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ABSTRACT 

Acquired Immunodaficiancy Syndrome (AIDS) is a disease 

of devastating proportions, for which there is currently no 

cure. As such, there is a significant need for research on 

tha complex factors which influence sexual behavior, and 

therefore its modification. Hispanic and Anglo college-aga 

women are among tha populations that may be at increased 

risk of Human Immunodaficiancy Virus (HIV) infection. 

Fifty-aight Hispanic and sixty-ona Anglo woman ware 

recruited from undergraduate psychology courses at a major 

southwestern university. Their AIDS-ralatad knowledge, 

attitudes toward preventive behaviors, parcaivad preventive 

behavioral skills, and sexual behavior ware assessed. 

Descriptive analyses ware conducted, as wall as analyses to 

detarmina whether ethnicity was related to thasa variables. 

Hispanic and Anglo participants demonstrated high 

levels of AIDS-knowledge. In general, participants reported 

favorable attitudes toward AIDS-preventive behaviors, 

although lass favorable attitudes ware consistently noted 

for buying and carry condoms. Despite engaging in risky 

saxual behavior, participants did not faal at much risk of 

HIV infection. Faw ethnic diffarancas ware found in 

participants' knowledge, attitudes, or behaviors. 
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CHAPTER I 

INTRODUCTION 

Since its discovery in 1981, Acquired Immunodeficiency 

Syndrome (AIDS) has quickly become a disease of devastating 

proportions. Tha World Health Organization (WHO, 1993) 

reports that over fourteen million people worldwide are 

infacted with HIV. In tha United States, approximately 

339,000 people have baan diagnosed with AIDS (Canters for 

Disease Control [CDC], 1993), and another 1.5 to 2 million 

people are baliavad to ba infected with HIV (CDC, 1992). 

AIDS is an illness of enormous impact to American 

society, often striking paopla in thair prima, most pro

ductive years (Basan-Enquist, 1992). For example, as of 

1991, AIDS was tha second leading causa of death among 

American man agas 18 to 44, and tha sixth leading causa of 

death among woman in this aga bracket (CDC, 1992). By the 

and of 1992, mora than 250,000 Americans had developed AIDS 

and mora than 170,000 had died--nearly three times mora 

Americans than those who died in tha Vietnam War (CDC, 

1994b). 

Unfortunately, attempts to control or manage this 

apidamic have thus far baan only marginally affective. 

Rathar, daspita years of effort to prevent tha further 

spread of HIV and AIDS, little change in preventive 

behaviors (e.g., condom usa) has baan avidancad in targeted 



populations, with tha exception of soma success which has 

baan reported in tha mala homosexual population (Backer & 

Joseph, 1988; Kally & St. Lawrence, 1990; Kally & Murphy, 

1992; Poppan & Raisan, 1994) and with intravenous drug users 

(IDUs) (Das Jarlais, Friedman, & Casriel, 1990) . Likewise, 

although tha percentage of reported AIDS cases among 

homosexual and bisexual man decreased from 1993 to 1994, 

percentages of AIDS cases increased for woman. Blacks, 

Hispanics, and parsons in tha South and Northeast (CDC, 

1995b). 

Evan in populations in which thara has baan a noted 

increase in AIDS-preventive behaviors, avidanca suggests 

that tha likelihood of ralapsa to unsafe or inconsistent sex 

is discouragingly high (Ehrhardt, Yingling, & Warna, 1991; 

Kally & Murphy, 1992). Overall, it seams apparent that thus 

far, prevention efforts have not succaadad in halting tha 

proliferation of this deadly disease. 

In response to this situation, thara have recently baan 

numerous appeals in tha psychological and health field 

literature for increased efforts to prevent tha further 

spread of AIDS (Fishar & Fishar, 1992; Fishar, Fishar, 

Williams, & Malloy, 1994; Kally, Murphy, Sikkama, & 

Kalichman, 1993; Wulfart & Wan, 1993). With no cure for 

AIDS in sight, thasa preventive efforts must focus on 

promoting behavioral change in paopla at risk for becoming 

infacted with HIV. Because AIDS is a disease spread largely 



through specific behaviors, such as unprotected saxual 

activity and intravenous drug use, if these high-risk 

behaviors can ba reduced, tha number of new HIV infection 

cases can ba controlled (Fishar at al., 1994; Kally & 

Murphy, 1992; O'Keaffa, Nassalhof-Kendall, & Baum, 1990). 

Most prevention efforts to data have focused on 

educating high-risk populations about AIDS and tha behaviors 

which place paopla at risk (Catas & Bowen, 1989; Gostin, 

1989). This ganra of interventions has unfortunately baan 

minimally successful, as thara is strong avidanca that 

knowledge of AIDS and its transmission routes is insuffi

cient to produce long-term behavioral change (Catas & Bowan, 

1989; MacDonald at al., 1990; Manning, Baranbarg, Gallesa, & 

Rica, 1989; Morin, 1988; Rickert, Jay, Gottlieb, & Bridges, 

1989; Valdissari at al., 1987). Rathar, it appears that 

complex dynamics and diverse social, interpersonal and 

psychological factors underlie saxual behavior and therefore 

its modification. Thus, it saams abundantly clear that in 

order to ba affective, AIDS-prevention efforts must ba 

planned with cara and forethought, and can perhaps bast ba 

guided by an understanding of tha flaws and limitations of 

previous interventions. 

ThPnrat-i ral Rationale 

A primary criticism of existing prevention efforts is 

that for tha most part, thay have not baan grounded in 



theory, but have instead baan based on intuition, trial and 

error, and common sansa (Kally & Murphy, 1992; O'Kaafe at 

al., 1990) . Fishar and Fishar (1992) maintain, as do many 

researchers, that AIDS prevention efforts should ba theory 

driven. Towards this and, thay developed a thaory-drivan 

modal designed to formulate, implement, and critique AIDS 

interventions; this modal was utilized to guide tha currant 

research. 

Tha information-motivation-bahavioral (1MB) skills 

modal is highly conceptual, ganaralizabla, and based upon a 

thorough raviaw of tha literature (Fishar & Fishar, 1992, 

1993). It holds that thara are thraa integral datarminants 

of AIDS-risk reduction: information (regarding modes of AIDS 

transmission and preventive behaviors), motivation (to 

change AIDS-risk behaviors), and behavioral skills (for 

performing preventive behavior). It is postulated that 

information and motivation work primarily through AIDS-risk-

reduction behavioral skills to affect behavioral change. In 

assanca, information and motivation, which ara regarded as 

largely independent constructs in this modal, activate 

behavioral skills to bring about behavior change. 

Tha 1MB modal incorporates aspects of several of tha 

kay theories which ara currently used to explain AIDS-risk 

and AIDS-preventive behavior. AIDS-information, or 

knowledge, is widely recognized as an important component of 

any theory which attempts to explain AIDS-ralatad saxual 



behavior. Numerous studies have investigated the relation

ship between AIDS-knowledge and AIDS-preventiva behaviors. 

Tha bulk of these investigations, howavar, indicate that the 

relationship between AIDS-ralatad knowledge and preventive 

behavior is minimal or inconsistent (Gates & Bowan, 1989; 

MacDonald at al., 1990; Morin, 1988; Valdissari at al., 

1987) . 

Tha 1MB modal's construct of motivation is based upon 

Fishbain and Ajzan's Theory of Reasoned Action (Ajzan & 

Fishbain, 1980; Fishbain & Ajzan, 1975). According to this 

theory, a parson's AIDS-preventive behavior is a result of 

his or har behavioral intentions, which ara thought to ba a 

function of an individual's attitude toward performing tha 

act, and his or har perception of what paars or significant 

others think about whether tha individual should engage in 

tha behavior in question (parcaivad social norms). Further, 

a parson's attitude towards performing an act is affacted by 

his or har beliefs regarding tha consaquancas of performing 

tha act (Ajzan & Fishbain, 1980; Fishbain & Ajzan, 1975) . 

Tha Theory of Reasoned Action assarts that it is 

critical to assess, through opan-anded alicitation research, 

tha population members' specific beliefs and perceptions of 

social norms associated with AIDS-preventiva behaviors, as 

wall as thair attitudes towards performing such behaviors 

(Ajzan & Fishbain, 1980; Fishbain & Ajzan, 1975). This type 

of assessment will help to identify tha particular beliefs 



and parcaivad social norms that are important for AIDS-

praventiva behavior in a given population. (Tha term 

alicitation refers to tha usa of techniques that allow 

individuals to provide information to tha investigators in a 

manner in which thara ara no correct answers, and no prompts 

or ready choices ara given tham. In other words, alici

tation research includes tha usa of opan-andad, unstructured 

measures in addition to quantitative measures.) 

Tha 1MB modal incorporates Bandura's social-cognitive 

concept of self-afficacy into its behavioral skills 

construct by assessing participant's parcaivad difficulty 

and affactivanass in regard to engaging in AIDS-preventive 

behavior. Bandura (1977) assarts that in order to engage in 

a particular behavior, ona must not only ba able to 

successfully axacuta tha behavior, but must also ba 

confidant in his or har ability to engage in tha behavior. 

Equally important, a parson must baliava in his or har 

ability to axercisa personal control by engaging in 

behaviors that will produce dasirad outcomes. In other 

words, in addition to having confidence in one's ability to 

engage in preventive saxual behaviors, it is necessary to 

believe that engaging in tha behavior is worthwhile and will 

in fact assure AIDS protection. As such, it has baan 

postulated that many self-report measures of whether paopla 

possess specific AIDS-preventive behavior skills actually 

measure subjects' self-afficacy regarding thair ability to 



engage in thasa behaviors, as well as their belief regarding 

tha relative efficacy of these behaviors (Bandura, 1990; 

Fishar & Fishar, 1992; O'Laary, Goodhart, Jammott, & 

Boccher-Lattimora, 1992). 

Tha constructs of infoiroation, motivation, and 

behavioral skills contained in tha 1MB modal ara held to be 

highly ganaralizabla datarminants of AIDS-preventive 

behavior in any population. Still, Fishar and Fishar 

(1992) assart that aach of thasa constructs should included 

content that is specific to particular populations of 

interest, which may vary across populations. AIDS-

pravantiva behavioral skills that ara pertinent for man, for 

instance, may ba different than those that ara important for 

woman. Each of thasa constructs has baan shown to ba an 

important predictor of AIDS-preventive behavior both for gay 

man and heterosexual collage students (Fishar at al., 1994; 

Fishar & Fishar, 1992). Deficits in any of thasa construct 

areas is therefore predicted to decrease tha likelihood that 

an individual will practice preventive behavior. It is 

tharafore important that prevention efforts ba based in part 

upon alicitation research that addresses each of thasa 

constructs in a given population, to insure that interven

tions ara appropriately incorporating tha naads and/or 

deficits particular to tha population of interest. 

Tha current study utilized tha 1MB modal with Hispanic 

and Anglo heterosexual collage woman, populations whose 



various characteristics may place tham at risk of HIV 

infection. 

PopulatinnR at R-Jgk 

Although AIDS has baan especially prevalent in certain 

populations, such as gay man and intravenous drug users 

(IDUs), thara ara many other at-risk populations which are 

in naad of additional research and intervention efforts. 

This study's participants raprasantad a combination of 

several of thasa populations, aach of which will ba 

discussed individually in tha following raviaw. 

Heterosexuals. Recant avidanca suggests that 

hatarosaxuals ara at increasing risk of becoming infected 

with HIV. From 1991 through 1992, individuals with AIDS who 

ware infected with HIV through heterosexual transmission 

comprised the largest proportionate increase in new AIDS 

cases in the United States, which is a trend that has 

continued (CDC, 1994a). For instance, in 1993, AIDS cases 

attributable to hetero-saxual transmission increased 130 

percent as compared to 1992 (CDC, 1994a). 

It is likely that these numbers will continue to 

increase, as many heterosexuals do not perceive themselves 

to be at risk for HIV infection (Crawford, 1990; Ford, 1992; 

Mickler, 1993; Mays & Cochran, 1988) and ara therefore less 

likely to take measures to protect themselves from becoming 

infected with HIV (Poppen & Reisen, 1994). Although some 
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behavioral change towards more AIDS-preventive measures has 

been noted among heterosexuals, the majority of sexually 

active heterosexuals report no change, or inconsistent 

change in their behavior in response to AIDS (Melnick at 

al., 1993; Williams at al., 1992). 

College Students. College students have also been 

identified as a population which is at risk of contracting 

HIV and AIDS (Ajdukovic & Ajdukovic,1991; DiClemente, 

Forrest, Mickler, and principal site investigators, 1990; 

Moore & Rosenthal, 1991). Although the current number of 

college students infected with AIDS is relatively low (Gayle 

et al., 1990; Manning, Barenberg et al., 1989), it is 

estimated that the prevalence of HIV infection and AIDS will 

continue to rise in this population (CDC, 1992; Gayle et 

al., 1990; Tucker & Cho, 1991). 

The concern for this population in particular is based 

on tha large number of potential risk factors typically 

noted among college students, such as a sense of immortality 

and invulnerability to disease (Bowler, Sheon, D'Angelo, & 

Vermund, 1992; Ehrhardt et al., 1991; Elkind, 1984), high 

levels of drug and alcohol use (Bustamante, 1992; Butcher, 

Manning, & O'Neal, 1991; Keller et al. , 1991), and multiple 

sexual partners (Herold & Mewhinney, 1993; McDermott, 

Haskins, Moore, & Cittadino, 1987). 

Many studies have documented that college students are 

generally knowledgeable about AIDS,(DiClemente et al., 1990; 



Ford, 1992; Hernadez & Smith, 1990; MacDonald et al., 1990; 

McGuire, Shega, Nicholls, Deese, & Landefeld, 1992; Moore & 

Rosenthal, 1991; Wulfert & Wan, 1993). Nevertheless, the 

majority of students do not feel personally at risk of HIV 

infection (Ajdukovic & Ajdukovic, 1991; Crawford, 1990; 

Ford, 1992; Halstead, Vitous, & Derbott, 1990; Maticka-

Tyndale, 1992; McGuire et al., 1992; Mickler, 1993; Moore & 

Rosenthal, 1991; Rosenthal & Shepherd, 1993; Westerman & 

Davidson, 1993; Williams et al., 1992) and continue to 

practice AIDS-preventive measures inconsistently or not at 

all (Crawford, 1990; Fisher & Misovich, 1990; Ford, 1992; 

Halstead et al., 1990; MacDonald et al., 1990; Maticka-

Tyndale, 1992; Rosenthal & Shepherd, 1993; Williams et al., 

1992) . 

College students' AIDS-preventive sexual behavior may 

be based in part on misguided beliefs. To illustrate, 

research indicates that collage students tend to assume that 

persons whom they know or like could not possibly give them 

AIDS (J. D. Fisher, personal communication, August, 1994; 

Williams et al., 1992). It is therefore likely that college 

students' sexual behavior is influenced more by the status 

of their relationships (e.g., casual relationships versus 

close relationships), or their personal regard for their 

sexual partners, than by actual risk factors. 

In a related issue, although college students often 

report being in a monogamous relationship, research has 

10 



shown that AIDS-preventive sex is practiced minimally by 

individuals in dating relationships (Rosenthal & Shepherd, 

1993). Apparently, college students believe that monogamy, 

in and of itself, constitutes practicing safe sex (Williams 

et al., 1992). The fallacy of this belief is demonstrated 

by research indicating that infidelity in monogamous 

relationships is somewhat common (Stebleton & Rothenberger, 

1993) . 

It has also been demonstrated that the average duration 

of college students' relationships is typically brief. For 

instance, Fisher and Misovich (1990) found that among 

college students who reported being in an exclusive sexual 

relationship, over one-third of these relationships had 

lasted less than six months. This pattern, called serial 

monogamy, in which college students tend to have multiple, 

short-term relationships, is comparable to having multiple 

partners (Sorenson, 1973). Taken together, these findings 

suggest that many college students have a false sense of 

invulnerability to AIDS because of their "monogamous" 

status, and possess limited awareness into the potentially 

risky nature of their dating patterns. 

Women. Women have also become a focus of concern for 

HIV infection. Recent data indicate that HIV has begun to 

disproportionately affect females (Ellarbrock, Bush, 

Chamberland, & Oxtoby, 1991; Quinn at al., 1988). Moreover, 

according to the CDC (1995a), the proportion of women among 
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AIDS cases in adolescents and adults has increased steadily, 

from 7% in 1985 to 18% in 1994. 

The transmission rate for women is also changing, with 

heterosexual transmission becoming much mora common than in 

tha past (Ehrhardt, Yingling, Zawadzki, & Martinez-Ramirez, 

1992; Kline, Kline & Oken, 1992). In fact, the number of 

AIDS cases attributable to heterosexual infection increased 

42% from 1990 to 1992 (CDC, 1991a). 

Women may be at increased risk of HIV infection due in 

part to their obvious limitations in controlling the use of 

condoms, the form of AIDS prevention most often encouraged 

in AIDS-preventive education and intervention studies. 

Because condom use occurs in an interpersonal context, it 

frequently requires interpersonal sexual negotiation 

(Ehrhardt et al., 1991, 1992; Freimuth, Hammond, Edgar, 

McDonald, & Fink, 1992; Holland, Ramazanoglu, Scott, Sharpe, 

& Thompson, 1991; Sacco, Rickman, Thompson, Levine, & Reed, 

1993) . This is a skill which may be problematic for some 

females, as women typically have less power in relationships 

with men (Patton, 1987; Poppen & Reisen, 1994). This power 

differential may undermine the ability of women to demand 

condom use in sexual interactions (Ehrhardt, 1992; Holland 

et al., 1991; Rosenthal, Moore, & Flynn, 1991). 

Research on women and AIDS-related behavior indicates 

that inhibitions regarding the purchase and use of condoms, 

(Holland et al., 1991; MacDonald et al., 1990; Valdisseri, 
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Arena, et al. , 1989; Sacco et al., 1993), as well as 

difficulties negotiating condom use with a partner (Holland, 

1991), may limit the degree to which women are able to 

protect themselves from HIV infection. Unfortunately, the 

existing body of AIDS and HIV research has been based 

largely on studies involving gay men, and is therefore 

likely to be inadequate relative to the problems of woman 

(Ickovics and Rodin, 1992). 

Hispanics. Substantial data indicate that HIV and AIDS 

are disproportionately affecting Hispanics. From 1989 to 

1990, Hispanic AIDS cases evidenced the largest 

proportionate increase (13.5%) compared to other racial or 

ethnic groups in the United States (CDC, 1991b). Statistics 

further reveal that in 1994, the AIDS case rate for 

Hispanics was at least 2-1/2 times higher than the case rate 

for Anglo-Americans; case rates for Hispanic women were more 

than 6 times higher than the case rates for Anglo women 

(CDC, 1995b). 

It is unclear why Hispanics are disproportionately 

affected by AIDS. Data indicate that intravenous drug use 

accounts for some, but not all of this impact (CDC, 1986, 

1987a). Other hypothesized factors include decreased access 

to health care (Singer et al., 1990), poverty (Moran, Aral, 

Jenkins, Peterman, & Alexander, 1989; Singer et al., 1990), 

low levels of AIDS knowledge (DiClemente, Boyar, & Morales, 

1988; Flaskerud & Calvillo, 1991; Marin & Marin, 1990), and 
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high rates of AIDS misconceptions among this population 

(Flaskerud & Calvillo; Hu, Keller, & Fleming, 1989). 

Hispanic women are more disproportionately affected by 

AIDS than are Hispanic men (CDC, 1994b). It has baan 

hypothesized that this may be due in part to traditional 

cultural values among Hispanics that may place Hispanic 

women at increased risk of HIV infection. According to 

these traditional conceptualizations, Hispanic men are 

afforded more respect and power in society than are women, 

who are expected to be passive and virginal (Singer et al., 

1990), and subservient to men (Medina, 1987; Zambrana, 

1982) . As a result, women may therefore receive little 

information regarding sexuality and contraception (Jiminez, 

1987; Padilla & Grady, 1987). Hispanic women may conse

quently find themselves in a situation in which they are 

ill-prepared to make informed sexual decisions and practice 

AIDS-preventive measures. 

Several authors and researchers, however, have 

questioned the degree to which traditional conceptuali

zations of Hispanic culture are applicable in current 

society (Amaro, 1988; De La Cancela, 1989; Ford & Norris, 

1991; Kline et al., 1992; Vasquez-Nuttall, Romero-Garcia, & 

Da Leon, 1987). As the available research on the saxual 

behavior and attitudes of Hispanic females is sparse, it is 

difficult to make an informed appraisal of the current role 

of traditional values on Hispanic women. Articles which 
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speculate and theorize on the various factors which may 

influence this population's sexual behavior far outweigh 

research studies which actually address these issues 

empirically. 

It is apparent that in light of the enormity and 

complexity of the challenge inherent in AIDS-prevention 

efforts for minorities, the existing knowledge base on AIDS 

and Hispanics is inadequate. Despite clear evidence that 

this population is disproportionately affected by AIDS, 

there have been few studies on the sexual behavior and AIDS-

related knowledge of Hispanics. Of the existing studies, 

most have been conducted with urban, low socioeconomic 

status Hispanics, as these groups have been considered at 

highest risk of HIV infection. Although this trend has been 

appropriate, other Hispanic populations, such as college-

age, acculturated men and women, have received little or no 

attention. This state of affairs stands in contrast to the 

large number of exhortations found throughout the literature 

for culturally specific and ethnically diverse research on 

issues relevant to AIDS (Amaro, 1988; Cochran, 1989; Fisher 

& Fisher, 1992; Friedman et al., 1987; Moran et al. , 1989; 

Singer et al., 1990). 

It is an additional point of concern that of the few 

studies that do exist, most fail to distinguish at all 

between the various Hispanic subgroups represented by the 

subjects; others employ different definitions of the terms 
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Hispanic and Latino, and thereby utilize diverse Hispanic 

groups. Existing studies are consequently of limited 

generality and are often difficult to interpret 

meaningfully. Additionally, many studies have indicated 

that the acculturation level may be a critical component in 

the sexual behaviors and beliefs of Hispanics. For example, 

high acculturation levels have been associated with low 

levels of AIDS misconceptions (Flaskerud & Calvillo, 1991; 

Hu et al., 1989; Marin & Marin, 1990), and, for Hispanic 

men, less favorable attitudes toward condom use (Marin, 

Gomez, & Tschann, 1993). Nevertheless, acculturation is a 

variable that is often ignored in studies involving 

Hispanics. As a result, an important variable that might 

facilitate the interpretation of findings has been routinely 

left out of research studies with Hispanics. Overall, it is 

clear that a large amount of information critical to the 

implementation of effective AIDS interventions with Hispanic 

populations is absent in the existing literature. This 

state of affairs must begin to change if AIDS research 

efforts which address tha needs of ethnic minorities are to 

become a priority. 

In general, the literature in the AIDS/HIV area is 

limited in several critical ways. First, research on 

populations at risk of HIV infection has focused primarily 

on AIDS-knowledge to the neglect of other crucial AIDS-

preventive variables, such as attitudes, social norms, and 
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behavior skills. Secondly, most AIDS-prevention efforts 

have lacked a solid theoretical grounding, and have instead 

been formulated on intuition and common sense. This 

atheoretical approach has hampered progress towards the 

development of concise conceptualizations of AIDS-risk and 

AIDS-prevention. Third, very few AIDS-prevention efforts 

have been based upon elicitation research. Thus, 

interventions have typically been conducted without 

knowledge of the specific gaps or deficits in a population 

of interest's AIDS-relevant knowledge, motivation, behavior 

skills, and so forth. And finally, the AIDS/HIV literature 

contains few studies which focus on minority populations, 

such as women and Hispanics. At a time in which the 

importance of expanding research to encompass the complexity 

and diversity of various populations is increasingly 

emphasized, this situation should no longer be tolerated. 

Purpose nf the Study 

This study was designed to obtain a detailed 

understanding of the relevant factors influencing the AIDS-

relevant behaviors of Hispanic and Anglo college-age women. 

Specifically, elicitation research was conducted in regard 

to the participants' degree of AIDS-relevant knowledge, the 

factors which impact their motivation to engage in AIDS-

preventive behaviors, and their perceived AIDS-preventive 

behavioral skills. The findings of this study provide 
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information that can be used to design future interventions 

to increase AIDS-preventive behavior in these populations. 

Deficits in the existing literature on the AIDS-related 

knowledge, attitudes, and behaviors of Hispanic and Anglo 

women leave many questions unanswered. The following 

research questions were designed to explore these unanswered 

questions, and are based upon the 1MB model. 

Research Questions 

1. How knowledgeable are Hispanic and Anglo women 

about the transmission routes of AIDS and the various 

methods to protect oneself against HIV infection? What 

misconceptions or deficits exist in their AIDS knowledge? 

2. What are the attitudes of Hispanic and Anglo women 

towards specific AIDS-preventive behaviors? What do they 

believe to be the consequences of these behaviors? What is 

their evaluation of these consequences? 

3. What are Hispanic and Anglo women's social norms 

for specific AIDS-preventive behaviors? Whose opinions 

influence their AIDS-preventive behaviors? 

4. What are Hispanic and Anglo women's intentions to 

perform specific AIDS-preventive behaviors in the near 

future? 
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5. How difficult do Hispanic and Anglo women believe 

it would be for them to engage in specific AIDS-preventive 

behaviors? How effectively do they feel they could perform 

these behaviors? 

6. What are the current AIDS-risk and AIDS-preventive 

behaviors of Hispanic and Anglo women? (e.g.. Are they 

engaging in behavior which may place them at risk of HIV? 

Are they taking steps to protect themselves from HIV 

infection?) 

7. Is the AIDS-preventive behavior of Hispanic and 

Anglo women related to the status of their sexual 

relationships (i.e., casual versus close relationships)? 

This question is believed to be an important one, as 

research has indicated that AIDS-preventive behavior is 

different in casual versus close sexual relationships. 

8. How does the acculturation level of Hispanic women 

relate to their AIDS-related knowledge, attitudes, and 

behaviors? 

9. How vulnerable do Hispanic and Anglo women feel to 

HIV infection? 

10. How well does the 1MB model hold for Hispanic and 

Anglo women? 
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CHAPTER II 

METHODS 

Parti r-i pant g 

Participants for this study were 57 Hispanic and 61 

Anglo heterosexual females attending a major southwestern 

university. All participants were enrolled in an 

introductory psychology course and participated voluntarily 

in the research for experimental credit. The mean age for 

the Hispanic group was 19.1 years (SD = 1.83); the mean age 

for the Anglo group was 18.2 years (SD = 2.38) . This 

difference in ages was significant at the p < .05 level. 

Full demographics for the sample can be seen in Table 1. 

In terms of sexual status, the majority of both the 

Hispanic and the Anglo participants reported having engaged 

in sexual intercourse in their lifetime (total N = 81; 

69.9%). As Table 2 indicates, most of these participants 

indicated they were involved in a close sexual relationship. 

The average length of these relationships was 23 months for 

Hispanics (SD =14.7 months), and 18 months for Anglos (SD = 

13 months). In addition, of the Hispanic participants in a 

close sexual relationship, 75.8% reported that the relation

ship was monogamous, and 24.2% reported that it was not. Of 

the Anglo participants in a close sexual relationship, 92.3% 

reported that the relationship was monogamous, 3.9% reported 

that it was not, and 3.9% reported that they were not sura. 
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T a b l e 1 . D e m o g r a p h i c I n f o r m a t i o n 

a n d A n g l o 

J 

AGE 

YEAR IN SCHOOL (%) 
Freshman 
Sophomore 
Junior 
Senior 

INDIVIDUAL S.E.Sf%> 
Working class 
Middle Class 
Upper Class 
Not applicable 

FAMILY OF ORIGIN S.E.S.(%) 
Working Class 
Middle Class 
Upper Class 

RELIGIOUS AFFILIATIONf%> 
Catholic 
Protestant 
Baptist 
Jewish 
Other 
None 

PIPTH PLACE (N) 
United States 
Mexico 
Puerto Rico 

HT«PAN'^ SUBROUP r%̂  
Mexico 
Puerto Rico 
Central America 
Spain 
Don't Know 

P a r t i c i p a n t s . 

HISPANIC (N=57) 

mean 
19.12 

78.95 
15.79 

1.75 
3.51 

31.58 
24.56 

3.51 
40.35 

24.56 
68.42 

7.02 

64.91 
8.77 
3.51 

0 
7.02 

15.79 

55 
1 
1 

66.67 
1.75 
3.51 

15.79 
12.28 

SD 
1.83 

(years In 
(years in 

f o r H i 

U.S.=3) 
U.S.=15) 

s p a n i c 

ANGLOrN=61) 

mean SD 
18.21 2.38 

75.41 
21.31 

1.64 
1.64 

9.84 
13.11 
3.28 

73.77 

6.56 
80.33 
13.11 

19.67 
59.01 

6.56 
0 

9.84 
4.92 

^ A 

61 
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Table 2. Classification of Sexual Activity for 
Hispanic and Anglo Participants. 

HISPANIC (N=57) ANGLO(N=61) 

SEXUAL STATUS n percent n percent 

Group 1' 43 75.44 38 62.3 

Sex Previous 6 Months 

Close relationship 

No close relationship 

No Sex Previous 

6 Months 

33 

7 

3 

76.74 

16.28 

3.98 

26 

7 

5 

68.42 

18.42 

13.16 

Group 2* 14 24.56 23 37.7 

'Participants who have engaged in sexual intercourse in their lifetime 

'Participants who have never engaged in sexual intercourse in their lifetime 
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Instrnrrnarit-p^ 

Background guestionnaire, A background and demo

graphics questionnaire was administered that assessed the 

participants' age, year in school, socio-economic status, 

religious affiliation, country in which they were born, 

number of years of residence in tha United States, and for 

Hispanics, the specific Hispanic subgroup into which they 

should be classified (e.g., Mexican, Puerto-Rican, etc.). 

Acculturation. A 12-item Acculturation Scale for 

Hispanics (Marin et al., 1987) was administered to obtain a 

measure of the participants' acculturation level. It was 

comprised of questions regarding the participants' language 

use and preference, the language use in the media preferred 

by the participants, and the ethnicity of the participants' 

friends and acquaintances. Items in the questionnaire were 

arranged in a 5-point Likert scale format, with a score of 

one representing less acculturation, and a score of five 

indicating more acculturation. A participant's total 

acculturation score was calculated by averaging the scores 

for the twelve items. Marin et al. (1987) reported an alpha 

coefficient for this measure of .92. In the current study, 

the alpha coefficient was .91. 

Previous research has indicated that this scale has 

good external validity; Marin et al. (1987) reported that 

scores on this measure were significantly correlated with 

participants' generation (.65), their length of residence in 
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the United States (.70), and their self-rating of their own 

acculturation level (.76). The discriminative validity of 

the scale has been demonstrated by research in which the 

responses of Hispanics and non-Hispanics were significantly 

differently on the items comprising the scale (Marin et al., 

1987). Additionally, Marin et al. (1987) assert that their 

acculturation scale is preferable to many other existing 

scales which were either created for use with only one 

Hispanic subgroup (e.g., Cuellar, Harris & Jasso, 1980; 

Deyo, Diehl, Hazuda & Stern, 1985; Olmedo, Martinez & 

Martinez, 1978; Szapocznick et al., 1978) or which lack 

adequate psychometric analyses (e.g., Deyo et al. , 1985; 

Triandis, Kashima, Hui, Lisansky, & Marin, 1982). 

Knowledge. General knowledge about AIDS, its 

transmission routes, and ways to protect oneself from HIV-

infection was assessed through both quantitative and 

qualitative methods. AIDS-knowledge was measured 

qualitatively by the use of four open-ended solicitation 

questions, which were modified versions of the elicitation 

questions proposed by Fisher and Fisher (1992, 1993). The 

participants were asked to list all the ways that people can 

become infected with AIDS, and to indicate which of these 

transmission routes they believed has the highest risk of 

giving paopla AIDS. Participants were also asked to list 

all the ways that people can protect themselves from 

acquiring AIDS, and from among these, to rank the four most 
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effective prevention methods. Tha answers to these open-

ended questions were tallied and grouped into their 

respective AIDS-risk and AIDS-protection categories. 

The quantitative knowledge measure was a shortened 

version of Misovich, Pittman, Fisher, and Fisher's (1993) 

AIDS Information Scale. This measure was comprised of 42 

items which assessed behaviorally relevant knowledge, such 

as the effectiveness and proper use of condoms, the 

effectiveness of various preventive behaviors, the relative 

risk involved in specific sexual behaviors, and the relative 

efficiency of AIDS-transmission routes. Participants were 

asked to answer each item with "true," "false," or "don't 

know." Correct answers received one point, and incorrect, 

"don't know", or omitted responses were given zero points. 

A total score was calculated by summing and averaging the 

cumulative points. 

The original version of the AIDS Information Scale 

included 46 items, four of which were omitted for this 

study, as they pertained to knowledge specific to the 

university campus where the authors conducted their primary 

research. Fisher, Fishar, Misovich, and Kimble (1993) 

reported that the Cronbach's alpha coefficient of this 

measure when used with a university population was .75. 

Motivation. The measures used to assess factors that 

may impact the participants' motivation to engage in AIDS-

prevantive behaviors were based largely on the Theory of 
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Reasoned Action (e.g., Ajzen & Fishbein, 1980; Fishbein & 

Ajzen, 1975) . Specifically, for each of seven AIDS-

preventive behaviors (abstaining from sexual intercourse, 

talking to a sexual partner about safer sex, trying to 

persuade a partner to practice safer sex, buying condoms, 

carrying condoms or keeping them readily available, always 

using condoms during sexual intercourse, and refusing to 

have unsafe sex), participants were asked questions about 

their attitudes toward the particular behavior, their 

perceived social norm toward the act, and their behavioral 

intention to perform the act. 

In order to assess participants' attitudes toward 

performing specific preventive behaviors, participants were 

asked to rate their performance of specific behaviors using 

three 5-point semantic differential scales (good-bad, nice-

awful, and pleasant-unpleasant). Lower scores represented 

more favorable attitudes towards the preventive behaviors. 

The ratings from the three scales were averaged and summed 

across the seven preventive behaviors to produce a 7-item, 

shortened version of tha Attitudes toward AIDS Preventive 

Behaviors Scale, which originally contained 10 items. (The 

original scale included three additional behaviors: being 

tested for HIV, asking a partner to ba tested for HIV, and 

not using intravenous drugs.) Fishar et al. (1993) reported 

that in a study with heterosexual college students, the 
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Cronbach's alpha coefficient for the original scale was .86. 

In the current study, the Cronbach's alpha coefficient was 

.87. 

Qualitative questions were also used to assess the 

participants' attitudes towards specific preventive 

behaviors and their beliefs regarding the consequences of 

such acts. For each preventive behavior listed previously, 

participants were asked to "list any good things," and "list 

any bad things," about engaging in the behavior during the 

next two months. These questions were recommended by Fisher 

and Fisher (1992, 1993) for open-ended elicitation of a 

population's AIDS-preventive attitudes, and have been used 

successfully by them in research with college students. 

The responses to these items ware coded and categorized 

by the primary researcher and a psychology graduate student 

in the following manner. Approximately 33% of the question

naires were utilized to develop a coding system. Each coder 

scored these questionnaires independently, with the intent 

of creating a coding system suggested by the qualitative 

responses. Coding differences were subsequently discussed 

and a mutually agreeable coding system was developed. The 

remaining 67% of the questionnaires were then scored by both 

coders, who initially worked independently. Coding 

differences were discussed and resolved. The interrater 

reliability for the coding system was .90. 
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The participants' perceived normative support for 

specific preventive behaviors was measured quantitatively by 

a shortened version of the Subjective Norms Regarding AIDS 

Preventive Acts Scale (Fisher et al., 1993). (The original 

scale included the three additional behaviors: being tested 

for HIV, asking a partner to be tested for HIV, and not 

using intravenous drugs). For each of the seven AIDS-

preventive behaviors, participants were asked to respond to 

a 5-point scale, ranging from very true to very untrue, 

which measured the extent to which they believed "most 

people who are important to them" think they should engage 

in the preventive behavior. Lower scores represent more 

perceived normative support. Scores for each item were 

summed to create an overall measure of the participants' 

perceived social support for AIDS-preventive behaviors. 

Fisher et al. (1993) reported that in a study with 

heterosexual college students the original scale had a 

Cronbach's alpha coefficient of .80. In the current study, 

the Cronbach's alpha coefficient was .60. 

To assess the influence of perceived social support 

qualitatively, participants were asked to respond to an 

open-ended question that asks whether there are "any people, 

groups of people, or social institutions which influence the 

degree to which you do or do not engage in these AIDS-

preventiva behaviors." The responses to this question were 

coded and categorized as described previously. 
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A shortened version of The Behavioral Intentions for 

AIDS Prevention Scale (Fisher et al., 1993) was utilized to 

assess participants' intentions to engage in preventive 

behavior. (The original 10-item scale included three 

additional behaviors: being tested for HIV, asking a partner 

to be tested for HIV, and not using intravenous drugs.) 

This seven-item scale was comprised of 5-point Likert-type 

questions which measured participants' intentions to perform 

specific AIDS-preventive behaviors. Participants were asked 

to indicate how likely it is, from very likely to very 

unlikely, that they would engage in the seven different 

preventive behaviors in the next two months. Lower scores 

represent stronger intentions to engage in the behavior. 

Participants' scores on the seven items were summed to form 

a measure of AIDS-preventive behavioral intentions. Fisher 

et al. (1993) reported that in a study with heterosexual 

college students, the original scale had a Cronbach's alpha 

coefficient of .80. In the current study the Cronbach's 

alpha coefficient was .63. 

Behavioral skills. In order to measure participants' 

AIDS-related behavioral skills (e.g., the ability to 

purchase condoms, discuss safe sex with a partner, etc.), 

two quantitative scales were used. Each was designed to 

assess participants' own perceptions of their ability to 

engage in AIDS-prevention. A shortened version of the 

Perceived Difficulty of AIDS Preventive Behaviors, from 
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Rutgers University's Collage Health Survey (O'Leary et al., 

1992) was created by utilizing seven of the original twelve 

items. The items that were dropped involved the same 

behaviors included in previous items (e.g., "how hard would 

it be for you to make sex with a condom exciting?"), but 

with altered instructions pertaining to a variety of 

hypothetical scenarios (e.g., "now imagine that you've just 

met an attractive person in a crowded room..."). These 

questions seemed unnecessarily redundant and potentially 

frustrating for participants, and were therefore omitted. 

The shortened seven-item scale asked participants to 

rate, on a 5-point scale, how hard or easy it would be for 

them to engage in specific AIDS-preventive behaviors. Lower 

scores represented greater perceived difficulty; scores were 

summed to create a measure of perceived difficulty of AIDS-

preventive behaviors. Fisher et al. (1993) reported that in 

a study with heterosexual college students the Cronbach's 

alpha coefficient for the original scale was .74. In the 

current study tha Cronbach's alpha coefficient was .60. 

A shortened version of the Perceived Effectiveness at 

AIDS Preventive Behavior Scale (Fishar et al., 1993) was 

created by dropping 12 of the original 24 items. Items were 

discarded for the same reasons described for the Perceived 

Difficulty Scale; instructions to these items pertained to 

various hypothetical situations and seemed unnecessarily 

redundant and potentially frustrating for participants. The 
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shortened 12-item scale asked participants to rate, on 5-

point scales (ranging from very effectively to very 

ineffectively) how effectively they believed they could 

engage in twelve important AIDS-preventive behaviors. Lower 

scores represent greater perceived effectiveness; scores on 

each item were summed to obtain a measure of the 

participants' perceived effectiveness to engage in AIDS-

preventive behaviors. Fisher et al. (1993) reported that in 

a study of heterosexual college students, the original scale 

had a Cronbach's alpha coefficient of .88. In the current 

study, the Cronbach's alpha coefficient was .86. 

Williams et al. (1993) recently conducted validation 

studies on the Perceived Difficulty of AIDS Preventive 

Behaviors Scale (O'Leary et al., 1992) and the Perceived 

Effectiveness at AIDS Preventive Behavior Scale (Fisher et 

al., 1993) . They reported that the types of items included 

in these scales correlated well with the quality of 

individuals' written role-plays (word-for-word scripts of 

how people maintain they would react in a situation 

requiring safer sexual behavior) , as well as the quality of 

individuals' actual videotaped behavior skills role-plays. 

AIDS-Preventive behaviors. The Sexual Behavior Survey 

was employed to measure the degree to which participants had 

engaged in AIDS-preventive behaviors and AIDS-risk behaviors 

in the previous two months. It was comprised of 22 

quantitative and 2 qualitative questions that asked 
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participants about various AIDS-relevant sexual behaviors, 

such as whether they were currently in a steady relationship 

involving sexual intercourse, the degree to which they 

engaged in unprotected and protected sexual intercourse, 

condom purchase and use, and the discussion of safer sex 

with partners. These questions were taken primarily from 

measures which have been used by Fisher et al. (1993) in 

similar studies. 

For scoring purposes, quantitative questions in this 

questionnaire (with the exception of those with a high rate 

of missing data) were divided into two categories: questions 

regarding preparatory behavior (discussing safer sex with a 

partner; attempting to persuade a partner to practice only 

safer sex; buying condoms; and carrying condoms or keeping 

them close by) ; and questions regarding actual behavior 

(consistency of condom use, number of sexual partners, and 

so forth). 

For tha Preparatory Behavior Scale score, answers to 

the Likert scale items (buying condoms, keeping condoms, and 

persuading a partner) were converted to number values, 

ranging from 1 to 5. For example, answers of "always" were 

given a score of 1, "often" was given a score of 2, and so 

forth. The number values from these items were summed, and 

combined with tha score from the "discussed safe sax" item 

(yes=l, no=2). The total score provided an indicator of 

preparatory behavior. The range of possible scores was 4 to 
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14, with lower scores indicated greater protective behavior. 

The Cronbach's alpha coefficient for this four-item scale 

was .67. 

The Risk Behavior Scale was comprised of three items. 

The first item consisted of a ratio of the number of 

partners with whom condoms had been used all the time in the 

previous six months, divided by the total number of (vaginal 

intercourse) partners the subject had had in the previous 

six months (a score of 1 would indicate 100% consistency of 

condom use, with all partners). The second item was a five-

point Likert scale question ("never" to "always") regarding 

degree of condom use ("when you had vaginal intercourse 

during tha past 6 months, how often ware condoms used?") . 

To score this item, Likert scale scores were converted to 

percentages, such that an answer of "1" (or never) became 

0.00, "2" (or rarely) became .25, "3" (or sometimes) became 

.50, and so on. The third item asked the participants to 

indicate which of the following statements applied to her 

and her sexual partner(s) during the past 6 months: (a) both 

I and all my sexual partners have tested HIV negative; (b) 

both I and my sexual partners have never had any other 

sexual partners; and (c) neither of the above are true for 

me and my partner (s) during the last 6 months. Answers "a" 

and/or "b" received a score of "1", and answer "c" received 

a score of "0". 
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The three items in the Risk Behavior Scale were summed 

to forro an overall indicator of risky behavior, in which 

scores could range from 0 to 3, with lower scores 

representing more risky behavior. The Cronbach's alpha 

coefficient for this scale was .62. 

Two additional open-ended questions were added to 

provide participants with an opportunity to provide reasons 

why they did not engage in specific AIDS-preventive 

behaviors, and to describe what types of additional 

information, motivation, and/or behavioral skills they 

believed they might need in order to effectively practice 

preventive sex. The responses to these items were coded and 

grouped into categories suggested by previous research on 

college students' knowledge and attitudes towards safe and 

unsafe sexual behaviors (Halstead et al., 1990). The 

interrater reliability for the coding of these questions was 

.97. 

Additionally, two 5-point Likert-style questions were 

added to measure how comfortable the participants felt 

answering the behavioral questions (very uncomfortable to 

very comfortable) , and the degree to which they felt thay 

had answered the questions openly and honestly (very 

honestly to very dishonestly). After the completion of the 

study, a significant typographical error was discovered in 

the question regarding participants' honesty, and this item 

had to be discarded. 
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Perceived risk. The AIDS Perceived Risk Scale (Harlow, 

1989) was administered to measure the degree to which the 

participants believed that they could be at risking of 

becoming infected with AIDS. Participants were asked to 

respond to four, 4-point Likert-style questions (definitely 

false to definitely true). The scores on these items were 

summed to form an overall measure of perceived AIDS risk. 

Goldman and Harlow (1993) reported that in a study of 

college students, this scale yielded a Cronbach's alpha 

coefficient of .78. In the current study this scale yielded 

a Cronbach's alpha coefficient of .62. 

Procedure 

Participation in the study was voluntary; participants 

were recruited by sign-up sheets and were given experiment 

credit points toward their class requirements. The 

participants were tested in small- to medium-sized groups. 

They were given a consent form and a questionnaire packet, 

and were asked to fill out the instruments in the order in 

which they were arranged in the packet. Qualitative 

knowledge questions were asked before quantitative questions 

in order to first assess participants' spontaneously 

accessible AIDS-knowledge in a prompt-free manner. 

Debriefing was accomplished by means of a handout that 

described the purpose of the study, provided general 
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knowledge about AIDS, and identified sources of additional 

information. 

Data Analysis 

Mean scores were substituted for missing data for 

participants who did not have more than 10% of their data 

missing and for analyses in which no more than 10% of the 

data was missing. 

To facilitate the clear presentation of the data 

analysis and results, participants who reported engaging in 

sexual intercourse in their lifetime are referred to as 

Group 1, both in text and tables. Participants who reported 

having never engaged in sexual intercourse in their lifetime 

are referred to as Group 2. As such, four groups will be 

presented: Hispanic Group 1, Hispanic Group 2, Anglo 

Group 1, and Anglo Group 2. 

Demographics. Frequency analyses and descriptive 

statistics were calculated for the demographic data, which 

included the following variables: age, years of residence in 

the United States, country of birth, classification into 

specific Hispanic subgroups, socio-economic status, 

religious affiliation, dating status, and sexual activity. 

Research question 1. "How knowledgeable are Hispanic 

and Anglo women about the transmission routes of AIDS and 

the various methods to protect oneself against HIV 

infection? What misconceptions or deficits exist in their 
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AIDS knowledge?" To answer this question, total mean scores 

for the AIDS knowledge scale were computed, as well as the 

total percentage of "correct," "incorrect," and "don't know 

responses." In order to assess whether ethnicity and sexual 

status were related to AIDS knowledge, a two-way ANOVA was 

computed, using total scores on the AIDS Information Scale 

(Misovich, Pittman, Fisher, & Fisher, 1993) as the dependent 

variable. 

Responses to the qualitative questions ("How do people 

get AIDS?" and "How can people protect themselves from 

AIDS?") were coded into AIDS-risk and AIDS-preventive 

categories. Response frequencies were calculated for each 

category. Although these questions included instructions 

for the participants to rank or specify the most risky 

behaviors and most effective preventive behaviors, the 

compliance rate for this aspect of the question was too low 

to warrant sufficient use of the resulting data. 

Research question 2. "What are the attitudes of 

Hispanic and Anglo women towards specific AIDS-preventive 

behaviors? What do they believe to be the consequences of 

these behaviors? What is their evaluation of these 

consequences?" To investigate this question, mean scores 

were calculated for the Attitudes towards AIDS-preventive 

Behaviors Scale (Fisher et al., 1993), as well as for each 

of the seven AIDS-preventive behaviors which comprised the 

scale. A two-way ANOVA was computed to assess whether 
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ethnicity and sexual status were related to general 

attitudes towards AIDS-preventive behaviors (using the total 

score for the Attitudes towards AIDS-preventive Behaviors 

Scale as the dependent variable). 

To investigate whether ethnicity or sexual status were 

related to attitudes toward any specific AIDS-preventive 

behaviors, a two-way MANOVA was computed, using total 

attitude scores for each of the seven behaviors as the 

dependent variables. Post-hoc analyses were run to identify 

sources of significant differences, using the Tukey-Kramer 

method. 

Responses to the questions "would there be any good 

things" or "would there be any bad things" about engaging in 

the seven AIDS-preventive behaviors were coded and grouped 

into categories. Response frequencies were calculated for 

each category. 

Research question 3. "What are Hispanic and Anglo 

women's social norms for specific AIDS-preventive behaviors? 

Whose opinions influence their AIDS-preventive behaviors?" 

To investigate this question, mean scores were 

calculated for the Subjective Norms Regarding AIDS 

Preventive Acts Scale (Fisher & Fisher, 1992, 1993), as well 

as for each of the seven AIDS-preventive behaviors which 

comprised the scale. A two-way ANOVA was computed to assess 

whether ethnicity and sexual status were related to general 

perceived normative support for AIDS-preventive behaviors 
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(using the total score for the Subjective Norms Regarding 

AIDS Preventive Acts Scale as the dependent variable). 

To investigate whether ethnicity or sexual status were 

related to perceived normative support for any specific 

AIDS-preventive behaviors, a two-way MANOVA was computed, 

using perceived normative scores for each of the seven 

behaviors as the dependent variables. Post-hoc analyses 

were computed to identify sources of significant 

differences, using the Tukey-Kramer method. 

To assess participant's perceived normative support for 

AIDS-preventive behaviors in an open-ended manner, 

participants were asked to name the people, or groups, that 

they felt may influence the degree to which they do or do 

not engage in AIDS-preventive behaviors. The responses to 

these questions were coded and grouped into categories, and 

response frequencies were computed for each category. 

Research question 4. "What are Hispanic and Anglo 

women's intentions to perform specific AIDS-preventive 

behaviors in the near future?" 

To investigate this question, mean scores were 

calculated for the Behavioral Intentions for AIDS Prevention 

Scale (Fisher et al., 1993), as well as for each of the 

seven AIDS-preventive behaviors which comprised the scale. 

A two-way ANOVA was computed to assess whether ethnicity and 

sexual status were related to general intentions to engage 

in AIDS-preventive behaviors (using the total score for the 
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Behavioral Intentions for AIDS Prevention Scale as the 

dependent variable). 

To assess whether ethnicity or sexual status were 

related to intentions to engage in any specific AIDS-

preventive behaviors, a two-way MANOVA was computed, using 

intention scores for each of the seven behaviors as the 

dependent variables. Post-hoc analyses were computed to 

identify sources of significant differences, using the 

Tukey-Kramer method. 

Research question 5. "How difficult do Hispanic and 

Anglo women believe it would be for them to engage in 

specific AIDS-preventive behaviors? How effectively do they 

feel they could perform these behaviors?" 

To assess whether ethnicity or sexual status were 

related to perceived difficulty or effectiveness scores, a 

two-way MANOVA was run, using the perceived difficulty scale 

total, and the effectiveness scale total as the dependent 

variables. This was done because effectiveness and 

difficulty were found to correlate with each other 

(Hispanics, r = -.73; Anglos, r = -.66). Follow-up one-way 

ANOVAs were run to deteirmine sources of significant 

differences. 

Research question 6. "What are the current AIDS-risk 

and AIDS-preventive behaviors of Hispanic and Anglo women?" 

(e.g., Are they engaging in behavior which may place them at 
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risk of HIV? Are they taking steps to protect themselves 

from HIV infection?) 

Response frequencies were computed for all items in the 

Sexual Behavior Survey. Additionally, mean scores were 

computed for the Preparatory Behavior Scale and the Risk 

Behavior Scale. Two one-way ANOVAs were computed to assess 

whether ethnicity was related to preparatory or preventive 

behavior, using the mean score for each of these measures as 

the dependent variable. Responses to the two qualitative 

questions (which asked participants why they did not use a 

condom during sexual intercourse within the last 6 months 

although they wanted to; and what additional skills or 

information they might need, or barriers they might face, if 

they were to begin practicing safer sex) were coded and 

grouped into categories for which frequency analyses were 

calculated. 

Research question 7. "Is the AIDS-preventive behavior 

of Hispanic and Anglo women related to the status of their 

sexual relationships (i.e., casual versus close 

relationships)?" 

Due to an inadequate number of subjects having sex 

outside of a close relationship, this question could not 

investigated sufficiently. 

Research question 8. "How does the acculturation level 

of Hispanic women relate to their AIDS-related knowledge, 

attitudes, and behaviors?" 
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To investigate this question, mean scores on the 

Acculturation Scale for Hispanics (Marin et al., 1987) were 

calculated. Pearson product-moment correlations were 

computed to assess whether acculturation level was associ

ated with the following variables: AIDS Knowledge, 

attitudes, behavioral intentions, perceived normative 

support, preparatory behavior, and AIDS-preventive behavior. 

Research question Q. "How vulnerable do Hispanic and 

Anglo women feel to HIV infection?" 

Mean scores were calculated for the AIDS Perceived Risk 

Scale (Harlow, 1989), and frequency analyses were calculated 

for each of the items comprising the scale. To determine 

whether ethnicity or sexual status were related to perceived 

risk, a two-way ANOVA was utilized, using mean scores for 

the AIDS Perceived Risk Scale as the dependent variable. 

Research Question 10. "How well does the 1MB model 

hold for Hispanic and Anglo women?" According to the 1MB 

model (Fisher & Fisher, 1992), the constructs of AIDS 

information, motivation to engage in preventive behaviors, 

and behavioral skills for performing preventive behavior, 

will all impact AIDS-risk and AIDS-preventive behaviors. In 

order to investigate this assumption, a series of Pearson 

product-moment correlations were computed to determine 

whether the following variables correlated significantly 

with Preparatory Behavior Scale mean scores and Risk 

Behavior Scale mean scores: AIDS Information Scale total 
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scores, mean Attitudes toward AIDS Preventive Behaviors 

Scale scores. Subjective Norms Regarding AIDS Preventive 

Acts Scale scores, Behavioral Intentions for AIDS Prevention 

Scale scores. Perceived Difficulty of AIDS Preventive 

Behaviors Scale, and Perceived Effectiveness at AIDS 

Preventive Behavior Scale scores. 

The 1MB model also holds that the constructs of 

Information and Motivation will correlate with each other, 

and will both correlate with Behavioral Skills. To test 

these assumptions, Pearson correlations were run between 

AIDS Information Scale total scores and the variables 

contained in the construct of Motivation: mean Attitudes 

toward AIDS Preventive Behaviors Scale scores. Subjective 

Norms Regarding AIDS Preventive Acts Scale scores, and 

Behavioral Intentions for AIDS Prevention Scale scores. 

Each of these variables were in turn assessed for their 

correlation with the variables contained in the Behavioral 

Skills constructs: Perceived Difficulty of AIDS Preventive 

Behaviors Scale, and Perceived Effectiveness at AIDS 

Preventive Behavior Scale scores. 

An alpha level of .01 was used to determine signifi

cance of correlations. Since this analysis was exploratory, 

yet involved the computation of a moderately large number of 

correlations, it was decided that an alpha of .01 was more 

appropriate than .05, yet flexible enough to allow for the 

detection of meaningful correlations. 
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CHAPTER III 

RESULTS 

Preliminary Ana1yg<ap. 

A preliminary analysis of the demographic variables 

revealed that the Hispanic females (M = 19.1) were 

significantly older than the Anglo females (M = 18.2), 

iL(116) = -2.31, p < .05. However, a series of Pearson 

product-moment correlations indicated that age was not 

significantly correlated with any of the following 

variables: preparatory behavior; risk behavior; total 

knowledge scores; intentions to engage in AIDS-preventive 

behavior; perceived normative support for these behaviors; 

attitudes toward performing these behaviors; the perceived 

difficulty of performing these behaviors; or the perceived 

effectiveness for engaging in AIDS-preventive behaviors. It 

was therefore deemed unnecessary to include age as a covari-

ate in subsequent analyses. 

Research Question 1 (Knowledge) 

Summary statistics. Total scores and response 

frequencies for the AIDS-Information Scale can be found in 

Table 3. As the results indicate, participants demonstrated 

a high level of AIDS knowledge, answering between 72% and 

75% of the questions correctly. Participants' mean scores 

for the AIDS-Information Scale are consistent with the mean 
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Table 3. AIDS Information Scale Totals 
and Response Percentages. 

SEXUAL STATUS 

GROUP 1 

AIDS Information Scale Total 

Correct responses 

Incorrect responses 

Don't know responses 

GROUP 2 

AIDS Information Scale Total 

Conrect responses 

Incorrect responses 

Don't know responses 

HISPANIC 

n = 43 

33.26 (SD = 

75.09 % 

13.28 % 

11.63% 

n = 14 

33.64 (SD = 

74.45 % 

13.14% 

12.41 % 

= 3.17) 

= 3.69) 

ANGLO 

n = 38 

33.4 (SD = 4.49) 

75.25 % 

12.97% 

11.78% 

n = 23 

32.39 (SD = 3.87) 

71.67% 

11.25% 

17.08% 
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score (M = 33.5) on this scale demonstrated by Anglo 

heterosexual college students in previous research (Fisher 

at al., 1993). As is evident from Table 3, there did not 

appear to be a high level of misconceptions regarding AIDS 

and its transmission; the percentage of incorrect responses 

was between 12% and 14% for all groups. The percent of 

participants who responded "don't know" was also low 

(approximately 12% for all groups, except Anglo Group 2, 

with 17%). 

There were a few items regarding misconceptions to 

which a significant percentage of participants responded 

incorrectly, or answered "don't know." For instance, across 

groups, approximately 59% of the participants did not think 

that condoms could be safely stored in one's wallet for two 

months. An additional 22% were unsure whether this was 

possible. Thirty-seven percent of participants were not 

sure whether oil-base lubricants such as Vaseline could be 

used to lubricate condoms, while an additional 12% said that 

they could. Furthermore, approximately 46% of participants 

did not know that nonoxynol-9 (found in spermicides and 

foams) had been shown to kill HIV. Thirty-six percent were 

unsure whether this was true. 

Quantitative analysis. A two-way ANOVA, using total 

scores on the AIDS Knowledge Scale as the dependent 

variable, indicated that neither ethnicity, £ (1, 114) = 

,51, p = .48, nor sexual status ("sex ever" or "no sex") £ 
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(1, 114) = .16, p = .69, were significantly related to AIDS 

knowledge. Additionally, there was not a significant 

ethnicity by sexual status interaction, E (1, 114) = .80, p 

= .37. 

Qualitative analyses. A summary of the responses to 

the question "How do people get AIDS?" can be seen in Table 

4. Findings indicate that the vast majority of participants 

knew that people can get AIDS through unprotected vaginal, 

anal, or oral sex. However, a significantly lower 

percentage of Hispanic participants in Group 1 reported 

unprotected sex or exchange of infected body fluids to be 

AIDS-risk categories, compared with the other participant 

groups (significant at p < .05 and p < .01, respectively). 

Overall, the participants' responses indicated a high level 

of spontaneously accessible knowledge about how AIDS is 

transmitted, and few misconceptions. However, a total of 

eight participants reported that AIDS could be transmitted 

through saliva. 

A summary of the responses to the question "How can 

people protect themselves from getting AIDS?" can be seen in 

Table 5 . The most common preventive methods mentioned by 

participants were condoms, abstinence, and no drugs/clean 

needles, followed by a safe medical environment. It is 

apparent from Table 5 that tha participants were able to 

generate, in response to an open-ended question, all of the 

primary AIDS-preventive methods. Moreover, very few 
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Table 4 Percent of Participants Reporting Various 
AIDS-risk Categories in Response to the 
Question "How Do People Get AIDS?" 

AIDS RISK 
CATEGORIES 

UNPROTECTED SEX̂  

BODY FLUIDS 

INTRAVENOUS 
DRUGS 

MOTHER to CHILD 

OPEN WOUNDS 

UNSAFE MEDICAL 
PRACTICES** 

HISPANIC 
GROUP 1 

(n = 43) 

percent 

71.93 

2.33 

97.67 

27.91 

9.30 

74.42 

ANGLO 
GROUP 1 

(n = 37) 

percent 

91.89 

40.54 

94.59 

27.03 

13.51 

67.57 

HISPANIC 
GROUP 2 

(n = 14) 

percent 

92.86 

42.86 

92.86 

14.29 

7.14 

78.57 

ANGLO 
GROUP 2 

(n = 23) 

percent 

95.65 

43.48 

78.26 

21.74 

17.39 

86.96 

SALIVA 4.65 8.11 0.00 13.04 

Nncludes vaginal, anal and oral sex 

'Includes blood transfusions, unclean needles, etc. 
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Table 5 Percent of Participants Reporting Various 
AIDS-protection Categories in Response to the 
Question "How can people protect themselves 
from getting AIDS?" 

AIDS PROTECTION 
CATEGORIES 

CONDOMS 

ABSTINENCE 

PROTECTED/ 
SAFE SEX* 

MONOGAMY 

PARTNER CHOICE** 

AIDS TESTING 

SAFE MEDICAL 
ENVIRONMENT*** 

KNOWLEDGE/ 
EDUCATION 

NO DRUGS/ 
CLEAN NEEDLES 

WITHDRAWAL 

NO KISSING 

MISCELLANEOUS**** 

HISPANIC 
GROUP 1 

(n = 43) 
percent 

62.79 

74.42 

20.93 

27.91 

30.23 

11.63 

44.19 

9.30 

86.05 

0.00 

0.00 

0.00 

ANGLO 
GROUP 1 

(n = 37) 
percent 

64.86 

89.19 

24.32 

10.81 

27.03 

13.51 

40.54 

13.51 

75.68 

0.00 

2.70 

5.40 

HISPANIC 
GROUP 2 

(n = 14) 
percent 

78.57 

78.57 

14.29 

14.29 

21.43 

7.14 

35.71 

0.00 

64.29 

7.14 

0.00 

0.00 

ANGLO 
GROUP 2 

(n = 23) 
percent 

56.52 

91.30 

26.09 

26.09 

26.09 

17.39 

30.43 

8.70 

91.30 

0.00 

0.00 

4.35 

*A general term used by participants, without specifics 

**i.e., asking about partner history, knowing partner 

•••Includes safe blood transfusions, clean needles, wearing gloves 

--Includes "no contact with people who have AIDS," "not being drunk," and "not being 

homosexual" 
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incorrect answers were given, such as kissing or withdrawal 

(i.e., withdrawal of the penis during sexual intercourse 

before ejaculation). 

Research Question 2 (Attitudes) 

Summary stati sti C.P. Means and standard deviations for 

the AIDS-preventive Behaviors Attitudes Scale can be found 

in Table 6. The results suggest that participants reported 

relatively favorable attitudes toward preventive behaviors 

in general (Attitude Scale scores of 43 to 48, with a 

possible range of 21 to 105; lower scores represent more 

favorable attitudes) . These scores are in line with those 

reported for Anglo heterosexual college students by Fisher 

et al. (1993) (extrapolated attitude scores of 46.2). 

Quantitative analyses. A two-way ANOVA, using total 

scores on the AIDS-preventive Behaviors Attitudes Scale as 

the dependent variable, revealed that neither ethnicity, £ 

(1, 105) = .77, p = .38, nor sexual status, £ (1, 105) = 

.12, p = .73, were significantly related to overall 

attitudes toward AIDS-preventive behavior. The ethnicity by 

sexual status interaction was also not significant, £ (1, 

105) = .89, p = .35. However, the results of a two-factor 

MANOVA, which used attitude scores for each of the seven 

AIDS-preventive behaviors as the dependent variables, 

indicated that sexual status was significantly related to 

attitudes toward one or more specific behaviors, £ Wilks' 
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Table 6. Means and Standard Deviations for Attitudes 
toward AIDS-Preventive Behaviors Scale 
(total and individual scales). 

SEXUAL ACTIVITY 

GROUP 1 
Attitudes Total** 
Attitudes Average* 
Abstain* 
Talk to Partner* 
Persuade Partner* 
Buy Condoms* 
Cany/Keep Condoms* 
Use Condoms* 
Refuse Unsafe Sex* 

GROUP 2 
Attitudes Total** 
Attitudes Average* 
Abstain* 
Tall<to Partner* 
Persuade Partner* 
Buy Condoms* 
Cany/Keep Condoms* 
Use Condoms* 
Refuse Unsafe Sex* 

1 
M 

43.14 
2.05 
2.65 
1.60 
1.79 
2.48 
2.32 
1.93 
1.61 

44.78 
2.13 
1.50 
1.63 
1.82 
3.57 
3.40 
1.74 
1.90 

HISPANIC 
SD 

11.37 
0.54 
0.68 
0.66 
0.90 

. 0.82 
0.79 
0.88 
1.38 

12.99 
0.62 
0.82 
0.73 
1.36 
1.37 
1.58 
1.35 
1.89 

valid N 

42 
42 
42 
42 
42 
42 
42 
42 
42 

9 
9 
10 
9 
9 
10 
10 
9 
10 

i 

M 

48.13 
2.29 
2.68 
1.86 
1.98 
2.88 
2.74 
2.07 
1.84 

44.60 
2.12 
1.57 
1.64 
2.08 
3.23 
3.23 
1.75 
1.25 

ANGLO 
SD 

11.86 
0.57 
0.79 
0.80 
0.98 
0.96 
0.80 
0.86 
1.37 

12.58 
0.6 

0.72 
0.77 
0.87 
1.21 
1.10 
0.83 
1.13 

valid N 

38 
38 
38 
38 
38 
38 
38 
38 
38 

20 
20 
21 
21 
21 
20 
20 
20 
21 

*Based on 5-point Likert scales; lower scores represent more favorable attitudes 

**Based on summed Likert scale scores; possible range of 21-105, with lower scores representing more favorable attitudes 
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(7, 99) = .68, p < .001. Post-hoc analyses indicated that 

participants in Group 2 had significantly more favorable 

attitudes than did participants in Group 1 toward "not 

having sexual intercourse at all," £ (1, 105) = 40.38, p 

<.001. They reported significantly less favorable attitudes 

than participants in Group 1 toward "buying condoms," £ (1, 

105) = 7.83, p < .01, and "always carrying condoms or 

keeping them close by," £ (1, 105) = 10.66, p = .001. 

Qualitative analyses. Participants were asked if there 

were any "good things" and any "bad things" about engaging 

in each of seven preventive behaviors. An analysis of the 

responses to these questions revealed that across behaviors, 

there was a large percentage of participants who either: 

left the questions blank; responded "no"; indicated that the 

question was not applicable; or indicated that they did not 

understand the question. This response pattern was 

especially prevalent for the "bad things" portion of the 

question. A summary of these "non" responses for each 

participant group can be seen in Table 7. 

As Table 7 indicates, for the "good things" question, 

15 - 34% of participants gave "non" responses. For the "bad 

things" question, these percentages rose dramatically, to 

between 56 - 81%. This response pattern suggests that 

participants may have responded to the word "bad" with value 

judgments. As such, the first reaction of many participants 

may have been that there are no "bad" or "wrong" things 
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Table 7 Summary of "Non" Responses to the Question 
"Would there be any good or bad things?" about 
Engaging in each of Seven Preventive Behaviors 

QUESTION 

Good Things? 

No 

Not Applicable 

No Response 

? (Did Not Understand 
the Question) 

Total 

Bad Things? 

No 

Not Applicable 

No Response 

? (Did Not Understand 
the Question) 

Total 

HISPANIC 
GROUP 1 

(n = 43) 
percent* 

4.32 

1.66 

3.99 

4.99 

14.96 

40.20 

1.66 

11.96 

4.98 

58.8 

ANGLO 
GROUP 1 

(n = 37) 
percent* 

4.25 

2.70 

10.04 

2.70 

19.69 

42.09 

3.09 

22.78 

4.63 

72.59 

HISPANIC 
GROUP 2 

(n = 14) 
percent* 

4.15 

12.25 

10.20 

7.18 

33.78 

36.73 

6.12 

23.47 

8.16 

74.48 

ANGLO 
GROUP 2 

(n = 23) 
percent* 

5.59 

10.56 

13.66 

3.11 

32.92 

42.24 

8.70 

26.71 

3.11 

80.76 

Note: Responses are summed across the seven preventive behaviors 

•Percent of participants with responses which fit each category 
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about preventive behaviors. This response may have thus 

obscured the intention of the question, which was to address 

the "negative" or "difficult" aspects of engaging in prevent 

behaviors. 

The substantive responses to the "good things" portion 

of the question were coded into five categories. The first 

category was "Relationship Benefits;" it included responses 

suggesting that the behavior would help the participant's 

relationship with her partner (i.e, "make us closer," "help 

us to communicate our needs," "show we love and respect each 

other," and so forth). The second category, "Emotional 

Benefits, " was comprised of answers which suggested the 

behavior would be emotionally beneficial (i.e, "I would feel 

better," "I would be following my beliefs," "I would be 

talking care of my needs," "peace of mind," and so forth) . 

The third category, "Preparation/Supply" was used 

primarily for the preventive behaviors of buying condoms and 

carrying them/keeping them close by. This category was 

comprised of answers which related to being prepared to 

engage in safe sex and being able to provide condoms to 

friends. "Interpersonal Proactive Behavior" was the fourth 

category; it represented responses which indicated that the 

behavior was interpersonal and would be an active means of 

protecting oneself. Examples of answers contained in this 

category were "We could decide on safe sex in advance, "it 
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would show him he has to wear a condom or no sex," "I could 

find out about his sexual history," and so forth. 

The fifth category, "Protection," was comprised of 

responses which indicated the behavior would provide 

protection from disease and pregnancy. Answers grouped into 

this category included "protection," "prevent pregnancy," 

"prevent diseases," and "protection from AIDS." The 

response frequencies for these categories, calculated for 

each preventive behavior, can be seen in Table 8. 

In terms of the "bad things" question, due to the small 

number of participants in Group 2, and the high rate of 

"non" responses, Group 2 responses to this question were 

based on a total of only four Hispanic participants and five 

Anglo participants. As such, these responses were 

determined to not be interpretable. Thus, only Group 1 

responses were utilized, which were coded into seven 

categories. 

The first category, "Self Image," contained responses 

which had to do with what people would think of the 

participant for engaging in the preventive behavior. 

Examples included "if I carried condoms, my friends might 

think I'm loose," and "my parents would be so disappointed" 

The second category, "Relationship Conflicts," included 

responses which indicated that the behavior would cause 

problems with a partner. Examples included "my boyfriend 
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Table 8. Summary of Responses to the Question "Would 
there be any good things?" about Engaging in 
each of Seven Preventive Behaviors. 

BEHAVIOR 

Abstain 
Relationship Benefits 
Emotional Benefits 
Protection 

Talk to Partner 
Relationship Benefits 
Emotional Benefits 
Preparation/Supply 
Interpersonal Proactive 

Behavior 
Protection 

Persuade Partner 
Relationship Benefits 
Emotional Benefits 
Interpersonal Proactive 

Behavior 
Protection 

Buy Condoms 
Relationship Benefits 
Emotional Benefits 
Preparation/Supply 
Interpersonal Proactive 

Behavior 
Protection 

Carry Condoms 
Emotional Benefits 
Preparation/Supply 
Interpersonal Proactive 

Behavior 
Protection 

HISPANIC 
GROUP 1 

(n = 43) 
percent* 

6.98 
34.88 
0.00 

39.54 
4.65 
0.00 

46.51 

23.26 

23.26 
6.98 
11.63 

60.47 

2.33 
6.98 

41.86 
2.33 

53.49 

9.30 
67.44 
6.98 

25.58 

ANGLO 
GROUP 1 

(n = 37) 
percent* 

8.11 
21.62 
86.49 

37.84 
10.81 
2.70 
40.54 

18.92 

5.41 
2.70 
10.81 

59.46 

0.00 
5.41 
35.14 
0.00 

54.05 

0.00 
72.97 
0.00 

13.51 

HISPANIC 
GROUP 2 

(n=14) 
percent* 

0.00 
42.86 
50.00 

21.43 
0.00 
0.00 

28.57 

14.29 

7.14 
0.00 
0.00 

50.00 

0.00 
0.00 
14.29 
0.00 

42.86 

7.14 
42.86 
0.00 

28.57 

ANGLO 
GROUP 2 

(n = 23) 
percent* 

0.00 
56.52 
56.52 

30.44 
8.70 
0.00 
39.13 

34.78 

13.04 
0.00 
8.70 

56.52 

4.35 
4.35 
21.74 
4.35 

43.48 

0.00 
56.52 
0.00 

8.70 
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Table 8. Continued 

BEHAVIOR 

Use Condoms 
Emotional Benefits 
Protection 

Refuse Unsafe Sex 
Relationship Benefits 
Emotional Benefits 
Interpersonal Proactive 

Behavior 
Protection 

HISPANIC 
GROUP 1 

(n = 43) 
percent* 

4.65 
86.05 

2.33 
9.30 
2.33 

53.49 

ANGLO 
GROUP 1 

(n = 37) 
percent* 

2.70 
94.60 

2.70 
2.70 
2.70 

59.46 

HISPANIC 
GROUP 2 

(n = 14) 
percent* 

0.00 
0.00 

0.00 
0.00 
0.00 

64.29 

ANGLO 
GROUP 2 

(n = 23) 
percent* 

4.35 
69.57 

4.35 
4.35 
4.35 

56.52 

^Percent of participants who gave responses which fit each category 
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would be suspicious/get angry," and "he would think I 

thought he was infected." 

The third category was "Emotional Discomfort" and 

included responses indicating engaging in the behavior would 

embarrassing, uncomfortable, or awkward. The fourth 

category, "Condom Aversion" included answers regarding the 

dislike of condoms (on the part of the participants and/or 

their partners), such as "diminished pleasure," and 

"physical discomfort." The fifth category, "Physical 

Deprivation" was used primarily for the behaviors of not 

having sex at all and refusing unsafe sex; it was comprised 

of responses such as "I would miss it," and "I want to have 

unprotected sex." 

The sixth category "Condom Safety" included responses 

indicating concern over the effectiveness of condoms. 

Examples were "it might break/expire," and "it might get 

old/wear out." The seventh category, "Partner Dishonesty," 

applied only to the behavior of talking to a partner about 

safe sex, and was comprised of responses indicating concern 

that a potential partner would lie about his sexual history. 

The response frequencies for these categories, calculated 

for each preventive behavior, can be seen in Table 9. 

Research 0n.=̂ stinn 3 (Perceived Normative Support) 

.gnrnmary s^a^•^stics. Means and standard deviations for 

the Subjective Norms Regarding AIDS Preventive Acts Scale 
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Table 9 Summary of Responses to the Question "Would 
there be any bad things?" about Engaging 
in each of Seven Preventive Behaviors. 

BEHAVIOR 

Abstain 
Relationship Conflicts 
Emotional Discomfort 
Physical Deprivation 

Talk to Partner 
Relationship Conflicts 
Emotional Discomfort 
Condom Aversion 
Partner Dishonesty 

Persuade Partner 
Relationship Conflicts 
Emotional Discomfort 
Condom Aversion 

• Physical Deprivation 

Buy Condoms 
Self Image 
Relationship Conflicts 
Emotional Discomfort 
Condom Aversion 
Physical Deprivation 
Condom Safety 

narry Condoms 
Self Image 
Relationship Conflicts 
Emotional Discomfort 
Condom Aversion 
rnrtrinm SaffitV 

HISPANIC 
GROUP 1 

(n = 43) 
percent* 

9.30 
11.63 
9.30 

16.28 
6.98 
4.65 
4.65 

30.23 
4.65 
2.33 
0.00 

9.30 
2.33 
9.30 
9.30 
2.33 
2.33 

34.88 
2.33 
6.98 
2.33 
6.98 

ANGLO 
GROUP 1 

(n = 37) 
percent* 

10.81 
2.70 
16.22 

16.22 
9.80 
5.41 
5.41 

13.51 
2.70 
2.70 
8.11 

2.70 
2.70 
16.22 
10.81 
5.41 
5.41 

21.62 
0.00 
5.41 
10.81 
0.00 
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Table 9. Continued. 

BEHAVIOR 

Use Condoms 
Relationship Conflicts 
Condom Aversion 
Condom Safety 

Refuse Unsafe Sex 
Relationship Conflicts 
Physical Deprivation 

HISPANIC 
GROUP 1 

(n = 43) 
percent* 

2.33 
11.63 
4.65 

23.23 
6.98 

ANGLO 
GROUP 1 

(n = 37) 
percent* 

2.70 
27.03 
0.00 

10.81 
2.70 

•Percent of participants who gave responses which fit each category 
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Table 10 Means and Standard Deviations for Subjective 
Norms Regarding AIDS Preventive Acts Scale 
(total score and individual scales). 

SEXUAL ACTIVITY 

GROUP 1 
Norms Total** 
Norms Average* 
Abstain* 
Talk to Part* 
Persuade Partner* 
Buy Condoms* 
Can^/Keep Condoms* 
Use Condoms* 
Refuse Unsafe Sex* 

GROUP 2 
Norms Total** 
Norms Average* 
Abstain* 
Talk to Partner* 
Persuade Partner* 
Buy Condoms* 
Carry/Keep Condoms* 
Use Condoms* 
Refuse Unsafe Sex* 

M 

12.69 
1.81 
2.07 
1.36 
1.52 
2.33 
2.45 
1.64 
1.33 

14.46 
2.07 
1.33 
1.45 
1.27 
4.25 
3.67 
1.55 
1.08 

HISPANIC 
SD 

4.57 
0.65 
1.14 
0.73 
0.97 
1.22 
1.23 
0.91 
1.20 

3.98 
0.57 
0.78 
0.82 
0.90 
1.29 
1.50 
1.29 
1.31 

valid N 

42 
42 
43 
42 
42 
42 
42 
42 
42 

11 
11 
12 
11 
11 
12 
12 
11 
12 

M 

14.13 
2.02 
2.32 
1.40 
1.68 
2.97 
3.05 
1.50 
1.21 

15.00 
2.14 
1.23 
1.46 
1.55 
3.81 
3.81 
1.95 
1.14 

ANGLO 
SD 

3.5 
0.5 

1.23 
0.68 
0.96 
1.28 
1.41 
0.92 
0.99 

4.88 
0.7 

0.69 
0.86 
0.96 
1.44 
1.21 
1.36 
1.28 

valid N 

38 
38 
38 
38 
38 
38 
38 
38 
38 

21 
21 
22 
22 
22 
21 
21 
21 
21 

•Based on 5-point Likert scales; lower scores represent greater normative support 

"Based on summed Likert scale scores; possible range of 7-35, with lower scores representing 

greater normative support 
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can be found in Table 10. Results suggest that participants 

perceived relatively high levels of normative support for 

preventive behaviors in general (Norm Scale scores of 13 to 

15, with a possible range of 7 to 35/ lower scores represent 

greater normative support). These scores are consistent 

with those reported for Anglo heterosexual college students 

by Fisher et al. (1993) (extrapolated normative scores of 

13.09). Mean scores for each specific behavior suggest 

that, across participant groups, less normative support was 

perceived for buying condoms, and for carrying 

condoms/keeping them close by. 

Quantitative analyses. A two-way ANOVA, using total 

scores on the Subjective Norms Regarding AIDS Preventive 

Acts Scale as the dependent variable, revealed that neither 

ethnicity, £ (1, 108) = 1.16, p = .28, nor sexual status, £ 

(1, 108) = 2.04, p = .16, were significantly related to 

normative support for AIDS-preventive behaviors. Addi

tionally, there was not a significant ethnicity by sexual 

status interaction, E (1, 108) =.23, p = .63. However, a 

two-factor MANOVA, which used normative scores for each of 

the seven AIDS-preventive behaviors as the dependent 

variables, indicated that sexual status was related to 

normative support for one or more specific behaviors, £ 

Wilks' (7, 102) = .73, p < .001. 

Post-hoc analyses clarified that participants in Group 

2 reported significantly greater normative support than 
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participants in Group 1 for "not having sexual intercourse 

at all," £ (1, 108) = 14.05, p < .001. Conversely, they 

reported significantly less noinnative support than 

participants in Group 1 for "buying condoms," £ (1, 108) = 

22.77, p < .001, and "always carrying condoms or keeping 

them close by," £ (1, 108) = 10.41, p < .005. 

Qualitative analyses. Participants reported that a 

variety of people and/or groups influenced their AIDS-

preventive behavior. Response frequencies for each category 

can be seen in Table 11. Of all the reported sources of 

influence, family (which included parents, siblings, and 

extended family) was mentioned by more participants than any 

other category. For Group 1, the category mentioned by the 

second largest percentage of participants was friends; for 

Group 2 the category was church/God. Church and God were 

mentioned by a greater percentage of Anglos than Hispanics, 

but only for Group 1 (significant at p < .01) . 

Pe.qearch Question 4 (Intentions) 

.qnmmary statistics. Means and standard deviations for 

the Behavioral Intentions for AIDS Prevention Scale can be 

found in Table 12. Results suggest that participants 

reported relatively strong intentions to engage in 

preventive behaviors in general (Intention Scale scores of 

15 to 18, with a possible range of 7 to 35; lower scores 

represent stronger behavioral intentions). These scores are 
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Table 11 Percent of Participants Reporting Various 
People and/or Groups that Influenced Their 
AIDS-preventive Behaviors. 

SOURCES OF 
INFLUENCE 

FAMILY 

FRIENDS 

BOYFRIEND 

CHURCH/GOD 

SCHOOL/TEACHERS 

SELF 

MEDIA/CELEBRITIES 

MISC* 

HISPANIC 
GROUP 1 

(n = 43) 

percent 

65.12 

48.84 

23.26 

9.30 

6.98 

18.51 

25.49 

2.33 

ANGLO 
GROUP 1 

(n = 37) 

percent 

75.68 

62.16 

27.03 

35.13 

5.41 

16.22 

13.51 

13.51 

HISPANIC 
GROUP 2 

(n = 14) 

percent 

85.71 

35.71 

14.29 

50.00 

0.00 

0.00 

0.00 

7.14 

ANGLO 
GROUP 2 

(n = 23) 

percent 

100.00 

65.22 

21.74 

65.22 

13.04 

34.78 

8.70 

0.00 

'Includes doctors, Planned Parenthood, etc. 
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Table 12. Means and Standard Deviations for Behavioral 
Intentions for AIDS Prevention Scale 
(total score and individual scales). 

SEXUAL ACTIVITY 

GROUP 1 
Intentions Total** 
Intentions Average* 
Abstain* 
Talk to Part* 
Persuade Partner* 
Buy Condoms* 
Canry/Keep Condoms* 
Use Condoms* 
Refuse Unsafe Sex* 

GROUP 2 
Intentions Total** 
Intentions Average* 
Abstain* 
Talk to Partner* 
Persuade Partner* 
Buy Condoms* 
Carry/Keep Condoms* 
Use Condoms* 
Refuse Unsafe Sex* 

M 

16.21 
2.32 
3.09 
1.31 
1.57 
3.45 
3.07 
2.24 
1.67 

15.09 
2.16 
1.83 
1.27 
1.00 
4.67 
3.92 
1.36 
1.42 

HISPANIC 
SD 

5.80 
0.83 
1.49 
0.78 
1.02 
1.45 
1.35 
1.51 
1.65 

3.05 
0.44 
1.53 
0.65 
0.00 
0.78 
1.44 
1.21 
1.73 

valid N 

42 
42 
43 
42 
42 
43 
42 
42 
42 

11 
11 
12 
11 
11 
12 
12 
11 
12 

M 

18.00 
2.57 
3.03 
1.42 
1.74 
3.89 
3.71 
2.40 
1.81 

14.81 
2.12 
1.05 
1.27 
1.45 
4.57 
4.14 
1.28 
1.09 

ANGLO 
SD 

4.59 
0.66 
1.62 
0.72 
1.11 
1.43 
1.33 
1.52 
1.61 

3.59 
0.51 
0.21 
0.70 
0.86 
1.03 
1.19 
0.72 
1.26 

valid N 

38 
38 
38 
38 
38 
38 
38 
38 
38 

21 
21 
22 
22 
22 
21 
21 
21 
21 

*Based on 5-point Likert scales; lower scores represent stronger intentions 

"Based on summed Likert scale scores; possible range of 7-35, with lower scores representing stronger intentions 
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consistent with those reported for Anglo heterosexual 

college students by Fisher et al. (1993) (extrapolated 

intention scores of 13.09). Mean scores for each specific 

behavior suggest that Group 1 participants had weaker 

intentions to abstain, buy condoms, and carry condoms/keep 

them close by, than their intentions to engage in other 

behaviors. Likewise, Group 2 participants had weaker 

intentions to buy condoms and carry condoms/keep them close 

by, than their intentions to engage in other behaviors. 

Quantitative analyses. A two-way ANOVA, using total 

scores on the Behavioral Intentions for AIDS Prevention 

Scale as the dependent variable, revealed a main effect for 

sexual status, £ (1, 108) =4.25, p < .05, indicating that 

participants in Group 2 reported stronger total intentions 

to engage in AIDS preventive behaviors than did participants 

in Group 1. Ethnicity was not found to significantly 

correlate with behavioral intention scores, E, (1, 108) = 

.52, ji = .47, and the interaction of ethnicity and sexual 

status was not significant R (1, 108) = .98, p = .33. A 

two-factor MANOVA, using intention scores for each of the 

seven AIDS-preventive behaviors as the dependent variables, 

indicated that sexual status was related to participants' 

intentions to engage in one or more specific behaviors, E 

Wilks' (7, 102) = .71, p < .001. 

Post-hoc analyses clarified that participants in Group 

2 reported significantly greater intentions than 
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participants in Group 1 to: "not have sexual intercourse at 

all," £ (1, 108) = 26.15, p < .001; "persuade a partner to 

practice only safe sex" E (1, 108) = 4.89, p < .05; and to 

"always use a condom during sex," E = 4.17, p < .05. 

Conversely, they reported significantly weaker intentions to 

"buy condoms," E (1, 108) = 12.21, p < .001, and to "always 

carry condoms or keep them close by," E (1, 108) = 4.17, p < 

.05 than did participants in Group 1. 

Research Question 5 (Perceived Behavioral Skills) 

Summary statistics. Means and standard deviations for 

the Perceived Difficulty of AIDS Preventive Behaviors Scale, 

and the Perceived Effectiveness at AIDS Preventive Behaviors 

Scale can be found in Table 13. Results suggest that 

participants did not believe they would have much difficulty 

engaging in AIDS-preventive behaviors (Perceived Difficulty 

scores of 26 to 29, from a possible range of 7 to 35; lower 

scores represent greater perceived difficulty). These 

scores are consistent with those reported for Anglo 

heterosexual college students by Fisher et al. (1993), 

(extrapolated perceived difficulty scores of 26.13). 

Additionally, participants perceived they would be 

relatively effective at engaging in preventive behaviors 

(Perceived Effectiveness scores of 22 to 25, from a possible 

range of 12 to 60; lower scores represent greater perceived 

effectiveness). These scores are slightly lower 
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Table 13. Means and Standard Deviations for Perceived 
Difficulty of AIDS Preventive Behaviors 
Scale and Perceived Effectiveness at AIDS 
Preventive Behaviors Scale. 

SEXUAL 
ACTIVITY 

GROUP 1 

Difficulty* 

Effectiveness** 

GROUP 2 

Difficulty* 

Effectiveness** 

M 

28.57 

22.50 

26.18 

23.82 

HISPANIC 
SD valid N 

4.12 

7.75 

5.58 

7.33 

42 

42 

11 

11 

M 

27.58 

24.76 

26.24 

22.38 

ANGLO 
SD 

4.13 

7.84 

3.96 

6.10 

valid N 

38 

38 

21 

21 

•Possible range of 7-35; lower scores represent greater perceived difficulty 

—Possible range of 12-60; lower scores represent greater perceived effectiveness 
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(representing greater perceived effectiveness) than those 

reported for Anglo heterosexual college students by Fisher 

et al. (1993) (extrapolated effectiveness scores of 27.00). 

Quantitative analyses. Results of a two-way MANOVA 

revealed a main effect for sexual status, E Wilks' (2, 107) 

= .94, p < .05. There was no main effect for ethnicity, 

E Wilks' (2, 107) = .99, p = .88, and there was not a 

significant interaction between sexual status and ethnicity, 

E Wilks' (2, 107) = .99, p = .52. Follow-up one-way ANOVAs 

indicated that participants in Group 2 reported signifi

cantly greater perceived difficulty than did participants in 

Group 1, E (1, 108) =4.08, p = .05. In other words, 

participants in Group 2 reported that engaging in AIDS-

preventive behaviors would be significantly more difficult 

for them than did participants in Group 1. Sexual status 

did not correlate with participants' perceived effectiveness 

at AIDS-preventive behaviors, E (1, 108) = .11, p = .74. 

P(:ac;parch Question 6 (AIDS-Preventive behaviors) 

•qiimmary statistics. A summary of responses to the 

Sexual Behavior Survey can be found in Table 14. For the 

most part, there were no ethnic differences in participants' 

responses to the questions in the survey. However, a 

greater percentage of Anglos than Hispanics indicated that 

they had never purchased condoms or kept condoms somewhere 

easily available (both significant at p < .05). Hispanic 
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Table 14. Summary of Responses to the Sexual 
Behavior Survey. 

Questionnaire Item 
Which of the following apply to both you and your 
sexual pai1ner(s) during the past 6 months 
a) both I and all my sexual partners have 
tested HIV negative 
b) both I and my sexual partners have never 
had any other sexual partners 
c) neither of the above are true for me and my 
partner(s) during the last 6 months 
d) both a & b are true 
No Response 

I have discussed safer sex with a sexual partner 
(or sexual partners) before having sex with them 
during the past 6 months 
Yes 
No 

HISPANIC 
(N = 40)* 

n Percent 

36 
4 

90.00 
10.00 

ANGLO 
(N = 33)* 

n Percent 

9 

6 

20 

1 
4 

22.50 

15.00 

50.00 

2.50 
10.00 

5 

3 

20 

2 
3 

15.15 

9.09 

60.61 

6.06 
9.09 

28 
5 

84.85 
15.15 

I have bought latex condoms during the past 6 months 
Often 
A few times 
Once 
Never 

I have kept latex condoms some place nearby where they 
were easily available during the past 6 months 
Always 
Often 
Sometimes 
Rarely 
Never 

I have tried to convince or persuade my sex partner(s) to 
practice on'y sa^er sex (alwavs using condoms) during the 
pa.st month 
Always 
Sometimes 
Never 
Does not apply: my partner has wanted to have only 
safer sex during the past 6 months 

3 
9 
8 

20 

4 
9 
9 
7 

11 

4 
16 
9 

11 

7.50 
22.50 
20.00 
50.00 

10.00 
22.50 
22.50 
17.50 
27.50 

10.00 
40.00 
22.50 
27.50 

2 
4 
2 

25 

5 
2 
4 
5 

17 

4 
10 
10 
9 

6.06 
12.12 
6.06 

75.76 

15.15 
6.06 

12.12 
15.15 
51.51 

12.12 
30.30 
30.30 
27.27 
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Table 14 Continued 

Questionnaire Item 
I have had a blood test to check whether I have been 
exposed to the virus that causes AIDS during the 
past 6 months 
Yes 
No 

At some time in the past. I have had a blood test to 
determine whether I have been exposed to the virus 
that causes AIDS 
Yes 
No 

How many different people have you had vaginal 
intercourse with during the last 6 months 
1 
2 
3 
4 

HISPANIC 
(N = 40)* 
n Percent 

13 
27 

17 
23 

32.50 
67.50 

42.50 
57.50 

ANGLO 
(N = 33)* 
n Percent 

2 
31 

9 
24 

6.06 
93.94 

27.27 
72.73 

28 
7 
4 
1 

70.00 
17.50 
10.00 
2.50 

23 
4 
5 
1 

69.70 
12.12 
15.15 
3.03 

With how many of these partners were 
condoms used all the time? 
0 
1 
2 

How many of these partners had had a negative 
AIDS blood test? 
0 
1 
2 
Don't know 
Not applicable 
No response 

When you had vaginal intercourse during the 
pa.«;t 6 months, how often were condoms used? 
Never 
Rarely 
Sometimes 
Often 
Always 

18 
19 
3 

45.00 
47.50 

7.50 

17 
12 
4 

51.52 
36.36 
12.12 

16 
14 

1 
8 
0 
7 

40.00 
35.00 

2.50 
20.00 

0.00 
17.5 

11 
13 
0 
3 
3 
3 

33.33 
39.39 

0.00 
9.09 
9.09 
9.09 

9 
6 
8 
9 
8 

22.50 
15.00 
20.00 
22.50 
20.00 

4 
8 
7 
7 
7 

12.12 
24.24 
21.21 
21.21 
21.21 
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Table 14. Continued. 

Questionnaire Item 

HISPANIC 
(N = 40)* 

n Percent 

ANGLO 
(N = 33)* 
n Percent 

How many people have you had anal intercourse 
with during the last 6 months? 
0 
1 

With how many of these partners were 
condoms used all the time? 
0 
1 

How many of these partners had had a negative 
AIDS blood test? 
0 
1 
2 

When you had anal intercourse during the 
past 6 months, how often were condoms used? 
Never 
Rarely 
Sometimes 
Often 
Always 

Have you- in the past 6 months, wanted to use a 
condom during sexual intercourse (anal or 
vaginal), yet did not use a condom? 
Yes 
No 
No Response 

How comfortable have you been answering 
the questions in this questionnaire? 
Very Comfortable 
Fairly Comfortable 
Fairly Uncomfortable 
Very Uncomfortable 

35 
5 

4 
1 

87.50 
12.50 

80.00 
20.00 

31 
2 

2 
0 

93.94 
6.06 

100.00 
0.00 

1 
4 
0 

20.00 
80.00 
0.00 

1 
0 
1 

50.00 
0.00 
50.00 

2 
2 
1 
0 
0 

40.00 
40.00 
20.00 
0.00 
0.00 

2 
1 
0 
0 
0 

66.67 
33.33 
0.00 
0.00 
0.00 

15 
24 
1 

37.50 
60.00 
2.50 

13 
19 
1 

39.39 
57.58 
3.03 

15 
20 
3 
2 

37.50 
50.00 
7.50 
5.00 

13 
16 
1 
3 

39.39 
48.49 
3.03 
9.09 

•Represents the number of participants who reported engaging in sex during the last 6 months 
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women were also more likely than Anglo women to report that 

they had been tested for HIV in the past six months. 

Approximately 70% of participants reported having only 

one sexual partner in the past six months, and of these, 45% 

used condoms consistently. Conversely, 30% of participants 

past six months. Of these participants, only 9% used 

condoms consistently. Moreover, 37% of participants 

indicated they never or rarely used condoms. 

Quantitative analyses. The mean scores for the 

Preparatory Behavior Scale (consult "Methods" section for 

method of calculation) were: Hispanics, (M = 9.86, SD = 

2.72); Anglos, (M = 11.04, SD = 2.49). The possible range 

for this scale was 4 to 14; lower scores represent greater 

AIDS-preventive preparatory behavior. A one-way ANOVA 

indicated that ethnicity did not significantly relate to the 

degree to which participants engaged in preparatory AIDS-

preventive behaviors, £ (1, 51) = 2.66, p = .11. 

The mean scores for the Risk Behavior Scale (consult 

"Methods" section for method of calculation) were: 

Hispanics, (M = 1.37, SD = 1.00); Anglos, (M = 1.18, SD = 

.94). The possible range for this scale was 0 to 3; lower 

scores represent greater AIDS-risk behavior. A one-way 

ANOVA indicated that ethnicity did not significantly relate 

to the degree to which participants engaged in risky 

behaviors, E (1, 51) = .66, p = .42. 
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Qualitative anr^lyses. Responses to the question which 

asked participants why they may have not used a condom 

during sexual intercourse in the past six months although 

they wanted to were classified into four categories; a 

summary of responses can be seen in Table 15. The first 

category was "Interpersonal/Social Skills" and included 

responses relating to difficulty discussing the use of 

condoms, embarrassment, social awkwardness, and feeling 

coerced by a partner into not using a condom. For example, 

one participant explained that her partner had said things 

such as "don't you love me?" and "condoms are too small" 

such that she felt "forced" into allowing him to not use a 

condom. 

The second response category was "Competing Interest" 

and represented responses which suggested a competing 

influence superseded the desire to use condoms. Examples of 

such responses included "heat of the moment," not wanting to 

stop to get a condom, being drunk, and preferring sex 

without a condom because "it feels better." The third 

category was "Discipline/Will Power" and included responses 

such as "too lazy," "no will power to make myself use one," 

and forgetfulness. The fourth category was "Supply" and 

included responses such as "didn't have one," and being 

"unprepared." 
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Table 15 

REASONS 

Interpersonal/ 
Social Skills 

Percent of Participants Reporting Various 
Reasons Why They Did Not Use a Condom 
During Sexual Intercourse in the Past 
Six Months Although They Wanted To. 

HISPANIC* 
(n=15) 
percent 

20.00 

ANGLO* 
(n = 13) 
percent 

23.08 

Competing 
Interest 

40.00 30.77 

Discipline/ 
Will Power 

6.67 7.69 

Supply 

No Response 

40.00 

6.67 

61.54 

7.69 

'Includes only those participants who reported not using a condom during sexual 
intercourse during the last 6 months although they wanted to 
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Results suggest that factors involved in the 

participants' inability to follow through on their desire to 

use a condom during sexual intercourse included not having a 

condom available, being swayed by competing interests, and 

deficits in interpersonal/social skills. 

Responses to the question which asked participants what 

additional skills they might need or barriers they might 

face if they were to begin to practice safer sex were 

grouped into five categories; a summary of responses can be 

seen in Table 16. The first was "Interpersonal/Social 

Skills" and represented answers such as "how to bring up the 

subject of safe sex, "how to handle my partner's suspicious

ness if I wanted to use a condom," and "how to keep him 

interested." The second category was "Condom Issues" and 

included responses such as "using a condom doesn't feel as 

good," "men don't want to use condoms at all," and "the 

courage to buy condoms." The third category was 

"Knowledge/Information" and included answers indicating a 

desire for more information about AIDS or methods of 

protection. The fourth category was "Discipline/Will-power" 

and included responses such as "need to learn to always 

practice safer sex," and "discipline." The final category 

was "Miscellaneous" and included responses such as 

"realizing that I could be at risk," "getting tested for 

HIV," and "my parents." 
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Table 16 Percent of Participants Reporting What 
Types of Skills They Would Need or Barriers 
They Might Face if They Were to Begin to 
Practice Safer Sex. 

CATEGORY 

Interpersonal/ 
Social Skills 

Condom Issues 

Knowledge/ 
Information 

Discipline/ 
Will Power 

Miscellaneous 

No Response/ 
None 

HISPANIC 
GROUP 1 

(n = 43) 
percent 

16.28 

11.63 

6.98 

18.51 

4.65 

48.75 

ANGLO 
GROUP 1 

(n = 37) 
percent 

18.92 

10.81 

2.70 

8.11 

8.11 

48.65 

HISPANIC 
GROUP 2 

(n = 14) 
percent 

21.43 

0.00 

21.43 

14.29 

14.29 

64.29 

ANGLO 
GROUP 2 

(n = 23) 
percent 

17.39 

13.04 

13.04 

0.00 

4.35 

56.52 
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As can be seen from Table 16, a large percentage of 

participants (48.7 - 64.3%) did not respond to the question, 

or reported they would not need any additional skills or 

information, and would not face any barriers if they were to 

begin to practice safer sex. The responses that were given 

were classified fairly evenly across categories, although 

"Interpersonal/Social Skills" was one of the top categories 

for all participant groups. 

Research Question 7 (Casual versus close relationships) 

Of the 81 women who indicated that they had had sex in 

their lifetime, 59 indicated they were currently in a close 

relationship involving sexual intercourse. Only 14 women 

reported they had recently engaged in sex outside of a close 

relationship (i.e., a casual sexual relationship). Thus, the 

sample size of casual sexual relationships was determined to 

be too small to allow for adequate comparison with close 

sexual relationships. 

Research Question 8 (Acculturation) 

The mean acculturation score for Hispanic participants 

as a whole was 3.68 (SD = .61) (based on a five-point Likert 

scale in which higher scores represent more acculturation). 

The mean score for Hispanic Group 1 was 3.74 (SD = .62) . 

The mean score for Hispanic Group 2 was 3.46 (SD = .56). 
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(The difference between these group means was not 

significant, t (1, 55) = 1.56, p = .13.) 

A series of Pearson correlations indicated that 

acculturation did not significantly correlate with AIDS 

Knowledge, attitudes (total score), behavioral intentions, 

perceived normative support, preparatory behavior, or 

AIDS-preventive behavior. Results of the correlational 

analyses can be seen in Table 17. 

Research Question 9 (Perceived Risk) 

Summary statistics. Mean scores and standard 

deviations for the AIDS Perceived Risk scale were as follows 

(based on a four-point Likert scale in which higher scores 

represent greater perceived risk): Hispanic Group 1 (M = 

2.29, SD = .69); Anglo, Group 1 (M = 2.14, SD = .61); 

Hispanic, Group 2 (M = 1.66, SD = .45), Anglo, Group 2 (M = 

1.62, SD = .43). Response frequencies for the four items 

that comprised the AIDS Perceived Risk Scale can be found in 

Table 18. 

In terms of the impact of ethnicity and sexual status 

on perceived AIDS risk, a two-way ANOVA revealed that 

participants in Group 2 reported significantly less 

perceived risk of AIDS than did participants in Group 1, E 

(1, 114) = 22.78, p < .001. Ethnicity, on the other hand, 

did not significantly relate to participant's degree of 

perceived AIDS risk, £ (1, 114) = .65, p = .42. The 
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Table 17. Correlation of Acculturation and Key 
Variables for Hispanic Participants. 

VARIABLE 

Knowledge 

Attitudes 

Intentions 

Normative Support 

Prepatory Behavior 

Preventive Behavior 

GROUP 1 
(n = 43) 

Congelation 

0.01 

-0.01 

-0.02 

-0.27 

-0.12 

0.03 

GROUP 2 
(n=14) 

Conrelation 

0.14 

0.16 

0.23 

0.20 

Note: no correlations are significant at the p < .05 level 
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T a b l e 1 8 . Summary c )f R e s p o n s 

R i s k S c a l e . 

QUESTION 

/ feel that 1 am currently 
at risk of getting AIDS 
Definitely False 
Probably False 
Probably True 
Definitely True 

The thought of getting AIDS 
does not worry me 
Definitely False 
Probably False 
Probably True 
Definitely True 

/ sometimes suspect that 1 
have tyeen exposed to AIDS 
Definitely False 
Probably False 
Probably True 
Definitely True 

/ have had intercourse with 
someone in the last 10 years 
could possibly have put me 
at risk for AIDS 
Definitely False 
Probably False 
Probably Tme 
Definitely True 

HISPANIC 
GROUP 1 

(n = 43) 

percent 

30.23 
48.84 
13.95 
6.98 

51.16 
16.28 
16.28 
16.28 

34.88 
32.56 
30.23 

2.33 

37.21 
25.58 
20.93 
16.28 

e s t o A I D S P e r c e i v e d 

ANGLO 
GROUP 1 

(n = 37) 

percent 

39.47 
42.11 
15.79 
2.63 

50.00 
21.05 
13.16 
15.79 

60.53 
18.42 
15.79 
5.26 

28.95 
47.37 
15.79 
7.90 

HISPANIC 
GROUP 2 

(n = 14) 

percent 

50.00 
50.00 

0.00 
0.00 

28.57 
35.71 
28.57 

7.14 

78.57 
14.29 
7.14 
0.00 

100.00 
0.00 
0.00 
0.00 

ANGLO 
GROUP 2 

(n = 23) 

percent 

82.61 
13.04 
4.35 
0.00 

34.78 
21.74 
30.44 
13.04 

73.91 
8.70 

17.39 
0.00 

100.00 
0.00 
0.00 
0.00 
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interaction between ethnicity and sexual status was not 

significant, £ (1, 114) = .21, p = .64. 

Research Question IQ (Assessment of 1MB model) 

To assess whether the 1MB model's constructs of 

information, motivation, and behavioral skills related to 

participants' preparatory and AIDS-risk behaviors, Pearson 

correlations were computed, using a significance level of 

p = .01. Results of these analyses can be seen in Table 19. 

It was found that for Hispanics, both Preparatory 

Behavior Scores and Risk Behavior Scores were significantly 

correlated with attitudes. Thus, Hispanic participants who 

had more favorable attitudes toward AIDS-preventive 

behaviors were more likely to engage in preparatory behavior 

and less likely to engage in AIDS-risk behaviors. The 

preparatory and risk behavior of Hispanic participants was 

also significantly correlated with behavioral intentions and 

perceived effectiveness. In other words, Hispanic 

participants who had stronger intentions to engage in AIDS-

preventive behaviors, and those who reported greater 

perceived effectiveness at AIDS-related behavioral skills, 

were less likely to engage in risky behavior and more likely 

to engage in preparatory behavior. 

Very different results were found for Anglo 

participants. None of the variables of interest correlated 

significantly with preparatory behavior. Moreover, the only 
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Table 19. Correlation of 1MB Model Variables with 
Preparatory and Risk Behavior. 

HISPANICS (n= 42) 

Preparatory 
Behavior 

Knowledge 

Intentions 

Attitudes 

Norms 

Difficulty 

Effectiveness 

Prepatory Behavior 

Risk Behavior 

ANGLOS (n = 38) 

Knowledge 

Intentions 

Attitudes 

Norms 

Difficulty 

Effectiveness 

Prepatory Behavior 

Risk Behavior 

.15* 

.001* 

.01* 

0.60 

.04* 

.003* 

1.00 

.001* 

Preparatory 
Behavior 

.05* 

0.19 

0.17 

0.79 

0.18 

0.23 

1.00 

.001* 

Risk 
Behavior 

0.43 

.001* 

.001* 

0.95 

.02* 

.003* 

.001* 

1.00 

Risk 
Behavior 

0.99 

.001* 

.03* 

0.84 

0.05 

0.09 

.001* 

1.00 

Significant at the p = .01 level 
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variable that correlated significantly with risk behavior 

was intentions, such that Anglo participants who reported 

stronger intentions to engage in AIDS-preventive behaviors 

were less likely to engage in risky behavior. 

The 1MB model also holds that the constructs of 

Information and Motivation will correlate with each other, 

and both will correlate with Behavioral Skills. To test 

these assumptions, Pearson correlations were run between 

AIDS Information Scale total scores and the variables 

contained in the construct of Motivation: mean Attitudes 

toward AIDS Preventive Behaviors Scale scores, Subjective 

Norms Regarding AIDS Preventive Acts Scale scores, and 

Behavioral Intentions for AIDS Prevention Scale scores. 

Each of these variables were in turn assessed for their 

correlation with the variables contained in the Behavioral 

Skills constructs: Perceived Difficulty of AIDS Preventive 

Behaviors Scale, and Perceived Effectiveness at AIDS 

Preventive Behavior Scale scores. The results of these 

analyses can be seen in Table 20. As Table 20 indicates, 

the constructs of Information and Motivation (attitudes, 

intentions, norms) did not significantly correlate with each 

other, and Information did not correlate with Behavioral 

Skills (effectiveness and difficulty). In terms of the 

correlation between Motivation and Behavioral Skills, the 

results were varied. 
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Table 20. C o r r e l a t i o n of 1MB Model V a r i a b l e s wi th 
Each Othe r . 

HISPANICS (n= 42) 

Knowledge 
Knowledge Intentions Attitudes Norms 

1.00 0.09 0.17 0.19 
Difficulty Effectiveness 

0.00 -0.05 

Intentions 0.09 1.00 0.70* 0.29 -0.30 0.39-

Attitudes 0.17 0.70* 1.00 0.49' -0.28 0.47* 

Norms 0.19 0.29 0.49* 1.00 -0.21 0.26 

Difficulty 0.00 -0.30 -0.28 -0.21 1.00 -0.59 

Effectiveness -0.05 0.39* 0.47* 0.26 -0.59 1.00 

ANGLOS (n = 38) 

Knowledge 
Knowledge Intentions Attitudes Norms Difficulty Effectiveness 

1.00 -0.04 -0.01 -0.14 0.23 0.02 

Intentions -0.04 1.00 0.62* 0.07 -0.43 0.63* 

Attitudes -0.01 0.62* 1.00 0.34 -0.39 0.55* 

Norms -0.14 0.07 0.34 1.00 -0.05 0.00 

Difficulty 0.23 -0.43 -0.39 -0.05 1.00 -0.62 

Effectiveness 0.02 0.63* 0.55* 0.00 -0.62 1.00 

Significant at the p = .01 level 
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CHAPTER IV 

DISCUSSION 

The purpose of this study was two-fold. The first goal 

was to gain a thorough understanding of the AIDS-related 

knowledge, motivations, perceived behavioral skills, and 

sexual behaviors of Hispanic and Anglo college women. The 

second goal was to investigate whether ethnicity or sexual 

status was related to these variables of interest. The 

current study was designed to address some of the limita

tions apparent in the literature, such as the lack of 

theoretically-based studies, and the failure of many studies 

to distinguish between Hispanic subgroups. Toward this end, 

this study was formulated and implemented according to 

Fisher and Fisher's (1992) Information-Motivation-Behavioral 

Skills (1MB) model. In addition, the majority of 

participants in this study were Mexican-American; therefore 

results should be interpreted as applying primarily to this 

Hispanic subgroup. It is believed that the findings of the 

present study contribute information that can be valuable in 

designing future interventions to increase AIDS-preventive 

behavior in Hispanic and Anglo college-age women. 

Tfey Findings 

With few exceptions, results of the quantitative 

analyses indicated that ethnicity was not related to the 
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variables investigated in this study. The opposite effect 

was found for sexual status, which was a significant factor 

in most of the analyses. 

Knowledge. Results of both the quantitative and 

qualitative knowledge measures indicated that participants 

were fairly knowledgeable about AIDS, HIV transmission 

routes, and methods of protection. It is also encouraging 

to note that, in general, participants appeared to have low 

rates of misconceptions regarding AIDS. 

Although approximately eight percent of the 

participants reported that AIDS could be transmitted through 

saliva, and withdrawal and "no kissing" were twice reported 

to be methods of AIDS protection, these incidences of 

misconceptions are nevertheless minimal compared to those 

which have been found in other studies (DiClemente et al., 

1990; Halstead et al., 1990; Valdisseri, Arena, et al., 

1989) . 

Participants clearly demonstrated their knowledge of 

the primary methods of AIDS-prevention, such as abstinence 

and the use of condoms. It should be noted that 

approximately 20-30% of participants reported that partner 

choice, which included knowing one's partner and inquiring 

about sexual history, was a means to protect oneself from 

AIDS. It is impossible to know whether these participants 

believe that partner choice, in and of itself, is a 

sufficient preventive behavior. Previous research, however. 
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has suggested that this is in fact a common belief among 

college-aged heterosexuals (Williams et al., 1992). 

There were no ethnic or sexual status differences in 

AIDS knowledge, as measured quantitatively. As such, this 

finding contradicts research which has found that Hispanics 

have lower levels of AIDS knowledge and higher levels of 

misconceptions than do Anglos (DiClemente et al. , 1988; 

Fairbank et al, 1987; Flaskerud & Calvillo, 1991; Hu et al., 

1989; Marin & Marin, 1990) . An interesting, somewhat 

contradictory, finding was revealed in the qualitative 

responses. A significantly lower percentage of Hispanics 

who had had sex reported unprotected sex or the exchange of 

infected body fluids to be AIDS risk categories, compared 

with other participant groups. This may suggest that 

sexually active Hispanic women are slightly less knowledge

able about AIDS transmission routes than are sexually active 

Anglo women, or Anglo and Hispanic women who have never had 

sex. Thus, this finding is consistent with previous 

research which has found that Hispanics are less knowledge

able about AIDS than are Anglos (DiClemente et al., 1988; 

Flaskerud & Calvillo, 1991; Hu et al., 1989; Marin & Marin, 

1990) . 

Cumulatively, these results may suggest that in 

general, highly acculturated, college-age Hispanics are as 

knowledgeable about AIDS as are college-age Anglos. 

However, slight ethnic differences in AIDS knowledge may 
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exist that are only detected when assessed in a prompt-free 

manner. Clearly, additional research is needed to clarify 

this issue. 

AIDS knowledge was not correlated with risky sexual 

behavior for Hispanic or Anglo women. Thus, although 

knowledge levels among participants were high, knowledge 

about AIDS per se did not appear to significantly relate to 

risky sexual behavior. This finding echoes numerous other 

investigations which indicate that AIDS knowledge, in and of 

itself, is insufficient to produce change in sexual behavior 

(Gates & Bowen, 1989; DiClemente et al. , Ford, 1992; 

Hernandez & Smith, 1990; McGuire et al., 1992; Wulfert & 

Wan, 1993) . 

Attitudes. Ethnicity was not related to attitudes 

toward AIDS-preventive behaviors; sexual status, however, 

was. Participants who had never had sex reported more 

favorable attitudes toward abstinence, and less favorable 

attitudes toward buying condoms and carrying them/keeping 

them close by than did participants who had had sex. 

In general, participants' attitudes toward preventive 

behaviors was relatively positive. There were differences 

in attitudes across behaviors, however. For example, 

participants who had had sex reported less favorable 

attitudes toward abstinence, buying condoms, and carrying 

them/keeping them close by than toward other preventive 

behaviors. Likewise, for participants who had never had 
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sex, attitudes were less favorable toward buying and 

carrying condoms than toward other behaviors. 

These findings suggest that Anglo and Hispanic college 

women have relatively unfavorable attitudes toward buying 

condoms and carrying them/keeping them close by. They may 

therefore rely on their male partners to supply condoms, 

which places them in a situation in which they have little 

control over their own protection. These results are 

consistent with previous studies that have found that women 

may be reluctant to purchase, keep, or use condoms (Holland 

et al., 1991; MacDonald et al., 1990; Sacco et al., 1993; 

Valdisseri, Arena et al., 1989). 

In response to the open-ended question regarding the 

positive aspects of engaging in AIDS-preventive behaviors, 

participants reported that one of the primary benefits to 

buying, carrying, and using condoms was being prepared to 

engage in safe sex, and protection from pregnancy and 

sexually transmitted diseases (including AIDS). Frequently 

cited benefits of other preventive behaviors included 

relationship benefits, and taking proactive steps within 

one's relationship to ensure safe sex. 

In response to the open-ended question regarding the 

negative aspects of engaging in AIDS-preventive behaviors, 

participants reported that the most negative aspects to 

buying, carrying, and using condoms were: concern about how 

others would view them; embarrassment and emotional 
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discomfort; and the decreased physical sensation/increased 

physical discomfort associated with condom use. These 

concerns have been cited by college students in previous 

research as reasons why they did not like to use condoms 

(Halstead et al. , 1990; Manning, Barrenberg, et al., 1989; 

Williams et al. , 1992). Relationship conflicts were the 

most frequently cited negative aspect of trying to talk to a 

partner about safe sex, persuading a partner to practice 

safer sex, and refusing to have unsafe sex altogether. 

These findings suggest that prevention efforts which 

focus on modifying college women's sexual behavior should 

address their concerns about buying, carrying, and using 

condoms. In doing so, these interventions could draw upon 

the fact that condom use is one of the primary methods of 

AIDS-protection, as the women in this study cited this fact 

as the most beneficial aspect of condoms. In regard to 

participants' concerns about the embarrassment and social 

issues involved in purchasing condoms, condom machines might 

be placed in women's dormitory restrooms, where women could 

buy condoms in a more private environment than a public 

store. 

It is also apparent that interpersonal issues play a 

central role in women's sexual behavior, and should 

therefore be included in behavioral interventions. For 

instance, participants consistently reported having concerns 

about the negative ramifications various AIDS-preventive 
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behaviors might have on their relationships. In light of 

this, it is likely that these women might benefit from 

interventions which address interpersonal and communication 

skills, thereby improving their ability (and/or their self-

efficacy regarding their ability) to affect behavioral 

change in their sexual relationships. Indeed, previous 

research has indicated that sexual communication skills are 

a crucial predictor of condom use (Catania et al., 1992; 

Rickert et al. , 1989; Valdisseri, Lyter, et al., 1989), and 

that women often acquiesce to their male partner's opinions 

and desires related to condom use (Holland et al., 1991) . 

Perceived Normative Support. In general, participants 

perceived relatively high levels of normative support for 

preventive behaviors. Support was not equal across 

behaviors, however. All participants, for example, reported 

less perceived support for buying condoms and carrying 

them/keeping them close by than for other behaviors. These 

findings suggest that, in addition to having unfavorable 

attitudes toward condoms, college women may perceive less 

social support for buying condoms and keeping them close by 

than for other preventive behaviors. This is an important 

finding, as social support has been found to be an important 

component of effective AIDS-preventive behavioral change 

with college women (Levine & Hobfoll, 1992) . 

Additional results indicated that sexual status was 

related to normative support. As such, participants who had 
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never had sex reported greater normative support for 

abstinence than did participants who had had sex, and less 

normative support for buying condoms and carrying 

them/keeping them close by. Ethnicity was not related to 

participants' perceived normative support. 

Participants reported that a variety of people and/or 

groups influenced their AIDS-preventive behavior. The most 

frequently cited source of influence was family. Other 

sources of influence included friends, boyfriends, and 

church/God. Although some researchers have suggested that 

the sexual behavior of Hispanic women may be particularly 

influenced by their religious beliefs (Cochran, 1989), this 

was not borne out by the current research. In fact, for 

participants who had engaged in sex, more Anglos reported 

church and God to be a significant source of influence than 

did Hispanics. 

These findings suggest that AIDS-prevention 

interventions should consider the influential role that the 

family (and for some women, religion) plays in the sexual 

behavior of both Hispanic and Anglo college women. For 

example, church organizations or dormitories could be 

utilized to organize AIDS-prevention informational programs 

or discussion groups with college women and their parents or 

other family members. 

Tntentions. In general, participants appeared to have 

relatively strong intentions to engage in AIDS-preventive 
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behaviors. However, attitudes were not equal across 

behaviors. Participants who had had sex, for instance, 

reported weaker intentions to abstain from sex, buy condoms, 

and carry condoms, than their intentions to engage in other 

behaviors. Likewise, for participants who had never had 

sex, intentions to buy condoms and carry condoms were weaker 

than their intentions to engage in other behaviors. Thus, 

it appears that college women may have relatively weak 

intentions to buy or carry condoms. This finding is not 

surprising, as according to the 1MB model, intentions are a 

function of social norms and attitudes, which were also weak 

for buying and carrying condoms. 

In other findings, sexual status was significantly 

related to intentions, such that participants who had never 

had sex demonstrated greater intentions to abstain from sex, 

persuade a partner to practice safe sex, and use condoms 

than participants who had had sex. They also reported 

weaker intentions to buy condoms and carry condoms/keep them 

close by than did participants who had had sex. For the 

most part, these findings make intuitive sense. Although it 

may at first appear strange that participants who had never 

had sex reported greater intentions to persuade a partner to 

practice safer sex, and to use condoms than did participants 

who had had sex, it is likely that these participants were 

responding "as if" they were planning to have sex. As such, 

their responses were likely hypothetically based and may 
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therefore reflect naivete regarding the relative ease or 

difficulty of engaging in various preventive behaviors. 

As in previous analyses, ethnicity was not related to 

the strength of participants' intentions. 

Perceived Behavioral Ski 11 .g . Participants reported 

relatively high levels of self-efficacy for engaging in 

AIDS-preventive behaviors. Specifically, participants 

reported they would have minimal difficulty engaging in 

preventive behaviors, and that they would be fairly 

effective at doing so. Sexual status was related to 

perceived difficulty, such that women who had never had sex 

reported it would be more difficult for them to engage in 

AIDS-preventive behaviors than did participants who had had 

sex. Nonetheless, they felt they would be as effective at 

engaging in these behaviors as women who had had sex. 

Again, this may suggest naivete on the part of these 

participants regarding their ability to effectively engage 

in behaviors that would be difficult for them. This 

suggests that these participants' increased sense of 

difficulty may be due to a lack of experience with AIDS-

preventive behaviors rather than a belief that they could 

not perform them effectively. Ethnicity was not related to 

perceived difficulty or effectiveness. 

AIDS-Preventive Rehaviors. Results indicated that a 

large percentage of Anglo and Hispanic participants were 

engaging in sexual behavior that may place them at risk of 
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HIV infection. For example, mean scores for the Preparatory 

Behavior Scale suggest that participants were engaging in a 

relatively minimal degree of preparatory behavior, such as 

persuading a partner to practice safer sex, buying condoms, 

and keeping them close by. Mean scores on the Risk Behavior 

Scale suggest that participants were not using condoms 

consistently, or not at all. In fact, consistent condom use 

was rare. Altogether, a discouraging 37% of participants 

indicated they never or rarely used condoms. Unfortunately, 

these results are in line with previous investiga-tions 

which have indicated that many college students never, or 

inconsistently, use condoms (DiClemente et al. , 1990; 

MacDonald et al., 1990, Williams et al. , 1992). 

Participants with multiple partners were the least likely to 

use condoms consistently, which is a finding that has 

likewise been reported in previous research findings 

(Catania et al., 1992). 

This low rate of condom use cannot be entirely 

attributable to a lack of desire to use condoms, as 

approximately 3 8% of respondents reported they had not used 

a condom during sexual intercourse in the past six months 

although they wanted to. The reasons given by participants 

to explain this behavior included being swayed by competing 

interests (such as "heat of the moment"), not having a 

condom available, and a variety of interpersonal/social 

skill issues. For instance, one woman explained that she 
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did not use a condom because "I didn't know how to bring it 

up," and "it happened too suddenly." Another women 

reported, that in addition to not having a condom available, 

she was reluctant to discuss using a condom with her 

partner. Taken together, these findings underscore the need 

for behavioral interventions that target women to address 

the interpersonal factors inherent in negotiating condom 

use. Findings also illustrate the ramifications of women's 

negative attitudes toward buying and keeping condoms, as a 

significant percentage of participants indicated they would 

have used a condom had there been one available. 

There were some positive indications that participants 

were engaging in AIDS-preventive behaviors. The great 

majority of participants indicated they had discussed safe 

sex with a sexual partner in the past six months, and many 

had tried to persuade partners to engage in safer sex. 

Moreover, only five Hispanic and two Anglo participants 

reported engaging in anal sex. Yet despite this low 

incidence of anal sex, consistent condom use was reported by 

only one of these participants. 

For the most part, ethnicity was not significantly 

related to participants' level of preparatory behavior or 

risk behavior. There were a few behaviors, however, for 

which ethnic differences were apparent. A greater 

percentage of Anglo women than Hispanic women reported never 

purchasing condoms or keeping them someplace easily 
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available. This finding contradicts previous research that 

suggests young Hispanic women may use contraceptive methods 

at a lower rate than Anglos (Moore & Erickson, 1985). Other 

results indicated that more Hispanic women than Anglo women 

reported having had a HIV blood test during the past six 

months. These findings suggest that Hispanic women may be 

more likely to purchase and keep condoms, as well as to be 

tested for HIV. 

When asked what additional skills they might need 

and/or barriers they might face if they were begin to 

practice safer sex, approximately half of the participants 

responded they had no such need, or they did not answer the 

question. This could indicate that these women do not feel 

threatened by HIV infection, or perhaps have a great deal of 

confidence in their ability to protect themselves. For 

example, one participant maintained that she had no need of 

additional skills or information, as "I feel very educated 

about AIDS." Given the degree of risky sexual behavior 

reported by participants, however, it is likely that these 

participants may possess a false sense of invulnerability to 

AIDS, which is a phenomenon that has been noted to be common 

among college-aged heterosexuals (Maticka-Tyndale, 1992; 

Rosenthal & Shepherd, 1993; Williams et al. , 1992). 

Participants who responded to the question regarding 

additional skills they might need or barriers they might 

face if they were to practice safer sex indicated they would 
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need additional interpersonal and social skills, as well as 

increased discipline and will-power. For instance, one 

women replied, "I would need to be able to convince my 

boyfriend into wearing a condom," and another indicated she 

would need "skills to confront my partner." Concerns about 

condoms, such as not enjoying using them, worrying about how 

others would view them, and feeling embarrassed to buy them, 

were also cited as a significant barrier to safer sex. Once 

again, these findings underscore the need for behavioral 

interventions that focus on the potentially problematic 

interpersonal issues inherent in sexual behavior, as well as 

commonly reported condom concerns. 

A note should be added concerning the validity of 

participants' responses to a graphic sexual behavior 

questionnaire. Despite the personal nature of the 

questions, approximately 89% of participants indicated that 

they were either very or fairly comfortable answering the 

questions. Thus, there is reason to believe the veracity of 

the participants' responses were not influenced by the 

nature of the questionnaire. It is instructive to note that 

there were no ethnic differences in participants' degree of 

reported comfort with the questionnaire. This finding 

apparently contradicts the notion that the discussion of sex 

in the Hispanic community is surrounded by taboo and secrecy 

(Marin et al., 1993; Jiminez, 1987). 
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Acculturation. Hispanic participants demonstrated a 

high level of acculturation. (As a means of comparison, in 

a study conducted by Marin et al. [1987] which utilized the 

Acculturation Scale for Hispanics, female Hispanics 

obtained a mean score of 2.69.) Such high acculturation 

scores are not an unexpected finding, given that the 

participants were drawn from a college population. 

Additionally, because the level of acculturation was so 

high, and there was so little variance in acculturation 

levels among participants, it is perhaps not surprising that 

acculturation did not correlate significantly with any of 

the variables investigated in this study. 

In additional findings, Hispanic participants in this 

study demonstrated high levels of AIDS knowledge and low 

levels of misconceptions. These results are consonant with 

previous research in which high levels of acculturation were 

associated with lower levels of misconceptions among 

Hispanics (Flaskerud & Calvillo, 1991; Hu et al. , 1989; 

Marin & Marin, 1990) . The results of the current study 

underscore the importance of including acculturation in 

research studies with Hispanics, as it seems likely that if 

acculturation is strongly related to AIDS knowledge and 

misconceptions, it is likewise related to other important 

AIDS-relevant variables. 

pp-rceiyeri Risk. Participants in this study did not 

perceive themselves to be at much risk of becoming infected 
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with HIV. As might be expected, participants who had never 

had sex were significantly less concerned about their risk 

than were participants who had had sex. Yet it is 

interesting to note that although participants who had never 

had sex reported low levels of perceived AIDS risk, 

approximately 60% were unable to say that the thought of 

getting AIDS does not worry them. This fear of AIDS, 

despite their lack of sexual activity, indicates that these 

participants' feelings of vulnerability may be heightened by 

their knowledge of the nonsexual methods of HIV 

transmission. Alternatively, these women's concerns about 

AIDS could be a factor motivating them to remain sexually 

abstinent. 

In terms of participants who had had sex, an 

overwhelming 81% indicated that they definitely, or 

probably, did not feel they were currently at risk of 

getting AIDS. This percentage seems quite high in light of 

the degree of risky sexual behavior reported by a large 

percentage of participants. Nevertheless, these findings 

are in line with numerous other investigations which have 

reported low levels of perceived risk among similar 

populations (Ajdukovic & Adjukovic, 1991; Crawford, 1990; 

Ford, 1992; Mickler, 1993; Westerman & Davidson, 1993). 

As with previous findings, ethnicity was not a 

significant variable in this analysis. 
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Assessment of TMB Model For Hispanics, several 

important variables were correlated with AIDS-related 

behavior. Specifically, favorable attitudes toward 

preventive behaviors, strong intentions to engage in AIDS-

preventive behavior, and high levels of perceived 

effectiveness at engaging in these behaviors were all 

correlated with low levels of AIDS-risk behavior and high 

levels of preparatory behavior. 

For Anglo participants, however, the only significant 

relationship was between intentions and risk behavior, such 

that participants who reported greater intentions to engage 

in preventive behavior in the near future were less likely 

to have recently engaged in risky sexual behavior. Thus, 

the sexual behavior of Hispanic women was significantly 

related to their behavioral attitudes and intentions, and 

their perceived effectiveness at engaging in AIDS-preventive 

behaviors. For Anglo women, the only variable that 

significantly correlated with their sexual behavior was 

intentions. As such, although there were few ethnic 

differences in regard to attitudes, intentions, and 

perceived effectiveness per se, the relationships between 

these variables and sexual behavior appeared to differ for 

Hispanics and Anglos. 

Apparently, the 1MB model was a better fit in the 

current study for Hispanics than for Anglos. The reasons 

for this are not entirely clear, given the participants' 
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equality in regard to the variables that constitute the 1MB 

model. One possible explanation is that Hispanic 

participants responded to the questionnaire items with more 

consistency, which resulted in a more clearly defined 

relationship between the variables of interest and the 

sexual behavior indices. It is apparent that additional 

research is needed to elucidate the ethnic differences noted 

in the relationships between attitudes, intentions, and 

perceived effectiveness, and preparatory and risk behavior. 

Toward this end, it might be beneficial to utilize 

structural equation modeling with the 1MB model, using both 

Anglo and Hispanic college women as participants. 

In additional findings, the results of the current 

study indicated that the sexual behavior of neither Hispanic 

nor Anglo women were related to their perceived AIDS risk, 

AIDS knowledge, perceived difficulty of preventive 

behaviors, or perceived normative support. The fact that 

AIDS knowledge was unrelated to sexual behavior is not 

necessarily surprising, as similar findings have been 

reported throughout the literature (Gates & Bowen, 1989; 

DiClemente et al., Ford, 1992; Hernandez & Smith, 1990; 

McGuire et al. , 1992; Wulfert & Wan, 1993) . In terms of the 

correlation of other 1MB model variables with each other, it 

was determined that AIDS information and motivation were 

unrelated to each other. Furthermore, information was 

unrelated to behavioral skills. Thus, information concering 
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AIDS did not relate to participants' motivation to protect 

oneself from AIDS, or their feelings of self-efficacy for 

engaging in preventive behaviors. In terms of motivation, 

strong intentions to practice safe sex were correlated with 

lower perceived difficulty of engaging in preventive 

behaviors, but only for Anglo participants. For all 

participants, strong behavioral intentions and favorable 

attitudes were associated with strong feelings of effective

ness at engaging in preventive behavior. In other words, 

women who intended to engage in safe sex, and women who held 

positive attitudes towards preventive behaviors, were likely 

to report that they would be effective at engaging in these 

behaviors. 

In general, it appears that many of the proposed 

relationships between the 1MB model variables were not 

demonstrated by this study, with the exception of the 

correlation between motivation and behavioral skills, for 

which results were varied. It consequently seems apparent 

that in the current research the 1MB model did not fully fit 

this population of college women, particularly Anglo women. 

This may be due in part to the fact that most of the 

participants in the current study were involved in a close 

sexual relationship. Perhaps in these relationships the 

factors that influence sexual behavior are very different 

from those which influence sexual behavior in casual 

relationships. 
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This hypothesis is suggested by research which 

indicates that participants in a monogamous relationship 

tend to believe that monogamy, in and of itself, constitutes 

practicing safe sex (Williams et al., 1992). Evidence also 

exists that AIDS-preventive sex is practiced minimally by 

individuals who are in dating, or long-term relationships 

(Rosenthal & Shepherd, 1993). If this is in fact the case, 

for many of the participants in the current study, the 

monogamous, long-term status of their relationships may have 

superseded the importance of any of the other variables in 

regard to their sexual behavior. Following this line of 

reasoning, the 1MB model may not be as appropriate for the 

investigation of sexual behavior in close sexual relation

ships as for casual sexual relationships. Clearly, 

additional research will be needed in order to investigate 

this hypothesis. It should be noted that Fisher et 

al.(1992) and Fisher et al. (1994) did not report the dating 

status of their heterosexual participants with which their 

1MB model was utilized. It is therefore difficult to 

ascertain from their research the relative efficacy of the 

model in regard to dating status. 

T.imitatjnnc; nf the Study 

This study was limited in several ways. First, the 

researcher acknowledges that a large number of analyses were 

conducted with only a moderate adjustment in the 
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experimentwise alpha rate. The possibility of Type I errors 

therefore may raise some concern. While this risk was 

acknowledged at the outset, it was decided that due to the 

exploratory nature of the study, the available data should 

be explored fully and with adequate statistical power to 

detect real effects. As such, the results of this study 

should be considered in light of the possibility of inflated 

Type I errors. It is hoped that the findings of this study 

will be viewed as hypotheses, and be utilized to foster 

future research in this area. 

An additional limitation of this study has to do with 

sample size, as it also relates to power. Although this 

study was originally intended to focus on women who were 

sexually active, a significant percentage of the 

participants were not sexually active, yet were included in 

the study (Hispanic, 25%, Anglo, 3 8%). Thus, with four 

participant groups, the number of participants in each group 

was less than would have been maximally desirable. It is 

possible that additional effects would have been detected 

had the study included more participants. In a related 

issue, the participant groups of women who had had sex 

contained a great deal of diversity: women who were 

involved in close sexual relationships, those who were not, 

and women who had not had sexual intercourse in the past six 

months. This diversity may have introduced substantial 

variance into the analyses, thereby reducing power. 
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Methodological weaknesses of the study should also be 

mentioned. Although the attitude measures in this study had 

been utilized for similar purposes and with similar 

populations in previous research (Fisher & Fisher, 1992; 

Fisher et al., 1993), it was determined that the wording of 

some of the questions was confusing to the participants. 

For instance, the wording of some of the qualitative 

questions was apparently puzzling to some participants, who 

indicated their confusion with question marks or by giving 

obviously misguided answers. Additionally, it seems likely 

that the use of the words "good" and "bad" in the 

qualitative questions may have elicited value judgments from 

participants and thereby obscured the purpose of these 

questions. 

Another methodological limitation concerns the 

relatively low internal consistency of some of the measures 

(specifically, the Perceived Difficulty of AIDS Preventive 

Behaviors Scale, .60; the Behavioral Intentions for AIDS 

Prevention Scale, .63; and the Subjective Normative Support 

for AIDS Preventive Behaviors Scale, .60). The low alpha 

levels of these measures may have been due in part to the 

fact that they were shortened versions of original scales. 

An additional factor may have been that the current study's 

population included Hispanic participants, whereas the 

studies for which alpha levels were reported for these 

measures used only Anglo participants. 

107 



This study was also limited by the problems inherent in 

self-report measures, as well as the limitations involved in 

the use of undergraduate students who may not be highly 

motivated to invest effort into their responses. 

Furthermore, the majority of the Hispanic participants in 

this study indicated that their family originated from 

Mexico (67%) . The results of this study may therefore not 

be generalizable to other populations of Hispanic women. 

Conclusions and Suggestions for Future Research 

With few exceptions, the findings of this study did not 

reveal ethnic differences in the AIDS-related knowledge, 

attitudes, behavioral skills, or sexual behaviors of 

Hispanic and Anglo participants. This may be largely due to 

the fact that the Hispanic participants were highly 

acculturated college students. Given that previous research 

has demonstrated the importance of acculturation in 

Hispanics' AIDS-related knowledge, attitudes and behaviors 

(Flaskerud & Calvillo, 1991; Hu et al., 1989; Marin & Marin, 

1990; Marin et al., 1993), yet many studies do not include 

or report this variable, it is imperative that researchers 

begin to consistently include acculturation in their 

studies. 

In a related issue, the results of the current study do 

not support many of the traditional or stereotypical 

conceptualizations of Hispanics frequently noted in the 
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literature (Jiminez, 1987; Singer et al., 1990; Schilling et 

al., 1987; Medina, 1987; Padilla & Grady, 1987). Rather, 

this study supports the idea put forth by many researchers 

that traditional conceptualizations of Hispanic culture are 

not applicable in current society (Amaro, 1988; De La 

Cancela, 1989; Ford & Norris, 1991; Kline et al. , 1992; 

Vazquez-Nuttall et al., 1987). For instance, Amaro (1988) 

maintains that conceptualizations of Hispanic women as 

passive, subordinate to men, and inordinately self-

sacrificing are based on clinical samples, or fail to 

consider factors such as education, socioeconomic and 

acculturation levels, and urban versus rural distinctions. 

The further investigation of hypotheses such as this will 

only be possible if additional research studies begin to 

include Hispanics who are highly acculturated and educated, 

a population which has been largely ignored thus far. 

Overall, participants demonstrated high levels of AIDS 

knowledge, and low level of misconceptions. There was some 

evidence that Hispanic women may be less knowledgeable 

regarding AIDS transmission routes than Anglo women, but 

only among women who had had sex, and only when knowledge 

was assessed qualitatively. This finding is inconclusive, 

and should be pursued in future research. 

In terms of sexual behavior, participants reported 

engaging in behaviors which might place them at risk of 

AIDS, such as infrequent or no condom use. Nevertheless, 
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participants reported feeling minimally at risk of HIV 

infection. This suggests that in order to be effective, 

intervention efforts with college women will need to address 

their perceptions of invulnerability to AIDS. Equally 

importantly, the perceived invulnerability that may be 

associated with long-term, monogamous relationships will 

need to be addressed, particularly in light of the fact that 

sexual infidelity in these relationships has been shown to 

be somewhat common (Stebleton & Rothenberger, 1993). 

Participants demonstrated fairly positive attitudes 

towards preventive behaviors, strong intentions to engage in 

preventive behaviors, and high levels of perceived normative 

support for engaging in these behaviors. The consistent 

exception to these findings was for buying and 

carrying/keeping condoms close by, for which participants 

reported less favorable attitudes, weaker intentions, and 

less normative support. Likewise, although participants 

reported engaging in some preventive behaviors, such as 

talking to a partner about safe sex before having sex with 

them, resistance toward buying, carrying, and using condoms 

was high. 

It is apparent that intervention efforts with college-

age women will need to address their concerns in regard to 

condoms, which include embarrassment associated with buying 

condoms, concern about how other people will view them for 

buying and carrying condoms, the decreased physical 
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sensation associated with condoms, and difficulty 

negotiating the interpersonal aspects of condom use. The 

results of this study also suggest that intervention efforts 

which attend to the role of participants' families might be 

particularly beneficial, as many participants reported their 

family to be a primary influence in their sexual behavior. 

This seems especially true, as participants reported lower 

levels of normative support for buying and carrying condoms 

than for any other preventive behaviors. As such, women may 

be influenced to not buy or carry condoms by their 

perceptions that their families are not very supportive of 

condoms. 

Participants reported relatively high levels of self-

efficacy for engaging in AIDS-preventive behaviors. 

Nevertheless, as in previous research, (Catania et al., 

1992; Holland et al., 1991; Rickert et al. , 1989; 

Valdisseri, Lyter, et al., 1989), a consistent finding of 

this investigation was that interpersonal issues are a key 

factor in the sexual behavior of college-age women. This 

may suggest that, at least in the area of interpersonal 

negotiation skills, women's self-efficacy is somewhat 

lacking. Moreover, when asked what additional skills they 

might need in order to practice safer sex, participants 

frequently mentioned increased interpersonal or communica

tion skills. It therefore seems apparent that in order to 

be maximally effective, intervention efforts with 
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college-age women must attend to the interpersonal issues 

inherent in this population's sexual behavior. 

As might be expected, consistent differences were noted 

in AIDS-related knowledge, motivation, and behavioral skills 

for women who had never engaged in sexual intercourse 

compared to those who had engaged in sexual intercourse. 

This finding makes intuitive sense, yet underscores the 

importance of conducting separate research studies for women 

who have had sex versus those who have not, as they are 

obviously distinctly different populations. 

In terms of the 1MB model, the results of the current 

study suggest the need for increased research on the 

efficacy of the model with college-age Hispanic and Anglo 

women. There is some reason to believe that this model may 

better fit Hispanic women than Anglo women, although the 

reasons for this are not clear. 
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APPENDIX A 

EXTENDED LITERATURE REVIEW 

Since its discovery in 1981, Acquired Immunodeficiency 

Syndrome (AIDS) has quickly become a disease of devastating 

proportions. The number of reported cases of AIDS and human 

immunodeficiency virus (HIV) infection is alarmingly high. 

The World Health Organization (WHO, 1993) reports that over 

fourteen million people worldwide are infected with HIV. In 

the United States, approximately 339,000 people have been 

diagnosed with AIDS (CDC, 1993), and another 1.5 to 2 

million people are believed to be infected with HIV (CDC, 

1992) . 

AIDS is an illness of enormous impact to American 

society, often striking people in their prime, most 

productive years (Basen-Enquist, 1992). For example, as of 

1991, AIDS was the second leading cause of death among 

American men ages 18 to 44, and the sixth leading cause of 

death among women in this age bracket (CDC, 1992) . By the 

end of 1992, more than 250,000 Americans had developed AIDS 

and more than 170,000 had died--nearly three times more 

Americans than those who died in the Vietnam War (CDC, 

1994b). 

Unfortunately, attempts to control or manage this 

epidemic have thus far been only marginally effective. 

Rather, despite years of effort to prevent the further 
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spread of HIV and AIDS, discouragingly little change in 

preventive behaviors (e.g., condom use) has been evidenced 

in targeted populations, with the exception of some changes 

which have been reported in the male homosexual population 

(Becker & Joseph, 1988; Kelly & St. Lawrence, 1990; Kelly & 

Murphy, 1992; Poppen & Reisen, 1994) and intravenous drug 

users (IDUs) (Des Jarlais et al., 1990). For instance, 

although the percentage of reported AIDS cases among 

homosexual and bisexual men decreased from 1993 to 1994, 

percentages increased for women, blacks, Hispanics, and 

persons in the South and Northeast (CDC, 1995b). 

Even in populations in which there has been a noted 

increase in AIDS-preventive behaviors, evidence suggests 

that the likelihood of relapse to unsafe or inconsistent sex 

is discouragingly high (Ehrhardt et al., 1991; Kelly & 

Murphy, 1992). Numerous investigators have reported that 

relapse occurs in 20-45% of gay men (Ekstrand & Coates, 

1990; Kelly et al., 1990), and risk behavior levels remain 

high among gay populations in small towns which have not yet 

been significantly impacted by AIDS (Ekstrand & Coates, 

1990; Kelly et al., 1990). Overall, it seems apparent that 

thus far, prevention efforts have not succeeded in halting 

the proliferation of this deadly disease. 

In response to this situation, there have recently been 

numerous appeals in the psychological and health field 

literature for increased efforts to prevent the further 
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spread of AIDS (Fisher & Fisher, 1992; Fisher et al. , 1994; 

Kelly et al., 1993; Wulfert & Wan, 1993). With no cure for 

AIDS in sight, these preventive efforts must focus on 

promoting behavioral change in people at risk for becoming 

infected with HIV. Because AIDS is a disease spread largely 

through specific behaviors, such as unprotected sexual 

activity and intravenous drug use, if these high-risk 

behaviors can be reduced, the number of new HIV infection 

cases can be controlled (Fisher et al., 1994; Kelly & 

Murphy, 1992; O'Keeffe et al., 1990). 

Most prevention efforts to date have focused on 

educating high-risk populations about AIDS and the behaviors 

which place people at risk (Gates & Bowen, 1989; Gostin, 

1989) . This genre of interventions has unfortunately been 

minimally successful, as there is strong evidence that 

knowledge of AIDS and its transmission routes is 

insufficient to produce long-term behavioral change (Gates & 

Bowen, 1989; MacDonald et al., 1990; Manning et al., 1989; 

Morin, 1988; Rickert et al., 1989; Valdisseri et al., 1987). 

Rather, it appears that complex dynamics and diverse social, 

interpersonal and psychological factors underlie sexual 

behavior and therefore its modification. Thus, it seems 

abundantly clear that in order to be effective, AIDS-

prevention efforts must be planned with care and 

forethought, and can perhaps best be guided by an 
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understanding of the flaws and limitations of previous 

interventions. 

A primary criticism of existing prevention efforts is 

that for the most part, they have not been grounded in 

theory, but have instead been based on intuition, trial and 

error, and common sense (Kelly & Murphy, 1992; O'Keefe et 

al., 1990). While this is somewhat understandable given the 

urgent priority which has been placed on AIDS prevention, 

many authors argue that this type of approach is inadequate 

and ineffective (Fisher & Fisher, 1992; Kelly & Murphy, 

1992). These researchers maintain that AIDS prevention 

efforts should be theory driven. Kelly and Murphy (1992) 

specifically suggest that established theories such as 

Bandura's (1977) cognitive-social learning theory and Ajzen 

& Fishbein's (1980) Theory of Reasoned Action be utilized to 

develop prevention strategies. Fisher and Fisher (1992) 

likewise adhere to the belief that AIDS-prevention must be 

theory based. Towards this end, they have developed a 

theory-driven model which they propose can be effectively 

used to formulate, implement, and critique AIDS 

interventions. The methodology of the current research was 

based largely on their conceptual model, which is detailed 

in the following section. 
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Theoretical Framework 

As a precursor to the development of their AIDS-

prevention model, Fisher and Fisher (1992) recently 

conducted an extensive review of the AIDS-risk-reduction 

literature on interventions targeting risky sexual behavior. 

The authors drew several conclusions from this review. 

First, they found that although the need for conceptually 

based interventions has been repeatedly emphasized, most 

interventions "have been based upon an informal blend of 

logic and practical experience" (Fisher & Fisher, 1992, p. 

463) . Furthermore, although many researchers stress the 

importance of designing interventions around the specific 

needs of particular target groups, elicitation research to 

formulate group-appropriate intervention strategies is 

uncommon. Nevertheless, interventions which are based upon 

elicitation research seem to be more effective than those 

that are not similarly based. (The term elicitation refers 

to the use of techniques that allow individuals to provide 

information to the investigators in a manner in which there 

are no correct answers, and no prompts or ready choices are 

given them. In other words, elicitation research involves 

the use of open-ended, unstructured measures rather than 

relying solely on quantitative measures. Fisher and Fisher 

[1992] maintain that the use of such measures provides 

greater validity to research whose goal is to determine what 

AIDS-relevant information, knowledge, and behavioral skills 
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are spontaneously accessible to subjects in a given 

population of interest, and thereby gain an understanding of 

the deficits which exist in these areas and should be 

targeted in interventions.) Finally, interventions which 

emphasize AIDS-risk-reduction information, behavioral 

skills, and motivation tend to have an increased impact. As 

such, Fisher and Fisher (1992) concluded from their 

literature review that interventions which are likely to 

promote AIDS-preventive behavioral change are those which 

"are conceptually based and group specific and that focus on 

providing AIDS-risk-reduction information, motivation, and 

behavioral skills" (p. 463). 

To facilitate the development and implementation of 

effective AIDS-risk-reduction interventions, Fisher and 

Fisher (1992) have proposed a model for evaluating and 

promoting AIDS-relevant behavior change in any population of 

interest. Their model is highly conceptual, generalizable, 

and based upon a thorough review of the literature (Fisher & 

Fisher, 1992, 1993). This model holds that there are three 

integral determinants of AIDS-risk reduction: information 

(regarding modes of AIDS transmission and preventive 

behaviors), motivation (to change AIDS-risk behaviors), and 

behavioral skills (for performing preventive behavior). It 

is postulated that information and motivation work primarily 

through AIDS-risk-reduction behavioral skills to affect 

behavioral change. In essence, information and motivation, 
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which are regarded as largely independent constructs in this 

model, activate behavioral skills to bring about behavior 

change. 

Fisher and Fisher (1993) note that although other 

authors have addressed information, motivation, and 

behavioral skills in a fairly integrative fashion (e.g., 

Coates, 1990; Miller, Turner, & Moses, 1990; Winett, Altman, 

& King, 1990), their model is the first to: identify 

specific content that is important to each of these 

constructs; detail specific relationships among these 

constructs; and propose methods for applying an information, 

motivation, behavioral skills conceptualization to the 

design and implementation of AIDS risk-reduction 

interventions. 

The information-motivation-behavioral skills (1MB) 

model incorporates aspects of several of the key theories 

which are currently used to explain AIDS-risk and AIDS-

preventive behavior. AIDS-information, or knowledge, is 

widely recognized as an important component of any theory 

which attempts to explain AIDS-related sexual behavior. 

Numerous studies have investigated the relationship between 

AIDS-knowledge and AIDS-preventive behaviors. The bulk of 

these investigations, however, indicate that the 

relationship between AIDS-related knowledge and preventive 

behavior is minimal or inconsistent. 
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Fisher and Fisher (1992) concluded from a review of 

this literature that AIDS-knowledge is a necessary but 

insufficient component of AIDS-preventive behavior, and that 

AIDS-knowledge has been utilized inappropriately in most 

research studies. They argue that the majority of 

investigations which have included AIDS-knowledge have done 

so ineffectively; most researchers measure AIDS-related 

knowledge in a closed-ended fashion, and include questions 

that are irrelevant to sexual behavior, such as the 

definition of a T cell. In contrast, Fisher and Fisher 

(1992) maintain that behaviorally relevant AIDS-knowledge 

should be assessed in part through open-ended elicitation 

questions. In this way, prevention efforts can utilize the 

construct of knowledge in a maximally effective fashion, by 

targeting the specific knowledge gaps which exist in a given 

population. Thus, Fisher and Fisher's (1992) model of AIDS-

prevention utilizes a variable common to most AIDS-

prevention theories, (knowledge), but in a different 

fashion. 

The construct of motivation is based upon Fishbein and 

Ajzen's Theory of Reasoned Action (Ajzen & Fishbein, 1980; 

Fishbein & Ajzen, 1975), which, in Fisher and Fisher's 

opinion (1992), incorporates all of the various motivational 

elements discussed in the literature which affect AIDS-risk 

behavior. According to this theory, a person's AIDS-

preventive behavior is a result of his or her behavioral 
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intentions. Behavioral intentions are thought to be a 

function of two factors that affect motivation to act: an 

individual's attitude toward performing the act, and his or 

her perception of what peers or significant others think 

about whether the individual should engage in the behavior 

in question (perceived social norms). 

Further, a person's attitude towards performing an act 

is affected by his or her beliefs regarding the consequences 

of performing the act, as well as the person's assessment of 

these consequences (Ajzen & Fishbein, 1980; Fishbein & 

Ajzen, 1975) . Fishbein and Middlestadt (1989) maintain that 

the relative influence of the attitudinal and normative 

components will vary from population to population, and from 

behavior to behavior. As such, an individual's intention to 

perform one type of preventive behavior may be more affected 

by his or her attitudes than by social norms, yet the 

reverse might apply for a different behavior. 

The 1MB model assumes that Health Belief Model 

(Rosenstock, 1974) factors such as an individual's perceived 

risk of HIV infection, and the perceived costs and benefits 

of HIV prevention, are subsumed by the Theory of Reasoned 

Action's constructs of attitudes and social norms (Fisher & 

Fisher, 1994) . (The current researcher agrees that the 

Health Belief Model's "perceived costs and benefits of HIV 

prevention" is so conceptually similar to the Theory of 

Reasoned Action's "perceived consequences of HIV prevention 
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and the appraisal of those consequences" that these two 

constructs can be easily interchanged. However, the current 

researcher does not agree that "perceived risk" is 

necessarily accounted for by the Theory of Reasoned Action. 

As there is evidence that this factor may play a significant 

role in AIDS-preventive behavior, it seems important that it 

be assessed overtly. The current research therefore 

measured this factor directly.) 

The Theory of Reasoned Action asserts that it is 

critical to assess, through elicitation research, the 

population members' beliefs and perceptions of social norms 

associated with AIDS-preventive behaviors, as well as their 

attitudes towards performing such behaviors. This type of 

assessment will help to identify the particular beliefs and 

social norms that are important for AIDS-preventive behavior 

in a given population (Fishbein & Ajzen, 1975). 

The 1MB model incorporates Bandura's social-cognitive 

concept of self-efficacy into its behavioral skills 

construct. Bandura (1977) asserts that in order to engage 

in a particular behavior, one must not only be able to 

successfully execute the behavior, but must also be 

confident in his or her ability to engage in the behavior. 

Equally importantly, a person must believe in his or her 

ability to exercise personal control by engaging in 

behaviors that will produce desired outcomes. In other 

words, in addition to having confidence in one's ability to 
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engage in preventive sexual behaviors, it is necessary to 

believe that engaging in the behavior is worthwhile and will 

in fact assure AIDS protection. As such, it has been 

postulated that many self-report measures of whether people 

possess specific AIDS-preventive behavior skills actually 

measure subjects' self-efficacy regarding their ability to 

engage in these behaviors, as well as their belief regarding 

the relative efficacy of these behaviors (Bandura, 1990; 

Fisher & Fisher, 1992; O'Leary et al., 1992). 

The constructs of information, motivation, and 

behavioral skills contained in the 1MB model are held to be 

highly generalizable determinants of AIDS-preventive 

behavior in any population. Still, Fisher and Fisher (1992) 

assert that each of these constructs should include content 

that is specific to particular populations of interest, 

which may vary across populations. AIDS-preventive 

behavioral skills that are pertinent for men, for instance, 

may be different than those which are important for women. 

Each construct in the 1MB model has been shown to be an 

important predictor of AIDS-preventive behavior both for gay 

men and heterosexual college students (Fisher et al. , 1994; 

Fisher & Fisher, 1992) . Deficits in any of these construct 

areas is therefore predicted to decrease the likelihood that 

an individual will practice preventive behavior. Thus, it 

is important that prevention efforts be based upon 
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elicitation research that addresses each of these constructs 

in a given population. 

Fisher and Fisher (1992) suggest that their 1MB model 

be used in a three-step process to promote AIDS-preventive 

behavioral change. The first phase of the research process 

involves conducting elicitation research with the population 

of interest in order to identify the population's degree of 

AIDS-risk-reduction knowledge, the factors that affect 

motivation to reduce AIDS risk, and the population's AIDS-

preventive behavioral skills. 

In the second stage of the research process, an 

appropriate intervention is implemented that targets the 

population of interest's deficit areas which were revealed 

by the elicitation research. Specifically, an intervention 

is designed that attempts to produce beneficial changes in a 

population's AIDS-related knowledge, their motivation to 

practice AIDS-prevention, and/or their AIDS-preventive 

behavioral skills. Lastly, the intervention should be 

evaluated in a methodologically appropriate manner to 

determine whether the intervention has been effective in 

making the desired changes in multiple indicators of 

knowledge, motivation, and/or behavioral skills. 

The current study utilized elicitation research, as 

proposed by Fisher and Fisher (1992), with Hispanic and 

Anglo heterosexual college women, population whose various 

characteristics may place them at risk of HIV infection. 
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Additionally, qualitative and quantitative measures were 

employed to assess participants' AIDS-related knowledge, 

motivation, and behavioral skills, as designated by the 1MB 

model. The following review of the literature will discuss 

the various populations (e.g., heterosexuals, college 

students, Hispanics, and women) relevant to this study which 

have been designated as being at particular risk of HIV 

infection. The review will highlight those studies which 

have focused on the constructs of the 1MB model: AIDS-

related information, motivation and behavioral skills. 

Populations at Risk 

Although AIDS has been especially prevalent in certain 

populations, such as gay men and intravenous drug users 

(IDUs), there are many other at-risk populations which are 

in need of additional research and intervention efforts. 

This study's participants represented a combination of 

several of these populations, each of which will be 

discussed individually in the following review. 

Heterosexuals. Recent evidence suggests that 

heterosexuals are at increasing risk of becoming infected 

with HIV. Data indicate that HIV is becoming more prevalent 

among heterosexual non-IDUs in American inner cities, and in 

populations with high rates of drug abuse and sexually 

transmitted diseases (McCray & Onorato, 1992; Quinn et al., 

1988). Additionally, from 1991 through 1992, individuals 
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with AIDS who were infected with HIV through heterosexual 

transmission comprised the largest proportionate increase in 

new AIDS cases in the United States (CDC, 1994a). It is 

notable that in 1993, AIDS cases attributable to 

heterosexual transmission increased 130 percent as compared 

to 1992 (CDC, 1994a). 

It is likely that these numbers will continue to 

increase, as many heterosexuals don't perceive themselves to 

be at risk for HIV infection (Crawford, 1990; Ford, 1992; 

Mickler, 1993; Mays & Cochran, 1988) and are therefore less 

likely to take measures to protect themselves from becoming 

infected with HIV (Poppen & Reisen, 1994). Although some 

behavioral change towards more AIDS-preventive measures has 

been noted among heterosexuals, the majority of sexually 

active heterosexuals report no change in their behavior. A 

study conducted by Melnick and her colleagues (1993) 

illustrates this trend. Urban heterosexuals ranging in ages 

21-40 were administered quantitative measures of AIDS-

related sexual behaviors, attitudes, and beliefs. The 

ethnic composition of the participants was approximately 60% 

Anglo-American and 40% Black. Forty-three percent of the 

sample reported having made at least one change in their 

sexual behavior in response to AIDS. The most frequently 

reported changes made by participants was being more 

selective regarding their sexual partners, and reducing 

their total number of partners. Disturbingly, the majority 
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of respondents reported no behavioral change (54%), and 

indicated they had had unprotected sex with more than one 

person in the previous year. Although this study reveals 

that some positive change has occurred in the sexual 

practices of heterosexuals, there is nonetheless cause for 

concern. Information regarding the specific methods which 

respondents utilized to select partners is not provided by 

this study; however, previous research has indicated that 

methods employed by young heterosexuals to select "safe" 

sexual partners are in fact ineffective and based on 

intuition rather than fact (Williams et al. , 1992). 

Infrequent and inconsistent condom use among 

heterosexuals contributes to the concern that this 

population is at risk of HIV infection. Catania et al. 

(1992) conducted interviews with heterosexual unmarried 

individuals who were randomly selected from households in 

San Francisco. The results indicated that of the entire 

sample, only 49 subjects reported always using condoms. The 

remaining 495 individuals reported that they sometimes or 

never used condoms. Alarmingly, those with multiple sexual 

partners were the least likely to report condom use. In 

terms of behavioral skills, additional findings suggest that 

sexual communication skills are a crucial predictor of 

condom use, a fact that has been corroborated by previous 

investigations (Rickert et al., 1989; Valdisseri, Lyter, et 

al., 1989). 
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Although the results of this study are quite robust and 

provide important information into the AIDS-related 

attitudes, beliefs and behaviors of heterosexuals, they are 

somewhat limited by the measures utilized. Specifically, 

all the measures were quantitative in nature, and most were 

comprised of 1-3 questions. Consequently, the findings do 

not provide information about the subjects' own perceptions 

about why they do or do not use condoms. Potentially 

valuable information may have been lost by the use of solely 

quantitative measures, and the relatively limited scope of 

the questions. 

Overall, existing research on the sexual behavior of 

heterosexuals suggests that although moderate behavior 

change has been noted, the majority of sexually active 

individuals in this population continue to engage in 

unprotected sex, or practice AIDS-preventive measures 

minimally and inconsistently. In light of the projected 

increase of AIDS cases in this group, it is apparent that in 

order to prevent the further spread of AIDS, behavior change 

must be effected among heterosexuals (Poppen & Reisen, 

1994) . 

n̂ -|-|oĝ  .qtudents. College students have also been 

identified as a population which is at risk of contracting 

HIV and AIDS (Ajdukovic & Ajdukovic, 1991; DiClemente et 

al., 1990; Moore & Rosenthal, 1991). Currently, the total 

number of college students infected with AIDS is relatively 
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low (Gayle et al. , 1990; Manning, Barenberg, et al., 1989). 

However, the actual number of college students presently 

diagnosed with AIDS may be an inaccurate estimate of this 

population's risk of HIV infection. To illustrate, as of 

October 1991, twenty percent of the AIDS cases reported to 

the U.S. Centers for Disease Control were among adults aged 

20-29 years old (CDC, 1991a). This figure appears 

relatively small compared to other high risk populations. 

Yet, due to the long latency period between HIV infection 

and the development of AIDS, an AIDS diagnosis typically 

occurs years after an individual is infected with HIV. It 

can therefore be inferred that many of these individuals 

were infected as mid to late adolescents (Ehrhardt et al., 

1991; Gayle & D'Angelo, 1991; Tucker & Cho, 1991). 

Consequently, numbers reflecting current levels of AIDS 

cases in college students may underestimate the prevalence 

of HIV infection in this population (Kelly & Murphy, 1992). 

Thus, existing data on AIDS and HIV in young adults suggest 

that HIV infection often occurs during the late adolescent 

and young adult years, therefore highlighting the need to 

target preventive efforts at college students. In the words 

of Ehrhardt et al. (1991, p. 27), "If our goal is primary 

prevention of STDs and HIV before infection has widely 

spread within a particular group, American adolescents are a 

natural target." 
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It is estimated that the prevalence of HIV infection 

and AIDS will continue to rise among heterosexuals, 

particularly among college students (CDC, 1992; Gayle et 

al., 1990; Tucker & Cho, 1991). The concern for this 

population in particular is based on the large number of 

potential risk factors typically noted among college 

students. It has been suggested, for example, that basic 

developmental factors contribute heavily to college 

students' risk of HIV infection. It is generally 

acknowledged that adolescents tend to possess a sense of 

invulnerability and immortality which may predispose them to 

minimize their personal risk of harm in general, including 

their risk of acquiring AIDS (Bowler et al., 1992; Ehrhardt 

et al., 1991; Elkind, 1984). This assertion has been 

supported by Weinstein (1980), who found that college 

students have a tendency towards unrealistic optimism, 

whereby they believe that negative events are much more 

likely to happen to their peers than to themselves. 

Likewise, Koop (1986) reports that young people do not 

perceive themselves to be at risk for disease in any form, 

which suggests this population feels a sense of 

invincibility over illness in general. 

This hypothesis is clearly supported by existing 

studies on the AIDS-risk behaviors of college students. It 

has been shown, for instance, that university students are 

likely to engage in potentially risky behavior, such as high 
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levels of sexual activity and sexual experimentation 

(DiClemente et al. , 1988; Hein, 1987; Hernadez & Smith, 

1990; Herold & Mewhinney, 1993; Moore & Rosenthal, 1991). 

College students also typically engage in high levels of 

drug and alcohol use, activities which correlate with unsafe 

sexual behavior (Bustamante, 1992; Butcher et al., 1991; 

Keller et al., 1991) . 

Along these lines, college students are likely to have 

multiple sexual partners (Herold & Mewhinney, 1993; 

McDermott et al. , 1987), which is a proven high-risk 

behavior. This sexual behavior of college students has been 

analyzed by Sorenson (1973), who found that among sexually 

active youth, two distinct patterns of sexual behavior 

existed. One pattern he termed the serial monogamist, in 

which an individual tended to have a history of monogamous, 

but short-term relationships. This sexual pattern is 

comparable to having multiple partners. The second pattern 

Sorenson termed the sexual adventurer; adolescents who fit 

this category generally had an average of 17 partners by the 

time they were 19 years old. 

Sorenson's research has received support from other 

investigations (Fisher & Misovich, 1990; Hernadez & Smith, 

1990), which indicate that heterosexual college students 

frequently report being in a monogamous relationship. The 

average duration of each relationship, however, is typically 

brief. Fisher and Misovich (1990) found, for instance, that 
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among college students who reported being in an exclusive 

sexual relationship, over one-third of these relationships 

had lasted less than six months. Taken together, these 

findings suggest that many college students have a false 

sense of invulnerability to AIDS because of their 

"monogamous" status, and possess limited awareness into the 

potentially risky nature of their dating patterns. This 

conclusion is echoed by Williams et al. (1992) whose 

research with college students suggests that college 

students assume that monogamy in and of itself constitutes 

practicing safe sex, even in the absence of knowledge of 

their sexual partner's HIV status. This finding is 

particularly disturbing in light of research that has found 

that, of college students involved in monogamous relation

ships, 36% of the men and 21% of the women reported being 

sexually unfaithful to their current partner or to any of 

their previous partners (Stebleton & Rothenberger, 1993). 

Although college students have thus far been minimally 

affected by AIDS, evidence exists that their behavioral 

patterns predispose them to sexually transmitted diseases in 

general, and therefore to AIDS. It is frequently noted, for 

instance, that college students are a population in which 

there are a relatively high number of sexually transmitted 

diseases (MacDonald et al., 1990; O'Keefe et al., 1990). 

Adolescents evidence higher rates of gonorrhea, chlamydia, 

syphilis, and pelvic inflammatory disease than any other age 

149 



group (Bell & Holmes, 1984). This finding suggests that 

STD-preventive behaviors are practiced minimally and or 

inconsistently by this population; consequently, there is a 

serious concern that college students are also at risk of 

contracting HIV. Indeed, numerous studies have been 

conducted with heterosexual college students that have 

confirmed that although college students are generally 

knowledgeable about AIDS, a large percentage are continuing 

to engage in unprotected sexual behavior (DiClemente et al., 

1990; Ford, 1992; Hernadez & Smith, 1990; MacDonald et al., 

1990; McGuire et al., 1992; Moore & Rosenthal, 1991; Wulfert 

Sc Wan, 1993) . In one of the largest studies on the sexual 

behavior, knowledge, and attitudes of heterosexual college 

students, DiClemente et al. (1990) surveyed students from 

geographically diverse college and university campuses 

across the United States. Students answered 71% of the 

items correctly on a quantitative measure of AIDS knowledge, 

indicating relatively high levels of knowledge about the 

transmission routes of AIDS. However, subjects were much 

less knowledgeable about casual transmission of AIDS, for 

which they reported high levels of misconceptions. 

Specifically, 98% of the students endorsed at least one of 

the items suggesting AIDS can be transmitted by activities 

such as kissing, sneezing, or drinking from the same glass 

as a person with AIDS. Similar findings regarding high 

knowledge levels and misconceptions about casual contagion 

150 



of AIDS among college students have been reported by other 

researchers (Carroll, 1991; Fisher & Misovich, 1990; 

Gottlieb, Vacalis, Palmer, & Conlon, 1988; Halstead et al., 

1990; Maticka-Tyndale, 1992; Manning, Balson, Barenberg, & 

Moore, 1989; McDemott et al. , 1987; McGuire et al. , 1992). 

DiClemente et al. (1990) further reported that 

students' AIDS knowledge levels were not correlated with 

their degree of AIDS-preventive behaviors. In fact, 

although some students reported having made behavior changes 

in response to AIDS, such as decreasing anal intercourse and 

their number of sexual partners, and increasing the use of 

condoms, the majority of the students had made no such 

changes. In terms of condom use, 37% of the sexually active 

students reported never using condoms; approximately 65% of 

the students used condoms less than half the time they had 

intercourse; and only 8% reported using condoms ever time 

they had sex. 

These results are corroborated by other investigations 

which have revealed that although some behavioral change 

among heterosexual college students in response to AIDS has 

been noted, it has occurred among only a minority of 

students, has been inconsistent, or has involved ineffectual 

and misguided changes (Crawford, 1990; Fisher & Misovich, 

1990; Ford, 1992; Halstead et al., 1990; MacDonald et al., 

1990; Maticka-Tyndale, 1992; Rosenthal & Shepherd, 1993; 

Williams et al. , 1992). Given that the majority of 
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heterosexual college students have not altered their sexual 

behavior in response to AIDS, it is not surprising to note 

the consistency with which university students, and 

adolescents in general, report that they do not perceive 

themselves to be at risk of becoming infected with AIDS 

(Ajdukovic & Ajdukovic, 1991; Crawford, 1990; Ford, 1992; 

Halstead et al. , 1990; Maticka-Tyndale, 1992; McGuire et 

al., 1992; Mickler, 1993; Moore & Rosenthal, 1991; Rosenthal 

Sc Shepherd, 1993; Westerman & Davidson, 1993; Williams et 

al., 1992) . 

Another factor which may enhance college student's 

perceptions of invulnerability to AIDS is that many students 

have misconceptions about the relative effectiveness of 

preventive behaviors (Halstead et al., 1990; Maticka-

Tyndale, 1992; Williams et al., 1992). Most AIDS-related 

studies fail to include measures of this type of knowledge, 

and focus instead on general knowledge about AIDS (i.e., 

what AIDS is, how it affects the body, and how it is 

generally transmitted). The distinction appears to be 

subtle, but significant. To illustrate, Halstead et al. 

(1990) conducted a study with college students in which they 

used both quantitative and qualitative measures of AIDS 

knowledge. The result of the quantitative measure of 

general AIDS knowledge revealed that students possessed a 

general knowledge of AIDS, felt they were highly 

knowledgeable about AIDS, and were practicing moderately 
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high levels of safe sex. Qualitative, open-ended questions 

revealed a much different picture. When asked to list as 

many safer sex behaviors as they could, 41% of the subjects 

listed at least one, and sometimes up to four, behaviors 

that were clearly unsafe in terms of HIV protection. These 

results indicate that the high levels of AIDS knowledge 

among college students reported in the literature is 

somewhat misleading, as many studies do not assess students' 

knowledge about preventive behaviors per se. 

With few exceptions, studies conducted on the AIDS-

relevant knowledge, attitudes, and behaviors of college 

students have utilized only quantitative measures. As 

stated previously, Fisher and Fisher (1992) and other 

authors (Halstead et al., 1990; Manning, Barrenberg et al., 

1989; Williams et al., 1992) maintain that this unilateral 

methodology limits the richness of the data that might 

otherwise be added by the use of qualitative measures. 

According to this line of reasoning, limiting the amount and 

type of information which participants can give researchers 

is unwise, given the complexity of the task of attempting to 

affect sexual behavior change in the era of AIDS. 

An excellent example of the type of unique information 

which can be uncovered with qualitative measures is offered 

by Williams et al. (1992). These researchers conducted 

focus groups with male and female college students to learn 

more about the dynamics underlying safe and unsafe sexual 
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behaviors within this population. The participants were 

asked to discuss their reasons for engaging in safe or 

unsafe sexual behaviors, and to include the contexts within 

which these behaviors occurred. The participants' 

discussions revealed a variety of unsettling findings. 

First, subjects tended to rely on inaccurate and well-

ingrained ideas to determine the degree of HIV-risk posed by 

potential partners. Specifically, they reported feeling 

safe (despite no knowledge of HIV-status) with individuals 

they knew or liked, who appeared healthy, were from smaller 

rather than larger towns, who did not dress provocatively, 

and who were older than a typical college student. 

Furthermore, the participants seemed quite confident of 

their ability to perceive the risk status of other people by 

using these strategies. 

Secondly, respondents did not perceive themselves to be 

at risk of HIV infection, regardless of the degree of risk 

inherent in their current sexual practices. Subjects' 

perception of minimal personal risk seemed to stem from a 

conceptualization of AIDS as a "gay disease" which did not 

affect heterosexual college students. In addition to low 

perceived risk, other reasons given by students for engaging 

in unprotected sexual intercourse included intoxication and 

"heat of the moment" carelessness. Lastly, the group 

discussions indicated that the subjects almost uniformly 

disliked using condoms for reasons of inconvenience. 
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decreased physical sensation, and fear that the use of 

condoms might be negatively perceived by a sexual partner. 

Similar concerns about condoms among college students have 

been found by other researchers (Halstead et al., 1990; 

Manning, Barrenberg, et al., 1989). 

In general, the existing AIDS-related research on 

college students is limited by an excessive focus on AIDS 

knowledge in this population, to the exclusion of other 

factors which are relevant to preventive sexual behavior, 

such as behavioral skills and motivational factors 

Women. Another population which has become a focus of 

concern for HIV infection is women. Recent data indicate 

that HIV has begun to disproportionately affect females 

(Ellerbrock et al., 1991; Quinn et al., 1988). National 

statistics reveal that between 1990 and 1991, AIDS cases 

among women increased seventeen percent, whereas for men the 

increase was four percent (Texas Department of Health, 

1993) . According to the CDC (1995a), the proportion of 

women among AIDS cases in adolescents and adults has 

increased steadily, from 7% in 1985 to 18% in 1994. 

Gwinn et al. (1991) reported that as many as 80,000 

women of childbearing age may be infected with HIV. The 

import of these statistics is magnified by the fact that 25-

35% of HIV-infected women transmit the virus to their babies 

during pregnancy or delivery. Consequently, the rising 

number women with AIDS and HIV-infection has resulted in 
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growing numbers of children diagnosed with HIV infection and 

AIDS (Ellerbrock et al., 1991). 

The mode of HIV transmission in women is substantially 

different than that for men. Among men, the large majority 

of AIDS cases are linked to homosexual activities (76%), 

whereas for women, there has been only four cases documented 

in which female-to-female transmission of the HIV virus is 

suspected (CDC, 1991a). A major route of HIV transmission 

for both men and women is IV drug use, which is listed as a 

primary or secondary risk factor in approximately 25% of 

male AIDS cases (Cochran, 1989). Likewise, IV drug use 

appears to be responsible for many of the AIDS cases among 

women, either directly or indirectly (Guinan & Hardy, 1987) . 

For example, almost half the women with AIDS are current or 

former IV drug users. And as many as two-thirds of the 

women who have contracted HIV through heterosexual means 

have done so by having intercourse with IV drug users 

(Guinan & Hardy, 1987). 

The transmission rate for women is also changing, with 

heterosexual transmission becoming much more common than in 

the past (Ehrhardt et al., 1992; Kline et al., 1992). In 

fact, the number of AIDS cases attributable to heterosexual 

infection increased 42% from 1990 to 1992 (CDC, 1994b). 

Heterosexual transmission accounts for more than 33% of all 

AIDS cases in women in the United States, whereas among men 

heterosexual contact is responsible for 2% of AIDS cases 

156 



(CDC, 1991c) . These figures indicate that different 

patterns of infection exist for women and men. Moreover, 

the number of women who are infected with HIV through 

heterosexual activity is projected to increase greatly over 

the next ten years (CDC, 1987; Guinan & Hardy, 1987). 

The number of women with AIDS represents only part of 

the problem, as it does not include women who are infected 

with HIV. Ellerbrock et al. (1991) report that although the 

current number of HIV-infected women is not known, HIV 

seroprevalence surveys indicate that the epidemiology of 

women who are infected with HIV, but do not yet have AIDS, 

is similar to that of women with AIDS. 

The increasing prevalence of heterosexually transmitted 

AIDS cases in women may be the result of several factors. 

Ellerbrock et al.(1991) report that: 

Since most IV drug users and virtually all hemophiliacs 
are men and some men with HIV infection acquired 
through sexual contact with other men are bisexual, 
women in the United States are currently at higher risk 
than men of encountering an HIV-infected heterosexual 
partner, (p. 2974) 

Additionally, studies of couples in which one partner is 

infected with HIV have shown that male to female HIV 

transmission is more efficient than female to male 

transmission (CDC, 1987; Padian, 1987; Padian, Shiboski, & 

Jewell, 1991). Consequently, women who engage in sex with a 

male HIV-infected partner are at greater risk of becoming 
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infected themselves than are men who engage in sex with an 

infected female partner. 

Women may be at increased risk of HIV infection due in 

part to their obvious limitations in controlling the use of 

condoms, the form of AIDS prevention most often encouraged 

in AIDS-preventive education and intervention studies. The 

use of a condom in a sexual encounter is, of course, 

ultimately controlled by the male partner. Consequently, 

women often have less control over the practice of AIDS-

preventive sex than do their male partners (Ehrhardt et al., 

1992; Sacco et al., 1993). Because condom use occurs in an 

interpersonal context, it frequently requires interpersonal 

sexual negotiation (Ehrhardt et al., 1991; Ehrhardt et al., 

1992; Freimuth et al., 1992; Holland et al. , 1991; Sacco et 

al., 1993). This is a skill which may be problematic for 

some females, as women typically have less power in 

relationships with men (Patton, 1987; Poppen & Reisen, 

1994) . This power differential may undermine the ability of 

women to demand condom use in sexual interactions (Ehrhardt, 

1992; Holland et al., 1991; Rosenthal et al., 1991). 

Certainly such inequity of power may be altered over 

time in committed, or long-term relationships. However, 

there is evidence that AIDS-preventive sex is practiced 

minimally by individuals who are in dating, or long-term 

relationships (Rosenthal & Shepherd, 1993; Williams et al., 

1992). This seems to be due to the common perception that a 
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person who an individual knows, loves, likes or trusts could 

not possibly give them AIDS (Fisher, J. D., personal com

munication, August, 1994). Thus, any benefits women may 

gain from the increased gender equity that may accompany a 

long-term relationship may be mitigated by this trend. 

In terms of research on women's AIDS-related knowledge, 

there is no evidence in the literature to suggest gender 

differences exist in knowledge about AIDS. Rather, among 

college students and other groups, relatively high levels of 

AIDS-related knowledge have been noted among both men and 

women (DiClemente et al., 1990; Fisher & Misovich, 1990). 

Nonetheless, several studies have revealed that miscon

ceptions regarding preventive behaviors and AIDS trans

mission routes continue to exist among both men and women 

(Flaskerud & Clavillo, 1991; Valdisseri, Arena, et al., 

1989; Williams et al., 1992). Valdisseri, Arena, et al. 

(1989), for instance, conducted a quantitative study of 

condom attitude and condom use in predominately Anglo-

American, single women recruited from contraceptive clinics. 

They report that 26% of the participants believed that 

Vaseline was the best lubricant for condoms, and 21% 

believed that the withdrawal method is as effective against 

HIV infection as are condoms. 

Research on factors which may influence women's 

motivation to practice AIDS-preventive behaviors have 

generally focused on women's attitudes towards condoms. 
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The results of this research have demonstrated that although 

women do report negative opinions about condoms, they often 

have more positive attitudes towards condoms than men 

(Herold & Mewhinney, 1993; Holland et al., 1991; Valdisseri 

et al. , 1987) . Yet despite having generally favorable 

attitudes towards condoms, women may be reluctant and 

resistant to purchasing and using them. An example of such 

research is offered by Sacco et al. (1993), who conducted 

two studies on gender differences in condom attitudes and 

condom use with college students. These studies involved 

male and female participants, 96% of whom were heterosexual. 

Quantitative measures were used which assessed intended and 

actual condom use, carrying and keeping condoms at home, and 

a variety of attitudes related to condom use as an AIDS-

preventive measure (i.e., effect on sexual experience, 

inhibition, interpersonal impact). 

Sacco et al. (1993) demonstrated that, in general, 

women had more favorable attitudes towards condoms than men. 

Women reported, however, being significantly more inhibited 

about buying and keeping condoms. In fact, the typical 

response from women to items which asked about the degree to 

which they currently purchase, keep, and/or carry condoms 

was "never" or "rarely." The authors conclude that, despite 

having somewhat more positive attitudes towards condoms than 

men, women only indirectly influence condom use. Because 

women are quite unlikely to purchase or carry condoms, in 
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order to protect themselves from the risk of HIV infection 

they must either abstain from engaging in sex, or persuade 

their male partner (who likely has less favorable attitudes 

towards condoms) to use condoms. 

A factor which has been shown to influence a person's 

motivation to practice AIDS-preventive sex is the social 

norms which exist within the person's peer group, and the 

individual's perception of the reaction which significant 

others and peers would have to a given AIDS-preventive 

behavior (Ajzen & Fishbein, 1980; Fishbein & Ajzen, 1975; 

Fisher & Fisher, 1992) As such, it is likely that a woman's 

sexual behavior will be influenced by her perception of her 

peers' sexual beliefs and attitudes. Research has shown 

that this is in fact the case. Valdisseri, Arena, et al. 

(1989) found that one of the best predictors for women not 

using condoms was low levels of reported peer acceptance of 

condom use, as well as the belief that men do not like using 

condoms. Holland et al. (1991) likewise assert that in 

their investigations, women report that they often acquiesce 

to their male partner's opinions and desires related to 

condom use. 

Perhaps the largest barrier women face to condom use is 

low self-efficacy for purchasing and initiating the use of 

condoms. Numerous studies have indicated that women report 

significantly more embarrassment about buying, carrying, and 

using condoms than do men (Holland et al., 1991; MacDonald 
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et al., 1990; Valdisseri, Arena, et al., 1989). This sense 

of embarrassment may seriously undermine women's ability to 

engage in the necessary behavioral skills to practice AIDS 

preventive sex. This point is illustrated by Holland et al. 

(1991) who conducted open-ended interviews with English 

women between the ages of 16 and 21. One of the predominant 

themes which emerged from the interviews was a pervasive 

feeling of embarrassment among the participants about 

negotiating condom use with a partner. This finding is in 

accord with the results of studies which indicate that the 

ability to communicate effectively and negotiate safe sex 

with a partner is a strong predictor of condom use (Catania 

et al., 1992; Rickert et al., 1989). Taken together, these 

findings highlight the importance of assessing the self-

efficacy and behavioral skill deficits of the individuals 

within a population of interest before designing and 

implementing AIDS prevention efforts. 

Overall, there is reason to believe that inhibitions 

regarding the purchase and use of condoms, as well as the 

negotiation of condom use with a partner, may all limit the 

degree to which women are able to protect themselves from 

HIV infection. It is also clear that gender differences 

exist in the pattern of HIV infection, in the various 

factors which affect motivation to engage in AIDS-preventive 

behaviors, and in the consequences of AIDS-risk behavior. 

In light of these differences, Ickovics and Rodin (1992) 
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conclude that the existing body of AIDS and HIV research, 

based largely on studies involving gay men, may be 

inadequate relative to the problems of women and HIV. 

In a related issue, as women's vulnerability to HIV and 

AIDS has increased, women have become a focus of prevention 

campaigns which promote condom use (Ehrhardt et al., 1991; 

Holland et al., 1990, 1991; Kline et al. , 1992). Yet these 

efforts have been criticized for their underlying assumption 

that women can control the use of condoms in their sexual 

interactions; many authors feel this stance disregards 

existing gender and sexual inequalities, particularly for 

minority women (Ehrhardt et al. , 1991; Holland et al. , 1990; 

Worth, 1990). 

Not surprisingly, one of the primary weaknesses in the 

literature on women and AIDS is simply the lack of studies 

which have been conducted on women. Overall, there are few 

studies which have studied women and men separately, or that 

have addressed gender issues and gender differences relative 

to AIDS. As a result, there is insufficient data on the 

AIDS-relevant knowledge levels, attitudes, motivational 

factors or behaviors of either men or women. Consequently, 

it is especially important for future studies on women to 

utilize research methods designed to gain a thorough 

understanding of the uniqueness of the issues facing women 

in this era of AIDS. 
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Hispanics. Substantial data indicate that HIV and AIDS 

are disproportionately affecting Hispanics. From 1989 to 

1990, Hispanic AIDS cases evidenced the largest 

proportionate increase (13.5%) compared to that of other 

racial or ethnic groups in the United States (CDC, 1991b). 

Statistics further reveal that in 1994, the AIDS case rate 

for Hispanics was at least 2-1/2 times higher than the case 

rate for Anglo-Americans; case rates for Hispanic women were 

more than 6 times higher than the case rates for Anglo women 

(CDC, 1995b). In fact, Hispanic women account for 2 0% of 

the total number of reported AIDS cases in women. The 

disproportionately higher case rate for Hispanics exists 

across HIV exposure categories, with the exception of cases 

associated with hemophilia. 

Furthermore, although Hispanics comprise 8% of the U.S. 

population, they represent 16% of documented AIDS cases 

(CDC, 1991c). HIV infection is currently the sixth leading 

cause of death among Hispanics, whereas it is not even 

represented among the top ten causes of death for Anglo-

Americans (CDC, 1993) . Seroprevalence surveys have 

indicated that HIV infection rates are also higher for 

Hispanics as compared to Anglo-Americans (CDC, 1990) . Data 

on civilian applicants for military service, for example, 

show a higher cumulative seroprevalence rate for Hispanics 

than for Anglo-Americans, Asians and Pacific Islanders, and 

Alaskan Natives and American Indians (CDC, 1990). Higher 
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seroprevalence rates in Hispanics have also been documented 

among entrants to the Job Corps, whose applicants range in 

ages from 16 to 21 years (CDC, 1990). 

The pattern of HIV transmission among Hispanics differs 

from that of Anglo-Americans. HIV transmission via 

injection drug use, heterosexual activity, and perinatal 

transmission are much more common for Hispanics than for 

Anglo-Americans, where the majority of reported AIDS cases 

are linked to male homosexual activities (Bakeman, Lumb, & 

Smith, 1986; CDC, 1991c). Data from the CDC (1991a) 

indicate that, as of July 1991, 76% of AIDS cases among 

Anglo-Americans involve male homosexual/bisexual contact, 8% 

involve injection drug use, and 2% involve heterosexual 

contact. Data for Hispanics reveal a much different 

profile: 40% of AIDS cases are accounted for by male 

homosexual/bisexual contact, 40% involve injection drug use, 

and 6% involve heterosexual contact. Additionally, 

perinatal transmission of HIV has accounted for 87% of 

pediatric AIDS cases among Hispanics, but only 62% of 

pediatric AIDS cases in Anglo-Americans. Altogether, these 

statistics indicate that although HIV transmission through 

male homosexual contact is a significant risk factor for 

Hispanics, intervention efforts with this population should 

focus to a greater extent than for Anglo-Americans, on 

intravenous drug users, sexually active heterosexuals, and 
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women of childbearing age (Jemmott & Jones, 1993; Singer et 

al., 1990) . 

The disproportionate impact of AIDS on Hispanics may be 

the result of a variety of factors. According to data from 

the Centers for Disease Control (1986, 1987), much of the 

difference between case rates for Hispanics and Anglo-

Americans can be accounted for by intravenous drug cases. 

To illustrate, as of 1987, the number of male Hispanic 

heterosexual AIDS patients using IV drugs per million was 

21.4 times the corresponding rate for Anglo-American men. 

Likewise, for Hispanic women with AIDS, the number of IV 

drug users was 11.2 times the rate for Anglo-American women 

(Bakeman, McCray, Lumb, Jackson, & Whitley, 1987; CDC, 

1987). Nevertheless, IV drug use does not account for all 

of the difference between the AIDS case rate for Hispanics 

and Anglo-Americans. A comparison of the HIV prevalence 

rate within the IV drug using population, for example, 

reveals that the rate for Hispanics is significantly higher 

than for Anglo-Americans, even when controlling for reported 

needle sharing (CDC, 1987). Additionally, Bakeman et al. 

(1987) report that even when IV drug users and heterosexuals 

are excluded, the case rate for Hispanic men is 1.6 times 

the rate for Anglo-American men. For women, the number of 

Hispanic AIDS cases, excluding heterosexuals and IV drug 

users, is 6.5 times the rate for Anglo-American women. 
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In actuality, it is not clear why minorities suffer 

from higher rates of STDs, including AIDS (Moran, 1989) . 

One fact that is incontrovertible is that poverty, which is 

more common among some minority groups than among Anglo-

Americans, and STD rates are positively correlated (Moran, 

1989; Singer et al., 1990). In light of this fact. Singer 

et al. (1990) maintained that there are significant societal 

factors which contribute to the disproportionate impact of 

AIDS on Hispanics. They asserted that due to Hispanics' 

lower socio-economic status and social class, they suffer 

disproportionately higher rates of infectious and parasitic 

diseases, and have a lower life expectancy and a higher 

prevalence of morbidity of all types compared to other 

subgroups in the U.S. They also noted that Hispanics are 

typically poorly reached and inadequately served by current 

health and prevention services (Amaro, 1988; Bruhn & 

Fuentes, 1977; Ruiz, 1985), which may increase the 

likelihood that Hispanics will become infected with HIV, and 

subsequently receive insufficient treatment for it. Singer 

et al. (1990, p. 74) stated that "collectively, these 

factors constitute the social context of the AIDS epidemic 

among Latinos and contribute directly to many of the special 

features of the disease in this population." 

It is clear that in light of the enormity and 

complexity of the challenge inherent in AIDS-prevention 

efforts for minorities, the existing knowledge base on AIDS 
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and Hispanics is inadequate. It is therefore imperative 

that research efforts on this populations' AIDS-related 

knowledge, motivation, and behavior skills are a top 

priority. To date, however, there are few studies on the 

sexual behavior and AIDS-related knowledge of Hispanics 

(Amaro, 1988; Catania et al., 1990; Cochran, 1989; Hu et 

al., 1989; Jemmott & Jones, 1993; Moran et al., 1989; Singer 

et al., 1990). This state of affairs stands in stark 

contrast to the large number of exhortations found 

throughout the literature for culturally specific and 

ethnically diverse research on issues relevant to AIDS 

(Amaro, 1988; Cochran, 1989; Fisher & Fisher, 1992; 

Friedman et al. , 1987; Moran et al. , 1989; Singer et al. , 

1990). 

Unfortunately, the few studies that do exist either 

fail to distinguish at all between the various Hispanic 

subgroups represented by the subjects, or they employ 

different definitions of the terms Hispanic and Latino and 

thereby utilize diverse Hispanic groups. It should be noted 

that persons identified by these terms may originate from 

Mexico, Cuba, Puerto Rico, Spain and other Central and 

South-American countries, and may therefore be characterized 

by distinct racial, political, economic, and historical 

differences (Amaro, 1988) . This trend of lumping Hispanics 

into one homogenous group is reflected in the national 

health data on AIDS and STDs which typically fails to make 
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distinctions among subgroups of Hispanics. Existing studies 

are consequently of limited generality and are often 

difficult to interpret meaningfully. 

A consistent finding which has emerged from this 

discordant literature is that a great deal of diversity 

exists between the various Hispanic subgroups in areas such 

as values, beliefs, acculturation levels, and knowledge 

(Amaro, 1988; Cochran, 1989; Ford & Norris, 1991; Singer et 

al., 1990). This fact underscores the need for thorough 

exploratory research to be conducted with particular 

Hispanic groups of interest before AIDS-prevention efforts 

are attempted within a particular population. This point 

has been stressed by numerous authors, who in their calls 

for cross-cultural research have specified that research on 

minorities should be sensitive to the diversity which exists 

within ethnic groups (Cochran, 1989; Flaskerud & Calvillo, 

1991) . 

By and large, however, researchers have not made 

distinctions between Hispanic subgroups. Accordingly, the 

current review of the literature on Hispanics and AIDS is 

comprised of research studies which do not share a common 

definition of Hispanic or Latino. Given the state of the 

literature, it would be potentially confusing and minimally 

beneficial to identify the various manner in which 

researchers utilize the terms Hispanic or Latino. Rather, 

the present literature review will employ the term Hispanic 
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as an umbrella term under which the various subgroups may 

fall. However, the current researcher maintains that future 

studies, including the proposed research, should specify the 

composition of Hispanic subgroups represented by the study's 

subjects. It is believed that this practice, in conjunction 

with an overall increase in the number of studies on 

Hispanics and AIDS, will help to elucidate the complex 

dynamics underlying the AIDS epidemic within this diverse 

population. Furthermore, because previous studies have 

demonstrated that acculturation level may be a critical 

component in the sexual behaviors and beliefs of Hispanics 

(Ford & Norris, 1991; Marin & Marin, 1990; Vasquez-Nuttall 

et al., 1987), this variable will be reported for all 

studies in which acculturation level is included. 

Currently, most of the literature on Hispanics has 

focused on their AIDS-related knowledge levels. Several of 

the existing studies have indicated that Hispanic 

adolescents are less knowledgeable about AIDS than are 

Anglo-American or African-American adolescents. DiClemente 

et al. (1988) collected data on the AIDS-related knowledge 

and attitudes of Anglo-American, African-American, and 

Hispanic high school students in San Francisco, using self-

report quantitative measures. The results of the study 

indicated that a larger proportion of Anglo-American 

adolescents (71.7%) than Hispanic adolescents (58.3%) knew 

that condoms lowered the risk of sexually transmitted 
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diseases. This suggests that Hispanic high school students 

may be at greater risk of HIV infection due to insufficient 

knowledge about how to protect themselves from AIDS. It was 

also found that knowledge levels and perceived risk of 

contracting AIDS were inversely related. In other words, 

students who were the least informed about AIDS were the 

most likely to feel they were at risk of HIV infection. 

DiClemente et al. (1988) also found that Hispanic and Black 

students were more likely than Anglo-American students to 

believe that one could acquire AIDS through activities such 

as kissing, touching, or "being around" someone with AIDS. 

While this type of misconception might at first appear 

harmless. Singer et al. (1990) and Marin and Marin (1990) 

assert that one of the consequences of believing AIDS is 

transmitted through behaviors that are in fact quite safe is 

that less attention will be given to avoiding highly risky 

behaviors. 

Similar misconceptions and low knowledge levels have 

been noted among Hispanic adults, particularly among those 

who are less acculturated (Flaskerud & Calvillo, 1991; Hu et 

al., 1989; Marin & Marin, 1990). Marin and Marin (1990) 

conducted a telephone survey of Hispanics living in San 

Francisco; they found that less acculturated Hispanics were 

more likely to have misconceptions about AIDS transmission 

routes, even when education level was controlled. On a 

larger scale, in 1988 and 1990, National Health Surveys were 
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conducted which studied the AIDS-related knowledge, beliefs, 

and perceived risk of adults throughout the United States 

(Biddlecom & Hardy, 1991; Dawson & Hardy, 1989). 

Quantitative data were collected on subjects representing 

all regions of the United States. The results revealed that 

although there were few differences between Hispanics and 

non-Hispanics regarding general knowledge about AIDS and the 

major routes of HIV transmission, other important knowledge 

deficiencies existed among Hispanics, such as high levels of 

misconceptions about the casual transmission of HIV. 

The prevalence of such misconceptions has been 

documented by numerous investigators from various regions of 

the nation (DiClemente et al., 1988; Fairbank, Bregman, & 

Maullin, 1987; Flaskerud & Calvillo, 1991; Friedman, 1987; 

Marin, 1989; Marin & Marin, 1990). In a community-wide 

survey of Hispanics in San Francisco, for example, 

misconceptions regarding the possibility of acquiring AIDS 

from a drinking glass or a toilet seat were found to be 

prevalent. It is unsettling to note that 53% of adults 

interviewed for this survey said that they knew little or 

almost nothing about AIDS (Fairbank et al., 1987). The 

existence of such misconceptions and lack of knowledge are 

especially disturbing in light of existing evidence that 

many Hispanics think of AIDS as a Anglo-American, gay 

disease which does not threaten them or place them at risk 
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(Flaskerud & Calvillo, 1991; Hu et al., 1989; Mays & 

Cochran, 1988) . 

In addition to these results, several investigations 

have indicated that Hispanics, in addition to being less 

aware than non-Hispanics that condoms offer protection from 

HIV infection, are also less likely to believe in the 

effectiveness of condoms or monogamy (Biddlecom & Hardy, 

1991; Dawson & Hardy, 1989; DiClemente, et al. , 1988; 

Flaskerud & Calvillo, 1991; Hu et al., 1989). This finding 

is disturbing, as it has been demonstrated that an 

individual's attitudes towards AIDS-preventive behaviors 

affect his or her motivation to engage in those behaviors 

(Ajzen & Fishbein, 1980; Fisher & Fisher, 1992). The fact 

that these results have been consistent across regions of 

the United States, and have involved participants of various 

ages and socioeconomic levels, suggests that AIDS-related 

knowledge deficits and misconceptions among Hispanics are 

pervasive and may play a crucial role in the 

disproportionate impact that AIDS is having on this 

population. 

It is not clear why Hispanics have lower levels of 

knowledge and more misconceptions regarding AIDS relative to 

Anglo-Americans. De la Cancela (1989) postulates that this 

disparity most likely reflects ethnic differences in 

exposure to AIDS information, as well as the limited 

effectiveness of current AIDS educational materials and 
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programs with ethnic populations. This suggestion is 

supported by the results of an investigation conducted by Hu 

et al. (1989) in which 42% of Hispanic respondents, when 

asked whether they had ever received information about AIDS 

replied that they had not, or were not sure if they had, 

received such information. 

Another factor that might contribute to Hispanics' 

AIDS-related knowledge deficits is the taboo that reportedly 

surrounds the discussion of sex in the Hispanic community 

and within many traditional Hispanic families (Jiminez, 

1987; Marin et al., 1993; Pavich, 1986). In fact, Pavich 

(1986) notes that traditionally there has been no active sex 

education within Hispanic families, and that information 

regarding sex dispersed by the church and schools has been 

generally cautionary. 

In terms of AIDS-preventive behavior and condom use, 

there is some evidence that Hispanic men are less likely to 

use condoms than are non-Hispanic men. Catania et al. 

(1992) collected data on sexual behavior and condom use from 

unmarried individuals living in San Francisco. The 

participants ranged in age from 20 to 44 years, and lived in 

census tracts which were characterized by high levels of 

sexually transmitted diseases and admission to drug 

treatment programs. Results indicated that Hispanic women 

were less likely than Anglo-American women to have sexual 

partners who consistently used condoms. These findings are 
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consonant with other studies which indicate there is a 

pattern of minimal use of condoms among Hispanics (Mosher & 

Bachrach, 1986) . These findings suggest that Hispanic women 

are more likely than are Anglo-American women to have sexual 

partners who do not use condoms and are resistant to condom 

use. This factor may contribute significantly to the 

disproportionate impact that AIDS has on Hispanic women. 

Additional information on the use of condoms among 

Hispanic males has been contributed by Marin et al. (1993) 

who surveyed young, predominately unmarried Hispanic men 

about their condom use with secondary female sexual partners 

(partners other than their primary partner). Unlike most 

studies, this investigation made a distinction between 

primary and secondary partners, and included a brief measure 

of acculturation (based upon language items). Results 

indicated that men who were less acculturated had more 

positive attitudes towards condoms and were more likely to 

carry and use them as compared to more acculturated men. 

Surprisingly, 49% of the male subjects reported always using 

condoms with secondary partners in the 12 months before the 

study. This finding stands in contrast to previous studies 

that indicate that Hispanic men engage in low levels of 

condom use, and suggests the potential importance of 

distinguishing between primary and secondary sexual partners 

when assessing the sexual behavior of Hispanic men. 

Additional findings reveal that self-efficacy regarding 
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condom use, carrying condoms, and having friends who used 

condoms were all significant predictors of condom use among 

respondents. 

Hispanic Women. it has been hypothesized that 

traditional cultural values among Hispanics may place 

Hispanic women at increased risk of HIV infection. 

Traditionally, Hispanic men are afforded more respect and 

power in society than are women, who are expected to be 

passive, virginal and self-sacrificing (Pavich, 1986; Singer 

et al., 1990). According to these culturally based gender 

roles, women who attempt to initiate the use of condoms run 

the risk of being judged "loose," inappropriate, or overly 

interested in sex (Andrade, 1982; Mantell, Schinke, & 

Akabas, 1988; Worth, 1990). 

The term "machismo" encompasses many of the dynamics 

which underlie this gender disparity, and is often 

referenced as a key determinant in Hispanic sexual 

relationships which must be considered in any effective 

AIDS-related intervention (Schilling et al., 1987). In 

traditionally male-dominated Hispanic culture, machismo 

refers to expectations of masculinity which include, among 

other things, virility, pride, authoritarianism, prowess, 

and the right to exercise authority over females (Medina, 

1987; Zambrana, 1982). According to Pavich (1986), Hispanic 

men have historically been encouraged and expected to be 

sexually active beginning in adolescence, whereas women are 
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expected to be chaste. Women may receive little information 

regarding sexuality and contraception (Jiminez, 1987; 

Padilla & Grady, 1987) . Thus, as a result of these 

traditional values, Hispanic women may find themselves in a 

situation in which they are ill-prepared to make informed 

sexual decisions and practice AIDS-preventive measures. 

Another potential deterrent to the dissemination of 

contraceptive and AIDS-preventive knowledge in the Hispanic 

community is that the advocacy of condoms may directly 

conflict with Catholic doctrine and the traditional 

reluctance to discuss sexuality openly (Cochran, 1989). 

Several authors and researchers, however, have 

questioned the degree to which traditional 

conceptualizations of Hispanic culture are applicable in 

current society (Amaro, 1988; De La Cancela, 1989; Ford & 

Norris, 1991; Kline et al., 1992; Vazquez-Nuttall et al., 

1987) . Specifically, Amaro (1988) asserts that conceptuali

zations of Hispanic women as passive, subordinate to men, 

and inordinately self-sacrificing are based on clinical 

samples, or fail to consider factors such as education, 

socioeconomic and acculturation levels, and urban versus 

rural distinctions. This position has received some support 

by Kline et al. (1992) who conducted focus groups with 

Hispanic women (primarily in their early thirties) attending 

drug treatment centers. Group discussions reflected that 

these women did not espouse attitudes typical of traditional 
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Hispanic women, such as passivity and dependence. Likewise, 

the subjects reported retaining a substantial degree of 

power in their relationships with male partners with respect 

to sexual decision-making. Specifically, although the women 

reported barriers to condom use, such as a decrease in 

spontaneity and physical sensation, the inability to 

persuade their partner to use condoms was not reported as a 

significant problem. Kline et al. (1992) suggest that these 

subjects may have been uncharacteristic of the stereotypical 

Hispanic women in part because of their overall high level 

of acculturation. Likewise, they acknowledge that these 

findings may be unique to somewhat older women, and may 

therefore not represent younger or college-aged women. 

Unfortunately, studies such as this are uncommon. 

As the available research on the sexual behavior and 

attitudes of Hispanic females is sparse, it is difficult to 

make an informed appraisal of the current role of 

traditional values on Hispanic women. Articles which 

speculate and theorize on the various factors which may 

influence this population's sexual behavior far outweigh 

research studies which actually address these issues 

empirically. 

In a related area, some research on contraceptive 

knowledge and behavior indicates that Hispanic adolescents 

have less knowledge about birth control and use birth 

control less than Anglo-American adolescents. Moore and 
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Erickson (1985), in a quantitative study of 16-to 25-year-

old Hispanics, Anglo-Americans, African-American, and 

Asians, found that Hispanic males and females began engaging 

in sexual intercourse at a younger age (15.3 years) than did 

Anglo-Americans (16.2 years). Hispanics also knew signifi

cantly less about birth control than did Anglo-Americans or 

African-Americans. In addition, data on teenage pregnancy 

indicates that Hispanics may use contraceptive methods 

minimally, and at a lower rate than Anglo-Americans. For 

instance, the percentage of babies born to teenage mothers 

is substantially higher for Hispanics (39%) than for Anglo-

Americans (12%) (Ventura, 1987). These statistics raise 

concern that Hispanics are at increased risk of becoming 

infected with HIV due in part to low use of birth control 

methods such as condoms. 

Additional research on the contraceptive behavior and 

attitudes of Hispanic women is offered by Ehrhardt et al. 

(1992), some of the few researchers who have studied AIDS-

related issues in minorities. They conducted focus groups 

with heterosexual Hispanic and African-American women, ages 

19 to 45 years, in which participants were asked to discuss 

contraception, their perceptions of their own risk of HIV 

infection, and their experiences negotiating condom use with 

their male partners. These discussions revealed that 

barriers to HIV-preventive sexual behavior faced by these 

women included: low perceived risk of HIV infection. 
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especially for women in long-term or committed relation

ships; negative attitudes about condoms among the female 

participants and their partners; and difficulties experi

enced by the subjects in their attempts to negotiate sexual 

behavior with their partners. Women consistently reported 

that their male partners refused to wear condoms, despite 

their efforts to persuade them to do so. 

Another common issue in negotiating condom use was the 

fear that for a woman to ask her partner to wear a condom 

implied that she was questioning his fidelity, which might 

elicit an angry or rejecting reaction from him. In general, 

the researchers concluded that for many Hispanic women, 

negotiating condom use is an insurmountable barrier which 

requires the contradiction of ingrained gender and cultural 

expectations and norms. In terms of AIDS-knowledge, 

quantitative questionnaires revealed that participants 

possessed fairly high levels of knowledge about AIDS. 

A similar study was undertaken by Flaskerud and 

Calvillo (1991), who also used focus groups to interview 

low-income Hispanic women about their beliefs about AIDS. 

They found that although subjects were generally 

knowledgeable about AIDS transmission routes, they held a 

variety of misconceptions about casual transmission, 

prevention and treatment of AIDS. In addition, lower levels 

of acculturation were related to higher rates of 

misconceptions. Subjects also indicated that they were 
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minimally concerned about personally contracting AIDS; many 

of the women expressed actual disbelief that AIDS was a risk 

for the Hispanic community and not solely a Anglo-American, 

"gay" disease. 

To summarize, there are numerous problems inherent in 

the literature on AIDS and Hispanics. First, with few 

exceptions (Flaskerud & Calvillo, 1991; Hu et al., 1989), 

most studies fail to assess the level of acculturation of 

the participants, despite the fact that many authors assert 

the importance of including such a measure in all studies of 

Hispanics' AIDS-relevant attitudes, behavior and knowledge 

(Flaskerud & Calvillo, 1991; Ford & Norris, 1991; Marin & 

Marin, 1990; Vazquez-Nuttall et al., 1987). Those studies 

which have included acculturation as a variable have 

generally found that lower levels of acculturation are 

associated with higher levels of misconceptions regarding 

the transmission and prevention of AIDS (Flaskerud & 

Calvillo, 1991; Hu et al., 1989), and lower perceived risk 

(Hu et al., 1989). 

The majority of the existing studies on Hispanics are 

also characterized by quantitative methodology to the 

exclusion of qualitative questions. Additionally, such 

studies typically only assess AIDS-related knowledge and 

beliefs; few look at factors relevant to the 1MB model's 

constructs of motivation and behavioral skills. 
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Furthermore, compared to the research that has been done on 

Anglo-Americans, relatively little is known about the sexual 

behaviors and AIDS-preventive measures practiced by 

Hispanics. it is clear that for the most part, a large 

amount of information critical to the implementation of 

effective AIDS interventions with Hispanic populations is 

absent in the existing literature. 

Most existing studies have been conducted on urban, low 

socioeconomic Hispanics, as these groups have been 

considered at highest risk of HIV infection. Although this 

trend has been appropriate, other Hispanic populations have 

received little or no attention. Specifically, the current 

researcher was unable to locate any studies which have been 

conducted on Hispanic college students. It is clear that 

additional research on Hispanics is needed in virtually 

every AIDS-relevant area. This state of affairs is 

untenable if AIDS prevention efforts which address the needs 

of ethnic minorities are to become a priority. 

In conclusion, the literature in the AIDS/HIV area is 

limited in several critical ways. First, research on 

populations at risk of HIV infection has focused primarily 

on AIDS-knowledge to the neglect of other crucial AIDS-

preventive variables, such as attitudes, social norms, and 

behavior skills. Secondly, most AIDS-prevention efforts 

have lacked a solid theoretical grounding, and have instead 

been formulated on intuition and common sense. This 
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atheoretical approach has hampered progress towards the 

development of concise conceptualizations of AIDS-risk and 

AIDS-prevention. Third, very few AIDS-prevention efforts 

have been based upon elicitation research. Thus, 

interventions have typically been conducted without 

knowledge of the specific gaps or deficits in a population 

of interest's AIDS-relevant knowledge, motivation, behavior 

skills, and so forth. And finally, the AIDS/HIV literature 

contains disturbingly few studies which focus on minority 

populations, such as women and Hispanics. At a time in 

which the importance of expanding research to encompass the 

complexity and diversity of various populations is 

increasingly emphasized, this situation should no longer be 

tolerated. 
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APPENDIX B 

INSTRUMENTS 

BACKGROUND QTTFSTTONNATRE 

(PLEASE DO NOT WRITE YOUR NAME ON THIS QUESTIONNAIRE) 

1. What is your age? 

2. Were you bom in the United States? (circle one) YES NO 

3. If you were bom outside the U. S., where were you bom? 
How long have you resided in the U. S.? 

4. From which region does your family originate (circle one): 
a. Mexico e. Cuba 
b. Puerto Rico f. Spain 
c. South America g. Other 
d. Central America h. don't know 

5. What is your year in school? 
a. Freshman b. Sophomore c. Junior d. Senior e. Other 

6. If you are not supported by your family at this time, how would you classify your 
current socioeconomic status? 

a. lower/working class 
b. middle class 
c. upper class 

7. How would you classify the socioeconomic status of your family while you were 
growing up? 

a. lower/working class 
b. middle class 
c. upper class 

8. What is your rehgious aflBliation? 
a. Cathohc 
b. Protestant (Methodist, Lutheran, Presbyterian, Baptist, etc.) 
c. Jewish 
d. Other (please identify) 
e. None 
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AIDS PERCEIVED RISK SCALE 

1. I feel that I am currently at risk of getting AIDS: 
Definitely Probably Probably 
False False True 

Definitely 
True 

2. The thought of getting AIDS does not worry me. 
Definitely Probably Probably 
False False True 

Definitely 
True 

3. I sometimes suspect that I have been exposed to AIDS: 
Definitely Probably Probably 
False False True 

Definitely 
True 

4. I have had intercourse with someone in the last 10 years who could possibly have put 
me at risk for AIDS: 

Definitely Probably Probably Definitely 
False False True True 
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QUALITATIVE KNOWT.EnnR QTTESTONS 

5.1 would Uke you tell me how people get AIDS. In the space below, please tell me as 
much as you can about how people get AIDS 

6. Please place an "x" by all the things hsted in your answer to question #5 that you think 
have a high risk of giying people AIDS. (MARK YOUR ANSWERS ABOVE) 

7. Please hst all the ways you can think of that people can protect themselves from getting 
AIDS 

8. Please rank the top four ways, from your answer to #7, that people can keep from 
getting AIDS. Rank them in order of effectiveness, with #1 being the most effective and 
#4 being the least effective (MARK YOUR ANSWERS ON PREVIOUS PAGE) 
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AIDS INFORMATION QPATiE 

Please circle vour an̂ w r̂ below â(;>h qny.̂ î ii 
1. More of the vims that causes AIDS is found in blood and semen than in other body 
fluids. 

True False Don't Know 

2. It is estunated that more than one miUion Americans are currently infected with the 
vims that causes AIDS. 

True False Don't Know 

3. If you do not use condoms, withdrawal of the penis immediately before orgasm 
reduces the risk of getting the vims that causes AIDS to the point where it is highly 
unlikely that a person will get it. 

True False Don't Know 

4. A person is not very Ukely to get AIDS by sharing IV-dmg needles with someone who 
has the vims. 

True False Don't Know 

5. These days, it is very unlikely that a blood transfiision would give a person the vims 
that causes AIDS. 

True False Don't Know 

6. Unprotected oral sex is less risky for transmittmg the vims that causes AIDS than 
unprotected vaginal sex. 

True False Don't Know 

7. Most people who have been exposed to the vims that causes AIDS show clearly visible 
sym5)toms of serious illness. 

True False Don't Know 

8. The vims that causes AIDS is not spread by sneezing or coughing. 
True False Don't Know 

9. There are no cases of people getting the vims that causes AIDS from contact with 
saliva. 

True False Don't Know 

10. A person can be infected with the vims that causes AIDS for five or more years 
without developing AIDS. 

True False Don't Know 

11. Several people have gotten the vims that causes AIDS by donating blood. 
True False Don't Know 
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12. It is unsafe to use drinking fountams or pubhc toilets that might have been used by 
somebody who has the vims that causes AIDS. 

True False Don't Know 

13. Some people have gotten the vkus that causes AIDS from infected people's sweat in 
gymnasiums or health clubs. 

True False Don't Know 

14. If you kiss someone who has the vims that causes AIDS, you will probably get the 
disease. 

True False Don't Know 

15. A woman who is infected with the vims that causes AIDS cannot pass the disease to 
her infant. 

True False Don't Know 

16. The vims that causes AIDS is not spread by mosquitoes. 
True False Don't Know 

17. Through sexual intercourse, men can transmit the vims that causes AIDS somewhat 
more easily to women than women can transmit it to men. 

True False Don't Know 

18. Oil-based lubricants such as Vaseline should be used to lubricate condoms. 
True False Don't Know 

19. Condoms may be safely stored in one's wallet for up to two months. 
True False Don't Know 

20. In order for a condom to effectively reduce one's risk for the vims tbat causes AIDS, 
it must be put on before any sexual intercourse takes place. 

True False Don't Know 

21. Natural condoms made of animal products are as effective as latex condoms in 
preventing the virus that causes AIDS. 

True False Don't Know 

22. Medical experts beHeve that most people infected with the vims that causes AIDS will 
eventually develop AIDS. 

True False Don't Know 
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23. In order for the vmis that causes AIDS to be transmitted from one person to another, 
there must be direct contact between one person's blood, vaginal secretions, or semen, aiid 
the other person's blood. 

True False Don't Know 

24. Condoms have an "exphation date" hke food does, and you should not buy condoms 
whose expiration date has passed. 

True False Don't Know 

25. Nonoxynol-9 (found in some spermicides and foams) has been show to kill the vims 
that causes AIDS. 

True False Don't Know 

26. If you have a "confidential" HTV blood test, you have to give your name to the testmg 
site. 

True False Don't Know 

27. People can get the vims that causes AIDS by eatmg food that has been prepared by 
someone who has the disease. 

True False Don't Know 

28. Children who have the vims that causes AIDS can easily spread the disease to other 
children. 

True False Don't Know 

29. It is unsafe to share drinking glasses and eating utensils with people who have the 
vims that causes AIDS. 

True False Don't Know 

30. Many health-care workers have become infected as a result of treating AIDS patients. 
True False Don't Know 

31. Household pets can spread the vims that causes AIDS to people. 
True False Don't Know 

32. If a person has unsafe sex and an HTV blood test two weeks later indicates that they 
do not have the vims that causes AIDS, they can be fahly certain that they were not 
exposed to the AIDS vims. 

True False Don't Know 

33. When properly used, latex condoms greatly reduce the chance that the vims that 
causes AIDS will be transmitted through sexual intercourse. 

True False Don't Know 
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34. If you know a person's sexual history and hfestyle before you have sex with them, it is 
unnecessary to use condoms. 

True False Don't Know 

35. The way a person behaves around you when you first meet them is probably a good 
mdicator of whether or not they are they type of person who may have been exposed to 
the vims that causes AIDS. 

True False Don't Know 

36. You really only need to use condoms during "one night stands." 
True False Don't Know 

37. You can tell whether a potential sex partner is at risk for AIDS by how they dress and 
how they look. 

True False Don't Know 

38. When you feel you have gotten to know someone very well, you no longer need to 
practice safer sex with them. 

True False Don't Know 

39. Asking your partner about their sexual history is a good way to find out whether or 
not to practice safer sex with them. 

True False Don't Know 

40. As long as a person doesn't belong to a "high risk" group such as gays or dmg users, 
you really don't need to worry about getting the vims that causes AIDS from them 

True False Don't Know 

41. If two people have sex only with each other, they reaUy don't have to practice "safer 

True False Don't Know 
sex." 

42. Individuals in urban areas should definitely follow safer sex guidelines, but individuals 
in rural areas really don't need to. 

True False Don't Know 
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QUALITATIVE ATTTTTTDE QUESTIONS, ATTITITDK.S TOWARD AIDS 
PREVENTIVE BEHAVIORS SOAT.B. BEHAVIORAL TNTENTTONS FOR AIDS 

PREVENTION SCALE. AND .qUBJECTIVE NORMS REO^ARnTNO, AIDS 
PREVENTIVE ACTS SOAT.E 

These questions deal with not having sexual intercourse at all. 
1. Would there be any good things about your not havmg sexual intercourse (vaginal or 
anal) at aU during the next two months? Please Ust any good things here. 

2. Would there be any bad things about your not having sexual intercourse at all during 
the next two months? Please hst any bad things here. 

3. I intend to (I plan to) not have sexual intercourse at all during the next two months: 
Circle one 
very somewhat neither, or somewhat very 
likely likely don't know unlikely unlikely 

4. My not having sexual intercourse at all during the next two months would be: 
Circle one 
very somewhat neither good somewhat very 
good good nor bad bad bad 

Circle one 

very 
nice 

somewhat 
nice 

neither nice 
nor awful 

somewhat 
awfiil 

very 
awful 

Circle one 
very 
pleasant 

some^^ t̂ 
pleasant 

neither 
pleasant nor 
unpleasant 

somewhat 
unpleasant 

very 
unpleasant 

5. Most people who are iiiq)ortant to me think I should not have sexual mtercourse at all 
during the next two months: 

Circle one 
very somewhat neither true somewhat very 
true true nor untrue untrue untrue 
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These questions deal with talking 5»hn„t ̂ a% ̂ n 
1. Would there be any good things about talking to your partner(s) about safer sex before 
havmg sex with them during the next two months? Please Ust any good things here. 

2. Would there be any bad things about talking to your partner(s) about safer sex before 
having sex with them during the next two months? Please hst any bad things here. 

3. If I have sex during the next two months, I intend to talk about safer sex with each new 
partner before having sex with them: 

Chcle one 
very somewhat neither, or somevvliat very 
likely likely don't know unlikely unlikely 

4. My talkmg about safer sex with each new partner before having sex with them during 
the next two months would be: 

Chcle one 
very somewhat neither good somewhat very 
good good nor bad bad bad 

Circle one 

very 
nice 

somewhat 
nice 

neither nice 
nor awful 

somewhat 
awful 

very 
awfiil 

Chcle one 
very 
pleasant 

somewhat 
pleasant 

neither 
pleasant nor 
unpleasant 

somewhat 
unpleasant 

very 
unpleasant 

5. Most people who are in^ortant to me think I should talk about safer sex with each 
new partner before having sex with them during the next two months: 

Circle one 
very somewhat neither true somewhat very 
true true nor untrue untrue untrue 
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These questions arc about trying to persuade your partner(s) to practice safer sex. 
1. Would there be any good things about trying to persuade your partner(s) to practice 
only safer sex during the next two months? Please hst any good things here. 

2. Would there be any bad things about trying to persuade your partner(s) to practice only 
safer sex during the next two months? Please hst any bad things here. 

3. If I have sex during the next two months, I intend to try to persuade my partner(s) to 
practice only safer sex : 

Chcle one 
very somewhat neither, or somewhat very 
likely likely don't know unlikely unlikely 

4. Trying to persuade my partner(s) to practice only safer sex during the next two months 
would be: 

Circle one 
very somewhat neither good somewhat very 
good good nor bad bad bad 

Circle one 
very 
nice 

Circle one 
very 
pleasant 

;t tieonle wh( 

somewhat 
nice 

somewhat 
pleasant 

) are imDortani 

neither nice 
nor awful 

neither 
pleasant nor 
unpleasant 

somewhat 
awful 

somewhat 
unpleasant 

t to me think I should try to per 

very 
awful 

very 
unpleasant 

suade my par 5. IV . . 
practice only safer sex during the next two months: 

Circle one 
very somewhat neither true somewhat very 
true true nor untrue untrue untrue 
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These questions are ahout buying rondoms rruhhers). 
1. Would there be any good things about your buying condoms during the next two 
months? Please hst any good things here. 

2. Would there be any bad things about your buying condoms during the next two 
months? Please hst any bad things here. 

3. I intend to buy condoms during the next two months: 
Circle one 
very somewhat neither, or somewhat 
likely likely don't know unlikely 

4. My buying condoms during the next two months would be: 
Circle one 
very somewhat neither good somewhat 
good good nor bad bad 

Circle one 

very 
nice 

somewhat 
nice 

neither nice 
nor awfiil 

somewhat 
awful 

very 
unlikely 

very 
bad 

very 
awfiil 

Circle one 
very 
pleasant 

somewhat 
pleasant 

neither 
pleasant nor 
unpleasant 

somewhat 
unpleasant 

very 
unpleasant 

5. Most people who are m^ortant to me thmk I should buy condoms during the next two 

months: 
Circle one 
very somewhat neither true somewhat very 
true true nor untrue untrue untrue 
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These questions are ahout carrying rondoms or keeping them close hy. 
1. Would there be any good things about your always carrying condoms with you or 
always keepmg them somewhere close by during the next two months? Please hst an> 
good things here. 

2. Would there be any bad things about yoiu- always carrying condoms with you or always 
keeping them somewhere close by during the next two months? Please hst any bad things 
here. 

3. I intend to always carry condoms with me or always keep them somewliere close by 
during the next two months: 

Circle one 
very somewhat neither, or somewhat very 
likely likely don't know unlikely unlikely 

4. Always carrying condoms with me or keeping them somewhere close by during the 
next two months would be: 

Chcle one 
very somewhat neither good somewhat very 
good good nor bad bad bad 

Circle one 

very 
nice 

somewhat 
nice 

neither nice 
nor awful 

somewhat 
awful 

very 
awfiil 

Circle one 
very 
pleasant 

somewhat 
pleasant 

neither 
pleasant nor 
unpleasant 

somewhat 
unpleasant 

very 
unpleasant 

5. Most people who are inq)Ortant to me thmk I should always carry condoms with me or 
always keep them somewhere close by during the next two months: 

Circle one 
very somewhat neither true somewhat very 
true true nor untrue untrue untrue 

195 



These questions are about always using condoms. 
1. Would there be any good things about your always using condoms during sexual 
intercourse during the next two months? Please hst any good thmgs here. 

2. Would there be any bad things about your always usmg condoms during sexual 
intercourse during the next two months? Please hst any bad things here. 

3. If I have sexual intercourse during the next two months, I mtend to use condoms every 
time I have sexual intercourse: 

Chcle one 
very somewhat neither, or somewhat very 
likely likely don't know unlikely unlikely 

4. My using condoms every time I have sexual intercourse during the next two months 
would be: 

Circle one 
very somewhat neither good somewhat very 
good good nor bad bad bad 

Circle one 

very 
nice 

somewhat 
nice 

neither nice 
nor awfiil 

somewhat 
awfiil 

very 
awfiil 

Circle one 
very 
pleasant 

somewhat 
pleasant 

neither 
pleasant nor 
unpleasant 

somewhat 
unpleasant 

very 
unpleasant 

5. Most people who are mq)Ortant to me thmk I should always use condoms vsdien I have 
sexual mtercourse during the next two months: 

Circle one 
very somewhat neither true somewhat very 
true true nor untrue untrue untrue 
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These questions are about refusing unsafe sex. 
Unsafe sex means (1) vaginal intercourse without a condom; (2) anal intercourse 

without a condom; or (3) having semen in your mouth. These are considered unsafe sex 
imkss you and your partner have had negative AIDS blood tests. 

1. Would there be any good things about refiismg to have unsafe sex with your partner(s) 
during the next two months? Please hst any good things here. 

2. Would there be any bad things about refiising to have imsafe sex with your partaer(s) 
during the next two months? Please hst any bad things here. 

3. If I have sex during the next two months, I intend to refiise to have unsafe sex: 
Chcle one 
very somewhat neither, or somewhat very 
likely likely don't know unlikely unlikely 

4. Refiising to have unsafe sex with a partner during the next two months would be: 
Ckcle one 
very 
good 
Ckcle one 
very 
nice 
Circle one 
very 
pleasant 

rt; neonle wh( 

somewhat 
good 

somewhat 
nice 

somewhat 
pleasant 

) are importai 

neither good 
nor bad 

neither nice 
nor awfiil 

neither 
pleasant nor 
unpleasant 

somewhat 
bad 

somewhat 
awfiil 

somewhat 
unpleasant 

very 
bad 

very 
aw&l 

very 
unpleasant 

It to me think I should refiise to have unsafe s 
the next two months: 

Circle one 
very somewhat neither true somewhat very 
true true nor untrue untrue untrue 
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QUAT.TTATTVT? STTB^TECTTVE NORMS QUESTION 

People are often influenced by social mstitutions, other people, or groups of people they 
know, respect and hke. What people, or groups, do you feel may influence the degree to 
which vou do or do not engage in the behaviors hsted below: 

* not having sexual intercourse at all 
* trying to persuade your partner(s) to practice only safer sex 
* talking about safer sex with each new partner 
* buying condoms 
* carrying condoms with you or keeping them somê \dlere close by 
* always using condoms during sexual intercourse 
* refiising to have unsafe sex 

(Write your answers in the space below. You may mention as many people, or groups of 
people as you would like, and as many of the behaviors hsted above as you would like) 
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PERCEIVED DIFFICULTY OF AIDS 
PREVENTIVE REHAVIORS SOAT.E 

Please circle how hard or easy it would be for you to do each of the following things 

1. How hard would it be for you to buy condoms? 
Very Hard Fairly Hard Neither Hard Nor Fairly Easy Very Easy 
To Do To Do Easy To Do To Do To Do 

2. How hard would it be for you to be supportive if your sexual partner(s) brought up 
the topic of using condoms to reduce the risk of getting the virus that causes 
AIDS? 
Very Hard Fairly Hard Neither Hard Nor Fairly Easy Very Easy 
To Do To Do Easy To Do To Do To Do 

3. How hard would it be for you to make safer sex with a latex condom sexuaUy 
excitmg for your partner(s)? 
Very Hard Fairly Hard Neither Hard Nor Fairly Easy Very Easy 
To Do To Do Easy To Do To Do To Do 

4. How hard would it be for you to discuss safer sex (for example, always usmg latex 
condoms) with your partner(s) in a nonsexual setting, such as while riding in your 
car? 
Very Hard Fairly Hard Neither Hard Nor Fairly Easy Very Easy 
To Do To Do Easy To Do To Do To Do 

5. How hard would it be for you to consistently use condoms with a partner every 
time you have a one-night stand? 
Very Hard Fairly Hard Neither Hard Nor Fairly Easy Very Easy 
To Do To Do Easy To Do To Do To Do 

6. How hard would it be for you to use a condom with your partner(s) while imder 
the influence of alcohol or drugs? 
Very Hard Fairly Hard Neither Hard Nor Fairly Easy Very Easy 
To Do To Do Easy To Do To Do To Do 

7. How hard would it be for you to avoid usmg alcohol or drugs if you thmk you 
might be having sex later? 
Very Hard Fairly Hard Neither Hard Nor Fairly Easy Very Easy 
To Do To Do Easy To Do To Do To Do 
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PERCEIVED EFFFOTTVENESS AT AIDS 
PREVENTIVE RFNAVTOR SOAT.F 

Please ckcle how eflFectrvely or ineffectively you feel you could do each of the following 
things. 

1. How effectively could you discuss safer sex (such as using latex condoms) with 
your partner(s) before having sex with him or her? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 

2. How effectively could you refiise to have unsafe sexual intercourse? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 

3. If you were about to have sex, how effectively could you show your partner(s) 
nonverbaUy (for exanq)le, through body movements) that you want to practice 
only safer sex? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 

4. How effectively could you tell your partner(s) through a joke or a "one-liner" that 
you want to practice only safer sex? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 

5. How effectively could you convince your partner(s) to practice only safer sex? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 

6. How effectively could you convmce your partner(s) to use a condom for vaginal 
sex? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 

7. How effectively could you convmce your partner(s) to use a condom (or other 
latex barrier) for maLseii. (mouth to genitals)? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 

8. How effectively could you plan ahead to be sure you always have condoms on 
hand whenever you have sex? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 
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9. How effectively could you make safer sex (usmg a latex condom) enjoyable for 
your partner(s)? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 

10. How effectively could you make your partner(s) feel good about using condoms 
during vagmal intercourse? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 

11. How effectively could you make your partner(s) feel good about using condoms 
(or another latex barrier) during oral sex? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 

12. How effectively could you refiise to have oral sex without a condom or other 
latex barrier? 
Very Somewhat Neither Effectively Somewhat Very 
Effectively Effectively Nor Ineffectively Ineffectively Ineffectively 
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SEXTTAT. BEHAVIOR .qTTRVT̂ y 

We would Uke you to teU us whether you have done each of the foUowmg things during 
the tune interval which is indicated. 

1. Have you had sexual intercnnrsft (vagmal or anal) at aU during the pa.st 6 months? 
Yes No 

2. Have you ever had sexual mtercourse during your hfetune? 
Yes No 

3. Please ckcle any of the akematives below that apply to both you and your sexual 
partner(s) 
during the past 6 months 

A. Both I and all my sexual partners have tested HIV negative 
B. Both I and my sexual partners have never had any other sexual partners. 
C. Neither of the above are true for me and my partner(s) during the last 6 months. 

4. Are you currently in a close relationship involving sexual mtercourse? 
Yes No 
If "Yes", how long have you been dating? 

5. If you answered "Yes" to number 4 (above), is your relationship with your partner 
monogamous (neither of you has sexual intercourse with other people)? 

Yes No Uncertain Not Applicable: I am not in a close 
sexual relationship 

6. I have discussed safer sex with a sexual partner (or sexual partners) before having sex 
with them during the past 6 months: 

Yes No Not Applicable: I have not had sexual intercourse 
during the past 6 months. 

7. I have bought latex condoms during the past 6 months: 
Often A few times Once Never 

8. I kept latex condoms some place nearby where they were easily available during the 
past 6 months: 

Always Often Sometimes Rarely Never 

9. How many different people have you had vaginal intercourse with during 
the last 6 months? 

10. With how many of these partners were condoms used aU the time? 
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11. How many of these partners had had a negative AIDS blood test (mdicating they were 
not infected with the virus that causes AIDS)? 

12. When you had vaginal intercourse during the past 6 months, how often were condoms 
used? 
Never Rarely Sometimes Often Always Not Applicable 

13. When you had vagmal intercourse during the past 6 months, what percentage 
of the time were condoms used? 

% Not Applicable 
(enter % above) 

14. How many different people have you had anal intercourse with during 
the last 6 months? 

15. With how many of these partners were condoms used all the time? 

16. How many of these partners had had a negative AIDS blood test (mdicating they were 
not mfected with the virus that causes AIDS)? 

17. When you had anal mtercourse durmg the past 6 months, how often were condoms 
used? 
Never Rarely Sometimes Often Always Not Applicable 

18. When you had anal intercourse during the past 6 months, wdiat percentage 
of the time were condoms used? 

% Not Applicable 
(enter % above) 

19. Have you, in the past 6 months, wanted to use a condom during sexual intercourse 
(anal or vaginal), yet did not use a condom? 

Yes No 

20. If you answered "Yes" to number 124 (above), for vdiat reason(s) did you not use a 
condom although you wanted to? 

21. I have tried to convince or persuade my sex partner(s) to practice only safer sex 
(always usmg condoms) during the past month: 
Always Sometimes Never Not Applicable: I have not Does not apply: My 

had sex during the past 6 partner has wanted to 
months have only safer sex 

during the past 
6 months 
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127. Please ckcle the letter which apphes to you: 
A. I have sex only with men B. I have sex with both men and women 
C. I have sex only with women D. I don't have sexual intercourse 

128. I have had a blood test to check whether I have been exposed to the virus that 
causes 
AIDS during the past 6 months: 

Yes No Not Applicable: I have never had sexual 
intercourse or used injection drugs 

129. At some tune m the past, I have had a blood test to determine whether I have been 
e?q)osed to the virus that causes AIDS: 

Yes No 

130. ff you were to decide that you need to begin to practice safer sex, what additional 
mformation, or skiUs, would you need m order to do so? What obstacle might you face in 
your efforts to practice safer sex? 

131. How comfortable have you been answering the questions in this questionnake?" 
Very Fairly Fairly Very 
Comfortable Comfortable Uncomfortable Uncomfortable 

132. How honestly have you answered the questions m this questionnake?" 
Very Fairly Fairly Fairly 
Honestly Honestly Honestly Honestly 
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ACCULTURATION SCALE FOR HISPAN!PS 

The followmg questions have to do with language and social relationships 

1. In general, what language(s) do you read and speak? 
1 2 3 4 5 
Only Spanish Both English Only 
Spanish better than Equally better than English 

English Spanish 

2. What was the language(s) you used as a child? 
1 2 3 4 5 
Only More Spanish Both More English Only 
Spanish than English Equally than Spanish English 

3. What languages do you usually speak at home? 
1 2 3 4 5 
Only More Spanish Both More English Only 
Spanish than English Equally than Spanish English 

4. In which language(s) do you usuaUy think? 
1 2 3 4 5 
Only More Spanish Both More English Only 
Spanish than English Equally than Spanish English 

5. What language(s) do you usually speak with your fiiends? 
1 2 3 4 5 
Only More Spanish Both More English Only 
Spanish than English Equally than Spanish English 

6. In what language(s) are the T. V. programs you usually watch? 
1 2 3 4 5 
Only More Spanish Both More English Only 
Spanish than English Equally than Spanish English 

7. In what language(s) are the radio programs you usually listen to? 
1 2 3 4 5 
Only More Spanish Both More English Only 
Spanish than English Equally than Spanish English 

8. In general, m what language(s) are the movies, T.V. and radio programs you 
prefer to watch and hsten to? 

1 2 3 4 5 
Only More Spanish Both More English Only 
Spanish than English Equally than Spanish English 
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9. Your close fiiends are: 
1 2 
All Hispanics More Hispanics 

than Anglos 

3 4 5 
About half More Anglos All Anglos 
and half than Hispanics 

10. You prefer going to social gatherings/parties at which the people are: 
1 2 3 4 5 
All Hispanics More Hispanics About half More Anglos All Anglos 

than Anglos and half than Hispanics 

11. The persons you visit or who visit you are: 
1 2 3 
All Hispanics More Hispanics About half 

than Anglos and half 

4 5 
More Anglos All Anglos 

than Hispanics 

12. ff you could choose your children's fiiends, you would want them to be: 
1 2 3 4 5 
All Hispanics More Hispanics About half More Anglos All Anglos 

than Anglos and half than Hispanics 
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