing them because it causes 

them to produce more of the virus. This process produces 

the characteristic inverted T4 to T8 cell ratio seen in HIV 

positive and AIDS patients. Thus, the cells that recognize 

viral antigens and signal the immune system to destroy the 

invading virus are destroyed. The helper T-cells' 

destruction then allows multiple infections to occur 

without the activation of the immune system (Jaret, 1986; 

Norman, 1985; Rogers, 1985). These infections are called 

opportunistic, because they usually do not occur unless an 

individual's immune system is severely damaged (Heine & 

Clements, 1985). 

The AIDS virus has been found to attack cells other 

than those in the immune system. The virus has been 

isolated from cerebrospinal fluid and brain cells (Ho et 

al., 1985; Norman, 1985). This nervous system infection may 

explain some of the cognitive deficits (e.g., dementia) and 

some of the depressive symptoms commonly observed in AIDS 

patients (Norman, 1985). The virus may even cause 

neurological deficits, such as cortical atrophy and motor 

dysfunction, in the absence of observed immunological 

deficits (Norman, 1985). 

Much attention has been focused on the discovery of 

the effects of the drug 3'-azido-3'-deoxythymidine (AZT) on 

AIDS patients (Levine, 1986). AZT, which is also known as 
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Retrovir, is not a cure for AIDS because it does not 

destroy the virus or restore the immune system to normal, 

but it does appear to interfere with the replication of HIV 

(Levine, 1986). The drug has been shown to improve the 

associated symptoms of AIDS patients (Yarchoan et al., 

1986). The drug is effective because the AIDS virus is a 

reverse transcriptase virus, which is a highly unusual 

viral form. This type of virus replicates by translating 

its RNA into DNA that instructs the cell to produce more 

AIDS virus rather than performing its normal functions. 

AZT basically "tricks" the AIDS virus into using the AZT 

instead of a sugar needed to build the DNA chain that will 

instruct the host cell to produce HIV. With AZT added to 

the DNA chain, instead of the actual sugar needed, the host 

cell does not recognize the new DNA and thus does not 

produce additional AIDS virus (Levine, 1986). However, the 

AIDS virus is still present in the system and may again 

multiply if the drug is removed. AZT appears to have some 

serious side effects. The most serious, thus far, is bone 

marrow suppression, often requiring multiple blood 

transfusions (Yarchoan et al., 1986). Researchers are 

continuing to test other drugs that might be effective in 

the treatment of AIDS. 
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Transmission 

Fortunately, the AIDS virus is not highly virulent, 

which means that most people who come into contact with HIV 

do not develop AIDS or AIDS related complex (ARC) (Price, 

1986). It appears that the virus can only be transmitted in 

one of three ways: through a direct transfer of bodily 

fluids, such as semen or blood; direct injection of the 

virus through infected needles, such as those shared by IV 

drug users; or during prenatal development from infected 

mothers to the developing child (Price, 1986; Anderson, 

1984). The transmission of the AIDS virus is thought to be 

similar to that of hepatitis B, although the AIDS virus is 

not as contagious as the hepatitis B virus (Heine & 

Clements, 1985). However, due to three cases in which 

health care workers were infected with HIV following 

exposure to blood from HIV-infected patients, the CDC has 

recommended that health care workers take precautions to 

avoid contact with the blood of all patients. These 

recommendations were made because the prevalence of HIV is 

increasing and not all patients are screened for HIV and 

other blood-borne disease (CDC, 1987). The stringent 

precautions are recommended due to the potentially fatal 

nature of HIV infection. 
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Sexual contact with a partner who is infected by the 

AIDS virus is a known path of transmission of HIV. In the 

United States, transmission by sexual contact has mostly 

occurred through male homosexual contacts. The sexual 

activity associated with the highest risk of transmission 

for both homosexuals and heterosexuals appears to be 

receptive anal intercourse (Lyman, Winkelstein, Ascher, & 

Levy, 1986; Padian et al., 1987; Schechter et al., 1986). 

Transmission from male to female sexual partners has also 

been widely documented (Harris, 1983; Kreiss, Kitchen, 

Pripce, Kasper, & Essex, 1985; Mann et al., 1986; Redfield 

et al., 1985). In one study of female sexual partners of 

male hemophiliacs who were infected by HIV, 61% of the 

females were also seropositive, i.e., showed antibodies to 

HIV in their blood (Mann et al., 1986). A recent study of 

female partners of seropositive males found that 23% of 

these females were seropositive. The number of sexual 

contacts with the seropositive male as well as the practice 

of anal intercourse were associated with transmission of 

HIV (Padian et al., 1987). 

There is some disagreement as to the relative risk of 

female-to-male sexual transmission. Some researchers 

maintain that the AIDS virus can be spread as easily from 

females to males as from males to females (Redfield et al., 

1985; Redfield et al., 1986), but others consider the 
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results at this time to be inconclusive (Schultz, Milberg, 

Kristal, & Stoneburner, 1986; Wykoff, 1986). Resolving this 

area of uncertainty will help predict how AIDS will spread 

in the future (Norman, 1985). If males can be easily 

infected by having sexual intercourse with females, AIDS 

may be spread more quickly and widely into the heterosexual 

population through female prostitutes, female partners of 

bisexual males, and female partners of IV drug users 

(Redfield et al., 1985). 

Some studies, using military populations, have found 

evidence of equal ease in bidirectional infection (Redfield 

et al., 1985). One study found that approximately 22% of 

patients with AIDS or ARC appeared to have contracted the 

disease through heterosexual contacts with female 

prostitutes (Redfield et al., 1985). Other researchers 

argue that since AIDS appears equally in males and females 

in Africa, HIV can be transmitted equally easily from women 

to men as from men to women and will eventually spread 

widely into the heterosexual population in the United 

States (Norman, 1985). The isolation of the AIDS virus from 

cervical secretions of women infected by HIV has lent 

support to the position that transmission of AIDS can occur 

from women to men (Vogt et al., 1986; Wofsy et al., 1986). 

However, there is a low concentration of HIV in the 

cervical secretions, leading to uncertainty about the 
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efficiency of this mode of transmission. Public health 

officials remain concerned about the possibility of wide 

transmission of AIDS into the heterosexual population. 

William Blattner (cited in Norman, 1985), an epidemiologist 

at the National Cancer Institute, has said, "The potential 

for heterosexual transmission is clear to me. We have 

underestimated this virus from time to time in the past." 

Other researchers argue that the equal incidence of 

AIDS among males and females in Africa does not necessarily 

mean that the disease will be spread in the same manner in 

the United States. Padian and Pickering (1986) argue that 

the equal ratio of infection in Africa might be 

attributable to a higher percentage of bisexual activity. 

Furthermore, the greater number of parasitic infections 

seen in African nations could lead to general 

immunosuppressive reactions in this population, which could 

facilitate the development of AIDS (Pearce, 1986). Other 

experts have suggested that the AIDS virus may also be 

spread through the common practice in Africa of reusing 

needles in health care clinics (Bonneux, Taelman, Cornet, 

Van der Groen, & Plot, 1987). Although the percentage of 

heterosexually transmitted cases of AIDS in the United 

States has risen slightly, from approximately 1% to 4%, 

AIDS does not appear to be spreading into the heterosexual 

population as rapidly as had been feared initially. 
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A common problem in AIDS research is the difficulty of 

investigating sensitive behaviors, such as sexual 

practices. That difficulty makes the investigation of the 

relative efficacy of male to females versus female to male 

transmission of AIDS particularly frustrating. Accurate 

epidemiological data can be difficult to obtain because 

people may not want to admit to participation in some high 

risk behaviors, such as homosexual contacts, anal 

intercourse, or intravenous drug use. The results of a 

recent study provides an example of how this reluctance can 

effect epidemiological studies (Dillon & Spencer, 1987). 

The Department of Health Personnel investigated 11 army 

recruits who had a positive test for HIV antibodies. 

Previously all 11 recruits had denied any homosexual or 

bisexual experiences to army epidemiologists. However, 10 

of the 11 admitted to homosexual or bisexual contacts 

during interviews with state health department 

epidemiologists. Obviously, some seropositive individuals 

are uncomfortable admitting actual risk behaviors to some 

authorities. These 11 cases may have been used by army 

researchers in their publications about the equal risk of 

female to male transmission of HIV, yet the cases appear to 

be due to homosexual transmission. Obviously, continued 

research is needed to clarify the issue of bidirectional 

transmission. 
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The AIDS virus has been found in the saliva of AIDS 

patients (Ho et al., 1985). This finding fueled concern 

that AIDS could be contracted through casual contact, such 

as sharing a glass with an AIDS patient. However, the 

presence of HIV in saliva is relatively rare, occurring in 

only 1 of 25 AIDS patients and in none of the 38 ARC 

patients tested in one study (Ho et al., 1985). 

Additionally, the AIDS virus appears to be unable to 

survive for long outside of the blood stream and appears to 

be transmittable only through direct insertion into the 

blood stream (Norman, 1985). 

The available data all indicate that the AIDS virus is 

not transmitted through casual contacts. Casual contact 

includes the types of contact common among family members 

living in the same household: playing with or hugging 

someone with AIDS, eating from the same plates, etc. The 

data have suggested that nonsexual, close contact with AIDS 

patients offers no risk of contracting AIDS. Among several 

hundred household contacts of AIDS patients studied, there 

have been no reported cases of AIDS or of HIV infection 

(Friedland, Saltzman, Kahl, et al., 1986; Friedland, 

Saltzman, Rogers, et al., 1986; Mann et al., 1986). A study 

of school aged hemophilic children in a boarding school 

indicated that while 50% of the hemophilic children were 

infected by HIV, none of the non-hemophilic children 
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seroconverted over a 3-year period. Antibodies for 

hepatitis B were found in a small proportion of the 

non-hemophilic children, but no antibodies for AIDS were 

found. These results suggest that while the hepatitis B 

virus can be transmitted by non-sexual means, it is 

unlikely that the AIDS virus is transmitted by any means 

other than a direct exchange of body fluids (Berthier et 

al., 1986). Research on household contacts is continuing to 

allay the fears of the public that casual contact can 

spread the AIDS virus (Operskalski & Mosley, 1986; 

Phillipson & Lorinez, 1986). 

Studies have also found that health care and clinical 

laboratory personnel who work extensively with AIDS 

patients have only a minimal risk of infection. In a CDC 

cooperative surveillance project, 1097 health care workers 

with exposure to HIV-infected blood through needlestick 

injuries or open wounds have been followed with routine 

blood tests and only one has seroconverted (CDC, 1987). 

There have been four cases reported to the CDC of health 

care workers who have been become seropositive following 

needlestick injuries, and five reported cases of 

seroconversion following non-needlestick exposure to 

infected blood. These nine cases represent a very small 

percentage of all health care workers who have had 

needlestick injuries or exposure to blood from seropositive 
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patients (CDC, 1987). While the low incidence of AIDS 

antibodies in people who are in frequent contact with AIDS 

patients suggests an extremely low probability of infection 

by HIV, even through direct contact with the body fluids of 

AIDS patients, precautions should continue to be maintained 

in the handling of the bodily fluids of AIDS patients 

(Oksenhendler et al., 1986). 

The mechanisms by which some individuals develop AIDS, 

while others apparently do not, have not yet been 

identified. Various mechanisms have been proposed, 

including lack of proper nutrition, types of social 

support, degree and type of psychosocial stress, and an 

already immunocompromised system (Coates, Temoshok, & 

Mandel, 1984). One recent study found that, among a cohort 

of initially symptom-free homosexual men, the single best 

indicator of the progression to ARC symptoms from initial 

infection was an incident of a sexually transmitted 

infection 6 months prior to participation in the study. An 

episode of a STD was a better predictor of symptom 

development than recreational drug use, the type of sexual 

activities engaged in, or the relative T4 to T8 ratio 

(Weber et al., 1986). These findings provide support to 

those researchers who have suggested that the greater 

number of infected women seen in Africa may be due to the 

high incidence of parasitic infections (Pearce, 1986). 
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AIDS has been found primarily in several high risk 

groups. While percentages differ slightly depending upon 

the reporting source, about 65% of AIDS patients are 

homosexual or bisexual males, 16% are heterosexual males 

and females who use intravenous drugs, 7% are homosexual or 

bisexual males who also use IV drugs, 4% are heterosexual 

partners of AIDS patients, 2% are blood transfusion 

recipients, 1% are hemophiliacs, 1% are children born to 

parents at increased risk for AIDS, and 3% do not fit 

readily into any of these groups. The percentages have not 

changed much over the past several years, although the 

percentage of heterosexual cases has increased somewhat 

over the last several years (CDC, 1987). Most pediatric 

AIDS cases are the result of prenatal infection through an 

infected mother (73%) or receiving infected blood 

transfusions or blood products, such as factor concentrate 

(15%) (Church, Allen, & Stiehm, 1986). 

Prevention 

Currently there is no cure or vaccine for AIDS 

(Rogers, 1985). In fact, a vaccine for AIDS will be 

difficult to develop -because the virus appears to be able 

to change its protein coating to avoid detection. This 

outer protein coating is generally used to develop 
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vaccines. A recent report on an attempt to develop an 

effective AIDS vaccine showed that the vaccine was 

ineffective due to the changing outer protein coating of 

the virus (Zagury et al., 1987). Additional problems 

include developing a vaccine that can pass through the 

blood-brain barrier because the virus has been found in 

central nervous system tissue (Krim, 1985; Norman, 1985). 

These potential problems lead many researchers to believe 

that no marketable vaccine will be available before the 

year 2000. 

The medical treatment of infected individuals is also 

difficult. The virus becomes fully integrated into the 

body's cells and may never be able to be removed entirely, 

necessitating the administration of drugs over a long 

period of time (Norman, 1985). Therefore, potential drugs 

must be strong enough to stop the AIDS virus, but of low 

enough toxicity that they can be given for extended periods 

of time. The drugs in initial clinical tests, such as AZT, 

discussed earlier, have had mixed results. Currently, 

patients with AIDS are treated for their infections and 

malignancies, with some prophylactic treatment also given. 

Some physicians maintain that if treatment is aggressive 

and begins early, the life expectancy of the AIDS patient 

may be extended (Boland & Gaskill, 1985; Church, Allen, & 

Stiehm, 1986; lazzetti, 1986). 
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The ELISA test for the AIDS antibody has allowed for 

the screening of potential blood donors to avoid the 

transmission of AIDS through contaminated blood 

transfusions (Levine & Bayer, 1985). Although these tests 

may have decreased the contamination of approximately 95% 

of the blood supply (Rogers, 1985), AIDS antibodies may not 

appear in the blood until up to 6 months after the initial 

infection (Goldblum & Seymour, 1987). Thus, blood from 

people exposed to the AIDS virus may still enter the 

nation's blood supply, although the risk has been 

significantly reduced (Levine & Bayer, 1985). Additionally, 

the coagulant treatments used by hemophiliacs have, been 

heat treated since 1985. This heat treatment process 

appears to kill HIV; thus, hemophiliacs should no longer be 

at risk for AIDS infection. However, up to 95% of Factor 

VIII deficient hemophiliacs have already been infected 

(Kreiss et al., 1985; Norman, 1985). 

Overall, the most effective response to AIDS appears 

to be preventive measures to help slow the spread of the 

disease (Hargraves et al., 1986; Joseph et al., 1984; Krim, 

1985). These preventive measures focus on educating high 

risk groups and the general public about ways the disease 

is spread and about the changes in behavior that can reduce 

the risk of contracting AIDS (Rogers, 1985). To reduce the 

^̂  ev of AIDS, these basic changes in behavior are 
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advocated! limitation of the number of sexual partners, the 

use of condoms and spermicides during sexual intercourse, 

avoidance of anal intercourse, participation in drug 

rehabilitation programs or at least not sharing needles, 

the avoidance of pregnancy if the potential mother or her 

sexual partner is in a high risk group or has a positive 

blood test for HIV antibodies, and good health habits, such 

as good nutrition (Conant, Hardy, Sernatinger, Spicer, & 

Levy, 1986; Echenberg, 1985; Grouse, 1985; Gustafson, 1986; 

Henry & Crossley, 1986; Marmor, Luden, & Grossman, 1985; 

Minuk, Bohme, Hoar, & Cassol, 1986). 

The use of condoms to prevent the transmission of HIV 

has been widely advocated. Early studies indicated that 

condoms are effective in preventing the transmission of 

other sexually transmitted disease, such as herpes virus 1 

and 2, cytomegalovirus (CMV), gonorrhea, and syphilis 

(Barlow, 1977; Keith, Berer, & Moss, 1976; McCormack, Lee, 

& Zimmer, 1973). A laboratory study has indicated that the 

AIDS virus cannot pass through either synthetic or natural 

condom membranes, even with agitation of the condom 

contents (Conant et al., 1986). Others caution that while 

synthetic condoms do appear to prevent the leakage of 

viruses, natural condoms do not. The use of condoms in 

conjunction with spermicides that contain nonoxynol 9 

appears to be more effective in stopping the spread of HIV 
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than the use of condoms alone. Nonoxynol 9 has inactivated 

HIV in laboratory studies (Hicks, et al., 1985). Condoms 

lubricated with nonoxynol 9, filled with HIV and ruptured, 

have not transmitted HIV to outside mediums in test tube 

tests (Rietmeijer, Krebs, Feorino, & Judson, 1987). 

Additional studies need to be undertaken to determine if 

both synthetic and natural condoms do prevent the spread of 

HIV (Minuk et al., 1986). 

In addition to laboratory studies, retrospective 

studies of high risk individuals also suggest that the use 

of condoms is effective in reducing the risk of 

transmission of HIV. Studies of prostitutes in Zaire found 

no seropositive women when more than 50% of their partners 

used condoms (Mann et al., 1987). Another study of 

heterosexual partners of AIDS patients found a significant 

association between a lack of barrier contraceptive use, 

including condoms, and seroconversion, with none of the 

sexual partners who had regularly used barrier 

contraceptives in the past 2 to 5 years testing positive 

(Fischl et al., 1987). Another study of heterosexual 

partners of AIDS patients found that there were no 

seroconversions in those partners who used condoms more 

than 75% of the time (Steigbigel et al., 1987). The number 

of people followed in each of the above surveys was 
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quite small, making it difficult to draw firm conclusions. 

Obviously, more data need to be collected to determine if 

condom usage is effective in preventing the spread of HIV. 

AIDS Knowledge and Attitudes 

Adolescents 

Adolescents may be the next high-risk group for HIV 

transmission, especially if HIV becomes further 

disseminated into the heterosexual population (Melton, 

1987). Consequently, it is important to assess adolescents' 

knowledge about AIDS and about modes of transmission, and 

to develop specific prevention programs targeted for 

adolescents.(^/A lack of awareness of the ways AIDS is 

transmitted could potentially place an adolescent at higher 

risk for contracting the disease. Therefore, understanding 

adolescents' knowledge of AIDS is the key to designing 

educational programs to correct any deficits in their 

knowledge. 

Beyond the personal risk of acquiring AIDS, today's 

adolescents soon will be faced with decisions about 

policies towards AIDS patients. In the next decade the 

public will be called upon to make decisions about such 

issues as mandatory testing, quarantining seropositive 

individuals, and insurance payments for the treatment of 
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AIDS. It is crucial that the public decide upon these 

issues from an accurate, informed position, as opposed to 

an emotional one. Additionally, AIDS patients are often 

avoided and socially isolated or even discriminated against 

as a result of people's fears about AIDS. It is important 

to understand the public's perceptions of, and their 

specific concerns about, AIDS patients. This information 

will again help educators to design programs to present 

accurate information about AIDS and to reduce any unfounded 

concerns. 

Recently, researchers have begun to examine 

adolescents' knowledge about AIDS. Obviously current 

knowledge about AIDS is expanding rapidly in both the 

scientific community and the general public. Stories about 

AIDS appear in the media almost daily, offering a 

continuous opportunity to learn more about AIDS. The media 

in areas with a high concentration of AIDS patients may 

focus more attention on AIDS, and audiences in these areas 

may be better informed than audiences in areas of lower 

concentrations of AIDS patients. Consequently, the amount 

of information found among adolescents may depend upon 

where and when they were surveyed. Such differences in 

time and location can lead to difficulties in comparing the 

results of different studies. 
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A further difficulty in accurately comparing the 

results of the different studies is the wide variation in 

instruments used to assess the knowledge and attitudes of 

adolescents. Each study has designed its own assessment 

instruments, a common practice in new areas of research. 

There are variations in the number of questions asked, the 

relative difficulty of the questions, and the areas of 

knowledge surveyed. Some studies do not report any 

reliability or validity data on the instruments used (e.g., 

Strunin & Hingson, 1987). Other studies do not report the 

number of questions asked or the exact questions used on 

the survey (e.g., Hopkins, Downer, & Miller, 1987), making 

comparisons across studies difficult. Despite the 

difficulties in making comparisons, some tentative 

conclusions can be drawn. 

In one of the first surveys of adolescents' knowledge 

of AIDS, 250 16 to 19-year-old Ohio high school students 

completed a 13-item AIDS knowledge inventory in the fall of 

1983 (Price, Desmond, & Kukulka, 1985). The test-retest 

reliability of the inventory was .80, and the 

Kuder-Richardson internal reliability was .96. The results 

of this study indicated that students were not well 

informed about AIDS. Even those students with the greatest 

knowledge of AIDS answered only 47% of the true-false 
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questions correctly. While a high percentage of students 

were aware that one does not inherit AIDS (81% correct) and 

that there is no cure for AIDS (77% correct), few students 

were aware that AIDS is not casually transmitted (40% 

correct). Additionally, except for correctly identifying 

homosexuals as a high risk group (90% correct), students 

were generally unable to correctly identify other risk 

groups, such as IV drug users (40% correct). Few students 

(27%) were personally concerned that they might contract 

AIDS. Students indicated that the majority of their 

information about AIDS came from television. Only a 

minority (31%) of the students had received any type of 

instruction about AIDS in their schools at the time of the 

survey. The students' lack of knowledge may be partially 

due to the time of the survey, late 1983, when few 

heterosexuals were aware that AIDS could affect them. 

Additionally, Ohio is not near any area of high 

concentration of AIDS patients. For these reasons, the 

surveyed students may have been relatively unaware of the 

problem. 

In contrast to the previous study, a 1985 survey of 

1326 14 to 18-year-old students in San Francisco found a 

higher level of knowledge (DiClemente, Zorn, & Temoshok, 

1986). This study used a 30 question true-false knowledge 
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inventory and an 11 question true-false attitude scale. 

The Cronbach alpha for the knowledge scale was .73, for the 

perceived susceptibility scale was .55, and for the 

misconceptions about AIDS transmission scale was .80 (R. 

DiClemente, personal communication, July 20, 1987). 

Overall, the students in this survey were much more aware 

of the modes of transmission of AIDS, ranging from a low of 

81% correctly identifying the sharing of needles, to a high 

of 92% correctly identifying sexual intercourse as modes of 

transmission. However, only 60% of these students were 

aware that using a condom during sex can lower the risk of 

getting AIDS. This finding is significant because 

adolescents may not be practicing effective preventive 

behaviors during sexual intercourse because they do not 

understand exactly how AIDS is transmitted through sexual 

intercourse. That particular finding has significant 

implications for the design of educational programs. 

The students in this sample were somewhat better 

informed about the low risk of casual contact, although 32% 

either did not know or were uncertain about whether AIDS 

could be transmitted by shaking hands. That figure is in 

contrast to the 60% of students in the previous survey who 

felt that AIDS could be transmitted casually (Price, 

Desmond, & Kukulka, 1985). In contrast to the students in 
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the Price, Desmond, and Kukulka (1985) study, 79% of these 

students indicated that they felt personally at risk for 

contracting AIDS. It is not clear to what extent this 

difference in personal concern was due to the different 

locations of the study, i.e., an area with a high incidence 

of AIDS versus an area of low incidence. An additional 

factor may be the different years in which the surveys were 

conducted, with the increasing media focus on AIDS 

accounting for the San Francisco adolescents' higher level 

of knowledge and greater personal fear of contracting AIDS. 

Even with a fairly high level of knowledge, the students 

apparently felt the need for additional information about 

AIDS, with 88% agreeing that it was important to include 

education about AIDS in the school curriculum. 

A recent survey by Strunin and Hingson (1987) of 860 

16 to 19-year-olds in Massachusetts in late 1986 indicated 

a knowledge level roughly equivalent to that of the 

DiClemente, Zorn, and Temoshok (1986) survey. These 

similar results, obtained in an area with a lower incidence 

of AIDS patients, suggest that the knowledge of adolescents 

may have increased due to an increased media focus on AIDS. 

As with the San Francisco survey, the Massachusetts 

students seemed to want more information about AIDS. The 

Massachusetts students nearly all (96%) agreed that 
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information about AIDS should be included in school 

curricula. It is difficult to draw exact conclusions about 

the similarities between the two studies, however. Neither 

study reported the reliability of their instrument, and the 

Strunin and Hingson (1987) study did not report on the 

exact questions used or the number asked. 

In the Massachusetts survey, 92% of the teenagers were 

aware that HIV can be transmitted through sexual 

intercourse. However, only 72% of the students knew that 

HIV was transmitted by semen and vaginal secretions. These 

results are similar to the DiClemente, Zorn, and Temoshok 

(1986) finding that only 60% of adolescents knew that 

condoms could prevent the transmission of AIDS. Although 

the authors of the two studies did not comment upon these 

discrepancies, it is possible that teenagers have acquired 

rudimentary knowledge about the transmission of AIDS but do 

not understand the exact mechanisms involved. In other 

words, they have heard that AIDS is sexually transmitted, 

but they do not understand exactly how the disease is 

transmitted through sexual intercourse. This discrepancy 

in knowledge is important, because adolescents may not take 

effective precautions to avoid contracting AIDS due to 

their lack of knowledge. Thus, teenagers may not avoid 

contact with semen or vaginal secretions, because they are 
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unaware that these body fluids contain the AIDS virus. In 

fact, the participants' responses about their own sexual 

behavior seem to suggest a lack of specific knowledge about 

how to avoid contracting AIDS. Over half of the 

participants indicated that they were currently sexually 

active. Of those who were sexually active, only 15% 

reported that they had changed their sexual behavior to 

avoid AIDS, and only 20% of those who changed their sexual 

behavior (1.5% of the participants) had made changes that 

would be effective in preventing the transmission of HIV 

(e.g., using condoms). 

Another recent survey looked at the difference in 

knowledge about AIDS in urban (Seattle) and rural teenagers 

in Washington state (Hopkins, Downer, & Miller, 1987). A 

total of 502 eleventh graders, 214 urban and 288 rural, 

were surveyed. No difference was found in the knowledge of 

urban and rural teenagers, although urban teenagers were 

more likely to want additional information about AIDS than 

were rural teenagers. The lack of differences between the 

rural and urban teenagers may reflect the fact that the 

incidence of AIDS is low in both the urban and rural survey 

areas, and thus the students either felt no need to learn 

more about AIDS, or they both received equivalent types of 

information. As in the previously reviewed studies, the 
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biggest area of confusion appeared to be whether AIDS can 

be transmitted casually, with over 20% of the respondents 

indicating that living in the same house with an AIDS 

patient puts a person at risk for contracting the disease. 

Additionally, over a third (39%) of the adolescents thought 

that HIV could be transmitted through saliva, 32% thought 

it could be contracted through donating blood, and 27% 

thought that mosquitoes could spread the virus. Again, 

comparisons with other studies are difficult as the authors 

did not report any reliability data, nor any information on 

the exact questions used, or the number asked. 

Although comparisons between the reviewed surveys are 

difficult given the different instruments used, some 

tentative conclusions can be drawn. The results from these 

four surveys suggest that although adolescents have 

acquired a rudimentary knowledge about AIDS, (i.e., they 

are generally able to identify the high risk groups), they 

lack knowledge about the exact ways in which AIDS is 

transmitted (i.e., by vaginal secretions or sperm). This 

distinction has important implications for the development 

of educational programs. Adolescents need to be aware of 

the exact forms of transmission so they can know what 

preventive measures will be effective. Additionally, 

adolescents have some confusion over the relative ease of 
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casual transmission, thinking that AIDS might be 

transmitted through handshakes and living in the same house 

with an AIDS patient. Again, this finding has important 

implications. General fear and avoidance of AIDS patients 

will be increased if people perceive themselves at risk by 

having any contact with any person with AIDS. Additionally, 

if people believe that they can avoid contracting AIDS by 

avoiding contact with identified patients, they may not 

accurately assess or reduce their own high risk behaviors. 

Therefore, educational programs also need to convey 

accurate information about the risks of casual contact with 

AIDS patients. 

Two encouraging results were found in these surveys. 

One encouraging finding was that adolescents do have a good 

baseline knowledge about AIDS. There are some important 

gaps in that knowledge, but adolescents are aware of the 

disease and appear to be acquiring more knowledge about 

AIDS over time. Secondly, adolescents appear to recognize 

that their knowledge is lacking, with the vast majority of 

those adolescents, who were asked, wanting additional 

information about AIDS to be presented in their schools. 
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Health Care Providers 

Several studies have assessed health care providers' 

knowledge and attitudes about AIDS. Both the knowledge and 

attitudes of health care professionals are particularly 

important. Most health care workers, if they have not 

already cared for a seropositive patient, will eventually 

come into contact with a patient who is seropositive or who 

has AIDS. Health care workers need to be aware of the modes 

of transmission of HIV to take appropriate precautions to 

avoid personally contracting AIDS and, conversely, to 

decrease any unwarranted fears about the risk of casual 

transmission. There is a delicate balance between being 

concerned enough to practice reasonable infection control 

procedures and so overly concerned that patient care is 

compromised. Unfortunately, both extremes have been seen 

with AIDS patients. It is worrisome to note that several 

hundred health care workers have sustained needlestick 

injuries from seropositive individuals, and yet health care 

workers continue to neglect to follow infection control 

procedures when they are exposed to the blood of patients. 

Simultaneously, some hospitals and individual health care 

workers have refused to care for AIDS patients. 

Appropriate education may help to achieve the delicate 

balance of concern without anxiety. 
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Additionally, health care professionals are, as a 

group, often considered by the public to be experts on all 

medical subjects, including AIDS. It is important that 

health care professionals provide accurate information 

about AIDS to those who question them about the topic. As 

with the other groups reviewed, the information gained from 

surveys of health care professionals can help to identify 

topics worthy of emphasis in educational programs. 

The currently available surveys of health care 

professionals suffer from the same methodological 

difficulties as surveys of other groups. As with any new 

area of research, there are no widely accepted standardized 

measures. Some studies do not provide the questions asked 

or any validity and reliability data. Therefore, it is 

difficult to generalize results across studies. 

Although misconceptions do exist in this population, 

surveys have shown health professionals to have a slightly 

greater level of knowledge of AIDS than the general 

public. A 1983 survey of 260 physicians practicing in 

Southern California found a fairly high level of knowledge, 

ranging from a high of 99% correct in response to a 

question about the standard risk groups for AIDS, to a low 

of 55% correct to a question about whether non-sexual 

household contacts of AIDS patients were at risk for 
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contracting AIDS (Barrett-Connor, 1984). As with the 

surveys of the general public and adolescents, these 

physicians knew less about the risk of casual contagion 

than about the high risk groups and major modes of 

transmission. 

A survey of 750 health care professionals in England 

in June, 1986, indicated a surprising lack of knowledge 

about AIDS (Searle, 1987). This survey encompassed a wide 

range of health professionals, including nurses, general 

practitioners, and physicians from a number of different 

specialties, such as internal medicine. The results 

indicated that, overall, 38% of professionals were not sure 

if antibodies to HIV, which are measured by the common 

blood screening tests, conferred immunity to AIDS to the 

individual (they do not). This misconception is 

potentially serious because having antibodies to HIV 

indicates that the individual is capable of transmitting 

the virus to others and that the individual may contract 

AIDS at some point in the future. The practitioners who 

were surveyed were the ones who would order HIV antibody 

screening tests and who would be called upon to explain the 

results to their patients. Yet these physicians may be 

giving inaccurate information to those patients. It is 

difficult to generalize these findings as no reliability or 
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validity data were available for the questionnaire and as 

the participating professionals were asked only five 

questions to assess their knowledge about AIDS. 

School nurses in Oklahoma were surveyed in October, 

1986, using a questionnaire similar to the one used in 

several surveys of hemophiliacs (Hargraves et al., 1986; 

Mason, Olson, Myers, Kenning, & Sexauer, 1986; Mason, 

Altepeter, & Olson, 1987). The results indicated a slightly 

lower knowledge of AIDS than that exhibited by physicians 

in the previous studies. None of the respondents correctly 

identified all high risk groups for AIDS. As in other 

surveys, respondents were most uncertain about the risk of 

casual contact transmitting the virus, for example, three 

nurses were uncertain about whether the virus could be 

spread via toilet seats, and half of the nurses thought 

that saliva transmitted the virus. As with the Searle 

(1987) study, questions about the meaning of the blood test 

for HIV antibodies had the most incorrect answers. While 

the study of school nurses had a small sample size (n=29), 

it does add further support to the conclusion that even 

health professionals can benefit from additional 

information about AIDS (Huszti, 1986). 

Another survey of health care personnel was conducted 

at a hospital in Rochester, New York, in early 1984 
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(Valenti & Anarella, 1986). Participants in the survey were 

nurses, laboratory technicians, physicians, and medical 

students. Although the participants had a fairly high 

level of knowledge about the AIDS virus, they had less 

knowledge about the appropriate safety precautions to 

follow when working with AIDS patients. The percentage of 

respondents who mistakenly thought that gowns, masks, and 

gloves were necessary for all contact with AIDS patients 

ranged from a low of 24% (physicians) to a high of 51% (lab 

workers). Although the majority of respondents thought 

that AIDS patients could safely use common waiting rooms, 

21% (residents) to 49% (nurses) of respondents thought that 

AIDS patients should not be allowed to use public 

restrooms. These results indicate that a sizable minority, 

depending on the job specialty, are overly cautious in 

their approach to infection control procedures for AIDS 

patients. This extreme caution in avoiding exposure to 

AIDS patients is understandable because 72% of the 

respondents indicated that they were personally concerned 

about contracting AIDS from a patient. The authors 

concluded that educational programs that stressed 

appropriate infection control procedures are necessary for 

hospital personnel to reduce unfounded fears. 
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AIDS patients' medical care may be compromised due to 

the unwarranted fears of medical personnel who fear caring 

for AIDS patients. In several Oklahoma hospitals, nurses 

have refused to draw blood from suspected seropositive 

patients, and employees have refused to clean AIDS 

patients' plates. In one case, blood was drawn from a 

suspected seropositive patient and an ELISA screen was done 

without the patient's knowledge or consent. One study 

conducted in 1983 found that 80% of surveyed health care 

workers were anxious about caring for AIDS patients (Cooke 

& Koenig, 1987). In another study conducted in 1986 at a 

New York City hospital, 30% to 40% of all residents, 

depending on their specialty, said they were concerned 

about acquiring AIDS from a patient (Link, Feingold, 

Charap, Freeman, & Shelou, 1987). Although 93% of these 

residents thought that their personal concern about 

contracting AIDS did not compromise their care of AIDS 

patients, 25% also said that, if they were given a choice, 

they would not continue to care for AIDS patients. 

Another study surveyed practicing physicians in three 

American cities to discover if their attitudes towards AIDS 

patients were different than their attitudes towards other 

types of patients (Kelly, St. Lawrence, Smith, Hood, & 

Clark, 1987). The physicians received vignettes describing 
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a patient. All vignettes were identical in all details, 

except for a diagnosis of AIDS or leukemia. The AIDS 

patient was considered to be more responsible for and 

deserving of his illness and less deserving of sympathy 

than the leukemia patient. Additionally, the physicians 

were less willing to interact with an AIDS patient in a 

conversation, to live in the same building with an AIDS 

patient, and to continue a past friendship once the patient 

was diagnosed with AIDS. 

A recent study examined the competence of California 

physicians in caring for AIDS patients (Lewis, Freeman, & 

Corey, 1987). The results indicated that a number of 

physicians (44%) were not considering AIDS as a 

differential diagnosis and were not assessing AIDS risk 

factors, even when the case history clearly indicated the 

possibility of AIDS. The degree of competence of the 

physicians was related to their level of discomfort in 

treating homosexuals. These results suggest that health 

care workers who are uncomfortable dealing with AIDS 

patients, or with homosexuals, may not offer competent care 

to these patients. 

The results of these studies taken together suggest 

that health care workers are anxious about working with 

AIDS patients, although this anxiety may have lessened over 
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the past three years, as more has been learned about the 

disease. The results also suggest that physicians have 

more negative attitudes towards patients with AIDS than 

towards patients with other illnesses, and that a sizeable 

minority of residents would prefer not to care for AIDS 

patients. Health care workers think that their concerns do 

not compromise their care of AIDS patients. However, it 

seems likely that patients with AIDS may be getting 

slightly different care from patients with other diseases. 

General Public 

Assessing the knowledge and attitudes of the general 

public is as important as assessing the knowledge and 

attitudes of adolescents. Although much of the general 

public is at low risk for contracting AIDS, they will be 

called upon to make decisions about such issues as 

mandatory testing, quarantining of seropositive 

individuals, and insurance coverage for the treatment of 

AIDS and HIV related diseases. The public also will be 

called upon to approve educational prevention programs. 

These issues will be resolved differently depending upon 

the public's knowledge of, and possible biases towards, HIV 

infected individuals. As with adolescents, an 

understanding of the public's knowledge of AIDS can help in 
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planning educational programs to address misconceptions. 

Additionally, continued assessment can help to determine 

what aspects of educational programs are successful or 

unsuccessful. 

The public's knowledge about AIDS has increased over 

time. Certainly the public has become increasingly aware 

of AIDS. One survey conducted in 1983 estimated that 77% of 

the United States population had heard of AIDS; this figure 

had risen to 98% by 1985 (Mills, 1986). The percentage of 

the public who had heard of AIDS was nearly 100% in areas 

with a high concentration of AIDS patients. Apparently the 

media focus on AIDS has been successful in increasing 

public awareness of the disease. However, an increased 

awareness of AIDS does not necessarily translate into 

knowledge about all aspects of the disease. In polls 

conducted by news agencies in 1985, 47% of the public 

believed that AIDS could be contracted by sharing a glass 

with an AIDS patient; 28% of the public believed that AIDS 

could be contracted through exposure to toilet seats; and 

10% of the public believed that AIDS could be contracted 

through handling money (Mills, 1986). However, some of 

these misconceptions appear to be lessening over time. By 

late 1986, a survey conducted by the same agency as the one 

reviewed above indicated that 57% of the public was now 
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certain that AIDS could not be transmitted through toilet 

seats, as compared to 49% of the public in the first survey 

(Mills, 1986). Also encouraging was the fact that the 

respondents in the second poll indicated that they thought 

they were lacking in knowledge about AIDS. 

As with the surveys of adolescents, recent surveys of 

the general population's knowledge about AIDS have found a 

high level of knowledge in some areas, with knowledge 

lacking in other areas. For convenience, college students 

will be considered as general public, while high school 

students will be considered adolescents, fFreshmen at seven 

universities in Louisiana were surveyed by mail in the 

spring of 1986 (Atkinson, Ktsanes, & Hassig, 1987). The 

freshmen were well-informed about the major high risk 

groups (90% correct) and the modes of transmission (96% 

correct). However, as in the surveys of high school 

students, there was still some ignorance about the risk of 

casual transmission, with 16% of the students thinking that 

those who lived in the same house with an AIDS patient were 

at risk to acquire AIDS.j A slightly smaller percentage, 

14%, thought that mosquitoes could transmit the AIDS virus 

from person to person. The knowledge scores were not 

significantly affected by having a discussion of AIDS in 

their high school classes or by the respondent's sex. 
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Approximately a third of the students (967 out 3231) who 

had received questionnaires sent back completed 

questionnaires, raising the possibility of a biased 

sample. It is possible that those students with the 

highest knowledge about AIDS returned the questionnaires, 

while those who did not know as much did not bother to 

complete the questionnaire. The knowledge of the students 

in this survey was slightly higher than that found in other 

surveys of the general public. 

Two telephone surveys polled people through random 

dialing. One survey was performed in Rhode Island in 

December, 1986 (Debuono, Brondum, Scott, Green, & Faraone, 

1987), and the other was conducted in Vermont at 

approximately the same time (Vogt, Kutzko, Kappel, & 

Brozicevic, 1987). Both surveys found that participants 

could correctly identify the major high risk groups, with 

over 95% correctly identifying the major high risk groups 

in the Vogt, Kutzko, Kappel, and Brozicevic (1987) survey. 

In the Debuono, Brondum, Scott, Green, and Faraone (1987) 

survey, intravenous drug users were identified less 

frequently than were male homosexuals. Participants in 

both surveys demonstrated some ignorance about the relative 

risk of casual transmission. iMany people thought that 

sharing a glass with an AIDS patient could transmit the 
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virus (24% of the Rhode Island and 36% of the Vermont 

sample). A lower percentage of the participants in these 

two studies thought that sharing a glass could transmit HIV 

than found in the news agency poll conducted a year 

earlier. Interestingly, in the Vermont survey, 78% of the 

participants agreed that children with AIDS could attend 

public schools, but 40% also said that they would worry 

about their child contracting AIDS from a classmate. This 

discrepancy may be due to a difference in the questions 

asked. Although the respondents were able to agree, in 

abstract, that AIDS was not casually contracted, when the 

question is about something that is personally relevant, 

such as their children, the respondents' belief in a lack 

of casual transmission was more tenuous. In both surveys, 

the knowledge level was significantly correlated with level 

of education and inversely correlated with age, with the 

younger respondents answering more questions correctly. 1 

I A total of 399 people in New York, San Francisco, and 

London were surveyed in 1985 about their knowledge and 

attitudes about AIDS (Temoshok, Sweet, & Zich, in press). 

This study sought to identify the factors that affected 

people's attitudes and knowledge about AIDS. A strong 

negative correlation was found between knowledge and fear. 

In other words, the less knowledge someone had about AIDS, 



52 

the more likely he or she was to fear the disease. The 

authors also found a negative correlation between a general 

fear of AIDS and a desire for more information about AIDS, 

so that the most fearful people were also less likely to 

desire information about AIDS. There was a positive 

relationship between the length of time since first hearing 

about AIDS and positive attitudes towards AIDS patients, 

suggesting that more information about AIDS was acquired 

over time, leading to a decrease in a fear of AIDS 

patients.U 

f The results of these studies suggest that awareness of 

and knowledge about AIDS is increasing in the general 

public. This increase in knowledge was also found in the 

studies of adolescents' knowledge. One study indicated 

that increased knowledge about AIDS is associated with 

reduced fears about AIDS (Temoshok, Sweet, & Zich, in 

press). Although there has been an encouraging decrease in 

the perception of the casual transmission of AID, there is 

still a substantial minority of the public who believes 

that AIDS can be casually transmitted. The results of one 

survey (Vogt, Kutzko, Kappel, & Brozicevic, 1987) suggested 

that there is a difference between the attitudes about AIDS 

patients found with abstract questions and the attitudes 
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about AIDS patients when specific, personally relevant 
^ 

questions were asked. | 

AIDS Education Programs 

The next logical step after assessing AIDS knowledge 

is to develop educational programs to address areas of 

deficient knowledge. Not only do educational programs need 

to be developed, but the efficacy of these programs needs 

to be systematically assessed. It is important to know if 

the programs achieve the stated goals such as, increasing 

knowledge about AIDS and encouraging the practice of 

preventive behaviors. Additionally, it is important to 

identify those components that contribute to increases in 

knowledge and the practice of preventive measures. 

Adolescents 

I The necessity of education about AIDS for adolescents 

has been increasingly recognized. In late 1986, Surgeon 

General C. Everett Koop recommended that education about 

AIDS be instituted in public schools including explicit 

information about the transmission of HIV and about the 

prevention of the spread of HIV (Koop, 1986). His 

recommendations have not been without controversy, but more 

and more school systems are adding AIDS education to their 

curricula. In 1987, several states passed legislation 
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making AIDS education mandatory. These states have 

included traditionally liberal ones, such as California, 

and traditionally conservative ones, such as Oklahoma, (j 

Two recent studies have evaluated the efficacy of 

educational programs about AIDS for adolescents (DiClemente 

et al., 1987; Miller & Downer, 1987). Direct comparison of 

the two studies is somewhat difficult because different 

questionnaires were used to evaluate each program. Neither 

study described the exact content of the educational 

programs used, making any conclusions about the efficacy of 

different teaching methods difficult. Each study also 

suffers from some methodological difficulties. 

|i A research group in San Francisco assessed the AIDS 

knowledge of adolescents in the area (DiClemente, Zorn, & 

Temoshok, 1986), and then developed an educational program 

designed to address specific deficiencies observed in the 

students' knowledge of AIDS (DiClemente et al., 1986). 

School district teachers volunteered to participate in a 

workshop designed to train them to provide a 3-day 

curriculum on AIDS. This curriculum included films, 

lectures, and role playing exercises. The program was 

introduced in the fall of 1986 to middle schools and high 

schools in the San Francisco area. A total of 640 students 

participated in either a control or experimental 

condition. Classrooms were not randomly assigned. The 



55 

division between experimental and control groups was based 

on whether the teacher had volunteered to attend the AIDS 

curriculum training workshop. This type of assignment may 

have had some effect on the results, because teachers who 

are willing to teach about AIDS may have had more positive 

attitudes about AIDS and may transfer those attitudes to 

their students. All students completed a pre-test prior to 

the program and post-test immediately following the 

program. Pretest knowledge levels were equivalent between 

groups, perhaps indicating that there was no effect of the 

teachers' attitudes on their students. Students who 

received the AIDS program demonstrated significantly higher 

knowledge scores than the control group on the post test. 

I Misconceptions about AIDS also appeared to be corrected, 

with students in the educational program significantly less 

likely to report casual contact, such as sneezing and 

holding hands, as modes of AIDS transmission./ No follow-up 

data were collected. The internal consistency of the 

knowledge scale was reported to be .73. The misconception 

scale's internal consistency was reported to be .80 (R. 

DiClemente, personal communication, July 20, 1987). 

A survey by Miller and Downer (1987) assessed the 

effects of a 1-hour AIDS education program that presented 

basic information about AIDS to eleventh graders in 

Washington State. The individual teachers who presented the 
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program were given a list of different teaching materials 

about AIDS, including films, film strips, and pamphlets. 

Teachers chose the teaching materials they wished to use 

for their classes. Therefore, the classroom presentations 

were not necessarily equivalent. Students were 

administered a pretest 1 week before the program and 

received the same test a week after the program. Two 

months later, students were given the same test as a 

follow-up evaluation. No reliability or validity data were 

reported for this measure. One hundred and fourteen 

students out of the 348 eligible students completed the pre 

test and the post test. Fifty students completed the 

follow-up test. Therefore, about 50% of the students were 

lost at each testing point, due to absences or to 

incorrectly completing the information used for matching 

purposes. Students had a significant increase in knowledge 

following the program. Knowledge gains were noted for 

questions dealing with casual transmission, such as whether 

kissing was a known source of transmission. Attitude 

questions were divided into fearful and restrictive 

responses versus tolerant and compassionate beliefs about 

AIDS patients. A significant increase in tolerant 

attitudes was found following the program. There was no 

change in the students' perceptions of their own personal 

risk following the program. The significant increases in 
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knowledge about AIDS and tolerant attitude towards AIDS 

patients were maintained over the follow-up period. 

At the follow-up evaluation there were 50 tests that 

could not be matched to any of the other tests. The 

authors assumed that these students had not received the 

program and were completing the test for the first time. 

The authors used this group as the control group. The 

follow up knowledge and tolerant attitude scores were 

significantly more positive for the treatment group than 

the control group. However, the control group was not a 

randomly selected group of students. There may have been a 

variety of reasons that the tests of the students in the 

control group were not able to be matched with previous 

tests; the students may have deliberately filled out the 

identifying information incorrectly, they may have not 

handed in previous tests they had filled out, etc. While 

the results of this study are encouraging, the conclusions 

based on this study must remain tentative, given problems 

in the selection of the control group and the large loss of 

students at each testing period. 

These two studies suggest that educational programs 

increase adolescents' knowledge about AIDS. An educational 

program also appears to positively influence adolescents' 

attitudes towards AIDS patients. It is disturbing, 

however, that the educational program does not appear to 
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have any effect on adolescents' perceptions of their own 

personal risk of acquiring AIDS. If adolescents do not 

believe that they are at any risk of contracting AIDS they 

are unlikely to practice any preventive behaviors. 

Future studies of the efficacy of education programs 

should include a randomly selected control group that will 

complete the same number of questionnaires as the treatment 

groups. The educational programs that are given should be 

as uniform as possible to assess the effectiveness of 

components of the program. Both of the studies reviewed 

used a mixture of films and lectures in their educational 

programs, the relative effectiveness of which had not been 

assessed. 

Health Care Providers 

Several educational programs for health care workers 

have been assessed to determine their effectiveness. Each 

program was conducted differently, and assessed 

differently, which makes generalization difficult. 

The Public Health Department in Massachusetts was 

concerned about health care personnel's low level of 

knowledge about AIDS. In order to insure proper care for 

AIDS patients, the Health Department developed a training 

program for health care professionals and conducted 36 

training programs for a total of 1247 health care personnel 
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from February, 1985, through June, 1985 (Liebling et al., 

1986). The participants completed a questionnaire assessing 

knowledge about AIDS and attitudes towards AIDS patients 

prior to the program and again following the program. Two 

hundred and ten people volunteered to complete a follow-up 

survey 1 month later. The program lasted from 1 to 2 hours 

and followed a lecture format with time for a question and 

answer period. The majority of participants were nurses. 

The results indicated that participants' knowledge of AIDS 

significantly increased as a result of the program. The 

greatest knowledge increase was seen for proper infection 

control procedures to follow with AIDS patients, in other 

words, in areas that protected the participants from 

contracting AIDS themselves. The smallest increase in 

knowledge occurred in areas that pertained to social 

contact with AIDS patients. After the program, 

participants appeared to feel more comfortable with their 

level of knowledge, with the number agreeing with the 

statement, "I have sufficient knowledge to protect myself 

from getting AIDS," rising from 31% agreement at the 

pretest to 92% agreement at the post test (£ < .001). There 

was no significant decrease in the endorsement of this 

statement at the follow-up assessment. 

The program also appeared to influence participants' 

attitudes. Attitudes towards AIDS patients grew more 
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positive following the educational program. For instance, 

before the program only 54% of participants agreed that 

people with AIDS could have normal social contacts. 

Following the program 89% of participants agreed that 

normal social contacts were appropriate, a significant 

shift in a positive direction (£ < .001). There were no 

significant decreases from the post test level noted in the 

follow-up scores. Generally, the changes observed in both 

knowledge and attitudes remained stable over the 1 month 

follow-up period. However, the follow-up questionnaire was 

sent only to those participants who volunteered to complete 

it. It is possible that the participants who volunteered 

to complete the questionnaire were those with more positive 

attitudes towards AIDS patients. Thus, the responses to 

the follow-up questionnaires may be positively biased, and 

a decrease in knowledge and attitude scores might have been 

seen if all participants had completed the follow-up 

questionnaire. An additional difficulty with this study is 

that there was no control group. While it is unlikely that 

the gains in knowledge and attitudes were the result of 

other factors, it is difficult to conclude that the program 

produced all of the positive results. Nonetheless, it is 

encouraging to note the positive increase following the 

program, and it is encouraging to see those effects 
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maintained in at least some of the participants over a 

1-month period. 

A hospital in New Jersey conducted an inservice 

education program for its employees aimed at increasing 

knowledge about AIDS and about appropriate infection 

control precautions (Harnett, 1987). Programs were 

presented in a lecture format with poster board displays 

used as visual aides. Time was provided for a question and 

answer period. A brief knowledge questionnaire given to 

employees before the program and again following the 

program indicated that the knowledge of participants 

increased as a result of the program. The author reported 

that the nursing care provided to AIDS patients improved 

following the programs, with the staff exhibiting less 

fearful reactions towards the patients. As with the 

previous study, no control group was included to indicate 

if the hospital staff had learned additional information 

about AIDS from other sources. Although the results 

suggest that hospital based educational programs are 

effective in increasing the knowledge of participants, the 

study's design precludes attributing changes in knowledge 

exculsively to the program. 

An education program about AIDS was conducted for 

physicians in Los Angeles County in 1984 (Lewis, Freeman, 

Kaplan, & Corey, 1986). The program attempted to determine 
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the relative efficacy of different forms of information 

presentation about AIDS. A total of 635 physicians were 

interviewed prior to the program about their knowledge of 

AIDS and ARC symptomatology, screening tests, differential 

diagnoses for symptoms typical of AIDS, modes of 

transmission, and prevention of AIDS. After the initial 

interview, physicians were sent either printed material on 

AIDS, an 11-minute cassette that was a parody of a radio 

soap opera, or a 21-minute videotape that followed the 

format of a news broadcast. According to the authors, the 

materials contained similar information. However, it is 

obvious that the material was not in an equivalent form 

given the difference in the running time for the 

non-printed material. Four months later, 81% of the 

physicians were re-interviewed. There was no significant 

difference between the percentage of correct responses from 

physicians in any of the educational conditions. 

Participants in all three groups demonstrated a significant 

increase in knowledge. In fact, there was no difference in 

the responses of those physicians who actually used the 

materials (n=275) as compared to the responses of those 

physicians who did not use the provided materials (n=238). 

The increase in the correct responses over the study period 

among those physicians who did not use the educational 

materials was unexpected. Perhaps, following the pre-test. 
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participants were more aware of AIDS and actively gained 

further knowledge about the disease, or there may have been 

an increase in AIDS-related articles in medical journals 

between the pretest and post test. Since the comparison 

group, i.e., those who did not choose to use the materials, 

was self-selected, it is difficult to draw any firm 

conclusions from the obtained data. This difficulty is 

particularly evident because all groups showed an increase 

in knowledge. 

The previous studies suggest that educational programs 

may be effective in increasing the knowledge of health care 

providers and in establishing more positive attitudes 

towards AIDS patients. However, methodological 

difficulties, such as the lack of a control group or the 

inclusion of a self-selected control group, make it 

difficult to draw firm conclusions. Additionally, it is 

difficult to draw comparisons between studies which used 

vastly different assessment instruments. One study used a 

telephone interview (Lewis, Kaplan, & Corey, 1987); two 

studies used different paper and pencil scales (Liebling et 

al., 1986; Harnett, 1987). No reliability or validity data 

were reported for the assessment instruments used in the 

studies reviewed. Only one study (Lewis, Kaplan, & Corey, 

1986) matched physicians' pre and post tests to determine 

the change in each physicians' scores. 
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Sex Differences in AIDS Knowledge 
and Attitudes 

Studies that have examined sex differences in 

knowledge and attitudes about AIDS have found conflicting 

results. One study of high school students found that 

females were more concerned than males about contracting 

AIDS from a future partner (Price, Desmond, & Kukulka, 

1985). In this study, females had significantly less 

knowledge about AIDS than males. Another survey of college 

students found that males were more concerned than females 

about contracting AIDS from a future partner (Simkins & 

Eberhage, 1984). Another study of adolescents' knowledge 

and attitudes about AIDS found that females had more 

positive attitudes towards AIDS patients than did males, 

but there was no difference between the sexes in the level 

of knowledge (Miller & Downer, 1987). A study of health 

care workers found that males were significantly more 

likely than females to prefer to avoid caring for AIDS 

patients (Liebling et al., 1986). Only two of the reviewed 

studies (Miller & Downer, 1987; Price, Desmond, & Kukulka, 

1985) reported any significant differences in the AIDS 

knowledge of males and females. 

The results of the studies that examined sex 

differences suggest that females may have more positive 
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attitudes towards AIDS patients than males. The only study 

(Price, Desmond, & Kukulka, 1985) that found any 

differences between the sexes in the level of AIDS 

knowledge was conducted in 1983, early in the AIDS 

epidemic. At the time the survey was conducted there was 

little recognition that AIDS could affect the general 

population, and the public was not very aware of AIDS. The 

most recent study that reported on sex differences found no 

differences between the sexes on knowledge (Miller & 

Downer, 1987). Perhaps the difference between the results 

of the two studies is due to the public's growing awareness 

of AIDS. As females have become aware that AIDS could 

affect them, they may have paid closer attention to news 

reports about AIDS, thus acquired more knowledge about AIDS 

and attained equivalence in knnowledge to males. 

Health Informational Programs 

Previous research has examined a variety of health 

related behaviors, examining attitudes towards smoking 

cessation, alcohol abuse, preventive dental care, proper 

nutrition, and contraceptive use (Allerd et al., 1985; 

Casswell, Brash, Gilmore, & Saliva, 1985; Leventhal & 

Cleary, 1980; Lindholm, Touliatos, & Wenberg, 1984; 

Morrison, 1985; Rabinowitz & Zimmerli, 1974). Different 

educational programs have differing effects on attitudinal 



66 

and behavioral changes. Generally, the studies that 

utilized a strictly informational program found an increase 

in knowledge, with few or no corresponding changes in 

attitudes or behaviors. The changes in knowledge did 

appear to last over time (Lindholm, Touliatos, & Wenberg, 

1984; Roosa, 1984). 

Studies that included more than just information 

appear to have a somewhat greater effect on attitudes and 

behavior. Several factors appear to enhance attitudinal 

and behavioral changes. One factor that appears to 

increase the likelihood that the behaviors of the 

participants will change in a positive direction is 

teaching the participants the skills necessary to perform 

the required behavior. Such skills might include teaching 

children how to respond negatively to peer pressure to 

start smoking. This component appears to be particularly 

important prior to age 16 when children do not have the 

necessary cognitive skills to understand the long range 

effects of going along with peer pressure (Howard, 1985). 

A school based smoking prevention program, aimed at 

children aged 12 to 14, that included a skills acquisition 

component, showed an increase in knowledge, a desirable 

shift in attitudes (i.e., they became more negative towards 

cigarette use), and a slight decrease in smoking behavior 

relative to a no-contact group (Rabinowitz & Zimmerli, 
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1974). In another study, a program was designed to help 

adolescents, aged 13-15, delay their sexual involvement 

(Howard, 1985). The program included the introduction of 

the skills helpful in being able to refuse early sexual 

involvement. A follow-up survey completed 6 months to 2 

years after the program indicated that, of those who had 

had an opportunity to become sexually involved, 85% had 

refused. Although the results suggest that teaching 

children how to refuse sexual activity may lead to a 

greater delay in sexual involvement, thiey need to be viewed 

cautiously. The follow-up questionnaire was only returned 

by a small percentage of the participants (roughly 10%, or 

100 adolescents) and no control group was provided. 

Several studies have examined the effectiveness of 

more intensive skills acquisition programs on adolescents' 

use of contraception (Herz, Reis, & Barbera-Stein, 1986; 

Schinke, Blythe, & Gilchrist, 1981; Schinke, Gilchrist, 

Schilling, Snow, & Bobs, 1986). These programs have 

included informational lectures, practice in problem 

solving, and practice in assertive communication, and they 

have used no contact comparison groups. However, these 

studies have not compared a less intensive modeling program 

with the more intensive skills acquisition groups. Schools 

that want to provide AIDS education may not have the 

resources available to offer intensive skills acquisition 
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programs, which generally last from 6-14 sessions. If a 

less intensive program could be effective, perhaps more 

schools would be willing to use the program. 

One question for AIDS education programs is whether 

adolescents will respond differently to the threat of AIDS 

than to the threat of pregnancy. The threat of contracting 

AIDS has generated a great deal of concern in the public, 

as seen in the public's reactions to students with AIDS 

attending public schools. In contrast to AIDS, pregnancy 

is a consequence that directly affects primarily females. 

Males can deny responsibility for the pregnancy and often 

can avoid any direct consequences. However, because both 

males and females can contract AIDS, adolescents may take 

the threat of AIDS more seriously than the threat of 

pregnancy, and consequently may be more likely to practice 

preventive behaviors. On the other hand, adolescents tend 

to feel invulnerable to harm (Johnson & Green, 1985), and 

thus may not believe that AIDS could happen to them. 

Additional factors that might increase favorable 

attitudes and behavioral actions towards the performance of 

preventive health behaviors are encompassed in theoretical 

models of health behaviors. Two models of preventive 

health behavior are particularly noteworthy, the Health 

Belief Model (Rosenstock, 1966) and the protection 

motivation theory (Rogers, 1975). 
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Theories of Health Behavior 

Among the most prominent of the health behavior 

theories is the Health Belief Model (HBM) (Rosenstock, 

1966). The HBM attempts to explain the performance of 

preventive health behavior, defined as the activity 

undertaken to prevent disease or to detect it in its 

asymptomatic state (Weisenberg, Kegeles, & Lund, 1980). The 

model postulates that individuals are most likely to 

practice preventive health behaviors if they have a strong 

feeling of susceptibility to the disease, a strong feeling 

that the disease will have serious consequences if 

contracted, a strong feeling that preventive measures are 

both possible to perform and effective, and if some event 

occurs to motivate them to perform the behaviors (Chen & 

Land, 1986). Although the model postulates a causal 

relationship between the aforementioned health beliefs and 

subsequent health behaviors, most studies utilizing the 

model have been retrospective in nature, using a survey 

format (Calnan & Moss, 1984; Chen & Land, 1986; Weisenberg, 

Kegeles, & Land, 1980). In general, retrospective survey 

studies have provided support for the HBM (Becker et al., 

1977; Chen & Land, 1986; Harris & Guten, 1979). Prospective 

studies have provided weaker support for the hypotheses 

(Calnan & Itoss, 1984). Some studies have found 
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relationships that are the opposite of those predicted. 

For example, one study found that children who had a low 

perception of their susceptibility to dental disease also 

had the greatest participation in preventive health 

programs (Weisenberg, Kegeles, & Lund, 1980). 

One recent study (Chen & Land, 1986) used the LISREL 

model, which allowed an evaluation of the causal 

relationships between health beliefs and health behavior, 

using a cross-sectional survey of preventive dental 

behavior. The results indicated that, although health 

beliefs do contribute to the performance of preventive 

health behaviors, a model advocating a direct causal 

relationship between the health beliefs and preventive 

behavior is too simplistic. Each type of belief had 

different effects on the health behavior. There appears to 

be a reciprocal causal linkage between the perception of 

the individual's susceptibility to the disease and health 

behavior. In other words, the greater the belief in the 

individual's susceptibility to dental disease, the greater 

the likelihood that he or she will visit a dentist. In 

addition, visiting the dentist decreases the perceived 

level of susceptibility. A one-way direct causal 

relationship was found between the perception of barriers 

to preventive health behavior and the performance of that 

behavior; with the more barriers perceived, the less likely 
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the behavior was to be performed. For example, people were 

less likely to visit the dentist when the cost of the visit 

was perceived to be too high. The analyses revealed no 

causal influence of perceived seriousness of the disease on 

the preventive behavior, although the number of preventive 

health visits increasing the patient's belief of the 

seriousness of the disease. The authors suggest that the 

relationship between the perceived seriousness of the 

disease and the performance of preventive health behaviors 

might be stronger when evaluating the health behaviors 

associated with a more potentially serious disease such as 

cancer. Given the reciprocal nature of these beliefs, the 

authors suggest that the mixed results from past studies 

may have been due to the studies' failure to fully evaluate 

all of the potential relationships between the elements of 

the health belief model. 

One study examined a variety of predictors of 

adolescents' sexual knowledge, including components of the 

health belief model (Eisen & Zellman, 1986). The study 

found that sex education and sexual experience were not 

significant predictors of sexual knowledge. However, a 

strong belief in the serious consequences of pregnancy and 

a strong belief in a personal susceptibility to pregnancy 

were significant predictors of sexual knowledge. These 

results suggest that additional variables, such as 
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attitudes predicted by the health belief model can affect 

the acquisition of knowledge. Perhaps these same variables 

can also affect the performance of health behaviors, such 

as contraceptive use. 

Another model of preventive health beliefs, protection 

motivation theory, was postulated by Rogers (1975). This 

model focuses on the relative effectiveness of fear appeals 

on behavioral changes. The model suggests that a fear 

appeal is cognitively analyzed concerning the possible 

noxiousness of the threatened event, the probability of its 

occurrence, and the efficacy of any recommended coping 

responses (Rogers, 1975; 1983). The process involved in 

evaluating the fear messages is thought to be distinct from 

the emotion of fear (Rogers & Mewborn, 1975). The 

protection motivation model proposes that the individual 

evaluates the message cognitively rather than emotionally 

(i.e., from a state of fear). More recently, an additional 

component was proposed, that of self-efficacy, or the 

individuals' belief that they can perform the coping 

response (Maddux & Rogers, 1983). 

One study of the protection motivation theory 

indicated that a belief in the efficacy of the preventive 

action to ward off danger seemed to significantly increase 

intentions to perform the recommended health behavior. 

When the individual felt unable to ward off the danger. 
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regardless of the seriousness of the threat or the 

expectancy that s/he would be exposed to the danger, the 

motivation to perform any preventive behavior was quite low 

(Rogers & Mewborn, 1975). A more recent study of protection 

motivation theory found that the perceived severity of the 

threat did not appear to significantly influence intentions 

to perform preventive behaviors (Maddux & Rogers, 1983). 

These results are similar to the finding presented by Chen 

and Land (1986) for the HBM. Chen and Land (1986) found 

that perceptions of the severity of the disease did not 

influence the performance of preventive health behaviors. 

In the Maddux and Rogers (1983) study, the other three 

postulated variables did influence the intention to perform 

health behaviors. These variables combined in a modified 

additive fashion, with a high level of any two of the three 

variables (self-efficacy expectancy, probability of the 

threat's occurrence, and the efficacy of a coping response) 

combining to produce the highest intention to perform 

preventive health behaviors (Maddux & Rogers, 1983). 

These models of how health beliefs affect the 

performance of preventive health behaviors suggest that 

preventive measures are likely to be pursued when there is 

a combination of the following factors: the individual 

feels susceptible to the disease, the individual feels 

competent to perform the required behaviors, the individual 
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perceives no significant barriers to performing the 

required behaviors, and the recommended preventive behavior 

is perceived to be effective. Therefore, any program that 

seeks to encourage individuals to implement preventive 

health behaviors should include those factors. Ironically, 

the cornerstone of many preventive health programs is 

detailed information about the seriousness of the disease. 

Yet, studies that explore the factors that actually 

motivate individuals to change their attitudes or behaviors 

about the performance of preventive health behaviors 

indicate that the perceived seriousness of the disease has 

little effect on attitudes or preventive health behaviors 

(Chen & Land, 1986; Maddux & Rogers, 1983; Rogers & 

Mewborn, 1975). 

Attitude Change 

A great deal of research has been directed towards 

exploring the complex process of attitude change. Many 

factors have been shown to be involved in producing changes 

in attitude, such as the credibility of the message source, 

the number of arguments used, differences in the message 

recipients, and the way the message is presented (Bochner & 

Insko, 1966; Eagly & Warren, 1976; Norman, 1976; Petty & 

Cacioppo, 1981). Some of these factors may directly affect 

the proposed project. 
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The credibility of the message communicator has been 

shown generally to positively influence the recipient of 

the message. This effect is particularly pronounced when 

the source is either clearly credible or not, and when the 

message is about issues that are not personally relevant to 

the recipient, so that little attention is paid to the 

content of the message (Petty & Cacioppo, 1981). Petty and 

Cacioppo (1981) suggest that when the recipient is not 

personally involved in the topic, external factors, such as 

the credibility of the communicator, are more important to 

the development of attitudes than are the characteristics 

of the argument itself. When the issue is personally 

involving to the recipients, the attributes of the message, 

such as the quality of the arguments, are more central to 

any attitude change. 

Messages about personally relevant issues may change 

attitudes in different ways than messages about 

non-relevant issues due to the degree to which the 

recipient will process the message. Increased involvement 

with an issue causes subjects to process the information 

contained in the argument more carefully. In one study, 

subjects were given one of two counterattitudinal 

persuasive messages. One presented a strong, logical 

argument while the other presented a weak, easily 

counterattacked argument. Attitudes were measured 
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following the argument presentations. Those subjects who 

were exposed to the strong argument showed a greater 

attitude change, while exposure to the weak arguments 

strengthened the subjects' original attitudes (i.e., 

attitudes the opposite of the persuasional message). The 

authors concluded that a high level of personal involvement 

causes subjects to think more carefully about the message 

and to process the information more thoroughly (Petty & 

Cacioppo, 1979). 

Multiple arguments presented from multiple sources in 

a persuasive message also appear to induce more persuasion 

(Harkins & Petty, 1981). Recipients apparently process new 

information more carefully. Therefore, the initial 

information given by a source is processed more thoroughly 

than later arguments from the same source. If the source 

changes, the information given is processed more thoroughly 

than if the same information came from a familiar source. 

To facilitate the greatest processing of the information, 

different information from multiple sources should be 

presented (Harkins & Petty, 1981). The same effect, in the 

opposite direction, is produced with weak arguments. Weak 

arguments from multiple sources generate more 

counterarguments from the recipients and consequently 

produce less persuasion than weak arguments from a single 

source. 
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Petty and Cacioppo (1981) have developed a model of 

attitude change that encompasses some of these points, 

known as the elaboration-likelihood model. This model of 

attitude change suggests that enduring persuasion is more 

likely to occur when the recipient is motivated to process 

the communication, is able to process the communication 

(i.e., understands it), and judges the arguments in the 

message to be strong. According to this model, temporary 

attitude changes or enduring counterthoughts are produced 

if these conditions are not met. 

Given these studies, it appears that a message that 

would produce lasting attitude changes in subjects would be 

one that is highly relevant to the subjects to induce 

thought about the message. The message should be able to 

be understood by the recipients, to facilitate their 

processing of the message. The message should also be a 

strong and logical argument in favor of the desired 

attitude change. The message should be presented from a 

source thought to be credible, but strong messages from 

multiple sources could be even more effective. 

Rationale for the Dissertation Study 

The current study was designed to examine the effects 

of educational programs on adolescents' knowledge and 

attitudes about AIDS. As discussed previously, it is 
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important for adolescents to have accurate knowledge about 

AIDS to avoid contracting AIDS and to make responsible, 

informed decisions about public policies pertaining to 

AIDS. AIDS patients have already experienced unwarranted 

discrimination, such as being evicted from housing and 

being refused medical treatment. Decisions about public 

policy, such as quarantining seropositive patients, should 

be made by informed citizens. 

Several states have instituted mandatory education 

about AIDS in the schools, but there has been little 

assessment of the effectiveness of such an educational 

program on adolescents' knowledge about AIDS, attitudes 

towards AIDS patients, and attitudes towards practicing 

preventive behaviors. It is important to determine if the 

programs will achieve their stated goals. Additionally, it 

is important to determine which components of the 

educational programs are the most effective. Some school 

systems are using informational lectures about AIDS; some 

school systems are using films about AIDS; and some school 

systems are combining the two. 

Two previous studies have shown differing results of 

using a lecture versus using a film to promote knowledge 

and attitude changes. One study compared the efficacy of 

an audiovisual presentation, including a film and slides, 

to a lecture presentation on participants' knowledge and 
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attitudes about sexuality (Watts, 1977). Both of the 

informational programs increased the participants' sexual 

knowledge. However, the lecture was found to be 

significantly more effective than the audiovisual 

presentation. There were no differences between the two 

conditions for the attitudinal measure. Another study 

compared the efficacy of a film versus a lecture on 

students' knowledge and attitudes about marine mammals 

(Fortner, 1985). In this study, both the film and the 

lecture significantly increased the knowledge scores. Both 

groups maintained the knowledge gains over a 2-week 

follow-up period. The group that received the film showed 

significantly more positive attitudes than the group that 

received the lecture. These positive attitudes were not 

maintained over the follow-up period. Given these 

differing results, it would be helpful to determine if 

different methods of teaching about AIDS have different 

effects on the students' knowledge and attitudes. 

Three groups were used in the current study. These 

groups consisted of a group of students who received no 

program, a group who received a film about AIDS, and a 

group who received a lecture about AIDS. The three groups 

were used to distinguish the effects of two different types 

of educational programs. The lecture was based on the 

transcript of the film so that both of the treatment groups 
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received the same information. Both treatment groups 

received the information from a credible source, a staff 

member of a local hospital who worked with HIV positive 

patients. The film contained multiple credible sources, 

such as physicians affliated with CDC. These two treatment 

groups were used to determine which type of educational 

program would be most effective in improving adolescents' 

knowledge and attitudes about AIDS. The program also 

modeled assertive communication to a partner about the use 

of preventive behaviors, although a specific role playing 

element was not included. This modeling component was 

included to determine if modeling the necessary skills, as 

opposed to intensive skills training, could encourage 

positive attitudes towards practicing preventive 

behaviors. 

Hypotheses 

The following hypotheses were examined in the current 

s tudy: 

1. Subjects in the two treatment conditions, film and 

lecture, were expected to show significant increases in 

their knowledge about AIDS following the educational 

program. The significant increase in knowledge was 

expected to be maintained over the 1-month follow-up 

period. The subjects in the no-program condition were not 
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expected to show any differences in their knowledge scores 

over the testing periods. 

2. Subjects in the film condition were expected to 

have more positive attitudes towards AIDS patients than 

subjects in the lecture condition following the educational 

progreun. The subjects in the lecture condition were 

predicted to have more positive attitudes towards AIDS 

patients than subjects in the no-program condition. Only 

subjects in the film group were expected to retain the 

increased positive attitudes over the follow-up period. No 

changes were expected in the attitudes of the subjects in 

the no-program condition over the testing periods. 

3. Subjects in the film condition were expected to 

have more positive attitudes towards practicing preventive 

behaviors than subjects in the lecture condition following 

the educational program. The subjects in the lecture 

condition were expected to have more positive attitudes 

towards practicing preventive behaviors than subjects in 

the no-program condition. Only subjects in the film 

condition were expected to maintain the increased positive 

attitudes over the follow-up period. No changes were 

expected in the attitudes of the subjects in the no-program 

condition over the testing periods. 

4. No differences were expected between the sexes on 

measures of AIDS knowledge, attitudes towards AIDS 



82 

patients, or attitudes towards practicing preventive 

behaviors at any of the three testing periods in any of the 

three conditions. 

The first hypothesis was based on the reported results 

that most informational programs increase participants' 

knowledge, regardless of the mode of the presentation of 

the information (Fortner, 1985; Watts, 1977). All reported 

evaluations of AIDS educational programs have found 

increases in subjects' knowledge following the programs 

(DiClemente et al., 1987; Harnett, 1987; Lewis et al., 

1986; Liebling et al., 1986; Miller & Downer, 1987). The 

studies that have measured the maintenance of knowledge 

over time found that knowledge gains were maintained 

(Fortner, 1985; Liebling et al., 1986; Miller & Downer, 

1987). Therefore, subjects in both treatment groups were 

expected to show increases in knowledge and to maintain the 

increases over the follow-up period. 

The second hypothesis is based on the reported results 

that a fear of the possibility of contracting AIDS through 

casual contact is the most frequently mentioned reason for 

not interacting with AIDS patients. If students learn that 

AIDS is not casually transmitted, some of their fears about 

AIDS patients may be reduced. The film group was expected 

to have a larger increase in positive attitudes because a 

film message can have an especially powerful effect on 
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attitudes (Fortner, 1985). Additionally, the film contained 

strong messages from multiple credible sources, compared to 

the lecture that used only one credible source. Multiple 

messages from multiple credible sources have produced 

stronger attitude shifts (Harkins & Petty, 1981). Only the 

subjects in the film group were expected to maintain the 

attitudes over the follow-up period because their attitude 

shift was expected to be greater, and thus more lasting, 

than the attitude shift of the subjects in the lecture 

condition. 

The third hypothesis is partially based on the study 

that indicated that adolescents were not practicing 

effective AIDS preventive behaviors (Strunin & Hingson, 

1987). This study indicated that adolescents did not have a 

good understanding of the mechanisms of AIDS transmission, 

such as transmission by sperm, and thus may not understand 

why particular preventive behaviors are recommended. 

Additionally, the current educational program contained a 

modeling component to help the participants feel that they 

could implement the recommended behaviors. The program 

also emphasized that preventive behaviors are effective and 

explained that adolescents and heterosexuals are at risk 

for contracting AIDS if they engage in high risk 

behaviors. The seriousness of the disease was not 

emphasized as strongly as the previous points. According 
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to the predictions of the health belief model and 

protection motivation theory, a belief in a personal 

susceptibility to the disease, the effectiveness of 

preventive measures, and the ability to perform the 

preventive measures lead to the performance of preventive 

health behaviors (Chen & Land, 1986; Maddux & Rogers, 

1983). The film group was predicted to show the largest and 

longest lasting attitude shift due to the same attitude 

change studies that were used to support the second 

hypothesis. 

The fourth hypothesis was based on an examination of 

the studies of AIDS knowledge and AIDS education programs 

(DiClemente et al., 1987; DiClemente, Zorn, & Temoshok, 

1986; Hopkins, Downer, & Miller, 1987; Liebling et al., 

1986; Price, Desmond, & Kukulka, 1985; Strunin & Hingson, 

1987). The results of these studies are mixed, with one 

study finding that females had less knowledge about AIDS 

than males (Price, Desmond, & Kukulka, 1985), and the other 

studies finding no differences in knowledge between the 

sexes. Two studies found that females had more positive 

attitudes towards AIDS patients (Liebling et al., 1986; 

Miller & Downer, 1987), the rest of the studies did not 

report any differences between the sexes. Except for the 

more positive attitudes towards AIDS patients found in the 

Miller and Downer (1987) study, all studies that found 
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differences between the sexes were conducted early in the 

AIDS epidemic. It was hypothesized that as both sexes 

become increasingly aware that AIDS can infect anyone 

regardless of sex or sexual preference, any differences 

between the sexes in AIDS knowledge or attitudes about AIDS 

will decrease. Furthermore, it was expected that as both 

sexes become equally concerned about AIDS, they will pay an 

equivalent amount of attention to information about AIDS 

and will formulate similar opinions about AIDS patients and 

about practicing preventive behaviors. 



CHAPTER II 

METHOD 

Subjects 

The subjects for this study were 10th grade students 

at two public mid-high (9th and 10th grades) schools in the 

Oklahoma City area. Subjects were drawn from science 

classes, a required course for all 10th graders in this 

district. All students in the 10th grade class were asked 

to participate in the current study, but participation was 

voluntary. Parental permission was obtained by the school 

for all students who participated. Approximately 92% of 

students did participate, and most students who did not 

participate had forgotten to return a completed parental 

consent form. The schools did not receive any complaints 

from parents before the program or after the program. 

A subject's data were used in this study only if all 

three of the questionnaires (pretest, post test, and 

follow-up) were completed. A total of 448 students, 199 

males and 249 females, completed all three questionnaires. 

The subjects' ages ranged from 14 to 17 years, with a mean 

age of 15.5 years. 

Some students did not complete all three 

questionnaires because they were absent from science class 

86 
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on one of the days the questionnaire was administered. 

There were 134 pretest questionnaires, 81 from males and 53 

from females, that were not matched with both a post test 

and follow-up questionnaire. There were 145 post test 

questionnaires, 81 from males and 64 from females, that 

were not matched with both a pretest and a follow-up 

questionnaire. There were 119 follow-up questionnaires, 70 

from males and 49 from females, that were not matched with 

both a pretest and a post test questionnaire. The 

unmatched questionnaires were evenly distributed over the 3 

conditions. At each measurement occasion, there were 

significantly more unmatched questionnaires from males than 

from females (for pretest,3^1) = 10.61, p < .05; for post 

test:>fll) = 5.75, p < .05; for follow-up,x'\ 1) = 7.82, p < 

.05). 

Procedure 

Before the start of the study, a parent's program was 

held in the evening at each school. Notices of this 

program were sent to all parents of 10th grade students at 

the two participating schools. The evening program 

explained the study's purpose, demonstrated the 

informational program, and allowed the parents to examine 

the questionnaire. A total of 60 parents attended these 

two programs. Parents were not informed of the study's 
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specific hypotheses, but were told that the study was 

examining the most effective way to teach children about 

AIDS. 

Classrooms were randomly assigned to one of three 

conditions: no-program, lecture, or film. A total of 9 

classes were assigned to the film condition (131 subjects); 

10 classes were assigned to the lecture condition (153 

subjects); and 10 classes were assigned to the no-program 

condition (164 subjects). 

All subjects were asked to fill out the pretest 

questionnaire, which contained the AIDS Knowledge 

Assessment-Revised (AKA-R) and the AIDS Attitude Survey 

(AAS), 1 week before the scheduled informational programs. 

The subjects' regular classroom teachers, following 

training in the use of the questionnaire, administered the 

initial questionnaire. The teachers used the 

administration of the pretest as an opportunity to instruct 

the students about experimental methodology. The rationale 

for having different treatment groups and for filling out 

the same assessment instruments on several occasions was 

explained. Students were not informed of their group 

assignment until the scheduled informational program. 

Neither the teachers nor the students were informed about 

the specific hypotheses at any point in the study. 

Students were told that the study was investigating the 
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most effective way to teach them about AIDS. Subjects and 

their parents will be given a summary of the results of the 

s tudy. 

The same questionnaire was administered to the 

subjects in their science classes on three occasions: 1 

week before the informational program, immediately 

following the program, and 1 month after the program. No 

names were used on the questionnaires. Questionnaires were 

matched by classroom number, sex, and birthdate. Students 

with the same birthdate were asked to put their initials on 

the questionnaire. Subjects in the no-program condition 

filled out the three questionnaires at the same scheduled 

times as those students in the film and lecture conditions, 

but did not receive an informational program until they had 

completed the follow-up questionnaire. All participants in 

the no-program condition received the film condition after 

completing the third questionnaire. 

In the film condition, subjects filled out the pretest 

questionnaire and 1 week later received a program that 

included a film, produced by Walt Disney Educational Media 

(1986). The topic of AIDS and the film were briefly 

introduced by the experimenter. Following the film, 6 to 8 

minutes of additional information were presented (see 

Appendix A for an outline of the program). This additional 

information was followed by a question and answer period 
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during which the students could ask any questions they 

might have about AIDS. Following the question and answer 

period, subjects completed the post test questionnaire. 

One month after the program, subjects completed the 

follow-up questionnaire. Any additional questions that had 

arisen during the 1 month follow-up period were answered at 

that time. 

In the lecture condition, subjects completed the 

pre-test questionnaire 1 week before the informational 

program. Subjects received an informational program that 

included the same brief introduction of the topic of AIDS 

as in the film condition and a brief introduction to the 

lecture. The lecture about AIDS was based on the 

transcript of the film. The lecture was followed by the 

same 6 to 8 minutes additional information as in the film 

condition. This additional information was followed by a 

question and answer period. Following the question and 

answer period, the subjects completed the post test 

questionnaire. One month after the program subjects 

completed the follow-up questionnaire. At this time any 

additional questions that had arisen over the past month 

were answered by the investigator. All of the programs 

were presented by the investigator, and the post test and 

follow-up questionnaires were administered by the 

investigator. 
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Materials 

The informational film used, "AIDS: Acquired Immune 

Deficiency Syndrome," was produced by Walt Disney 

Educational Media Company (1986). The film, which was 

developed for use with students in 9th through 12th grades, 

includes information about the etiology, the modes of 

transmission, and prevention of AIDS. The film also 

emphasizes a positive attitude towards people with AIDS. 

The film lasts approximately 18 minutes and depicts 

teenagers asking questions about AIDS in a group setting 

with various experts responding to these questions (see 

Appendix B for a transcript of the film). 

Measures 

AIDS Knowledge Assessment-Revised 

Three measures were used in this study. These 

measures assessed each subject's level of knowledge about 

AIDS, and his/her attitudes in two areas, attitudes towards 

AIDS patients and attitudes towards practicing preventive 

behaviors to avoid contracting AIDS. These measures are 

included in Appendix C. 

The AIDS Knowledge Assessment (AKA) inventory was 

originally developed by the Centers for Disease Control 

(CDC) to assess hemophiliacs' knowledge of AIDS (Hargraves 

et al., 1986). According to the SMOG readability formula 
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(McLaughlin, 1969) the questionnaire was written at the 8th 

grade level. The AKA questions were administered to five 

physicians working at the CDC. Only those questions for 

which all 5 physicians agreed on the correct answer were 

included in the final questionnaire (Hargraves et al., 

1986). This questionnaire has been used to assess 

hemophiliacs' knowledge about AIDS in three previous 

studies (Hargraves et al., 1986; Mason, Olson, Meyers, 

Kenning, & Sexauer, 1986; Mason, Altpeter, & Olson, 1987). 

In one study, the internal consistency of the AKA was 

calculated to be .81, using Cronbach's alpha (Mason et al., 

1986). The scale's mean score was 155, with a standard 

deviation of 13 and an item mean of 3.8. 

A revised version, the AIDS Knowledge 

Assessment-Revised (AKA-R), targeted for the general public 

was developed for this study. To form this revised 

version, AKA questions relating specifically to 

hemophiliacs, such as the safest type of coagulant product 

to use, were removed. A total of 6 questions were 

removed. In the original AKA questionnaire, subjects were 

asked a basic question followed by several choices. For 

example, "Risk groups for AIDS include: adults with 

hemophilia, drug users who share needles, blood donors." 

Subjects were asked to rate each choice on a 5-point scale 

ranging from 1-Definitely Yes, to 5-Definitely No. This 
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format was retained in the AKA-R. In the revised version, 

choices that had shown identical response rates on the AKA 

were removed and replaced with choices that reflected 

recent developments in AIDS research. For example, on the 

question: "The cause of AIDS is sometimes called; HTLV-I, 

HTLV-II, HTLV-III, LAV," the number of subjects who 

responded to each of the 5-point scale choices for the 

items HTLV-I and HTLV-II were virtually identical. 

Therefore, the choice, HTLV-II, was removed and replaced 

with HIV, the newly designated name for the AIDS virus. 

Six additional questions that pertain to the general public 

were added to the end of the original questionnaire. The 

new questions are numbers 11 to 16. There are a total of 16 

items on the AKA-R. Physicians at CDC reviewed the revised 

questionnaire and approved the scoring of the additional 

questions (J. Jason, personal communication, August 23, 

1987). 

Answers to the questions are weighted, i.e., in 

questions where the correct answer is "Definitely Yes," an 

incorrect answer of "Probably Yes" is given more weight 

than the incorrect answer "Definitely No." The most correct 

answer is given a total of 5 points, the most incorrect 

answer is given a total of 1 point. The "Don't Know" 

response is used as the midpoint of the scale and assigned 

a value of 3 points. The higher the total score on the 
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questionnaire, the greater the knowledge about AIDS. Scores 

on the AKA-R can range from 53 to 265. 

The AKA-R was administered to 123 Introduction to 

Psychology students at Texas Tech University. The scale 

mean was 185, with a standard deviation of 13, and the item 

mean was 3.6. The internal consistency of the AKA-R was 

calculated to be .73 using Cronbach's alpha. The AKA-R was 

also administered to 98 11th and 12th grade students in 

rural Oklahoma (these subjects were not included in the 

current study). The internal consistency was calculated to 

be .75 using Cronbach's alpha. The mean was 183, with a 

standard deviation of 13.8, and an item mean of 3.4. 

AIDS Attitude Survey 

The AIDS Attitude Survey (AAS), was developed for this 

study to assess subjects' attitudes towards practicing 

preventive behaviors and towards patients with AIDS. 

Subjects were asked to respond to 26 statements about AIDS 

or AIDS patients on a 5-point Likert-type scale. The 

statements were similar to those developed to measure high 

school students' attitudes towards cancer patients (Hodges, 

Graham-Pole, & Fong, 1984). In the cancer study, subjects 

were asked questions such as: "I would be friends with 

someone with cancer." On the AAS, subjects were asked: "I 

would be willing to be friends with someone who has AIDS." 
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Statements and the responses that indicate a more 

positive attitude for the questionnaire were drawn from two 

sources. Nine statements were indicative of the 

educational goals of public health officials at the CDC and 

in the state of Oklahoma for the prevention of AIDS (Conant 

et al., 1986; Echenberg, 1985; Grouse, 1985; Gustafson, 

1986; Henry & Crossley, 1986; Marmor, Luden, & Grossman, 

1985; Minuk et al., 1986). Twelve statements were drawn 

from literature on AIDS indicating the manner in which AIDS 

patients would like to be treated by the general public 

(Dilley, Ochitill, Perl & Volberdeng, 1985; Donlou, 

Wolcott, Bottleib & Landsverk, 1985; Forstein, 1984; 

Hodges, Graham-Pole & Fong, 1984; Orr, Hoffman, & Bennet, 

1984; Siegal, 1986). 

Two scores were derived from the AAS. One score was 

obtained from the nine items assessing attitudes towards 

practicing preventive behaviors. Question numbers 4, 5, 6, 

9, 11, 14, 15, 22, and 24 form the attitudes towards 

practicing preventive behaviors scale. This score can 

range from 9 to 45, with a lower score indicating a more 

positive attitude towards taking personal precautions to 

avoid contracting AIDS. The second score was derived from 

12 items assessing attitudes towards AIDS patients. 

Question numbers 1, 2, 7, 10, 12, 17, 18, 19, 21, 23, 25, 

and 26 form the attitudes towards AIDS patients scale. 
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This score ranges from 12 to 60, with a lower score 

indicating a more positive attitude towards AIDS patients. 

The remaining five items, question numbers 3, 8, 13, 16, 

and 20, are general items about the subjects' opinions 

about the seriousness of AIDS, the possibility that they 

might contract AIDS, and how much they think they know 

about AIDS. 

The AAS was administered to 123 Introduction to 

Psychology students at Texas Tech University. The mean 

scale score for the attitudes towards AIDS patients was 

34.3 with a standard deviation of 7.7, and an item mean 

score of 2.8. The internal consistency was calculated to be 

.83 using Cronbach's alpha. The scale mean for attitudes 

towards practicing personal preventive behaviors was 20.7, 

with a standard deviation of 4.6 and an item mean of 2.3. 

The internal consistency was calculated to be .60 using 

Cronbach's alpha. 

A principal components factor analysis was performed 

on the AIDS Attitude Survey to determine if there were two 

separate factors on the scale, as hypothesized in the 

development of the questionnaire. The subjects were 98 

11th and 12th grade students from rural Oklahoma as well as 

the pre-test data of the 448 10th graders from Edmond, 

Oklahoma, who were the subjects in the present study, for a 

total of 501 subjects. The initial analysis yielded 7 
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factors with an eigenvalue greater than 1.0. The three 

factors that accounted for the most variance were 

retained. Factor 1 accounted for 19% of the variance. 

Factor 2 accounted for 11% of the variance, and Factor 3 

accounted for 7% of the variance. A varimax rotation was 

performed on these 3 factors. Factor 1 contained only 

items from the Attitudes Towards AIDS patients scale. 

Factors 2 and 3 contained items from both attitude scales 

as well as general information items (see Figure 1 for the 

factor loadings of Factor 1, and Figure 2 for the factor 

loadings of Factors 2 and 3). 

Items that load on the first factor reflect attitudes 

towards AIDS patients, such as "I would be willing to be 

friends with someone who has AIDS." No other items loaded 

on the first factor besides those items that were expected 

to reflect attitudes towards AIDS patients. The pattern of 

item loadings on Factor 1, in addition to the high internal 

consistency score, indicates that this scale measures a 

unified factor, which is hypothesized to be attitudes 

towards AIDS patients. 

The second and third factors account for little 

variance in the AAS. These two factors contain items from 

the general category that measured subjects' perceptions of 

the seriousness of the disease and their perceptions of how 

much they thought they knew about AIDS, the attitudes 
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Question Factor Loading 

1. I am afraid of catching AIDS from 
someone who has AIDS. 

2. People with AIDS must have done 
something wrong. 

7. Anyone who gets AIDS must be gay. 
10. I would be willing to share a drink with 

someone who had AIDS. 
12. If it weren't for the gays, there wouldn't 

be an AIDS epidemic. 
17. AIDS patients should not be isolated from 

society. 
18. I would feel uncomfortable around someone 

with AIDS. 
19. I would avoid anyone I knew who had AIDS. 
20. Children with AIDS should be allowed to go 

to public schools. 
23.' I would be willing to be friends with 

someone who has AIDS. 
25. I would not want to hug someone with AIDS. 

.34 

.51 

.34 

.61 

.64 

.72 

.71 

.81 

.72 

.79 

.70 

Figure 1 

AIDS Attitude Survey Rotated Factor Loadings 
Factor One 
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Factor 2 

Question Factor Loading 

1. I am afraid of catching AIDS from 
someone who has AIDS. -.60 

9. I think about how I can avoid getting AIDS. .58 
15. Most of my friends worry about getting AIDS. .70 
20. I worry about getting AIDS. .83 
22. I do not worry about getting AIDS. .78 
24. I have not changed my behavior to avoid 

getting AIDS. .43 

Factor 3 

3. Too much attention has been paid to AIDS. - .38 
4. If I found out I was positive for the AIDS 

virus, I would tell any sexual partners (if 
I had a n y ) . . 56 

5. If I were sexually active, I would be willing 
to use (or ask my partner to use) a condom. .47 

6. If I felt at risk for getting AIDS, I know 
that there are things I could do to avoid 
getting it. .42 

7. Anyone who gets AIDS must be gay. .51 
11. It is not worth the hassle to change my 

behavior to avoid getting AIDS. .61 
12. If it weren't for the gays, there wouldn't 

be an AIDS epidemic. -.59 
14. I would feel uncomfortable asking a sexual 

partner if they were at risk for AIDS. .30 
26. If one of my friends got AIDS I would not 

want them to tell me. .55 

Figure 2 

AIDS Attitude Survey Rotated Factor Loadings 
Factor Two and Factor Three 
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towards AIDS patients category, as well as the attitudes 

towards practicing preventive behaviors. Two subscales 

were developed from the items that loaded on factor 2 and 

factor 3. The internal consistency scores for these 

subscales were no higher than the internal consistency on 

the original scale of attitudes towards practicing 

preventive behaviors: factor 2 subscale = .58, factor 3 

subscale = .62, and original scale = .60. The original 

scale of attitudes towards practicing preventive behaviors 

was retained for use in this study because its internal 

consistency was as good as the factor subscales, and 

because the diversity of items on the factor subscales made 

their meaning ambiguous. 



CHAPTER III 

RESULTS 

This chapter presents the findings of this study in 

the following order: (a) characteristics of the subjects, 

(b) data analyses for the hypotheses, and (c) supplemental 

analyses. 

Subject Characteristics 

Table 1 presents information about the age, sex, and 

school for the 448 subjects who completed a questionnaire 

at all three testing periods (pretest, post test, and 

follow-up). 

Mean scores and standard deviations of the knowledge 

scale are presented in Table 2. The mean scores and 

standard deviations of the attitudes towards AIDS patients 

scale are presented in Table 3. The mean scores and 

standard deviations for the attitudes towards practicing 

preventive behaviors scale are presented in Table 4. There 

was a significant difference between males and females on 

the pretest measures of AIDS knowledge and attitudes 

towards AIDS patients. This result is discussed in detail 

under Hypothesis IV. There were no other differences 

between the pretest scores. There was no significant 

difference among the subjects in the three conditions for 

101 
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Table 1 

Subject Demographic Information 

Sex 

Male 

Female 

Age 

14 

15 

16 

17 

Number of Subjects 

199 

249 

4 

159 

27 2 

13 

School 

Edmond North Mid-High 

Edmond Central Mid-High 

255 

193 



Table 2 

Means and Standard Deviations 
of AIDS Knowledge Scores 
By Condition and Sex 
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FILM 

Pretest 
Post Test 
Follow-up 

LECTURE 

Pretest 
Post Test 
Follow-up 

NO PROGRAM 

Pretest 
Post Test 
Follow-Up 

N 

67 
67 
67 

65 
65 
65 

67 
67 
67 

Males 

M 

185.5 
204.2 
191.0 

182.0 
205.3 
194.6 

182.1 
177.8 
174.8 

SD 

14.5 
13.5 
18.6 

14.5 
13.4 
18.2 

14.2 
15.0 
13.8 

N 

64 
64 
64 

88 
88 
88 

97 
97 
97 

Females 

M 

185.0 
210.6 
196.8 

188.4 
216.3 
204.4 

185.4 
183.5 
179.7 

SD 

13.0 
11.7 
16.6 

14.0 
12.3 
12.7 

14.0 
14.5 
14.1 



Table 3 

Means and Standard Deviations of Attitudes 
Towards AIDS Patients Scores 

By Condition and Sex 
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FILM 

Pretest 
Post Test 
Follow-up 

N 

61 
61 
65 

Males 

M 

38.2 
32.3 
35.1 

SD 

8.4 
8.5 
8.0 

N 

64 
56 
63 

Females 

M 

33.3 
26.8 
28.9 

SD 

8.3 
7.5 
7.7 

LECTURE 

Pretest 
Post Test 
Follow-up 

60 
59 
61 

40.0 
34.9 
36.4 

8.6 
7.9 
8.6 

83 
86 
83 

32.7 
26.4 
29.0 

7.9 
6.9 
7.9 

NO PROGRAM 

Pretest 
Post Test 
Follow-up 

62 
64 
62 

38.3 
38.3 
37.1 

7.6 
7.5 
6.9 

94 
95 
94 

33.5 
32.4 
32.8 

8.8 
7.9 
8.3 
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Table 4 

Means and Standard Deviations of Attitudes Towards 
Practicing Preventive Behaviors Scores 

By Condition and Sex 

FILM 

Pretest 
Post Test 
Follow-up 

LECTURE 

Pretest 
Post Test 
Follow-up 

NO PROGRAM 

Pretest 
Post Test 
Follow-Up 

Males Females 

N M SD N M SD 

61 
62 
66 

21.3 
20.9 
23.1 

4.0 
4.8 
4.6 

63 
56 
63 

20.2 
18.0 
20.2 

4.2 
4.8 
5.4 

61 
63 
63 

22.1 
20.6 
22.4 

4.0 
4.2 
4.9 

65 
65 
65 

21.0 
22.3 
23.2 

4.9 
5.4 
4.9 

83 
85 
82 

21.4 
19.3 
21.0 

4.4 
4.1 
4.6 

94 
93 
95 

22.1 
22.0 
22.6 

4.6 
4.5 
4.6 
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the pretest knowledge scores, F(2,442) = .54, £ > .05, for 

the pretest attitudes towards AIDS patients scores, 

F(2,418) = .18, p > .05, or for the pretest attitudes 

towards practicing preventive behaviors scores, F(2,421) = 

2.04, £ > .05. 

Data Analysis 

An analysis of covariance using the pretest measures 

as the covariate had been planned but was not used because 

a preliminary analysis showed that the assumption of 

homogenity of variances was violated. A multivariate test 

of homogenity of the within cell regression coefficients 

was performed for the three covariates, the pretest scores 

for each measure. The regression coefficients were not 

homogeneous for the knowledge scores, F(10,674) = 4.17, £ < 

.0001, or the attitudes towards AIDS patients scores, 

F(10,856) = 2.78, £ < .002, or for the attitudes towards 

practicing preventive behaviors scores, F(10,854) = 1.86, p 

< .05. Therefore, the F values computed for an analysis of 

covariance would have been negatively biased. 

Additionally, there must be a homogeneous within-group 

regression in order to accurately interpret the results of 

any significant interactions (Keppel, 1982). Therefore, a 

repeated measures analysis of variance (ANOVA) was 

performed, instead of an analysis of covariance. 
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Separate ANOVAs, as opposed to a MANOVA procedure, 

were performed on the data due to the low correlations 

among the 3 independent variables. Initial correlations 

among the 3 measures are reported in Table 5. There were 

significant, but low, negative correlations between the 

knowledge and attitude scores. These low correlations are 

significant partially because of the large number of 

subjects. The knowledge scores accounted for little 

variance in the attitude scores suggesting that the 

subjects' level of knowledge does not have much affect on 

their attitudes towards AIDS patients, or their attitudes 

towards practicing preventive behaviors. 

To correct for the violation of the homogenity of 

variances and the consequent positive bias in the F test, 

the Geisser-Greerihouse correction (Geisser & Greenhouse, 

1958) was used to evaluate the significance level of the 

computed F value. This correction assumes the presence of 

maximal heterogenity. Therefore, the formula tends to 

overcorrect, producing a conservative test for significant 

differences (Keppel, 1982). Geisser-Greenhouse significance 

levels are reported for all ANOVAs. 

A 2x3x3 analysis of variance (ANOVA) with two between 

subject (Sex, Condition) variables and with one repeated 

measure (Time) was performed on each of the three dependent 

variables: knowledge scores, attitudes towards AIDS 
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Table 5 

Correlations Between Initial Measures of 
Attitudes and Knowledge 

Knowledge AT PB 

Knowledge 1.00 -.31 * -.12 

AT 1.00 -.03 

PB 1.00 

* £ < .05 

AT = Attitudes Towards AIDS Patients 
PB = Attitudes Towards Practicing Preventive Behaviors 
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patients scores, and attitudes towards practicing 

preventive behavior scores. The F values for the main 

effects of Sex, Condition, and Time and for the 

interactions among these three variables are reported in 

Table 6 for knowledge scores, in Table 7 for attitudes 

towards AIDS patients scores, and in Table 8 for attitudes 

towards practicing preventive behaviors scores. 

The results of the analyses are considered for each 

hypothesis. Each hypothesis is stated and is followed by 

the results of the relevant analyses. 

Tests of the Hypotheses 

Hypothesis Î  

Subjects in the film and lecture conditions will show 

increases in their knowledge about AIDS. This increase in 

knowledge will be maintained over the follow-up period for 

both treatment groups. The no-program group will not show 

any changes in knowledge scores over time. The 2x3x3 ANOVA 

for knowledge scores showed significant differences of the 

knowledge scores between the three conditions, F(2,442) = 

98.33, £ < .0001. There was also a significant difference 

between the subjects' scores at the three testing periods, 

F(2,884) « 263.89, £ < .0001. There was a significant 

interaction between the subjects' scores at the three 



Table 6 

Repeated Measures Analysis of Variance of AIDS 
Knowledge Assessment-Revised Scores 
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Source df SS MS 

Sex 

Condition 

Sex * Condition 

Error 442 

Time 2 

Time * Sex 2 

Time * Condition 4 

Time * Sex * 
Condition 4 

Error 884 

11302.35 

85323.20 

1730.04 

191766.13 

49426.00 

1353.39 

39903.56 

259.65 

82786.82 

11302.35 

42661.60 

865.02 

433.86 

24713.00 

676.69 

9975.89 

64.91 

93.65 

26.05 ** 

98.33 ** 

1.99 

263.89 ** 

7.23 * 

106.52 ** 

0.69 

* £ < .001 
** p < .0001 



Table 7 

Repeated Measures Analysis of Variance of 
Attitudes Towards AIDS Patients Scores 
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Source df SS MS 

Sex 10398.07 10398.07 62.34 ** 

Condition 1974.47 987.24 5.92 * 

Sex * Condition 324.06 162.03 0.97 

Error 377 62883.39 166.80 

Time 3106.22 1553.11 108.42 ** 

Time * Sex 37.87 18.93 1.32 

Time * Condition 1356.49 339.12 23.67 ** 

Time * Sex * 
Condition 30.23 7.56 0.53 

Error 754 10801.30 14.32 

* p < .005 
** p < .0001 
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Table 8 

Repeated Measures Analysis of Variance of Attitudes 
Towards Practicing Preventive Behaviors Scores 

Source df SS MS 

Sex 1 

Condition 2 

Sex * Condition 2 

Error 392 

Time 2 

Time * Sex 2 

Time * Condition 4 

Time * Sex * 
Condition 4 

Error 784 

* p < .01 
** p < .005 
*** p < .0001 

389.42 

449.53 

207.95 

18938.50 

504.64 

85.13 

219.46 

4.16 

5832.64 

389.42 

224.76 

103.31 

48.31 

252.32 

42.86 

54.86 

1.04 

7.44 

8.06 * * 

4.65 * 

2.15 

33.92 *** 

5.72 ** 

7.37 *** 

0.14 
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testing periods and the three conditions F(4,884) = 106.53, 

£ < .0001 (see Figure 3). 

Due to the significant Time by Condition interaction, 

Tukey's procedure for multiple comparisons between means 

(Kirk, 1982) was used to examine the differences between 

the knowledge scores for each condition over the three 

measurement periods. 

Subjects in the lecture condition had significantly 

higher post test knowledge scores, M = 211.60, as compared 

to their pretest knowledge scores, M = 185.69. Subjects in 

the film condition had significantly higher post test 

knowledge scores, M = 207.37, as compared to their pretest 

knowledge scores, M = 185.25. 

Overall, subjects in the lecture condition had 

significantly higher scores than subjects in the film and 

no-program conditions on the AIDS Knowledge 

Assessment-Revised on the post test and follow-up test. On 

the post test, the knowledge scores in the lecture 

condition, M = 211.6, were significantly higher than 

knowledge scores for the subjects in film condition, M = 

207.37, and for subjects in the no-program condition M = 

181.15. On the follow-up test, the same relationship was 

found, with the knowledge scores of the subjects in the 

lecture condition, M = 200.24, significantly higher than 

the knowledge scores for subjects in the film 
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C - No Program Condition 

Figure 3 

Interaction of Condition by Time 
for AIDS Knowledge Scores 
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condition, M = 193.85, and for subjects in the no-program 

group, M = 177.67. The post test knowledge scores for the 

subjects in the film condition, M = 207.37, were 

significantly higher than the post test scores for the 

subjects in the no-program group, M = 181.15. The same 

relationship was found with the follow-up scores, with the 

film condition subjects' scores, M = 193.85, significantly 

higher than the no-program condition subjects' scores, M = 

177.67. 

There was a significant decrease in the knowledge 

scores of both treatment groups between the post test and 

the follow-up. Specifically, the post test scores of the 

subjects in the lecture group, M = 211.63, were 

significantly higher than their follow-up scores, M = 

200.24. The post test scores of the subjects in the film 

group, M = 207.37, were significantly higher than their 

follow-up scores, M = 193.85. However, when compared to 

their respective pretest scores, the follow-up scores for 

both the lecture and film conditions were significantly 

higher. Specifically, the follow-up scores for the 

subjects in the lecture condition, M = 200.24, were 

significantly higher than their pretest scores, M = 185.69. 

The follow-up scores of the subjects in the film condition, 

M = 193.85, were significantly higher than their pretest 

scores, M = 185.25. 
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The knowledge scores for the subjects in the 

no-program condition declined significantly over the 

testing times. Although the subjects' pretest knowledge 

scores, M = 184.1, were not significantly different from 

their post test knowledge scores, M = 181.15, the pretest 

scores were significantly higher than the follow-up scores, 

M = 177.67. The no-program condition subjects' post test 

knowledge scores, M = 181.15, were significantly greater 

than the follow-up scores, M = 177.67. 

^" These results partially support the hypothesis. The 

subjects who received an educational program demonstrated a 

significant increase in knowledge as compared to the 

subjects who did not receive an educational program. 

Although the follow-up scores of the subjects in the 

treatment groups declined significantly between the post 

test and the follow-up, the follow-up scores were still 

significantly greater than the pretest scores. Neither 

treatment condition was expected to produce a greater 

increase in knowledge, but the subjects in the lecture 

group had significantly higher knowledge scores both at 

post test and follow-up than subjects in the other 

conditions. 
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Hypothesis II 

Subjects in the film group will have more positive 

attitudes towards AIDS patients than subjects in the 

lecture group following the program. Subjects in the 

lecture condition will have more positive attitudes than 

subjects in the no-program condition following the 

program. Only the film group will retain these changes 

over the follow-up period. There will be no changes in the 

scores of the no-program group over time. 

The 2x3x3 ANOVA for the attitudes towards AIDS 

patients scale scores showed that there were significant 

differences in the attitude scores between the subjects in 

the three conditions, F(2,377) = 5.92, £ < .005. The 

analysis also showed that there were significant 

differences in the attitude scores over the three testing 

periods, F(2,754) = 108.42, £ < .0001. There was a 

significant interaction between the time of the testing 

period and the condition the subject received, F(4,754) = 

23.67, £ < .0001 (see Figure 4). Due to the significant 

time by condition interaction, Tukey's procedure for 

multiple comparisons between means (Kirk, 1982) was used to 

examine the differences between the attitudes towards AIDS 

patients scores for each condition over the three 

measurement periods. 
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Interaction of Condition by Time for Attitudes 
Towards AIDS Patients Scores 
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Subjects in the treatment conditions had significantly 

lower scale scores indicating more positive attitudes 

towards AIDS patients following the educational programs as 

compared to their initial scores. Specifically, subjects 

in the film condition had significantly more positive 

attitudes on their post test scores, M = 29.67, as compared 

to their pretest scores, M = 35.73. Subjects in the lecture 

condition also showed more positive attitudes towards AIDS 

patients on their post test scores, M = 29.86, as compared 

to their pretest scores, M = 35.77. There were no 

significant differences between the post test attitudes 

towards AIDS patients scores of the subjects in the two 

treatment groups. 

Subjects in both treatment conditions showed 

significant increases in their attitude scores on the 

follow-up scores as compared to their post test scores, 

indicating that the subjects lost some of their positive 

attitudes over the follow-up period. Specifically, 

subjects in the film condition had significantly higher 

follow-up scores, M = 32.07, as compared to their post test 

scores, M = 29.67. Subjects in the lecture condition had 

significantly higher follow-up scores, M = 32.12, as 

compared to their post test scores, M = 29.86. The 

follow-up attitude scores of the two conditions that 

received the educational programs did not differ 



120 

significantly from each other (film M = 32.07, lecture M = 

32.12). 

However, the follow-up attitudes towards AIDS patients 

scale scores of the subjects in both treatment groups were 

significantly lower, indicating more positive attitudes 

than their respective pretest scores. Subjects in the film 

group had significantly more positive follow-up scores, M = 

32.07, as compared to their pretest scores, M = 35.73. 

Subjects in the lecture condition followed the same 

pattern, with significantly lower follow-up scores, M = 

32.12, as compared to their pretest scores, M = 35.77. 

The subjects in the two treatment conditions had 

significantly more positive attitudes towards AIDS patients 

on both the post test and the follow-up than the subjects 

who had not received any educational program. 

Specifically, the subjects in the film condition had 

significantly lower attitude scores on the post test, M = 

29.67, than did the subjects in the no-program condition, M 

= 34.70. At the follow-up, subjects in the film condition, 

M = 32.07, had significantly lower scores than subjects in 

the no-program condition, M = 34.52. The same pattern was 

true for subjects in the lecture condition, with the post 

test scores of the lecture condition subjects, M = 29.86, 

significantly lower than the post test scores of the 

no-program subjects, M = 34.70. At the follow-up, subjects 
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in the lecture condition, M = 32.12, had significantly 

lower scores than subjects in the no-program condition, M = 

34.52. 

There were no significant differences in the scores of 

the no program subjects across the three testing periods. 

Specifically, the pretest score, M = 35.41, was not 

significantly different from the post test score, M = 

34.70, or the follow-up score, M = 34.52. The no-program 

subjects' post test scores, M = 34.70, were not 

significantly different from the follow-up scores, M = 

34.52. 

These results partially support the hypothesis. 

Subjects in both treatment conditions had attitude scores 

indicating a more positive attitude towards AIDS patients 

following the educational programs. The scores on the 

follow-up test for both treatment conditions indicated 

significantly more positive attitudes towards AIDS patients 

than the scores on the pretest, suggesting that there was 

some lasting effect from the educational programs. The 

scores on the follow-up tests for the two treatment groups 

were significantly higher than the post test scores, 

indicating a decline in positive attitudes towards AIDS 

patients over the follow-up period. There were no 

significant differences in the scores of the no-program 

group over time. However, the hypothesis that the subjects 
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in the film condition would have more positive attitudes 

towards AIDS patients than the subjects in the lecture 

condtion following the program was not supported by the 

data. The hypothesis that the subjects in the film 

condition would retain significantly more positive 

attitudes towards AIDS patients than subjects in the 

lecture condition on the follow-up scores was not supported 

by the data. 

Hypothesis III 

Subjects in the film and lecture conditions will have 

significantly more positive attitudes towards practicing 

preventive behaviors following the educational programs. 

Subjects in the film condition will have significantly more 

positive attitudes following the program than subjects in 

the lecture condition. Only the subjects in the film group 

will retain these changes over the follow-up period. There 

will be no changes in the scores of the subjects in the 

no-program condition over time. 

The 2x3x3 ANOVA for the attitudes towards practicing 

preventive behaviors scale scores yielded significant 

differences between the subjects in the three conditions, 

F(2,392) = 4.65, £ < .01. The analysis also showed that 

there were significant differences in the attitude scores 

over the three testing periods, F(2,784) = 33.92, £ < 
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.0001. There was a significant interaction between the time 

the test was given and the condition to which the subjects 

were assigned, F(4,784) = 7.37, £ < .0001 (see Figure 5). 

Due to the significant interaction between the time of the 

test and the experimental condition, Tukey's procedure for 

multiple comparisons between means (Kirk, 1982) was used to 

examine the differences between the attitudes towards 

practicing preventive behaviors scores for each condition 

over the three measurement periods. 

The subjects in the two treatment conditions had 

significantly more positive scores on the attitudes towards 

practicing preventive behaviors scale following the 

educational program. Specifically, subjects in the film 

condition had significantly lower scores on the post test, 

M = 19.55, than on the pretest, M = 20.73. Subjects in the 

lecture condition followed the same pattern, with 

significantly lower scores on the post test, M = 19.88, 

than on the pretest scores, M = 21.71. There were no 

significant differences between the post test scores of the 

subjects in the film condition, M = 19.55, and the subjects 

in the lecture condition, M = 19.88. Similarly, there were 

no significant differences between the follow-up scores of 

the subjects in the film condition, M = 21.72, and the 

scores of the subjects in the lecture condition. 
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The attitude scores for both treatment groups returned 

to baseline levels on the follow-up test. There were no 

significant differences between the film condition 

subjects' scores on the follow-up test, M = 21.72, and 

their pretest scores, M = 20.73. There were no significant 

differences between the lecture condtion subjects' scores 

on the follow-up test, M = 21.60, and their pretest scores, 

M= 21.77. The post test scores for subjects in both 

treatment conditions were significantly lower than the 

scores for the subjects who did not receive an educational 

program. Specifically, the post test scores of the 

subjects in the film condition, M = 19.55, were 

significantly lower than the scores of the subjects in the 

no-program condition, M = 22.12. The same pattern was found 

for subjects in the lecture condition, with their post test 

scores, M = 19.88, significantly lower than the post test 

scores of the subjects in the no-program condition, M = 

22.12. A similar pattern was found for the follow-up 

scores, with subjects in the two treatment groups having 

significantly lower follow-up attitude scores than subjects 

who did not receive an educational program. The follow-up 

scores of subjects in the film condition, M = 21.72, were 

significantly lower than the follow-up scores of the 

subjects in the no-program condition, M = 22.87. The 

follow-up scores of subjects in the lecture condition, M = 
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21.6, were significantly lower than the follow-up scores of 

the subjects in the no-program condition, M = 22.87. 

The subjects in the no-program condition had 

significantly higher attitude scores on the follow-up test, 

M = 22.87, than on the pretest, M = 21.67. There was no 

significant difference between the post test scores of the 

subjects in the no-program condition, M = 22.12, and the 

follow-up scores, M = 22.87. There was no significant 

difference in the post test scores of the no-program group, 

M = 22.12, and their pretest scores, M = 21.67. 

The results partially support the hypothesis. The 

post test scores for both treatment conditions indicate 

that attitudes towards practicing preventive behaviors were 

more positive following the educational programs. However, 

this positive attitude was not maintained over the 

follow-up period for either treatment condition. The 

results do not support the hypothesis that subjects in the 

film group would have more positive attitudes on the post 

test and the follow-up test than subjects in the lecture 

group. There were significant differences over time in the 

scores of the subjects in the no-program condition. 
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Hypothesis IV 

There will be no significant differences between the 

sexes on any of the three measures at any of the three 

measurement times. 

A 2x3 ANOVA using two between subject (Sex, Condition) 

variables was performed on the pretest scores to determine 

if there were any pre-existing differences between the 

subjects. There were significant sex differences for 

knowledge scores, F(l,442) = 5.13, £ < .05, and attitudes 

towards AIDS patients scores, F(l,418) = 48.25, £ < .0001. 

Females, M = 186.36, had significantly greater knowledge 

scores than males, M = 183.23, on the pretest. Females, M 

= 33.17, also had significantly more positive attitudes 

towards AIDS patients than males, M = 38.85, on the pretest 

scores. There was no significant difference between males 

and females at the pretest on the attitudes towards 

practicing preventive behaviors scores, F(l,421) = .21, £ > 

.05. As discussed previously, there were no other 

significant differences between the pretest scores. 

There was no significant interaction between the sex 

of respondents and the condition to which they were 

assigned for the knowledge scores, F(2,442) = 1.99, £ > 

.05, or for the attitudes towards AIDS patients scores, 

F(2,377) = .97, £ > .05, or for the attitudes towards 

practicing preventive behaviors scores, F(2,392) = 2.15, £ 



128 

> .05. There were no significant interactions between the 

sex of the respondent, the condition to which the subject 

was assigned, and the time of the testing period for the 

knowledge scores, F(4,884) = .69, £ > .05, for the 

attitudes towards AIDS patients scale scores, F(4,754) = 

7.56, £ > .05, for the attitudes towards practicing 

preventive behaviors scale scores, F(4,784) = .14, £ > .05. 

There was a significant main effect of sex on the 

attitudes towards AIDS patients scores, F(1,377) = 62.34, £ 

< .0001. Females had significantly lower scores, which are 

indicative of more positive attitudes towards AIDS 

patients, than males at all three measurement points. On 

the post test, females, M = 28.89, scored significantly 

lower than males, M = 35.23. On the follow-up test, 

females, M = 30.48, had significantly lower scores than 

males did, M = 36.17. 

There were significant interactions between the sex of 

the respondent and the time of the test for the knowledge 

scores, F(2,884) = 7.23, £ < .001, and for the attitudes 

towards practicing preventive behaviors scale scores, 

F(2,784) = 5.72, £ < .005. However, there was no 

significant interaction between the sex of the respondent 

and the time of the test for the attitudes towards AIDS 

patients scale scores, F(2,754) = 1.32, £ > .05. Due to the 

significant interactions, Tukey's procedure for multiple 
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comparisons between means (Kirk, 1982) was used to examine 

the differences between the scores for each sex over the 

three testing periods. The results of these comparisons 

will be discussed separately for each measurement. 

Females had higher knowledge scores than males at all 

three testing periods (see Figure 6). Specifically, on the 

post test, females, M = 202.1, scored significantly higher 

than males, M = 195.66. This same pattern was also found 

for the follow-up knowledge scores with females, M = 

192.83, scoring significantly higher than males, M = 

186.70. In addition, females' knowledge scores increased 

more, relative to males' scores, following the educational 

programs, F(1,442) = 14.71, £ < .0001. There was no 

significant interaction between the condition to which the 

subject was assigned and the sex of the respondent, 

F(2,442) = 2.17, £ > .05. 

Females had significantly lower scores on the 

attitudes towards practicing preventive behaviors scale 

than males on the post test and follow-up test (see Figure 

7). On the post test, females' scores, M = 20.10, were 

significantly lower than males' scores, M = 21.29. This 

same pattern was also evident on the follow-up test, with 

females' scores, M = 21.45, being significantly lower than 

males' scores, M= 22.9. Interestingly, there were no 

significant differences between males', M = 21.44, and 
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females' pretest scores, M = 21.39. The comparisons between 

the mean scores indicated that females and males had 

different patterns of scores on the attitudes towards 

practicing preventive behaviors scale over the testing 

periods. Females had significantly lower scores on the 

post test, M = 20.1, as compared to their scores on the 

pretest, M = 21.39. The follow-up scores of females, M = 

21.45, were significantly higher than their post test 

scores, M = 20.1, but the follow-up scores were not 

significantly different from the pretest scores, M = 21.39. 

In contrast, males' scores on the attitudes towards 

practicing preventive behaviors scale increased 

significantly from the pretest, M = 21.44, to the follow-up 

test, M = 22.9. There was no significant difference between 

males' pretest attitude scores, M = 21.44, and their post 

test scores, M = 21.29. Males' scores were significantly 

higher on the follow-up test, M = 22.9, than their scores 

on the post test, M = 21.29. 

The results do not support the hypothesis. In 

contrast to the predicted results, there were significant 

differences between the knowledge scores of males and 

females at all three measurement times. There were 

significant differences between the sexes on the attitudes 

towards AIDS patients scores at all three measurement 

times. There was also a significant difference in the 
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attitudes towards practicing preventive behaviors scale 

scores of males and females at two of the three measurement 

times. 

Supplemental Analyses 

Past studies of the relationship between knowledge and 

attitudes about preventive health behaviors have often 

found a weak relationship between knowledge and attitudes 

(Kirby, 1984,; Lindholm, Touliatos, & Wenberg, 1984; Roosa, 

1984). The knowledge scores of subjects in this study were 

correlated with the two attitude scores, using Pearson's 

product moment correlation. The scores were correlated 

separately for each sex because of the significant 

differences found between the knowledge and attitude scores 

of males and females. The results are presented in Table 9 

for males and Table 10 for females. 

One difficulty in assessing the relationship of 

knowledge and attitudes is that the correlations among the 

three measures will be reduced to the extent that the 

measures lack internal consistency. This reduction will be 

greatest for correlations involving the scale for attitudes 

towards practicing preventive behaviors because of this 

measure's low internal consistency (•̂  .60). To estimate 

the relationships that might have been found if the 

measures had greater internal consistency, the correlations 
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Table 9 

Correlations Between Attitude and Knowledge 
Measures For Males 

AK PAK FAK AT PAT FAT PB PPB FPB 

AK 1.00 .49* .44* -.31* -.26* -.14 -.03 .03 -.03 

PAK 1.00 .68* -.17 -.36* -.12 .01 -.17 -.07 

FAK I.00 -.32* -.37* -.23* -.05 -.21* -.22* 

AT 1.00 .73* .64* -.03 .08 .18 

PAT 1.00 .75* -.01 .15 .17 

FAT 1.00 -.07 .02 .04 

PB 1.00 .59* .53* 

PPB 1.00 .73* 

FPB 1.00 

* £ < .01 

AK - AIDS Knowledge Assessment - Revised 
AT - Attitudes Towards AIDS Patients 
PB - Attitudes Towards Practicing Preventive Behaviors 

P prefix - Post test 
F prefix - Follow-Up 
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Table 10 

Correlations Between Attitude and Knowledge 
Measures For Females 

AK PAK FAK AT PAT FAT PB PPB FPB 

AK 1.00 .39* .46* -.37* -.21* -.28* -.14 -.10 -.07 

PAK 1.00 .77* -.21* -.46* -.36* -.15 -.31* -.20* 

FAK 1.00 -.19* -.35* -.35* -.13 -.25* -.24* 

AT I.00 .75* .77* -.03 -.05 .01 

PAT 1.00 .83* -.01 .06 -.01 

FAT 1.00 -.01 .06 .10 

PB I.00 .73* .66* 

PPB 1.00 .73* 

FPB 1.00 

* £ < .01 

AK - AIDS Knowledge Assessment - Revised 
AT - Attitudes Towards AIDS Patients 
PB - Attitudes Towards Practicing Preventive Behaviors 

P prefix - Post test 
F prefix - Follow-Up 
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were corrected for attenuation due to lack of internal 

consistency among the measures (Cohen & Cohen, 1975). In 

the following section, corrected correlations are reported 

in parentheses following the regular correlations. 

Females' knowledge scores were more highly correlated 

with their attitude scores than were males' scores. 

However, the correlations of both males and females rise at 

an equivalent rate on the post test, and fall at a similar 

rate on the follow-up. Increased knowledge does appear to 

have a slight effect on attitudes, but, overall, knowledge 

about AIDS accounts for very little variance in attitude 

scores. For example, post test knowledge scores account 

for only 13% (21%) of the variance in males' post test 

attitudes towards AIDS patients, £ = -.36 (-.46). Prior 

attitudes accounted for a greater amount of the variance in 

attitudes than did knowledge. For example, males' initial 

attitudes towards AIDS patients accounted for 53% (77%) of 

the variance in their attitude scores at the post test, £ = 

.73 (.88). Knowledge did appear to have a slightly greater 

effect on attitudes towards AIDS patients, females post 

test r = -.46 (-.58), £ < .0001, as compared to the effect 

of knowledge on attitudes towards practicing preventive 

behaviors, females post test £ = -.31 (-.46), £ < .0001. 
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These results are similar to the results of earlier studies 

indicating that knowledge does not necessarily determine 

attitudes. 



CHAPTER IV 

DISCUSSION 

This chapter begins with a discussion of the findings 

for each of the principal hypotheses. Following that 

discussion, general conclusions and limitations of the 

present study are addressed. Finally, recommendations for 

future AIDS education programs and suggestions for future 

research are discussed. 

Results and Implications of Hypothesis Testing 

Hypothesis 1_ 

The first hypothesis predicted that subjects in the 

two treatment conditions (film and lecture) would show 

significant increases in their knowledge about AIDS 

following the educational program. This significant 

increase in knowledge was expected to be maintained over 

the follow-up period for both treatment groups. No 

significant difference in knowledge of AIDS was predicted 

for subjects in the no-program condition across the three 

testing points. 

The results confirm that the subjects in the two 

treatment groups had significant increases in knowledge 

scores following the educational programs. The post test 

scores of the treatment groups indicated greater knowledge 

138 
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than the post test scores of the no-program group. The 

results only partially support the prediction that the 

increase in knowledge would be maintained over time. In 

both treatment groups, the follow-up knowledge scores 

indicated that the participants knew significantly more 

about AIDS than they did on the pretest, but they also 

demonstrated significantly less knowledge than they had 

immediately after the program. The results did not support 

the prediction that there would be no significant 

differences in the no-program condition. The pretest 

knowledge scores for subjects in the no-program condition 

were significantly greater than were the post test or 

follow-up scores, suggesting that the subjects had less 

knowledge at the time of the post test and the follow-up 

than at the time of the pretest. 

It is not surprising that an education program would 

increase the knowledge of the subjects. In the current 

study, the scores may have increased as much as they did on 

the post test because it was given immediately after a 

program that contained the information necessary to answer 

all questions on the questionnaire correctly. Therefore, 

on the post test students had to retain the new information 

only briefly to answer the questions correctly. Thus, the 

higher post test scores may be the result of subjects' 

immediate recognition of the correct answers, rather than 



140 

the result of any long term memory. On the follow-up test, 

there had been a longer delay between the educational 

program and the test, thus answering the questions 

correctly required more long term memory. Additionally, a 

limitation of the current study, as well as other AIDS 

educational program evaluations, is the multiple choice 

format of the evaluation, which tests recognition memory 

instead of recall memory. A test of recall of AIDS 

information might have shown an even greater decline at 

follow-up. 

However, in the current study, students in the 

treatment conditions were also asked to respond to a short 

answer question, "What are the ways to avoid getting AIDS?" 

on the post test. Approximately 95% of the subjects 

responded with correct methods, such as, "don't have sex, 

or use condoms if you do," or, "use condoms, abstinence, be 

aware of your partner's activities." Incorrect responses 

included answers such as, "just be careful," and "don't 

have intravenous sex." Some responses suggested that 

students had processed the presented information beyond 

simply recognizing the correct answers. For example, 

several students answered that they had learned that birth 

control pills did not offer protection against AIDS, 

although that fact was not explicitly stated in the 

program. Another student replied to the question, "What 
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did you learn from the program?" with, "I learned that if 

you have sex with one person, it is like having sex with 

the entire city of Edmond." The possible risk from past 

sexual partners of one's current sexual partner was 

mentioned in the program in a more general manner by other 

subjects. These results suggest that some students 

processed the information deeply. 

It is encouraging to see that the students did have 

significantly greater knowledge on the follow-up test than 

on the pretest. Students did retain some increased 

knowledge about AIDS as a result of the educational 

program, which is always a primary goal of any educational 

program. However, follow-up testing over a longer period 

of time is important to determine if there is a further 

decline in knowledge over time. One study, which included 

a 2-month follow-up, found no significant difference 

between the follow-up and post test scores on knowledge. 

The subjects in the study may not have shown a significant 

decrease in knowledge after the follow-up period because 

they received the post test a week after the educational 

program, thus, the post test assessed knowledge that was 

retained over a 1 week period. Perhaps the knowledge that 

was retained for at least 1 week was retained over an 

extended period of time. However, less than half of the 

original students were included on the follow-up test. No 
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information was given to determine if the students included 

in the follow-up were different from those who were not 

included (Miller & Downer, 1987). It is possible that the 

students who were included in the follow-up were those who, 

for some reason, had greater knowledge about AIDS. The 

other educational program for adolescents did not include a 

follow-up evaluation (DiClemente et al., 1987). 

Students in the no-program group did not show any 

increase in knowledge, in fact they demonstrated an 

apparent loss of knowledge over the testing times. This 

decrease in knowledge scores was unexpected and may have 

been due to an increasing carelessness in completing the 

questionnaires. Students were unaware of which condition 

they would receive when they filled out the pretest. At 

the time of the post test, students were informed about 

whether they would receive an educational program about 

AIDS or have to wait another month until they received the 

program. Students had been looking forward to the 

presentations and expressed disappointment when they 

learned that they would not be receiving the AIDS program 

that day. Perhaps those students who knew that they would 

not receive a program for a month, and had to fill out the 

same questionnaire twice more without any new knowledge, 

became uninterested or angry with the task. Consequently, 

the students may have been less careful in filling out the 
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forms, and quicker to circle the "Don't Know" alternatives, 

thus lowering their knowledge scores. There was a similar 

pattern to the knowledge scores on the attitudes towards 

practicing preventive behaviors scale, with the follow-up 

scores significantly higher, or less positive, than the 

pretest scores. However, the no-program group did not show 

a similar change in scores for the attitudes towards AIDS 

patients scale; their scores remained stable. The fact 

that all three measures did not change in a similar manner 

is puzzling because all three measures were contained in 

one questionnaire and were given at the same time. 

Therefore, there may be alternative explanations for the 

decrease in knowledge scores of subjects in the no-program 

condition. 

The level of knowledge observed on the pretest in the 

current study was roughly equivalent to that found in other 

recent studies of adolescents' knowledge and attitudes 

(DiClemente et al., 1987; Miller & Downer, 1987; Strunin & 

Hingson, 1987). For example, on the pretest, 34% of the 

students in the current study thought that AIDS could 

definitely be transmitted by kissing. This percentage is 

similar to the percentages found by other studies, which 

ranged from 13% (Miller & Downer, 1987) to 57% (Strunin & 

Hingson, 1987). In the current study, 90% of the students 

knew that AIDS was spread by semen, compared with 78% in 
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one study (Strunin & Hingson, 1987), and 97% in another 

study (Miller & Downer, 1987). These other studies were 

conducted in Washington state (Miller & Downer, 1987), San 

Francisco, California (DiClemente et al., 1987), and 

Boston, Massachusetts (Strunin & Hingson, 1987). The fact 

that students in these diverse areas, that have differing 

concentrations of AIDS patients, all have similar levels of 

knowledge about AIDS, suggests that adolescents all over 

the country are acquiring a roughly equivalent amount of 

knowledge about AIDS over time. In some areas adolescents' 

knowledge is impressive, with over 90% of the adolescents 

identifying blood as being able to transmit the AIDS virus 

in the current study and in two previous studies (Miller & 

Downer, 1987; Strunin & Hingson, 1987). This result is 

encouraging when compared to adolescents' knowledge in 

1983, when less than 60% of the respondents knew what AIDS 

was (Price, Desmond, & Kukulka, 1985). 

The increases in knowledge in the current study are 

roughly equivalent to those found in other studies that 

evaluated educational programs (DiClemente et al., 1987; 

Miller & Downer, 1987). For example, in the current study, 

correct responses to a question about whether people who 

lived in the same house with AIDS patients were at an 

increased risk to contract AIDS, rose from 46% on the 

pretest to 84% on the post test. In another study, 59% of 
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the students initially thought that household members were 

not at an increased risk to contract AIDS, and this 

percentage rose to 85% on the post test (Miller & Downer, 

1987). 

The significant differences in knowledge scores in the 

two treatment conditions for the post test and follow-up 

were not expected. However, subjects in the lecture 

condition had significantly higher knowledge scores than 

subjects in the film and no-program conditions on both the 

post test and follow-up. Earlier AIDS education studies 

have not compared different methods of instruction. The 

earlier education programs consisted of a combination of 

films and lectures (Miller & Downer, 1987; DiClemente et 

al., 1987) or used a lecture format (Liebling et al., 

1986). The past studies all have found significant 

increases in knowledge, with a combination of lecture and 

films or with only a lecture. Interestingly, in the 

current study, although both types of educational programs 

were effective in increasing knowledge about AIDS, 

presenting the information in a lecture format was more 

effective than presenting the information in a film. 

Perhaps the lecture was more effective for this particular 

type of student. The school district in which the current 

study was conducted is composed of mostly middle to upper 

middle class families. Therefore, the students used in 
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this study may have been more verbally oriented, more 

motivated to learn, and better able to absorb information 

presented orally than 10th graders in other types of 

communities. Another possible explanation may be that in 

school settings the majority of information that students 

are expected to learn is presented in a lecture. The 

familiarity of the lecture format may make it easier for 

the subjects to identify key information presented. Films 

may also be associated with television and movies, which 

are often perceived to be entertaining rather than 

educational. Therefore, the amount of attention devoted to 

learning may not have been as great for a film as for a 

lecture. 

Another possible explanation for the greater increase 

in knowledge following the lecture may be the effectiveness 

of the lecturer. The programs for the current study were 

all presented by a person who was experienced in working 

with adolescents. The presenter was a knowledgeable and 

motivated lecturer who had experience in working directly 

with infected individuals. She may have been able to 

engage the students' interest, thus enabling them to learn 

more of the presented material. Informal evaluations 

indicated that the subjects' response to the presenter was 

extremely positive. 
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An earlier study that compared the relative 

effectiveness of a lecture and an audiovisual presentation 

on increasing sexual knowledge in college students also 

found the lecture format to be more effective in increasing 

knowledge (Watts, 1977). Another recent study found no 

differences between a film and a lecture in teaching high 

school students about marine life (Fortner, 1985). There 

was only one person who presented the lecture in both of 

these studies. Therefore, the effectiveness of the 

lecturer may have contributed to the results. However, 

college students may be equivalent to the students in the 

current study in their verbal orientation and academic 

skills. No information was given about the socio-economic 

status of the high school students in the Fortner (1985) 

study, but their IQ scores indicated that they were at 

least as academically oriented as students in the current 

study. 

Hypothesis II 

The second hypothesis predicted that subjects in the 

two treatment conditions would have more positive attitudes 

towards AIDS patients following the educational programs. 

It was also predicted that subjects in the film condition 

would have more positive attitudes towards AIDS patients 

than subjects in the lecture condition. Only the film 
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group was predicted to maintain these changes over the 

follow-up period. It was predicted that the attitudes 

towards AIDS patients of subjects in the no-program 

condition would not differ over the testing periods. 

The results confirm that subjects in the two treatment 

programs have significantly more positive attitudes towards 

AIDS patients following the educational progrcim. However, 

the subjects in the film group did not have more positive 

attitudes than subjects in the lecture group on the post 

test. The results did not confirm the hypothesis that only 

the subjects in the film condition would maintain the more 

positive attitudes over time. Both treatment groups had 

significantly higher scores on the attitudes towards AIDS 

patients scale on the follow-up test compared to their post 

test scores, suggesting that attitudes towards AIDS 

patients became less positive during the follow-up period. 

However, on the follow-up test, both treatment groups had 

significantly more positive attitudes towards AIDS patients 

than they did on the pretest. There were no significant 

differences between the two treatment groups on the 

follow-up test. The results confirmed the hypothesis that 

there would be no changes in the no-program group over 

time. This result is particularly interesting because the 

knowledge scores of the subjects in the no-program group 

decreased significantly over time. Perhaps questions that 
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related to the subject's personal opinion were more 

interesting to answer than knowledge questions and the 

subjects took greater care in completing the attitude 

section of the questionnaire. 

The results of the current study are not similar to 

those of previous studies. An earlier study of the 

relative effectiveness of a lecture versus a film on 

changing sexual attitudes found no significant differences 

between pretest and post test sexual attitudes for either 

condition (Watts, 1977). Another study of the relative 

effectiveness of a lecture versus a film on changing high 

school students' attitudes about marine animals found that 

the film was more effective than the lecture in producing a 

positive attitude change. As was discussed previously, 

there was the possibility of a lecturer effect in the two 

previous studies. Perhaps an effective lecturer can engage 

students' sympathies for the subject and consequently 

produce an attitude change equivalent to that produced by a 

film. The addition of multiple experts in the film did not 

produce a more positive attitude change in subjects in the 

film group. The film's arguments were not weak, because 

the film and the lecture, which contained the same 

arguments, both produced positive attitude changes. As 

discussed previously, there may have been an effect of the 

lecturer on the results. The lecturer may have been able 
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to engage the adolescents' attention and sympathies towards 

AIDS patients and consequently may have produced equivalent 

attitude changes to those seen in subjects in the film 

condition. Additionally, the live presenter may have 

provoked more intense demand characteristics than the 

film. 

Two other educational programs that examined attitudes 

towards AIDS patients demonstrated similar increases in 

positive attitudes following a presentation about AIDS 

(Liebling et al., 1986; Miller & Downer, 1987). For 

example, on the pretest, 34% of the students in the current 

study agreed that AIDS patients should not be isolated from 

society, and this percentage rose to 51% on the post test. 

In the previous study, 74% of the students thought that 

AIDS patients should not be permanently isolated from 

society on the pretest, this percentage rose to 81% on the 

post test (Miller & Downer, 1987). The inclusion of the 

word 'permanent' in the statement used in the other study 

may have accounted for the higher percentage of students 

agreeing with the statement. People may be less in favor 

of a permanent separation than one perceived to be 

temporary. 

In both of the previous studies the positive attitudes 

towards AIDS patients were retained over the follow-up 

period (Liebling et al., 1986; Miller & Downer, 1987). 
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However, in one study only subjects who volunteered to 

complete a follow-up test were included, which may have led 

to a positive bias in the obtained scores (Liebling et al., 

1986). Another study lost over 50% of their initial 

subjects on the follow-up, and here too the subjects 

retained may have had a positive bias (Miller & Downer, 

1987). An alternative explanation may be that the post test 

was given 1 week after the educational program and 

attitudes that were initially highly positive towards AIDS 

patients because of the implied demand characteristics of 

the program may have declined to a more stable level a week 

after the program. Perhaps attitudes that remain stable 

for a week are likely to be maintained up to two months 

later. Longer follow-up testing may help to determine how 

stable positive attitudes towards AIDS patients remain over 

time. 

The results of the current study indicate that an 

educational program about AIDS can increase positive 

attitudes towards AIDS patients. There was some decrease 

in the positive attitudes over a 1-month period, although 

the follow-up attitudes remained significantly more 

positive than the pretest attitudes. It is encouraging 

that a 1-hour program with accurate information about AIDS 

can have a positive effect on attitudes towards AIDS 

patients. The relative ease with which these attitudes 
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were shifted suggests that the initial negative attitudes 

were not deeply ingrained and may have been a function of 

irrational fears or a lack of knowledge about the disease. 

The correlation between knowledge and fear about AIDS found 

in a previous study (Temoshok, Zorn, & Sweet, 1986) study 

(£ = -.36, £ < .005) was similar to the correlations found 

in the current study (post test males, £ = -.36, £ < .0001; 

post test females, £ = -.46, £ < .0001). While these 

results suggest that there is a connection between a lack 

of knowledge about AIDS and a fear of AIDS, the 

correlations are not strong. 

An important question for future research is whether 

educational programs will be effective in communities that 

have identified seropositive individuals. In other words, 

can educational programs serve to defuse potentially 

hostile reactions to seropositive individuals? For 

example, many hemophiliacs want to educate the public about 

HIV, but have feared that educational programs about AIDS 

would cause more negative attitudes towards seropositive 

individuals in their communities. The results of the 

current study may not be applicable to coimnunities that 

have already begun to have hostile reactions to specific 

seropositive individuals or AIDS patients. The reactions 

of a community in Florida to the enrollment of three 

seropositive, hemophiliac brothers in the public schools is 
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an example of the degree of hostility that can be generated 

towards seropositive individuals. The family was forced to 

move from their home because of the hostile reactions of 

the community, which culminated in the family's home being 

destroyed by a suspicious fire ("Arcadia physicians", 

1987). It is tempting to speculate that if the Florida 

community had received an educational program prior to the 

start of the negative reactions, then the attitudes towards 

the children might not have been so negative. 

Unfortunately there is no systematic data that 

indicate whether educational programs can decrease negative 

reactions towards AIDS once they become prevalent in a 

community. The educational programs evaluated thus far, 

including the present study, were all presented in 

communities that had not yet had extremely negative 

reactions towards identified AIDS patients. Health 

officials are uncertain about the best way to address a 

community's fears once a negative reaction occurs. 

Educational programs are often offered to the community, 

but their effectiveness has not been evaluated. Anecdotal 

information suggests that these programs do have some 

positive effect and certainly do not make the situation 

worse. A community in rural Oklahoma had a negative 

reaction to the news that a seropositive hemophiliac had 

asked to attend the public school. The school board has 
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refused to make a decision about admitting the child 

because of the community's reaction. An educational 

program was presented by the health department, and the 

hostile reactions from the community appeared to decrease 

slightly, but there is no empirical data to substantiate 

this observation. 

Additionally, because more and more seropositive 

patients may have to deal with hostile community reactions, 

it is important to assess whether an educational program 

given before AIDS patients are identified in the community 

can serve to prevent or decrease negative reactions. It is 

also important to determine whether the professed positive 

attitudes actually translate into more positive behavior 

towards AIDS patients. Professed attitudes do not always 

correlate highly with the actual behavior exhibited when 

the situation is no longer hypothetical. A recent study 

found that although a majority of sexually active 

adolescents agreed that they would be willing to use 

contraception during intercourse, less than 25% actually 

had used any contraception at last intercourse (Zabin, 

Hirsch, Smith, & Hardy, 1984). Interestingly, several 

subjects in the current study who responded to the initial 

presentation by saying, "You aren't going to bring in 

anyone with AIDS, are you?", asked, at the end of the 

program, if it might be possible to have someone with AIDS 
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come to their classroom and speak about his or her 

experiences. This change in attitude might be indicative 

of a greater willingness to interact with AIDS patients 

following the program. 

Hypothesis III 

The third hypothesis predicted that following the 

educational programs, subjects in the two treatment 

conditions would have significantly more positive attitudes 

towards practicing preventive behaviors, but that subjects 

in the film condition would have more positive attitudes 

than subjects in the lecture condition. It was predicted 

that only subjects in the film group would retain those 

positive attitudes over the follow-up period. No change in 

the attitudes towards practicing preventive behaviors was 

expected for the subjects in the no-program condition. 

The results partially support the hypothesis. 

Subjects in both treatment conditions showed significantly 

more positive attitudes towards practicing preventive 

behaviors on the post test than on the pretest, suggesting 

that the educational program had a positive effect on 

subjects' attitudes. The results do not support the 

hypothesis that subjects in the film group would have more 

positive attitudes than subjects in the lecture group. The 

results did not support the hypothesis that the film group 
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would maintain positive attitudes over the follow-up 

period. The follow-up scores of both treatment conditions 

were not significantly different from the pretest scores, 

suggesting that any effects that the educational programs 

had did not persist. The results did not confirm the 

hypothesis that there would be no change in the scores of 

the no-program group over time. The follow-up scores of 

the no-program group were significantly higher than the 

pretest or post test scores, suggesting that the attitudes 

of subjects in the no-program condition grew progressively 

more negative over time. 

Caution must be used in interpreting these results, 

however, because the significant changes in the scores of 

both treatment groups and of the no-program condition were 

very small, ranging from 1 to 2.5 points. Although the 

changes in the scores may be statistically significant, 

they may not indicate meaningful differences. 

Additionally, the internal consistency of the scale (•(? 

.60) is not as high as would be desirable, and thus the 

scores on this scale may fluctuate as a function of the 

scale's properties as opposed to a function of subjects' 

changing attitudes towards practicing preventive 

behaviors. 

An examination of some of the responses on the scale 

suggests that the subjects may have given socially 
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desirable, but inaccurate, responses to the questions. On 

the pretest, 90% of the respondents strongly agreed or 

agreed with the statement, "If I were sexually active, I 

would be willing to use (or ask my partner to use) a 

condom." A recent survey suggests that the self-reported 

condom use at last intercourse for 10th grade males was 46% 

(Zabin, Hirsch, Smith, Streett, & Hardy, 1986). A source 

book of contraception reports the usage of condoms among 

sexually active teenagers to be approximately 23% 

(Williams, 1986). An earlier survey places condom usage at 

last intercourse for high school males at 28% (Finkel & 

Finkel, 1975). These figures on actual condom use suggest 

that the willingness to use condoms found in the current 

study was an inaccurate appraisal of the subjects' actual 

behavior. Of course, adolescents who are not yet sexually 

active may give the socially desirable answer, thinking 

about how they would want to respond in the actual 

situation. Nevertheless, adolescents in this study either 

had an idealized assessment of their actual behavior, or 

wanted to present a socially desirable version to the 

investigator. Additionally, having questions on the scale 

for which the subjects' responses do not vary over the 

entire 5-point scale contributed to the low internal 

consistency found for this scale. 
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Interestingly, the subjects in the current study did 

not provide as highly an idealized view of their attitudes 

towards AIDS patients. The responses on the attitudes 

towards AIDS patients scale varied over the entire range of 

the Likert-type scale. Perhaps there are stronger 

conceptions of the socially desirable answers to questions 

about preventive behaviors as opposed to questions about 

the treatment of AIDS patients. It seems that negative 

attitudes towards AIDS patients are more sanctioned by 

segments of the population than are negative attitudes 

towards practicing behaviors that may protect the person 

from contracting a disease. 

Although the educational program produced only a 

slight, temporary change in attitudes towards practicing 

preventive behaviors, some subjects may have started to 

think more favorably about practicing preventive 

behaviors. Subjects' responses to a post test question, 

"What did you learn from this program?" included comments 

such as, "that you have to be careful at all time (sic) and 

if you do decide to have sex be sure that you wear a 

condom" and "AIDS is a very serious thing not to be taken 

lightly. AIDS can infect ANYONE and we should take 

precautionary measures," suggesting that students in the 

program conditions were thinking about precautionary 
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measures after the program, and did know effective methods 

to prevent contracting AIDS. 

The small changes in the attitudes towards practicing 

preventive behaviors observed in the current study are 

consistent with the results of other health education 

programs for individuals, reviewed in Chapter I of this 

document, which consistently found no changes in attitudes 

towards practicing, or the actual practice of, preventive 

health behaviors. The modeling of assertive communication 

to a partner added in the current study did not appear to 

lead to more positive attitudes towards practicing 

preventive behaviors. The addition of multiple messages 

from multiple sources did not appear to have any positive 

effect on the attitudes of the subjects in the film 

condition. It is possible that the subjects perceived the 

arguments for practicing preventive behaviors as being weak 

because neither the film group nor the lecture group had 

strong positive attitude shifts. 

The progressively more negative attitudes of the 

subjects in the no-program condition were not predicted. 

These more negative scores could be due to the low internal 

consistency of the scale; the differences in the scores 

were only 1.2 points. The changes could also be due to 

increased carelessness in completing the questionnaire 



160 

over the three testing periods, as was discussed under 

Hypothesis I. 

Hypothesis IV 

It was predicted that there would be no significant 

differences between the scores of the sexes on any of the 

three measures: knowledge, attitudes towards AIDS patients, 

and attitudes towards practicing preventive behaviors, at 

any of the three measurement times: pretest, post test, and 

follow-up test. 

The results did not support the hypothesis. There 

were significant differences between males and females 

throughout the testing. Overall, females had consistently 

greater knowledge about AIDS than males and learned more 

than males following both types of educational programs. 

Both sexes had higher AIDS knowledge scores following the 

educational programs, and both sexes maintained some 

increased knowledge about AIDS for a month, but females' 

scores were consistently higher than males' scores. 

Females also displayed significantly more positive 

attitudes towards AIDS patients than males at all three 

measurement times and in all three conditions. The 

attitude scores of both sexes became more positive 

following the educational programs, and both sexes 

maintained some increased positive attitudes towards AIDS 
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patients, but females' scores were consistently more 

positive than males' scores. 

There were no initial differences between the sexes on 

attitudes towards practicing preventive behaviors. 

Following both educational programs, females had 

significantly more positive attitudes towards practicing 

preventive behaviors than did males. This significant 

difference between the sexes was maintained through the 

follow-up period. Females did not retain the positive 

attitudes towards practicing preventive behaviors over the 

follow-up period. Females' follow-up scores were 

equivalent to their pretest scores. Males did not show any 

increase in positive attitudes as a result of the 

educational programs, and their follow-up scores were 

significantly more negative than their pretest and post 

test scores. Therefore, the educational programs appear to 

have had no effect on males' attitudes towards practicing 

preventive behaviors, but to have had a temporary effect on 

females' attitudes. As mentioned previously, the changes 

are small and may not be meaningful; thus, caution must be 

used in interpreting the results. 

The results suggest that males and females respond 

differently to AIDS on a variety of levels. Previous 

studies that have examined differences in the responses of 

each sex to AIDS have had differing results. One study of 
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16-19 year old high school students found that females were 

more concerned than males about their personal risk of 

contracting AIDS, and that females had less knowledge about 

AIDS than males (Price, Desmond, & Kukulka, 1985). A survey 

of college students found that males were somewhat more 

concerned than females about the risk of acquiring AIDS 

from a future partner (Simkins & Eberhage, 1984). However, 

this slight sex difference may have been accounted for by 

the inclusion of self-identified male homosexuals, who, 

understandably, would be more concerned about the 

possibility of acquiring AIDS from a future partner. A 

study examining adolescents' knowledge and attitudes about 

AIDS found no differences in knowledge between the sexes, 

but did find that females had significantly more positive 

attitudes towards AIDS patients (Miller & Downer, 1987). 

One other study of health care professionals found that 

males were more likely than females to prefer to avoid 

caring for AIDS patients, suggesting that males had more 

negative attitudes towards AIDS patients (Liebling et al., 

1986). The results of these previous studies seem to 

indicate that females have a slightly more positive 

attitude towards AIDS patients than males. This more 

positive attitude was confirmed in the current study. The 

previous studies either did not find significant 

differences between the sexes on knowledge scores, or found 
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that females had less knowledge than males (Price, Desmond, 

& Kukulka, 1985). In the current study, females had 

significantly greater knowledge about AIDS than males. The 

results of the study that found that females had less 

knowledge than males may have been due to the time of the 

survey. The survey was conducted in 1983, when AIDS had 

not yet been recognized by the general public as affecting 

both sexes. Because the disease seemed unlikely to affect 

females, they may not have paid attention to media reports 

on AIDS. Once the disease was perceived to affect both 

seses, females may have begun to attend to news reports 

about AIDS. Additionally, magazines aimed at young females, 

such as Seventeen, have recently begun to publish articles 

about AIDS. During the educational presentations, several 

female students mentioned that they had read articles about 

AIDS in Seventeen. Male adolescents do not have a similar 

magazine that frequently publishes information about AIDS, 

and thus may not have as much access to information about 

AIDS as females. 

Another factor that might account for some of the 

differences in the knowledge and attitudes found between 

the sexes may be different affective reactions to AIDS. 

Since AIDS is primarily associated with male homosexuality, 

male adolescents may feel somewhat more threatened than 

female adolescents by the topic. Homosexuality is a 
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particularly unacceptable lifestyle in Oklahoma, where the 

present study was conducted. Therefore, the more negative 

attitudes towards AIDS patients, the more negative 

attitudes towards practicing preventive behaviors, and the 

lesser AIDS knowledge of males, compared to females, may be 

partially a reaction to male homosexuality. Males may 

perceive an interest in AIDS, or a perception that they 

might be personally at risk for AIDS, as being equivalent 

to admitting that they might be homosexual. This 

possibility is supported by a survey that found a 

correlation between negative attitudes towards 

homosexuality and lower knowledge about AIDS (Temoshok, 

Zorn, & Sweet, 1986). Additionally, in the current study, 

several males responded to the question, "What are the ways 

to avoid getting AIDS?" with, "Don't be gay." None of the 

females mentioned homosexuality in their answers to the 

question. This difference in responses may be a function 

of males' perception of a strong relationship between AIDS 

and male homosexuality. Additionally, males were more 

likely than females not to have completed all three 

questionnaires, suggesting that they may have been less 

interested in, or more threatened by, AIDS than females. 
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Supplemental Analyses 

The results of the correlation between the knowledge 

and attitude measures in the current study indicate that 

there is not a high correlation between knowledge and 

attitudes. There was a stronger correlation between 

knowledge and attitudes towards AIDS patients than there 

was between knowledge and attitudes practicing preventive 

behaviors. Initial attitudes were more highly correlated 

with attitudes after the program and on the follow-up than 

were knowledge scores. Although an educational program can 

have a temporary or slight effect on attitudes, the 

attitudes of most of the subjects in this study were not 

greatly affected by the educational program. 

General Conclusions from 
the Present Study 

The results of the current study are both encouraging 

and discouraging, depending on the measure. It is 

encouraging that a 1-hour educational program about AIDS 

can produce at least temporary changes in adolescents' 

knowledge and attitudes about AIDS patients. It is also 

encouraging that some increases in knowledge about AIDS and 

in positive attitudes towards AIDS patients were maintained 

over a 1-month follow-up period. It is discouraging, but 

not surprising, that attitudes towards practicing 
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preventive behaviors showed only a slight positive shift 

for females following the educational programs, that these 

attitudes were not maintained over the 1-month follow-up 

period, and that males' attitudes grew more negative over 

the testing period. Obviously, one of the major goals of 

educational programs about AIDS is to encourage the 

participants to practice preventive behaviors. The results 

of this study may suggest that a statement modeling 

assertive communication about preventive behaviors is not 

sufficient by itself to encourage the practice of 

preventive behaviors in adolescents. 

Limitations of the Current Study 

The current study has several important limitations. 

A major limitation of the study was the low internal 

consistency of the scale that measured attitudes towards 

practicing preventive behaviors. Further revisions need to 

be made to the scale to increase its' reliability, such as 

including more specific behavioral questions, instead of 

the more vague questions used on the current survey. 

Therefore, any conclusions based on this scale must be 

drawn tentatively until further evidence can corroborate 

these conclusions. However, the results indicate that the 

educational program did little to encourage the positive 

attitudes towards practicing preventive behaviors. 
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The current study could not assess students' actual 

participation in high risk behaviors and any changes that 

might have occurred in these behaviors as a result of the 

educational programs. Administrators at various schools 

were worried about negative reactions from parents or 

students if subjects were asked directly about their sexual 

behaviors; thus, only the attitude scales could be used. 

These attitude scales were more explicit than scales used 

in previous AIDS educational programs and thus were thought 

to provide a clearer picture of actual behaviors 

(DiClemente et al., 1987; Miller & Downer, 1987). 

Unfortunately, this current scale does not appear to be any 

more effective in assessing subjects' behaviors than other 

scales used in educational programs. It is therefore 

difficult to address any direct effects that the program 

may have had in encouraging students to practice safer 

behaviors. Additionally, there may have been some demand 

characteristics on both attitudinal measures, with the 

students' wanting to give socially appropriate answers, as 

opposed to revealing their true attitudes, which the 

students may have perceived to be socially unacceptable. 

The current study did not assess students' actual 

behaviors towards AIDS patients. While attitudes towards 

AIDS patients appeared to improve as a result of 

educational programs, it is not clear from this study 
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whether the attitude change is indicative of any real 

behavioral changes. These results are consistent with the 

results found in previous studies. In one previous study, 

females ' attitudes towards sexual behavior became more 

permissive following a college course in human sexuality; 

however, their sexual behavior remained unchanged 

(Zukerman, Tushup, & Finner, 1976). 

There are limitations to the generalizability of the 

study. The subjects in the current study were 10th grade 

students in a school district in a middle to high 

socioeconomic area. Therefore, the results may not 

generalize to other types of communities or to students in 

different grades. Additionally, there may have been an 

effect of the lecturer in the current study, and the 

results from the students in the lecture condition cannot 

necessarily be generalized to programs given by other 

instructors. 

Recommendations for Future AIDS 
Education Programs 

The results of the current study indicate that 

educational programs about AIDS can have some positive and 

lasting effects on adolescents' knowledge and attitudes 

towards patients with AIDS. Certainly it is important to 

provide educational programs about AIDS to adolescents. 
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However, in view of the fact that some knowledge is lost 

and that attitudes towards AIDS patients grow somewhat less 

positive as time passes, it is important to provide 

continuing education about AIDS. These continuing programs 

could review information already given and build upon the 

foundation laid by the initial programs. These continuing 

education programs may serve to at least maintain knowledge 

and attitudes at the level attained after the initial 

presentation of information, or to progressively increase 

knowledge and positive attitudes towards AIDS patients. 

School districts that are mandating AIDS education usually 

include AIDS education programs at several grade levels, as 

opposed to offering just one class in AIDS prevention. The 

results from the current study suggest that repeated 

educational programs might be more effective than just 

offering one AIDS education class. 

At least for schools in middle to upper middle class 

districts, it appears that a lecture format may be a more 

effective way to produce knowledge change. Although a film 

can produce significant increases in knowledge, it should 

not be used as the sole method to teach students about 

AIDS, because the students do not appear to learn as much 

from a film as they do from a lecture. Perhaps a film 

could be used as a supplement to a lecture on the basic 

facts of AIDS. 
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Future educational programs on AIDS should emphasize 

that AIDS is not just a male homosexual disease. Young 

male adolescents may feel somewhat threatened by, or 

uninterested in, information about AIDS due to the 

disease's strong connection with male homosexuals. Males 

may need to be given strong messages that knowing about 

AIDS and protecting oneself from AIDS are important, 

regardless of one's sexual orientation. 

A simple informational program does not appear to be 

sufficient to produce positive changes in attitudes towards 

practicing preventive behaviors. Obviously a primary goal 

in educating adolescents about AIDS is to encourage them to 

practice safer sexual behaviors. Recent studies have 

examined the efficacy of more intensive, behavioral 

programs to teach students the skills necessary to 

implement recommended health behaviors. These studies have 

found that the more intensive programs are more successful 

than simple informational presentations in producing long 

term knowledge, attitude, and behavior changes (Herz, Reis, 

& Barbera-Stein, 1986; Schaps, DiBartolo, Moskowitz, 

Palley, & Churgin, 1981; Schinke, Blythe, & Gilchrist, 

1981; Schinke, Gilchrist, Schilling, Snow, & Bobo, 1986). 

Practice in using the recommended skills, through 

role-playing exercises, and learning communication and 

problem-solving skills, seemed to be key components to 
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producing behavioral changes. Therefore, if future 

programs want to have a stronger influence on the practice 

of preventive behaviors, a specific skills learning 

component should be added. These skills should include 

training in assertive communications about abstaining from 

sex or in insisting on the use of condoms if adolescents 

decide to be sexually active. Merely modeling an assertive 

communication to partners that the subjects were not yet 

ready to be sexually involved, or that they needed to use 

condoms if they were going to be sexually involved, does 

not appear to produce any lasting attitudinal effects. 

Of course adding more explicit skill building 

components to an AIDS educational program brings a dilemma 

with it. Simple informational programs about AIDS are 

already controversial. Adding the elements necessary to 

make them more effective in encouraging preventive 

behaviors may also make them so objectionable that schools 

will not offer the programs, or parents will not allow 

their children to participate in them. In contrast, the 

educational programs that are acceptable to the community 

may not be effective in preventing the further spread of 

AIDS. Additionally, the more intensive programs are more 

expensive for schools to conduct, and school districts may 

be willing to fund simple educational lectures but not 

willing to fund skill building programs. 
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Recommendations for Future Research 

More research is needed to identify which components 

of educational programs are effective in increasing 

adolescents' knowledge and positive attitudes towards AIDS. 

An important next step is the investigation of adolescents' 

sexual and drug taking behavior and the assessment of 

whether educational programs can reduce their reported high 

risk behaviors. It is essential to gather data on current 

and past sexual behavior and drug use to effectively 

evaluate the impact of AIDS education programs. 

Future research should continue to address the 

differences observed between the sexes in knowledge and 

attitudes about AIDS. It is particularly important to 

identify the factors acting as barriers to males learning 

as much as females about the disease and feeling as 

positively towards AIDS patients and about practicing 

preventive behaviors. Once these factors are identified, 

they can be employed in designing future educational 

programs. 

The greater knowledge gains made by the lecture group 

as opposed to the film group should be explored further. 

The higher knowledge gains by the lecture group may be a 

function of the lecturer used in this study. Future 

studies could examine the effectiveness of several 
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different lecturers. Future research might also compare 

the effectiveness of the different educational films that 

are available. The films might have different effects on 

the students' knowledge and attitudes about AIDS. 

It is important to continue to assess any long-term 

effects of educational programs. The 1-month follow-up 

period used in the present study is a start, but longer 

follow-up intervals are needed. It would be helpful to 

understand how long-lasting the effects of an educational 

program may be and whether repeated instruction could 

bolster the effects of an initial educational program. 

Certainly the small effect the educational program had 

on students' attitudes towards practicing preventive 

behaviors needs further study. There are at least two 

avenues to pursue to investigate the attitudes towards 

practicing preventive behaviors. A better method for 

assessing preventive behaviors needs to be developed. 

Secondly, more intensive programs need to be designed to 

teach directly the skills necessary to practice preventive 

behaviors consistently, such as learning how to communicate 

assertively with a sexual partner. These programs need to 

be assessed to determine their relative effectiveness in 

changing adolescents' attitudes and actual behavior. 

Perhaps these programs could be presented to those 
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people at the highest risk for contracting or spreading 

AIDS, such as drug users or hemophiliacs. 

Educational programs on AIDS are just beginning to be 

developed, and there are many areas that are in need of 

further research. Some of this research is difficult to 

accomplish currently due to the sensitive nature of the 

material and the behaviors that need to be measured to 

adequately assess the effects of the educational programs. 

However, the general public is slowly realizing the 

necessity of providing this type of education. The changes 

in the public's perceptions can be seen by the number of 

states that have recently passed legislation to make AIDS 

education mandatory in the schools, such as Oklahoma (the 

first state to do so), California, Indiana, and Kansas; and 

the increasing federal and state funds available to develop 

prevention programs. Researchers need to continue to press 

for an adequate assessment of these programs and for making 

refinements in these programs based on the results of those 

evaluations. 
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AIDS Program Outline 

I. Introduction 
A. How I started working with AIDS 

1. Introduce hemophilia as a disease 
2. Why many hemophiliacs are infected with HIV 

a. factor concentrate made up of many donors 
(15,000) 

b. 1 infected donor can infect entire batch 
c. need to take factor to survive 
d. factor now heat-treated, kills HIV 

B. As I learned about AIDS, realized it is important 
for everyone to know about this topic 
1. Sexually transmitted disease, all people who 

are sexually active with multiple partners are 
at risk 

2. Growing problem 
a. current statistics on AIDS patients, U.S. 

and Oklahoma 
b. current estimates of number of infected 

people in U.S. 
3. Lot of misinformation about AIDS (examples; 

sweat of AIDS patients, mosquitoes) 
4. Important to know facts to protect yourself 

because the disease is preventible 
5. Important to know facts to decrease fears 

C. Show film (or talk briefly) about AIDS, listen 
carefully because the information in the film 
(lecture) will answer the questions on the 
questionnaire 

D. Afterwards I'll answer any questions you have 
II. After the Film (Lecture) 

A. Other names for virus 
1. Court case over virus names 
2. Show picture of virus 
3. Re-emphasize effect on immune system 

B. Risk of casual transmission 
1. Household contact studies 
2. Saliva studies 

C. Blood test 
1. Not a test for AIDS 
2. Tests for antibodies 

a. once infected, lifelong 
b. can infect others, even if no symptoms 

3. Window of time between exposure and positive 
test 
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4. Disease is diagnosed by opportunistic 
infections and immune system dysfunction 

D. Prevention 
1. Disease is preventible 
2. Only 100% effective way 

a. abstinence 
b. monogamy with an uninfected partner 

1. long term 
2. both parties need to be monogamous 

3. If you choose to be sexually active, use a 
condom 
a. diagram risk from partner's partners 
b. 90% to 97% effective 
c. latex versus natural skin 

4. How to implement preventive behaviors 
a. communication, which is difficult 
b. prevention is a sign of caring 
c. model assertive communication, "I care 

about you and I care about me and I don't 
want either one of us to get sick, so I 
don't think I'm ready to be involved in a 
sexual relationship," and a similar state
ment for condom use 

d. fears of following preventive behaviors 
E. Compassion for AIDS patients 

1. Describe patients' experiences with negative 
reactions from others 

2. Review fears of patients once diagnosed 
3. Need for social support at this time in their 

lives 
4. No need to avoid these patients, if not having 

sexual contact or blood to bloos contact you are 
not at risk yourself 

III. Questions 
IV. Complete questionnaires 
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FILM TRANSCRIPT 

AIDS: Acquired Immune Deficiency Syndrome 

Narrator: Everyone needs friendship and love. 
However, friendship and love bring with them certain 
responsibilities. Today you're going to hear about a 
serious and usually fatal disease called AIDS, acquired 
immune deficiency syndrome. You'll learn what AIDS is and 
how each of us can play a responsible part in stopping the 
spread of AIDS. 

Throughout history certain diseases have been passed 
along sexually. Diseases like gonorrhea and syphilis. At 
one time there was no cure for syphilis and at some times 
it caused blindness, insanity and even death. Finally, 
antibiotics were discovered and both syphilis and gonorrhea 
can now be effectively treated when diagnosed early. The 
origin of AIDS hasn't been established but it was first 
diagnosed in the United States in 1981. Today AIDS can be 
found all over the world and though scientists are 
searching for a cure and are making new discoveries every 
day, so far there is no treatment or vaccine. Scientists 
are hopeful the situation will change as research is 
underway for both treatment and vaccine. In the mean time, 
however, there are ways we can protect ourselves from 
becoming infected with the virus that causes AIDS. We will 
discuss how later on in the film. 

Teenager Question: Is it true the majority of people 
who have AIDS are homosexuals? 

Renita Martin, AIDS Health Project, San Francisco: 
AIDS was first diagnosed in the United States among gay men 
and so far the majority of cases have occurred among men 
who have had sexual relations with at least one other man. 
There are other groups who are likely to contract the 
virus. These groups are intravenous drug users, people 
with multiple sex partners and the sex partners of these 
two groups. However, we're all vulnerable and anyone, be 
they homosexual, heterosexual, male or female, adolescent 
or adult, if they are exposed to the virus can become 
infected. 

Teenager Question: What are the viruses that cause 
AIDS? 

Dr. Don Francis, Centers for Disease Control: The 
virus that causes AIDS is called Human Immunodeficiency 
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^n^'^L^^i"^^* T^^ ''̂ '̂'̂  ^^ ^^ ^o^y fluids both in the male 
tnHi^f^M ? ^^""i^^^ "̂"̂ ^̂ ^ ^^^ i" the blood of the infected 
individuals. Therefore the transmission of the virus is by 
sexual activity from men to men, from men to women or from 
women to men and through the sharing of blood that occurs 
^"^!'^?^^^t^^venous drug use when needles are shared between 
individuals. 

Teenage Question: What exactly happens to the inside 
ot the body when you get AIDS? 

Dr. Francis: We are really under constant attack by 
foreign invaders like infectious agents and cancers yet we 
rarely get ill because the immune system protects us from 
these intruders. HIV affects this immune system in such a 
way that it becomes weakened and is unable then to defend 
us against various infectious diseases and cancers. 

Narrator: The immune system works like this. The 
blood is full of many different types of cells. Each cell 
type performs a different task for the body. Certain white 
blood cells called Helper T-cells and B-cells have the job 
of working together to fight off invasions by harmful 
viruses and bacteria that can cause disease. If helper 
T-cells discover something harmful in the body they 
activate the B-cells. The B-cells produce antibodies which 
stop the growth of disease causing organisms. These 
antibodies attack and neutralize or destroy the invading 
virus or bacteria. When the battle with the invading virus 
is over, other T-cells called suppressor T-cells stop the 
B-cells from producing antibodies and the cycle is 
completed. In a patient with AIDS the virus causing AIDS 
attacks the helper T-cells. The virus uses the helper 
T-cells as a base to reproduce more viruses. The virus 
then multiplies and the helper T-cells die out leaving the 
AIDS patient with an immune system too weak to fight off 
certain diseases. 

Teenage Question: What are the symptoms of AIDS? 

Dr. Michael Roth, Clinical Immunologist: AIDS patients 
experience many symptoms which are very similar to those of 
the common cold or flu. They experience extreme fatigue, 
fevers, night sweats, diarrhea, which is usually 
protracted, rapid weight loss, and swollen glands. These 
symptoms are obviously symptoms that one could find in any 
flu like illness but with the human immunodeficiency virus 
these symptoms persist for long periods of time and do not 
go away as you (sic) would with a short acting virus. 
People who have contact with human immunodeficiency virus 
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will often go on to develop other types of illnesses which 
people who have just short acting viruses don't get. For 
example, they will get things like Pneumocystis carinii 
pneumonia which is a pneumonia which only people who do not 
have the normal immune system get. Also they will get 
different types of cancers which we don't see in normal 
people such as Kaposi Sarcoma which is a black and blue 
type spot on the skin and is really a cancer of the blood 
vessels which shows through on the skin. 

Teenage Question: Does AIDS affect the brain? 

Dr. June Osborn, University of Michigan: The other 
thing the virus does and we are becoming more and more 
aware of this, is that it can get straight into the brain 
besides what it does to the immune system and when that 
happens brain disease results. That can take the form of 
loss of memory, loss of enthusiasm, loss of certain ability 
to walk properly and do a variety of things, some people 
become extremely forgetful. 

Teenage Question: Is there any way we can contract 
AIDS like from a drinking fountain? 

Bruce Decker, Chairman, California AIDS Task Force: We 
have more research into the infectious nature of AIDS than 
we have with most diseases and I can tell you even as a lay 
person that AIDS is not casually transmitted. You can't 
get it by shaking someone's hand, you can't get it by 
hugging someone, you can't get it by eating in the same 
restaurant, you can't get it through any other means than 
those two principal sources that we keep identifying time 
and time again and that is sexual contact and blood to 
blood contact. 

Dr. Bernadette DeArmand, Department of Public Health, 
Santa Clara: Well, first of all this virus needs to be 
protected. It dries out fairly quickly out in the air and 
so if it is on someone's skin, or on someone's hand, it 
dries out before it can infect someone else. So we're 
fortunate that way. Where as if it is in the blood and we 
talk about blood to blood transfer or sexual contact, the 
little virus is being protected, it is being kept warm and 
moist and protected from the air and in that regard it can 
go on and infect someone very easily. 

Dr. Osborn: The skin is covered with a thick layer of 
cells that have already died, the mouth is covered the same 
way with dead cells and this is something we have evolved 
with because most viruses and a lot of other microorganisms 



201 

need living cells to start an infection so that the 
covering of the skin, the protective layer in the mouth and 
so forth means that there aren't any living cells to be 
infected. 

Teenage Question: Well, if you think you have AIDS is 
there any way to find out if you do, I mean, is there a 
test or something? 

Dr. Michael Gottlieb, University of California, Los 
Angeles: We now have a test to measure HIV antibodies in 
the blood. The presence of HIV antibody indicates whether 
a person has been exposed and infected with the AIDS virus 
and has made antibody to it. The test doesn't necessarily 
tell us whether that person is still infected with the AIDS 
virus. Some infected persons have high quantities of HIV 
in their blood and their semen and lesser quantities in 
vaginal secretions and these secretions can all be sources 
of transmission of the AIDS virus. Under some 
circumstances, on rare occasions, we've detected minute 
amounts of the AIDS virus in saliva and tears, but there's 
absolutely no evidence to suggest that transmission of AIDS 
occurs through saliva or tears. 

Teenage Question: Can you catch AIDS from like real 
heavy kissing? 

Dr. Francis: Kissing does not appear to be a risk 
factor in terms of transmission of HIV. That is, if neither 
partner has open lesions of the mouth, like cold sores or 
cuts or abrasions, that the virus does not appear to 
transmit from one person to the next. Obviously it would 
be best if one would choose to kiss individuals that were 
uninfected compared to individuals that were infected but 
in real life situations it is extremely hard from the 
outside to determine who is infected and who is not. 

Dr. Osborn: The mouth normally has the same kind of 
protective layer as does the skin and therefore it's 
probably a much poorer environment in which to transmit the 
virus than would be the rectum or even, possible, the 
vagina. Nevertheless it's probable that if there were open 
sores in the mouth and infected semen were introduced that 
that might be an effective way to introduce the virus. 

Teenage Question: I would like to know if it is true 
you can get AIDS from blood donors like the needles and 
stuff they use and so forth? 

Dr. Gottlieb: Before the antibody test for the AIDS 
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virus antibody was developed, some people developed AIDS as 
a result of blood transfusions obtained from people who had 
the AIDS virus. Since the introduction of the test, all 
blood used in hospitals is screened for the presence of the 
AIDS antibody and excluded from the blood pool. 

Teenage Question: Let's say a woman has sexual 
intercourse and comes down with the disease but ends up 
pregnant and she doesn't get, in those nine months, 
symptoms or knows she has the disease, will the baby be 
born with it? 

Dr. DeArmand: Babies get AIDS from, again, blood 
exposure. If the mother is infected with the virus while 
she is pregnant with the baby and the virus is circulating 
in her bloodstream, it can go from her bloodstream to the 
bloodstream of the baby through the attachment or the 
placenta and some times we think at the time of birth when 
there's a great deal of blood exposure for the baby and the 
mother. 

Teenage Question: Is it possible for a person to get 
the AIDS virus and have no symptoms whatsoever and pass it 
on? 

Dr. DeArmand: Well, certainly not everyone who gets 
infected with the AIDS virus goes on to get the full blown 
disease we call AIDS. There's a group of people who have 
been infected with the virus and have absolutely no 
symptoms. They feel well, they look well. They are 
carriers of the virus and in that regard they can pass it 
on to someone else through sexual contact or blood contact 
but they may be completely unaware that they've been 
infected. There is another group of people that you might 
consider ARC or AIDS related complex patients. They have 
some evidence that they've been infected. They have some 
symptoms they may have fatigue, they just may not be 
feeling well in general, they may be having fevers or 
weight loss or diarrhea. They don't have everything they 
consider necessary to call them AIDS patients, but they 
have some evidence that something is going wrong and that 
is the group of ARC. Then there is another group of people 
that we call AIDS patients who are infected with the virus 
and for some reason we are not completely sure of, their 
immune system is destroyed. When their immune system is 
destroyed, they become prone to all sorts of other 
secondary infections or tumors. They're the group of 
people that we consider as people with AIDS. 

Teenage Question: What's the incubation period before 
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symptoms show? 

fnnr wfl^^^^^f^' '^^ average right now looks to be about 
tour years between the time one becomes infected and the 
time one actually gets AIDS. 

Teenage Question: Even in the early stage when you 
find out you have AIDS, isn't there any possible cure for 

^.y. *• ^ ' Francis: Overall, in terms of the number of people 
tnat are going to die, somewhere in excess of a quarter of 
the people infected with this virus are going to die from 
It, so It is indeed very, very dangerous. 

Teenage Question: Is there any way to slow down the 
killing process of AIDS? I mean, is there anything you can 
do, or is it just going to happen? 

Dr. Osborn: There is a set of odds whether you stay 
infected as a carrier for a long time or go on to develop 
mild or serious disease and we think there may be so called 
co-factors that will influence that. If you have a lot of 
other infections as well as the HIV infection, those put 
stresses on the immune system and may hurry up the 
process. If you abuse drugs, use drugs that cause 
immunosuppression themselves, as most of the intravenous 
drugs do and as marijuana does, those can hurry up the 
progress of the infection and make it much more likely that 
you will develop AIDS and therefore die of it. 

Dr. Francis: With no specific treatment for the virus 
itself and being so dangerous, it is clear that each one of 
us have to take the responsibility to not get infected with 
the virus in the first place. 

Narrator: How can we avoid exposure to the virus and 
help stop the spread of this disease? Stopping the AIDS 
epidemic means being honest with ourselves and the other 
people in our lives. It means taking responsibility for 
our health and taking precautions that may mean the 
difference between life and death. First it is important 
to know that people in certain high risk categories have 
had a greater chance of exposure to the AIDS virus than 
others. These risk categories include men who have had sex 
with other men, intravenous drug users and men or women who 
have had sexual relations with multiple partners. However, 
anyone can be infected with the virus so it is important to 
also follow certain safe sex practices if you are having 
sexual relations. First, it is important to be willing to 



204 

discuss with a potential partner the need to practice safe 
sex and to learn the health status of your partner. 
Second, always use condoms during sexual intercourse. 
It'll prevent semen or vaginal secretions from mixing with 
the partner's body fluids. Third, avoid anal intercourse 
because the blood vessels in the anal cavity break easily, 
allowing blood and semen to mix. Fourth, intravenous drug 
users are at high risk for HIV infection because the virus 
is spread through direct blood to blood contact. When drug 
users share needles, blood remains in the needle and mixes 
with the blood of all others using the same needle. So 
never, under any circumstances share needles or take drugs 
using needles. Finally, alcohol and drugs are physically 
harmful and should be avoided, but particularly now with 
the chance of exposure to HIV they should be avoided 
because they can impair your judgment to make safe sex 
decisions. 

Martin: If you have a friend who has AIDS the best 
thing you can offer is friendship and compassion, not 
isolation. It's like a person facing any other life 
threatening disease, they need love and understanding now 
more than ever. What is important to remember is that this 
is a disease that is not transmitted casually. It is 
caused by a virus, not a lifestyle. 

Decker: I don't believe that there is any existing 
evidence whatsoever to demonstrate the fact that they 
should be avoided. if anything, it is a perfectly natural 
and perfectly human thing to want to be held, especially 
when you're sick. If you remember the last time that you 
were sick and you mother or your friend or your father came 
into the room and held you, consoled you, made you feel 
better, wouldn't you want same kind of a feeling again if 
you were sick, no matter what you were sick with? 

Narrator: AIDS has forced everyone of us to think 
seriously about what it means to be with someone sexually 
and to realize that it is an expression of love and caring 
that brings with it certain responsibilities. With AIDS 
you can see that there are important steps you can take to 
both minimize fear and play a responsible part in stopping 
the spread of AIDS. You can understand how the virus that 
causes AIDS spreads and can take the recommended safe sex 
precautions. But perhaps most importantly of all, armed 
with the facts and knowledge, you can have compassion for 
those who already have AIDS instead of backing away in 
fear. By practicing what we have discussed today you will 
be doing the best you can for yourself and for everybody 
else too. 
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Classroom #: 

Please do not put your name on this questionnaire. 

AIDS KNOWLEDGE ASSESSMENT qUESTIONNAIRE - REVISED 

It is important for us to know what people know about AIDS in order 
to provide specific education about AIDS. This questionnaire will help 
us get an idea of what you think about AIDS. Just answer the questions 
as best as you can. Please answer all of the questions. All of your 
answers are confidential. 

To answer the questions, circle the number that you think best answers the 
question. 

Age 

Grade 

Sex M 

Birthday 

The questions ask you to answer along the following scale: 

Definitely 
Yes 
1 

Probably 
Yes 
2 

I Don't 
Know 
3 

Probably 
No 
4 

Definitely 

No 
5 

1. The cause of AIDS is: 

a virus 

a bacteria 

bad health habits 

2. The cause of AIDS is sometimes called: 

HTLV-I 

HIV 

HTLV-III 

LAV 

3. Risk groups for AIDS (groups more likely 
to get AIDS) include: 

people with hemophilia 

drug users who share needles 

male homosexuals 

Def. 
Yes 

1 

1 

1 

1 

1 

1 

1 

Prob. 
Yes 

2 

2 

2 

2 

2 

2 

2 

Don't 
Know 

3 

3 

3 

3 

3 

3 

3 

Prob. 
No 

4 

4 

4 

4 

4 

4 

4 

Dei 
N< 

5 

5 

5 

5 

5 

5 

5 

2 3 

2 3 

2 3 

4 

4 

4 

5 

5 

5 
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Def. 
Yes 

Prob. 
Yes 

Don't 
Know 

Prob. 
No 

Def. 
No 

4. Other individuals at risk for getting 
AIDS include: 
spouses of AIDS patients 

sexual partners of persons with hemophilia 

doctors, nurses, laboratory technicians 

female homosexuals 

children of hemophilic fathers 

5. AIDS can be spread by: 
sexual intercourse 

sharing eating utensils 

touching and hugging 

changing dirty diapers 

kissing 

6. AIDS can be spread in: 
blood 

air 

semen/sperm 

saliva 

7. Do you think that a test to screen for 
blood donors who might pass on AIDS will 
guarantee that all tested blood products 
are free of the AIDS agent? 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

8. 

9. 

10, 

11 

Do you think people with AIDS can be 
helped by medical care? 1 

A person with antibodies to the AIDS agent 
(someone who is antibody-positive): 
has AIDS 1 

is protected from AIDS 1 

has come into contact with the AIDS agent 1 

can give AIDS to someone else 1 

has the AIDS agent in his/her blood 1 

A person without antibodies to the AIDS agent 
(somebody who is antibody negative) can still 
have the AIDS agent in his/her blood. 1 

Risk groups for AIDS (people who are more 
likely to get AIDS) include: 
people who take care of AIDS patients 1 

classmates of AIDS patients 1 

sexual partners of members of high risk 
groups 1 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

5 

5 

5 

5 

5 

5 

5 
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Def. 
Yes 

family members of AIDS patients 

bisexuals 

12. AIDS can be cured by: 
penicillin 

radiation therapy 

chemotherapy 

vaccination 

AZT 

13. AIDS is diagnosed by: 
blood test 

X-rays 

opportunistic infections 

blood pressure test 

sexual orientation 

14. AIDS can be spread by: 
playing together on the playground 

toilet seats 

mosquitoes 

bites from an AIDS patient 

15. A person without antibodies to the AIDS agent 
(someone whose blood test is negative) can 
still spread the AIDS agent to someone else. 

16. A person with antibodies to the AIDS agent 
(somebody whose blood test is positive) might 
get AIDS. 

There is no right or wrong answer to the following questions, 
that describes how you feel about the question. 

Prob. 
Yes 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

Don't 
Know 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

Prob. 
No 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

Def. 
No 

5 

5 

-5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

Please pick the answer 

Strongly Not Strongly 
Agree Agree Sure Disagree Disagree 

1. 

2. 

3. 

I am afraid of catching AIDS from 
someone who has AIDS. 

People with AIDS must have done 
something wrong. 

Too much attention has been paid 
to AIDS. 
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Strongly 
Agree Agree 

Not Strongly 
Sure Disagree Disagree 

4. If I found out that I was positive 
for the AIDS virus, I would tell 
any sexual partners (if I had any) 

5. If I were sexually active, I would 
be willing to use (or ask my partner 
to use) a condom. 

6. If I felt at risk for getting AIDS, 
I know that there are things I could do 
to avoid getting it. 

7. Anyone who gets AIDS must be gay. 

8. I know a lot about AIDS. 

9. I think about how I can avoid getting 
AIDS. 

10. I would be willing to share a drink 
with someone who had AIDS. 

11. It is not worth the hassle to change 
my behavior to avoid getting AIDS. 

12. If it weren't for the gays, there wouldn' 
be an AIDS epidemic. 

13. AIDS is not a serious threat to 
heterosexuals. 

14. I would feel uncomfortable asking a 
sexual partner if they were at risk 
for AIDS. 

15. Most of my friends worry about getting 
AIDS. 

16. If I got AIDS, I would worry about 
dying. 

17. AIDS patients should not be isolated 
from society. 

18. I would feel uncomfortable around 
someone with AIDS. 

19. I would avoid anyone I knew who had 
AIDS. 

20. I worry about getting AIDS. 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

5 

5 

5 

5 

5 
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Strongly Not 
Agree Agree Sure Disagree 

21. Children with AIDS should be 
allowed to attend public schools. 

22. I do not worry about getting AIDS. 

23. I would be willing to be friends with 
someone who has AIDS. 

24. I have not changed my behavior to avoid 
getting AIDS. 

25. I would not want to hug someone with 
AIDS. 

26. If one of my friends got AIDS, I would 
not want them to tell me. 

2 

2 

3 

3 

4 

4 

Strongly 
Disagree 

5 

5 




