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Abstract 

COMPLETED RESEARCH IN HEALTH STUDIES 

Texas Woman's University, -Denton, Texas 

J. Pyfer 
Institutional Representative 

Ahmed, W.C. A Comparison of the Predictors of Perceived 
Susceptibility to HIV Infection Held by Women and Men 
Using the NHIS AIDS Supplement 1991. PhD in Health 
Education, 1993, 105 pp. (W. Cissell) 

The purpose of this study was to investigate perceived 

susceptibility to HIV/AIDS in women and men based on the 

Health Belief Model. The public file NHIS AIDS Supplement 

1991 was used for analysis. A multi-stage cluster sample of 

42,725 individuals from every region in the U.S was used. 

Thirty percent of the subjects indicated a perceived 

susceptibility to HIV/AIDS. Chi-square analysis found a 

difference (p.0.000) in perceived susceptibility in women 

and men. However, this may not be meaningful. It may be an 

artifact of the large N. Fewer women (28%) perceived 

themselves as susceptible than men (34%). Stepwise 

regression analysis disclosed nine variables, accounting for 

only 12% of the total variance, related to susceptibility: 

age, education, class of work, marital status, risk 

behavior, belief in condoms, and blood tests for 

immigration, a marriage license or to see if infected (sig. 
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F=.0000). Chi-square analysis of these nine variables 

showed all of these were significantly different for women 

and men except blood tests for immigration and a marriage 

license. The results suggest women feel less susceptible to 

HIV/AIDS than men and may be less likely to change behavior. 

There remains considerable variance in perceived 

susceptibility to HIV/AIDS to be explained. 
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CHAPTER I 

INTRODUCTION 

I met Cragg in a restaurant/bar four and a half years 
ago. It was love at first sight. I walked right up to him 
and said "you are the sexiest man I've ever seen in my 
life.'' We got married three months later. Even with my 
knowledge that Cragg had been an IV drug user four years 
earlier, I still didn't think it was going to happen to me. 
If I knew then what I know now, I would not be infected. 

When people ask me what's the biggest difference 
between our lifestyle and somebody else's, I tell them our 
biggest difference is that on our kitchen table, instead of 
just salt and pepper we have a bottle of AZT. Ninety 
percent of the time Cragg and I lead a very normal life, ten 
percent of the time we cry. My mother calls me an innocent 
victim. I got this because I fell in love with someone. I 
can look at it like that, and cry about it and feel sorry 
for myself, but I can't dwell on it. I think everybody who 
contracts AIDS is an innocent victim. 

Suzanne Wilson (Byron, 1991) 

We were caught off guard. Most of us perceived 

,acquired immune deficiency syndrome (AIDS) as a disease that 

affected gay males only. We felt secure in a land of 

heterosexual immunity. We were not prepared for our 

girlfriends, sisters or wives to be earmarked as the decades 

most vulnerable target for human immunodeficiency virus 

(HIV) infection, because our focus and prevention efforts 

were primarily directed at gay males in the 1980's. Who 

could have foreseen that like most wars, the fallout from 

the AIDS epidemic would reach far into our communities, 

indeed into the heart of our families and future children. 
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This study is about AIDS/HIV (human immunodifiency virus) 

infection in women. Its purpose is to look specifically at 

the issues that are involved with the increasing number of 

women infected with HIV. 

Too little has been done in the area of AIDS/HIV and 

women in the past. Byron (1991) indicated that there has 

been too little inclusion of women in AIDS research, 

prevention, or treatment. She said, " ... the lack of 

interest and the high death rate for women are two sides of 

the same crime: women are being ignored in the AIDS 

epidemic. Women get the attention of most AIDS researchers 

only as possible infectors of children and men. It is as if 

HIV-infected women are viewed solely as carriers of disease. 

"Yet both here being diagnosed with HIV infection. Krieger 

and Margo (1991) commented that illness and an unsure future 

make the lives of poor and disenfranchised women, who are 

most vulnerable to infection, a great tragedy. This in 

itself is reason for focus on research and education 

programs specifically for women. We are only beginning to 

see the magnitude of AIDS/HIV in women. 

Women are at great risk for contracting the HIV. It is 

critical that dialogue continue and research be carried out 

to investigate factors which might guide policy, services, 

2 
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or education efforts to prevent the spread of AIDS in women, 

or to treat women with HIV/AIDS more effectively. 

Rationale for the Study 

Increasingly women ·may be more likely to contract 

HIV/AIDS in this decade due to a biological vulnerability to 

infection, transmission, and a lack of HIV/AIDS preventive 

behaviors {Worth, i9&9). Without available vaccination or 

treatment, the factor most amendable to change at this point 

in the AIDS epidemic is HIV/AIDS preventive behavior in 

women and men ~ This study focused on the factors related to 

HIV/AIDS preventive behavior in women and men. Health 

theory was used to inv~stigate which factors are believed to 

have more influence on behavior or behavior change. The 

theory _chosen for this study was the Health Belief Model . 

. The model suggests cognitive, personal, and environmental 

factors which might influence the individual's health 

behavior related to disease avoidance (Glanz, Lewis, and 

Rimer, 1990). Janz and Becker (1984) found that perceived 

barriers and perceived susceptibility were variables most 

frequently reported as having an impact on behavior in 

studies using the Health Belief Model. Because perceived 

susceptibility was reported as a link to HIV/AIDS preventive 

behavior, it was chosen as an important factor to 

investigate for efforts to guide HIV/AIDS preventive 

behavior. 



It was foreseen that the results of this study might 

indicate to educators and policy makers how best to reach 

people through education to most effectively change 

behavior. This study was undertaken to investigate which 

mechanisms raise perceived personal susceptibility to 

HIV/AIDS and hence aid in changing behavior. A comparison 

of predictors for women and menJs perceived - susceptibility 

would better direct intervention efforts aimed at women in 

particular. 

Statement of the Problem 

4 

Women and men will not take action to ward off or 

control a disease if they do not believe they are personally 

susceptible to acquiring it. The problem investigated in 

this study was whether there were predictors of a perceived 

, personal susceptibility to HIV/AIDS. A second concern was 

about whether women and men differed in perceived 

susceptibility based on two indices of perceived 

susceptibility. The third and final concern was whether 

predictors of a perceived susceptibility to HIV/AIDs were 

different for women and men. 

_Purpose of the Study 

The purpose was to identify variables which influence 

perceived susceptibility and hence increase the likelihood 

of behavior change in the individual or group. If these 

factors could be identified they would be useful to 



educators and policy makers in setting up effective 

prevention- education programs for women. 

Hypotheses 
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The following null hypotheses were stated and tested at 

the .05 level of significance: 

1. . The-re are no -differences in perceived 

susceptibility between women and men. 

2. There are no variables in the National Health 

Interview Survey (NHIS) which relate to a perceived personal 

susceptibility to -HIV/AIDS. 

3. There are no differences in the variables in the 

NHI survey which relate to perceived susceptibility to 

HIV/AIDS in women and men. 

Definition of Terms 

The following terms were defined for the purposes of 

this study: 

1. AIDS. Acquired Immune Deficiency Syndrome, a 

lowered state of the immune system that allows infections to 

take over and suppress normal healthy body functions. 

Diagnosed by a CD-4+T-lymphocytes of less than 200 as well 

as the presence of opportunistic infections, (Center for 

Disease Control, 1992) . 

2. Barriers to action. Perceived or real barriers on 

the part of the individual against taking action or behaving 

in a specified manner usually leading to improved health 



status (Glanz, Lewis, and Rimer, 1990). The possible 

negative results of a health action (Rosenstock, 1974). An 

individual 1 s beliefs regarding -the known effectiveness of 

alternatives in reducing the chance of contracting an 

illness, disease, or perceived negative health condition 

(Rosenstock, 1974) ~ -·_ · ·-· 
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3~ _ Cues to action. Sources of -information, contact 

with others, or social mediating forces which : influence the 

individual 1 s behavior (Glanz, Lewis and Rimer, 1990). An 

internal or external event which acts as a cue or trigger to 

appropriate action (Rosenstock, 1974). 

4. Epidemiology of -HIV/Aids. The study of cause and 

incidence of disease or ill health condition leading to 

morbidity or death by HIV/AIDS. 

5. HBM. The health belief model proposed by social 

psychologists in the 1950 1 s. Components of the model that 

are said to influence the individual 1 s behavior are personal 

characteristics, perceived susceptibility, perceived 

severity of condition or illness, perceived benefits of a 

health action, self-efficacy, and perceived barriers 

(Rosenstock, 1974). 

6. HIV. Human immunodeficiency virus is passed by 

blood transfusions, sharing IV drug n~edles, from mother to 

fetus, or by exchange of body fluids during sexual contact. 

The virus destroys the immune system by attacking the T and 



B cells and impairing their ability to ward off disease. 

7. Incidence of AIDS. The occurrence or number of 

actual reported cases of -persons who have AIDS or have died 

from AIDS, not those who are hypothesized to be infected 

with the virus. 

7 

8 .. NHIS. National Heal th Interview Survey, AIDS 

Supplement. A survey of United States households undertaken 

in 1991 by the U. S . Department of Health and Human 

Services and the National Center for Health Statistics. 

9. Perceived Severity. The perception of the level 

of negative health status related to a disease or ill health 

condition (Glanz, Lewis & Rimer, 1990). A perceived medical 

or clinical consequence from a disease, illness, - or health 

impacting event which reduces physical or mental function, 

, disables one, or affects ones job, family, or social 

relations (Rosenstock, 1974). 

10. Perceived Susceptibility. A sense of personal or 

subjective vulnerability toward contracting an ill health 

condition or disease. A general admission that one is at 

risk for an ill-health condition (Rosenstock, 1974; 

Woodcock, Stenner, & Ingham, 1992). A belief or statement 

by the individual that risk is possible (Brown, DiClemente & 

Reynolds, 1991). 

11. Self-Efficacy. The belief that one is capable of 



successfully executing a behavior to produce a desired 

outcome (Glanz, Lewis & Rimer, 1990). 

Limitations 

The study was limited by the following factors: 

8 

1. · The study examined predictors of susceptibility of 

women and men w~th a sample data set from a study about AIDS 

conducted in 1991 by the National Center for Health 

Statistics. There may have been societal changes, such as 

increased media attention to HIV/AIDS . in the years following 

the study which could have changed how individuals would 

respond on the questionnaire ·today. 

2. Only psycho-social items appearing in the NHI 

survey were found to address components of the Health Belief 

Model. Not all components of the model were in the survey. 

, This prevented study of the entire Health Belief Model. 

3. There are many difficulties in measuring perceived 

susceptibility, especially on a self-report or questionnaire 

survey. The overall limitation to this study is that 

individuals who feel vulnerable to HIV/AIDS may not indicate 

this in the survey for a variety of reasons. These reasons 

will be discussed in the review of literature. 

4. The NHI survey used two questions as indicators of 

perceived susceptibility. Most surveys investigating 

perceived susceptibility used two to six indices. Use of 

more indices would provide a more reliable measure of 



perceived susceptibility (Brown, DiClemente & Reynolds, 

1991) . 

5. This study does include individuals under the age 

of 18, an important age group to look at in terms of 

perceived susceptibility and .risk behavior. 

Delimitations 

The study was delimited -to the foll-owing factors: 

1. The study was delimited to -looking at variables 

which were said to in£luence behavior according to the 

Health Belief Model. These factors were the following: 

personal factors, cues to action, perceived barriers, 

perceived benefits to action, perceived severity, perceived 

personal susceptibility, and self-efficacy (Glanz, Lewis & 

Rimer, 1990). 

Justification 

9 

As the 1990's move toward the halfway mark, one can 

only wonder if the grim predictions of the World Health 

Organization are becoming a reality in the United States as 

well as worldwide. By 1990 the AIDS pandemic was expected 

to kill an estimated three and a half million women and 

children. In many major cities throughout the world it is 

the leading cause of death among women (Chin, 1990.) In sub

Sahara Africa women infected with HIV now outnumber men by 

six to five (Knowles, 1993). In the United States the 

Centers for Disease Control noted the increasing number of 



cases of heterosexual transmission among women and men, 

(representing nearly 25 percent of cases) while the number 

of cases in homosexual men decreased during the same time 

period (CDC, 1992). By 1991 AIDS became the fifth leading 

cause of death in women (Chu, Beuhler, & Berkelman, 1990). 

Although more men currently have died of AIDS or are HIV 

infected, the threat to all women has increased greatly in 

the last decade. The largest increases in AIDS/HIV cases 

were among black and Hispanic women (CDC, 1992). The 

greatest share of HIV infection has been spread to these 

women through intravenous drug use and sexual activity 

(Ellerbrock, Bush, Chamberland, and Oxtoby, 1991). 

Women have been impacted by the AIDS epidemic in 

different ways than gay males have. First, they went 

10 

, undiagnosed. The first case definition for AIDS produced by 

the Center for Disease Control did not include conditions 

specific to women (Smeltzer, 1992). Knowles wrote in 1993 

that men with HIV were three times more likely to be 

correctly diagnosed than women with HIV were. Many women 

have suffered with undetected AIDS as a consequence. With 

the revised AIDS definition to include pelvic inflammatory 

disease, candidiasis (vulvovaginal) and cervical dysplasia, 

more women have been correctly diagnosed (CDC, 1993). 

Second, those that were diagnosed were given little 

information on how the disease might manifest itself 
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clinically. Mason (1988) wrote of the difficulty in 

obtaining quality care from knowledgeable practitioners near 

her home in rural Kentucky. She commented in a personal 

essay that she often knew more about drugs, new treatments, 

and symptoms than her pr~ctitioners did~ 

Third, women with AIDS/HIV have been 

disproportionately poor and representative of minorities who 

have less access to medical care compared to men and 

individuals of higher socioeconomic status. According to 

Smeltzer (1992) access to health care is often very limited 

or unavailable to those on medicaid or without private 

health insurance. 

Finally, women have been impacted by AIDS/HIV because 

unlike men, there is no appropriate prevention strategy for 

, all women. Women were educated in prevention with 

instruction to abstain from sex or use condoms, disregarding 

the basic fact that women do not wear condoms, men do 

(Byron, 1991). Much has been written about the difficulties 

for a woman in negotiating condom use with her partner. The 

positive impact of this practice has been to focus more 

closely on the sexual decision making and parenting roles of 

women and men (Smelter, 1992). Carovano (1992) wrote about 

the great need for women controlled preventive technology 

today. This would seem to be the solution to protection for 

women but it ignores the fact that for many women their 
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identity and status in life are tied to the ability to bear 

children. Gillespie (1991) said i'A woman may well risk HIV 

infection by: .having unprotected sex in -order to become. 

pregnant." In places where religious doctrine condemns the 

use of contraception women will continue to place themselves 

at risk (Gillespie, 1991). 

Smeltzer (1992) summarizes the impact of AIDS/HIV on-

women. She pointed out that the historical pattern of 

research in health care issues has been to ignore gender 

differences with the assumption that wha-t is ·discovered with 

male subjects can be applied to women. The outcomes of this 

failure to address the growing number of HIV/AIDS infection 

in women has been higher mortality rates from AIDS in women, 

few risk reduction education programs for women, delays in 

, diagnosis and counseling for HIV in women, lack of social 

services directed toward women, and exclusion of women from 

drug trials and other experimental treatments. Thus the 

reasons for such a study as this appear obvious when viewed 

in the light of this research and the literature which 

follows. 



CHAPTER II 

REVIEW OF THE LITERATURE 

This review of literature discusses the epidemiology of 

HIV/AIDS in women. The review investigates three areas 

pertinent to understanding the transmission of HIV/AIDS to 

women. Section one deals with the biological transmission 

of HIV/AIDS to women including sexual intercourse, blood 

transfusions, intravenous drug use and perinatal 

transmission. Section two focuses on behavioral 

interventions that are designed to prevent the spread of 

HIV/AIDS through abstinence from sexual intercourse and IV 

drug use or by using latex condoms. Issues in behavioral 

interventions designed for women will be discussed. Finally 

section three examines psychosocial factors that influence 

HIV/AIDS preventive behavior using the Health Belief Model 

as a framework for investigation. Section three reviews 

studies that researched personal factors of individuals 

which might affect HIV/AIDS preventive behavior. These 

include external cues to preventive action, perceived 

severity of HIV/AIDS, perceived personal susceptibility to 

HIV/AIDS and perceived barriers to taking preventive action 

by the individual. The goal of this review is to bring 
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together literature that broadens the understanding of the 

issues involved in transmission and prevention of HIV/AIDS 

in women. 

Epidemiology of HIV/AIDS in Women 

Sexual Intercourse 

Throughout the world and the United States, 

heterosexual and homosexual transmission is the primary 

route of HIV/AIDS infection (Moss & Kreiss, 1990; CDC, 

1992). The United States may one day experience the pattern 

common to other countries. Ehrhardt (1992) said that 71% of 

HIV/AIDS around the world is due to heterosexual 

transmission, 15% homosexual. How common is heterosexual 

and homosexual HIV/AIDS transmission in the U.S.? About 6% 

of the HIV/AIDS cases reported in 1992 were from a known 

male and female intercourse, 60% from male to male 

intercourse (CDC, 1992). 

Many individuals question how easy it is to get 

HIV/AIDS from sexual intercourse with another. The most 

current research indicates that it depends on the sex of the 

carrier. The Center for Disease Control reported in 1992 

that HIV transmission from a female carrier to a male was 

very low. Among the men who were HIV positive or had AIDS 

14 



in 1992, less than 3% got it from a female carrier, while 

over 37% of women who had HIV/AIDS got it from a male 

partner. Only two of 25 husbands of infected transfusion 

recipient women tested positive after 32 months of sexual 

contact. Female to female transmission has also been 
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reported as very low. Lesbian women~believed at one time 

that they were invulnerable to HIV/AIDS. The only reported 

cases have been from artificial insemination of HIV infected 

semen and through needle . sharing with a female partner {Chu, 

Buehler, & Berkelman, 1990). 

It is apparent that women are at greater risk of 

acquiring HIV/AIDS from a male partner than males from 

females (Rodin & Ickovics, 1990). Women are more vulnerable 

targets as a result of two factors; a greater number of 

_ heterosexual and bisexual men are currently infected and 

there is a greater efficacy of transmission to women as 

discussed before (Rodin & Ickovics, 1990). They indicated 

that male to female transmission was twelve times more 

likely than female to male. 

Exactly how the human immunodeficiency virus enters the 

bloodstream of a woman or man during intercourse is not 

known. Researchers broadly say that the virus is carried in 

blood, semen, vaginal secretions, saliva, and breastmilk 

(Strong & Devault, 1994). This leaves many questions about 

exactly how the virus is passed on during intercourse. 
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Whether the virus can actually pass through the vaginal 

mucosa or penile tissue is unknown. It seems that because 

of the higher rate -of transmission during anal intercourse, 

it takes a tear or opening in the tissue for the virus to 

infect -another. If this were so, women would definitely be 

at a greater bi-ological disadvantage during ,-either vaginal 

or receptive anal intercourse. Vaginal tears, lesions and 

abrasions are especially common among women where there is a 

lack of female lubrication during sex such as rape cases. 

Post menopausal women may also be more susceptible to AIDS 

because of this (Rodin & Ickovics, 1992). Research is 

needed to discover more specifically what places a woman or 

man at risk during heterosexual or homosexual intercourse. 

It is interesting that not all sexual intercourse with 

an infected carrier transmits the infection. In fact, the 

rate of transmission from sexual intercourse is 

statistically quite low. It also varies dramatically. It 

may take hundreds of acts of intercourse or just one with a 

partner to pass on the infection (Rosenberg & Weiner, 1988; 

Peterman, Cates, & Curran, 1988). Another fact which stands 

out in the literature is that as the disease develops the 

risk of transmission increases. Research indicates that as 

the infected person becomes more immunosuppressed, the virus 

is passed on more easily both perinatally and sexually 

(Curran, Jaffe, Hardy, Morgan, Selik, & Dondero, 1988). 



Preventing unprotected intercourse at any _stage in the 

disease is most important. This may require changes in 

sexual behavior for many. 

Little is known about sexual behavior of groups or 

individuals in the U.S. Even less has been established 

regarding sexual behaviors assoc~ated with HIV/AIDS 

(Reinisch, Sanders, & Ziemba-Davis, 1988). Knowledge and 

change in sexual behavior is proclaimed as critical for 

control of the epidemic. Therefore attempts to study or 

change sexual behavior will be discussed further in a 

separate section. 
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Commercial sex is often looked upon suspiciously as the 

source of disease, particularly sexually transmitted 

diseases. Commercial sex workers are blamed as disease 

, carriers but in reality the correlation between commercial 

sex and HIV/AIDS is very low. Rosenberg and Weiner (1988) 

indicated that HIV infection in non-drug using sex workers 

tended to be low or absent. In their study of 62 women who 

were HIV positive, 76% were IV drug users. In fact several 

studies have reported that the greatest risk for commercial 

sex workers who do not use drugs was not from clients but 

from sex with a steady partner with whom no barrier method 

is employed (Rosenberg & Weiner, 1988). Likewise a female 

sex worker is most vulnerable from her clientele. Only 4% 
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of sex workers protected themselves by using condoms with a 

client (CDC, 1987). 

Sexually transmitted diseases (STD's) have been shown 

to have a correlation with HIV/AIDS. Strong evidence shows 

that syphilis, herpes, chancroid, HPV (human papillomavirus 

leading to genital warts) and PID (pebric inflammatory 

disease) cause genital ulcers and sores ---leaving women more 

vulnerable to the AIDS virus (Aral & Holmes, 1991; 

Hoegsberg, Abulafia, Sedlis, Feldman, Desjalais, Landesman, 

& Minkoff, 1990; Moss & Kreiss, 1990). Ulcerative lesions, 

herpes and chancres may enhance transmission by providing a 

more direct portal of entry (Rosenberg & Weiner, 1988). 

Blood Products 

The AIDS virus may be present in blood, both in cell

free preparations and white blood cells. The risk of 

infection seems dose-related as mentioned earlier. Large 

concentrations present in blood transfusions are more likely 

to result in the probability of infection (Edstrom & Mann, 

1987). Blood transfusion has been shown to be a fairly 

small percentage (10%) of the cause of HIV/AIDS in women in 

the United States (Guinan & Hardy, 1987). Blood has been 

screened for HIV since 1985 so transmission from blood 

transfusions should continue to decrease in the future. 

One group vulnerable to HIV/AIDS has been hemophiliacs 

or the partner of the hemophiliac. Curran et al. (1988) 
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reported that 1% of adults with HIV/AIDS were hemophiliacs 

and approximately 4% were partners of infected hemophiliacs. 

Since hemophilia is sex related (occurring in males) women 

with HIV/AIDS are more likely to be a partner 0£ the 

hemophiliac. Curran et al. (1988) indicated that once again 

the level of infectiousness correlated with the stage of 

immunosuppression in the carrier, the hemophiliac. The best 

predictor of HIV transmission was the absolute number of T

helper lymphocytes in the hemophiliac. 

Finally, in developing countries a blood transfusion is 

a greater risk, and as Gillespie (1991) found, the majority 

of women undergoing obstetric complications have the chance 

of receiving contaminated blood. Another issue closely 

related to infection through blood transfusion is infection 

, by exchange of blood on needles. The following section will 

discuss this issue. 

Intravenous Drug Use 

Intravenous drug use has been reported as a substantial 

cause of HIV/AIDS in women. Over half (51%) of HIV/AIDS in 

women can be attributed to IV drug use (Wells & Jackson, 

1992). Because of a limited supply of needles and syringes, 

individuals may share blood contaminated supplies with a 

partner, friend, or stranger and hence pass on the virus 

(Williams, 1992). If the two are also sex partners the risk 

of transmission is increased. The literature indicated that 
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sex and drug use -are often intertwined. IV drug using women 

are more likely to have a drug using sex-partner than IV 

drug using men (Wells & Jackson, 1992). 

For prevention of HIV/AIDS it would seem that treatment 

to stop drug use is the best solution, although many 

advocate passing out sterile- needles and syringes, such as 

in Western European countries, as :the best possible solution 

to prevent the further spread of HIV/AIDS (Henrion, 1988). 

Many researchers report that there is a poor understanding 

of drug use among women and few treatment programs designed 

for women. Some of the differences mentioned by Wells and 

Jackson (1992) are that female users are often led into drug 

use by misuse of a prescription or an illegal drug shared 

with a boyfriend or partner. Female users often lead more 

, traditional lives with a home and several children (Wells & 

Jackson, 1992). Finances of female users are often 

restricted due to lack of education and unemployment and the 

gender role of passivity and dependency may lead them to 

feel powerless to change these. Drug treatment programs 

specially designed for women are called for (Wells & 

Jackson, 1992). 

"Traditionally, drug-related outreach, intervention, 

and treatment programs have been directed toward males" 

(Wells & Jackson, 1992). They outlined the criteria for 

effective treatment programs for women such as providing 



care for children and programs which .included treatment of 

the partner, use of techniques to build self efficacy, 

provision of employment training, and parenting and life 

skills workshops. 
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Beyond drug treatment designed to prevent the 

transmission of HIV/AIDS through needle sharing, studies 

have begun to look at the potential for behavior change 

among IVD users, which is really the heart of preventing 

transmission of HIV/AIDS through sexual routes. (Shilling, 

Bassell, Schinke, Nichols, Botvin, & Orlandi, 1991). 

Ickovics and Rodin (1992) noted the need for behavior change 

to reduce the risk of transmission of HIV/AIDs through 

sexual means. They indicated that two-thirds of IV drug 

users reported never using condoms. Shilling et al. (1991) 

, looked at the sexual behavior and attitudes toward safe sex 

of persons undergoing drug treatment. They found negative 

attitudes toward condom use correlated with low condom use 

among IV drug users. Men in the study were also less likely 

to feel it was okay to talk about sexual histories or past 

IV drug use. Shilling et al. (1991) suggested that 

culturally and gender specific programs needed to be set up 

to assess the cultural, social, economic factors related to 

higher risk behaviors and to plan effective programs of 

intervention. Some of the efforts to bring about behavior 
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change in this area will be further discussed in the section 

on behavior change. 

Perinatal Transmission 

In 1981 five homosexual men in the U.S. were diagnosed 

with pneumocystis carinii pneumonia, a rare type of 

infection usually - found only in severely immunosuppressed 

individuals . . By 1983 Montagnier had identified HIV as the 

cause of the disease. As of 1985 diagnostic tests ~were 

available to screen for the presence of antibodies to the 

human immunodeficiency virus (Newell, 1992). By the year 

1992 ten million adults and one million children worldwide 

were reported to be infected with HIV/AIDS (Newell, 1992). 

About twelve percent of these are women, most are of 

reproductive age (Tinkle, 1991). It has been found that the 

.incidence of HIV/AIDS in women directly correlates with the 

incidence of HIV/AIDS in infants (Porcher, 1992). The 

majority of pediatric HIV/AIDS cases found today were passed 

on to the infant during pregnancy (Tinkle, 1991). 

The virus is present in amniotic fluid, fetal tissue, 

breast milk, and blood (Tinkle, 1991). Although it is not 

known how or when transmission occurs, the virus can 

potentially be passed on through the placenta as early as 13 

weeks gestation, up to 34 weeks (McDonald, Ginzburg, & 

Bolan, 1991). The virus could be passed on during delivery 

or through brestfeeding (Tinkle, 1991). The route of 
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transmission is unknown at this time though the latter two 

are more questionable. Only 13 to 30% of infants born from 

an HIV seropositive mother _are infected (Newell, 1992). No 

significant difference occurs in transmission rates with 

different modes of delivery such as cesarean section versus 

vaginal·. delivery (Newell, (1992). Breastfeeding has also 

been questioned as a source of transmission. In the U.S. 

breastfeeding is discouraged (Porcher, 1992) but, in 

countries where bottle feeding may spell death for the 

infant, breastfeeding is still supported by the World Health 

Organization (Lederman, 1992). Richardson (1992) indicated 

that the small risk from breast-feeding must be weighed 

against the nutritional and anti-infective properties of 

breastmilk. Alhough the route of transmission is unknown 

,Curran et al. (1988) reported an association between low T

helper to T-suppressor ratio in the carrier and a higher 

rate of transmission to the infant. 

The effects of HIV/AIDS on the woman and the pregnancy 

are not clear in the literature. Most studies reported that 

pregnancy does not accelerate HIV for the woman (Ickovics & 

Rodin, 1987). The effects of HIV/AIDS on the pregnancy vary 

widely. A few studies suggest that women will experience 

preterm labor, spontaneous abortion, and intrauterine growth 

retardation (Porcher, 1992). There is little evidence of 

increased obstetric complications, though HIV/AIDS can 
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interfere with medication pharmacology during delivery, 

fluid management, decision making during delivery or 

tolerance of labor (McDonald et al., 1991). Tinkle (1991) 

indicated that the effects of HIV/AIDS on the infant, 

prematurity, low birth weight, or stillbirth, are difficult 

to attribute solely to HIV/AIDS because the woman may also 

have had poor nutrition or inadequate pre-natal care during 

the pregnancy. 

For many women the first indication that they are HIV 

positive or have AIDS is by the birth of an infected infant 

(Porcher, 1992). The infant can not be diagnosed as 

infected at birth because the blood test only detects the 

presence of antibodies to the virus. Maternal antibodies 

cross the placenta in almost all cases and hence the 

,majority of infants are born seropositive to an HIV/AIDS 

infected mother (Richardson, 1992). The virus may or may 

not have been transmitted to the infant. Maternal 

antibodies can exist up to 18 months in the infant 

(Newell,1992). If symptoms of AIDS show up and a repeat 

test is positive, then the infant may be HIV infected. 

Henrion (1988) reported that 60 percent of HIV infected 

babies die within 24 months. 

Prevention seems to be the clear answer to perinatal 

transmission but there are challenging questions posed by 

researchers. It's clear that confidential HIV/AIDS tests 
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should be available to all women, especially high risk women 

(Porcher, 1992). But a seropositive test is only the 

starting point for the difficult decisions a - woman faces. 

If she is not yet pregnant, she must choose to negotiate 

condom use with a partner, perhaps giving up her dream to 

bear -children. If she is pregnant, she must choose to 

either risk a full term pregnancy, which might include 

complications or the infection of her child, or choose an 

abortion, which might be -morally wrong to her, or 

financially and personally unavailable (Richardson, 1992). 

Whatever - the choices she makes, there is a personal cost. 

While women have been and will continue to be affected 

tragically by the AIDS epidemic, the disease also affects 

the circle of those around her, her family and her 

,community. Women who have AIDS cannot maintain efforts to 

ensure that the family eats well, is clothed adequately, 

practices good hygiene, is properly immunized, educated or 

prepared for the future. Heise (1988) commented that AIDS 

will undermine progress in women's and children's health 

around the world. 

Another area of great concern is what happens to the 

children and family after a woman dies of AIDS. A rapidly 

increasing number of children have been left as orphans. 

According to Gillespie (1991), "more than 10 million 

children under the age of ten will be AIDS-related orphans 



by the end of the 1990's ... the average women dying of AIDS 

leaves behind two children who have been completely 

dependent upon her for food, clothing and shelter." 
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If the child or children are HIV positive or have AIDS 

the chance of finding. adoptive or foster homes is diminished 

severely. Heise (1988) concludes that unlike other illness 

AIDS/HIV strikes not at the weak, sick or old but seems to 

be eliminating the productive segment -of the, population as 

well as our future -- the children of our communities. 

Few of us would .argue that the questions raised by the 

process of perinatal transmission are some of the most 

heartrending of the HIV/AIDS pandemic; what happens to the 

family unit when the HIV infected mother can not care for 

her sick infant and/or other children? How do children cope 

with a dying mother and brother or sister? How can health 

care and social workers help the family adapt to living with 

a chronic illness? What happens to the other children after 

the death of a caregiver? How will this change in the 

direction of the AIDS epidemic affect our communities and 

indeed our personal response to the epidemic? 

This section of the review of literature has attempted 

to discuss information and issues related to the biological 

transmission of HIV/AIDS in women. It is clear at this 

point in the AIDS pandemic that the greatest source of 

threat to women is that of IV drug use, followed closely by 
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heterosexual sexual intercourse. Blood transfusion, though 

not a threat in the U.S., is still a risk in many parts of 

the world. At this point in the review of literature it 

seems timely to look positively at what can be done or is 

being attempted by researchers to halt the flow ·of HIV/AIDS 

transmission. 

Behavioral Interventions 

Behavior Change 

Behavior change is central to controlling the epidemic 

today. Researchers all agree that until a vaccine can be 

developed the only means of changing the course of the 

epidemic is through prevention (Kelly & Murphy, 1991). 

Individuals can avoid contracting HIV/AIDS by not sharing 

needles or participating in sexual intimacies which place 

them in contact with semen, vaginal secretions, or blood. 

Coates (1990) indicated that behavior change will always be 

important, even with a vaccine or cure, for decreasing the 

risk of infection. Sexually transmitted diseases are still 

prevalent although cures have been known for many decades 

(Coates, 1990). The failure of behavior change 

professionals to motivate at risk populations to avoid 

sexually transmitted diseases may be caused by their limited 

understanding of sexual behavior. 

Little is known about the specific sexual behaviors 
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which place one at risk for STD's including HIV/AIDS. 

Sexual research has been limited in the past by a reluctance 

to support research which -is controversial (Ehrhardt, 1992). 

Hence little is known about individual or group sexual 

behavior beyond the age of first intercourse or percentage 

of experienced adults in America (Ehrhardt, 1992). 

Reinisch 1 Sanders and Ziemba-Davis (1988) contend that 

achieving the desired behavior cha~ge requires a precise 

understanding of sexual b~havior. 

Community Interventions 

Researchers have many suggestions for individual and 

community interventions which _might change behavior and 

hence prevent HIV/AIDS. On the community level the ideas 

about appropriate interventions range from one extreme, 

which includes mandatory testing, public laws against 

infecting another, HIV parole boards, and quarantines 

(Archer, 1989), to the more sensible approaches, which 

include increasing drug treatment programs, strengthening 

STD clinics, supporting aggressive contraception programs 

(Cates & Bowen, 1989), and encouraging partner notification 

after HIV testing (Potteratt, 1989). 

Educational efforts at the community level continue to 

use posters and advertisements to heighten awareness about 

HIV/AIDS, condom use or IVDU (Coates, 1990). Some studies 

report that women have been more responsive to these 
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informational campaigns, others say -they are less so. 

Rickert (1989) said that more men than women had changed 

behavior to reduce the risk - using condoms more or reducing 

the number of partners in response to educational efforts. 

Carroll (1991) also indicated in a study of college students 

that women were less likely to adopt preventive behaviors 

like using condoms in response to the provision -of 

information. In · addition to ·education some communities 

provide condoms in public rest rooms or offer needle 

exchanges (Cates & Bowen, 1989). 

Research of the literature turns up few formal 

community behavioral interventions and very few directed at 

women in particular. Kelly and Murphy (1991) said, "We 

still know very little about how to promote potentially 

lifelong and permanent changes in- risky sexual behavior 

practices. "One study attempted to change behavior on a 

community level. Efforts to change community norms and 

hence behavior have been made through the use of peer 

leaders such as Kelly 1 s work with the gay community (Kelly, 

Lawrence, Diaz, Stevenson, Hauth, Brasfield, Kalichman, 

Smith, & Andrew, 1991). They trained g~y_ men to discourage 

unprotected anal intercourse and promote condom use among 

cohorts, with success. 

Interventions for Individuals 

Few studies that described HIV/AIDS behavioral 
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interventions- for groups or individuals exist (Kelly and 

Murphy, 1991). The literature provided many suggestions for 

behavioral interventions to be used --in. a variety of settings 

with groups or individuals ·. - These · included techniques to 

raise consciousness about HIV/AIDS risk, increasing 

motivation, and skill development (Kelly & Murphy, 1991) -~, 

The literature suggested teaching sexual assertiveness, 

offering social support~ teaching self-management (Kelly, 

Lawrence, Basfield, &, -Hood, 1989), and substituting 

alternative sexual outlets. Finally, Cates and Bowen (1989) 

recommended including roleplaying condom negotiation to 

increase the likihood of developing these skills and 

distributing condoms to those . observing and/or participating 

in the skills training sessions. 

Peer leaders have also been used to reach the 

individual to bring about behavior change. One program, 

called WARN (Womens and AIDS Risk Network) was initiated in 

1988 in Boston, Phoenix, and Los Angeles. It used peer 

educators to reach women at risk through IVDU and/or sexual 

behaviors (Raymond, 1988). The peer leaders set up support 

groups for partners of IV drug users and acted as liaisons 

to other social service agencies. 

Finally it must be mentioned that some researchers 

indicated that specific behavior change methods such as 

teaching women condom negotiation skills or sexual 
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assertiveness is doomed to failure (Worth, 1989). The 

results from programs Worth (1989) set up to learn more 

about the sexual behavior of women at highest risk revealed 

that women may be asked to make behavior changes which they 

do not have the power to make. She further indicated that 

''women will continue to take risks because the socioeconomic 

or cultural cost of avoiding such risks are too high''. 

Weissman (1~1) added that women's response to preventive 

interventions is greatly affected by cultural and risk

taking orientations, socioeconomic status, and family. 

Smeltzer (1992) reported that the traditional sex role of 

women faced with .economic hardship make behavior change 

difficult for many. The literature suggested the need for 

larger changes in the context of women's lives in order to 

give them the power to make decisions - sexual or drug 

taking. Gillespie (1991) said that women are denied equal 

access to education, training, and independent incomes which 

would give them more personal power in their lives. Some 

see a need for change within the context of women's lives 

before specific behavior strategies will work. 

Psychosocial Factors Related to Behavior Change 

Because prevention through behavioral means is the only 

way to stop the AIDS epidemic, researchers have intensified 

their study of behavior. Health theory has been useful in 
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organizing factors which are believed to be related to 

behavior change. For the purpose of this study the Health 

Belief Model was used to examine psycho-social factors 

related to behavior change for HIV/AIDS prevention. Studies 

were selected for review on the basis that they focused on 

the . ways behavior was affected by (a} HIV/AIDS knowledge, 

attitudes, and beliefs; (b) cues to HIV/AIDS preventive 

action; (c) perceptions of the severity and personal 

susceptibility of HIV/AIDS, and (d) barriers to engaging in 

HIV/AIDS preventive behavior. Each of these areas will be 

discussed in the following sections. 

Knowledge, Attitudes, and Beliefs 

Knowledge, attitudes, and beliefs toward HIV/AIDS have 

been examined for many groups. Children, adolescents, 

students in elementary and secondary schools, undergraduate 

and graduate college students, teachers, administrators, 

homosexual and heterosexual males and females, police, 

social workers, substance abuse clinic directors and 

counselors, psychiatric staff, medical technologists, 

nurses, doctors, interns, medical residents, business and 

coroporate executives and employees, blood donors, 

Hispanics, Blacks, Latino groups, Native Americans, Asian 

Americans, and southern Baptist church leaders have all been 

studied for their knowledge of HIV/AIDS. The results of 

this extensive research suggests that most individuals are 
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fairly well informed about HIV/AIDS. A survey of the 

general population in l990 corroborated previous indications 

that the proportions of the population who had heard about 

HIV/AIDS and were aware of transmission and preventive 

behaviors remained high -(Adams & Hardy, · 1990) . Over 90% of 

the individuals knew that using condoms -during intercourse, 

celibacy, or monogamous relationships with a person who did 

not have-. HIV /AIDS were effective preventive behaviors. 

Individual studies sometimes indicated that subjects had· 

misperceptions about transmission through casual contact 

(Bertrand, Brown, - Kinzonzi, Mansilu, & Djunghu~ 1992). So 

it would seem that throughout the last decade, information 

about HIV/AIDS has been received and understood by most of 

the population. The question of current concern is how has 

preventiv~ behavior changed as a result of cognitively 

knowing about something as serious as HIV/AIDS? 

How knowledge affects behavior has long been of great 

interest to researchers. Most educators and learning 

theorists agree that while knowledge alone is not sufficient 

to change behavior, greater awareness is an essential 

starting point for change (Ahia, 1991). Researchers have 

investigated how much HIV/AIDS knowledge correlates and 

obtained behavior change with conflicting results. Thomas 

and Borman (1988) indicated in a study of college students 

that subject's knowledge about HIV/AIDS correlated with 
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sexual responsibility. Thomas, Gilliam, and Iwrey (1989) 

reported that · black students who reported engaging · in high

risk behaviors had statistically significant lower knowledge 

scores :about HIV/AIDS. Another study by Gray ·and Saracino 

(1989) .found ·that subjects were well informed about HIV/AIDS 

but that no relationship . existed between .accurate :knowledge 

about HIV/AIDS and sexual behavior. Ahia (1991) also 

indicated that knowledge did not significantly account for 

compliance to -safer-sex guidelines. 

Finally, Edgar, · Friemuth, and Hammond ( 1988) 

synthesized four studies from universities. The results in 

all the studies reported that students were reasonably 

knowledgeable about HIV/AIDS but few translated knowledge 

into behavior . change. They hypothesized that students 

lacked the communication skills to negotiate safe-sex or 

perhaps did not personalize the risk because of the 

homosexual stigma associated with HIV/AIDS. 

Attitudes and beliefs about HIV/AIDS have also been 

investigated. Attitude toward condom use and safe sex with 

behavior has been looked at in studies. Shilling et al. 

(1991) found that the attitudes of men and women toward 

safer sex differed significantly. Men reported being less 

favorable toward using condoms and less comfortable with 

discussion about safer sex, sexual histories, or IVDU. In 

their study there was a significant relationship between 
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reported condom use and attitude toward condoms and 

negotiating safer sex. More on this area will be discussed 

in the section on barriers to preventive -action. 

In conclusion knowledge, attitudes, and beliefs about 

HIV/AIDS are important, particularly knowledge about 

transmission, attitudes toward condom . use, or beliefs about 

the appropriateness , of discussing sexual or drug using 

histories. The next section will discuss studies which 

investigated cues to HIV/AIDS preventive action. 

Cues to Action 

The question of what brings people to make a behavior 

change in their life is sought after particularly in the 

area of HIV/AIDS reduction. Sometimes external sources can 

motivate an individual to make a behavior change. Those 

stimuli about the risks of HIV/AIDS, referred to as cues to 

action in the Health Belief Model, include education, 

communication with others, educational drama, movies, 

television docudrama, educational videotapes, public service 

announcements, newspaper articles, and written materials 

(Leviton, Hegedus & Kubrin, 1990). 

Which cues to action work best to change behavior? 

Leviton et al. (1991) designed a hypothetical continuum for 

how these cues to action would most impact individual 

behavior. They indicated that the highest potential for 

change was one-on-one communication; then small group 
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communication; and,then educational drama. Television and 

public service announcement was in the middle. Written 

material was lowe.st on the continuum leading · to behavior 

change. _ Other researchers added that knowing someone with 

HIV/AIDS is a significant determinant of either attitude or 

behavior change (Bertrand, - Makani, Hassig~ Niwembo, Djunghu, 

Muanda, & Chirhamolekwa, 1989) . -

-:Researchers discuss alternative routes to get the 

HIV/AIDS preventive cues to action or messages across. The 

message might be from a media source such as a public 

service announcement, an interpersonal source· such as a 

person with AIDS or an institutional source such as the 

classroom (Welch-Cline & Engel, 1991). Active sources or 

cues to action such as symposia or support groups are lauded 

as .more likely to bring about behavior change than passive 

sources of information such as pamphlets, posters, and 

billboards (Welch-Cline & Engel, 1991). Communities today 

may take many routes to provide cues to preventive action. 

An example of aggressive attempts to provide HIV/AIDS 

cues to action to .districts in London were described by 

Schwarz (1992). Tower Hamlets Health Promotion Service 

produced a video drama available in a range of ethnic 

languages and distributed in the local video shops. 

Lewisham Health Promotion Unit offered educational 

materials, such as pamphlets, direct to people in clubs and 
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bars . Streetwise Youth Project offered free advice and 

i nformational material to help young men involved in the sex 

industry . How this information is processed into behavior 

change remains at the hypothesis level at this time. 

How is an external cue translated into behavior change? 

Welch-Cline and E-ngel (1991-) reported that information 

processing which leads -to behavior change . is thought to 

start with awareness and knowledge, followed .by a change in 

attitude or belief leading to a behavioral intention, then 

behavior change. The goal then of communication and 

behavior change depend on the fit between the message and 

the receiver (Welch-Cline & Engel, 1991). 

The content and route of the cue to action or message 

must be carefully targeted to the audience. - Wilson and 

Nashman (1990) described the process of producing an 

HIV/AIDS cue to action; listen to the audience, be it IVDU 

or sex partners, to understand concerns in order to produce 

an idea. Determine the best route to deliver this idea or 

message, use focus groups to determine if this is the right 

message for this group. After delivering the message be it 

through radio spots, posters ~r billboards, evaluate the 

extent of audience reached and what message was retained. 

The message might be changed as a result of feedback. 

Jemott and Jemott (1992) described a culturally appropriate 

program for black adolescents. They used focus groups to 
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design games, exercises and films to reinforce learning and 

behavior change for HIV/AIDS prevention. They used the 

colors- and .map of Africa to advertise the program, and gave 

out tee-shirts to reinforce the message "Respect yourself -

Protect yourself". 

As stated before., characteristics of the receiver that 

might be important are race, age, and gender for . HIV/AIDS 

risk behaviors practiced. Welch-Cline and Engel (1991) 

stated, "Planners need to know the -audience, identify 

salient audience segments, and understand the 

characteristics of information sources that the particular 

audience finds believable and is likely to use. Perhaps the 

most important cues to action might be those which bring 

home to the individual both the severity of HIV/AIDS as well 

as the possibility for personal vulnerability and need for 

preventive action. The next two sections will discuss 

these. 

Severity 

The Health Belief Model shows that individuals will 

take action to ward off, screen for, or to control ill

health conditions if they regard themselves as susceptible 

to the condition. The consequences must be perceived as 

serious. 

Goggin {1988) reported that 96% of college students 

perceived HIV/AIDS as a major public crisis. It is 
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interesting that a study -by Rhodes and Wolitski (1989) 

indicated that women perceived the AIDS epidemic as worse 

than men, although no reason was reported. How does 

perception of HIV/AIDS as serious affect behavior? At least 

one study found that perception of severity of HIV/AIDS 

positively affected compliance to safer sex (Ahia, 1991). 

The author noted that this information should not be acted 

upon by using fear tactics in HIV/AIDS education because in 

fact, fear arousal has not been effective in gaining 

compliance to health measures in other areas. Instead the 

author recommends that health educators reinforce the 

perception of individuals that HIV/AIDS has many potential 

health consequences and is incurable. 

Many researchers such as Worth (1989), Gillespie (1991) 

and Carvano (1991), would argue that though women most at 

risk for HIV/AIDS perceive the disease and epidemic as 

serious, their lives may be so difficult on a day to day 

basis that the risk of transmission seems a far off threat, 

second to more immediate threats; the struggle to eat, pay 

rent, or to avoid domestic violence. Many individuals may 

perceive HIV/AIDS as serious, but not to themself. The next 

section will discuss how perceived susceptibility to 

HIV/AIDS potentially affects behavior. 
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Perceived Susceptibility 

Todd Siegler, Minnesota AIDS coordinator, (1993) said 

it well, "Until we own our own susceptibility to this 

disease, we will not see any difference in or change in 

behavior or decrease in AIDS. If women don't believe they 

are susceptible to AIDS they, won't take measures to protect 

themselves." The _ability to perceive oneself as at risk for 

contracting an ill health condition is called perceived 

susceptibility, an integral component of the Health Belief 

Model. Bauman and Siegel (1987) said "Models of preventive 

health behavior consistently emphasize that individuals must 

acknowledge that they are at risk before they will initiate 

and maintain preventive health practices." Specific to 

HIV/AIDS, Peterman, Cates, and Curran (1988) said that one 

reason people may fail to comply with education or knowledge 

about safe sex behavior is that they fail to perceive that 

they are at risk. 

Most people in the United States ·and worldwide would 

agree that AIDS is a serious epidemic. Goggin (1988) 

indicated that, although 96% of the population believes 

HIV/AIDS is a major public crisis, few indicate feeling 

personally susceptible to HIV/AIDS. This curious phenomenon 

has been replicated in many studies. Bertrand et al. 

(1992) studied the perception of individuals for general 

risk versus personal risk. That is to say, they asked 
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individuals how bad~IV/AIDS was in the community, then how 

much of a risk it was to them personally. They found that 

perceptions of community risk were high, personal risk low. 

Only one third of the women in this study believed they were 

susceptible to AIDS. These subjects were in a country 

(Zaire) which has the second highest HIV/AIDS rates on the 

continent. Pitts, Humphrey, and Wilson (1991) added that 

reiteration of official numbers of HIV/AIDS cases is not 

enough to influence behavior change. Self-Assessment of 

risk may be crucial to behavior change. 

Many researchers indicated that a sense of personal 

vulnerability to HIV/AIDS is imperative for behavior change 

(Bauman & Siegel, 1987; Herting, 1988; Kelly & Murphy, 

1991). The literature suggested that perceived 

. susceptibility is really about motivation to change. 

Kalichman, Hunter, and Kelly (1992) posited that readiness 

to reduce risk is influenced by knowledge of risk, perceived 

personal susceptibility and an accurate evaluation of risk 

behaviors. Beck and Frankel (1981) found in a study that 

readiness to reduce risk was influenced by knowledge of 

risk, personal appraisal of susceptibility, accurate 

evaluation of personal risk, and a view of the conditions as 

serious. Bauman and Seigel (1987) added that gay men who 

deny risk generated little motivation to practice safe sex. 

Another study (Manning, Balson, Barenberg, and Moore, 1989) 



examined perceived susceptibility to AIDS and sexual 

behavior. Undergraduates scored the lowest in perceived 

susceptibility and were least- likely to practice safe sex. 

Behavior change may follow or precede a sense of personal 

concern about HIV/AIDS. 
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It would seem that those who have already changed 

behavior report feeling less at risk for HIV/AIDS. Gray and 

Saracino (1989) reported in a study of undergraduates a 

relationship between self-assessment of personal risk and 

reduced sexual contacts. In adolescent women the number of 

partners was associated with susceptibility beliefs 

(Catania, Dolcini, Coates, Kegeles, Greenblatt, Puckett, 

Corman, & Miller, 1989). Blonna, Hayden, and Milcetic 

(1991) noted that college students who had a perception of 

risk for contracting HIV had higher rates of condom use for 

preventive purposes. High school students who felt 

susceptible to AIDS were 1.8 times more likely to use 

condoms (Hingson, Strunin, Berlin, & Heeren, 1990). 

Finally, researchers noted that those who reported less risk 

had fewer partners and used condoms (Kelly, Lawrence, 

Brasfield, Lemke, Amidei, Roffman, Hood, Smith, Kilgore, & 

McNeill, 1990). These studies have observed a link between 

a perception of susceptibility and behavior change or safe 

sex activity. 

A number of other studies have made a good start at 
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examining the issue of perceived susceptibility and how it 

might be linked to behavior change. The studies available 

in the literature are presented in Table 1. Most studies 

used one item as the indicator of perceived susceptibility. 

Subjects were selected from a variety of ages and ethnic 

groups. The results of the studies shown in Table 1 

:indicate that a perception of susceptibility to HIV/AIDS is 

generally low. Safe sex behavior was linked to perception 

of risk in most of the studies, _except one, which found no 

correlation between perceived susceptibility and compliance 

to safe sex behavior (Ahia, 1991). 

After so much research reporting the number of HIV/AIDS 

cases in women and minorities, one would expect a higher 

perception of risk among these groups. To the contrary, 

Carroll (1991) hypothesized that women do not see themselves 

at risk. Many women, particularly minority women, do not 

perceive themselves to be at risk according to the 

literature (Mays & Cochran, 1988; Pokalo, 1992; Ahia, 1991). 

This may be because other risks in their lives supercede the 

threat of HIV/AIDS as discussed earlier. Dorfman, Derish, 

and Cohen (1992) have stated that women sometimes 

inaccurately assess sources of risk. Female sex workers 

felt less at risk from husbands or boyfriends then clients. 

As mentioned before, she is more at risk from a regular 

partner. Kalichman, Hunter, & Kelly (1992) conducted a 



TABLE 1 

Studies of Perceived Susceptibility to HIV/AIDS 

Author(s)/Date Items on Susce~tibilitv T:t~e of Data 

Ahia 1991 I have a very good chance Questionnaire 
of getting HIV. 1-5 scale. developed. 

Bertrand et.al. 1992 Percent who believe they Kin Shasa K-A-P 
are at risk of getting AIDS. survey. 

Catania et.al. 1989 What do you think the Questionnaire 
chances are that you developed. 
already have the AIDS 
virus? 1 =no chance, 
5=definitely 

Dorfman , Derish , Do people talk about AIDS Interview 
Cohen 1992 out there? ethnographi'c field 

notes. 

Gray & Saracino 1989 Students assigned 36-item 
themselves a personal risk Questionnaire . 
rating from fixed choices of 
no risk to high risk. 

Results 

Low correlation to 
compliance to safe sex. 

1 /3 of women believed they 
were at risk. 25.:.29 years, 
educated and married felt 
most at risk. 

# partners correlated to 
perceived susceptibility. 

72% women feel at risk from 
clients not.from husbands. 
86% of IVDU felt at risk. 
94% always used condoms 
with clients. 25% with a 
partner. 

Relationship between 
personal risk and reduced 
contacts. 83% low risk or no 
risk. 

Subjects 

250 male 
heterosexuals. 

5,494 women in an 
African country. 

114 adolescent 
women, 12-18 yrs. 

Female sex 
workers. 

459 undergrads. 
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Author(s)/Date Items on Susceptibility Type of Data Results Subjects 

Joseph et.al. 1987 •Considering all the Questionnaire. •Very few believed :that they 6,000 gay males. 
different factors that may were at risk. 
contribute to AIDS, •~autioned that those who 
including your own past and believe they are higher risk-
present behavior, what less likely to take behavioral 
would you say are your reductions. 
chances of getting AIDS? 
•When you compare 
yourself to the average gay 
man, what would you say 
are your chances of getting 
AIDS? 

Kalichman, Hunter, •I am concerned that I will Questionnaire- • Susceptibility was Minority & 
Kelly 1992 get AIDS. individual & private associated with ethnicity and non minority 

•I am concerned that at bus station. level of risk. women. 384 total. 
someone I know will get •Minority women-less 
AIDS. concerned. 
•What do you think your • High risk women reported 
chances are of getting greater concern about 
AIDS? getting AIDS themselves. 
(4 point scale) 

Kelly et.al. 1990 Not available. Questionnaire . Accuracy of personal risk Gay males. 
was associated with risk and 
preventive behaviors. 

Linksz 1989 •I am not worried about Questionnaire. Low risk by respondents. College students at 
getting AIDS. community college. 
•I think I will be able to 
protect myself from being 
exposed to AIDS. 
•I am concerned that I 
might be exposed to the . 
aids virus. 

~ 
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Authors/Date Items on Susceptibility Type of Data Results Subjects 

• I feel helpless against a 
disease like AIDS. 
•The idea of getting AIDS 
really frightens me. 
•I don't think AIDS will ever 
effect my own life. 
•I consider my own AIDS 
risk to be very low. 
•These days everybody is 
at risk for getting AIDS. 

Manning et.al. 1989 Why do you think (college Qualitative Scored lowest in perceived 122 undergraduate 
name) students don't discussion. susceptibHity on previous freshmen. 
believe they are susceptible survey. 
to the AIDS-causing virus? 

Nimphius 1991 Do you think you are at risk Questionnaire. After program of education Minority women. 
for catching AIDS? little change in perceived 

susceptibility. 

Pitts, Humphrey, •Personal risk-what do you Questionnaire. No relationship between Adults in Harare, 
Wilson 1991 think are your chances of perceived personal and Zimbabwe. 

contracting AIDS? general risk. 
•General risk-what are the 
chances of getting AIDS 
from one act of intercourse 
with an infected person? 
•How many people have 
died in Zimbabwe from 
AIDS? 

Radius et.al. 1991 Worry about getting AIDS. Questionnaire on an No difference between College women. 
Likely to get AIDS-yes-no. annual health Barrier & O.C. user and 

survey. knowledge of HIV. 

~ 
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survey of women's AIDS related risk behavior and percieved 

susceptibility. They indicated that minority women had 

alower perception of susceptibility despite more risk 

behaviors in the - study. 

47 

Students are not likely to feel vulnerable to HIV/AIDS 

(Brown, DiClemente, & Reynolds; 1991; Keeling~ 1991; 

Woodcock, - stenner & Ingham, 1992). Misinformation, 

prejudice or stereotypes, and cognitive misappraisals are 

common in young- people according to a survey by Woodcock et 

al. (1992). Young adults reported the following responses in 

relating AIDS to their own behavior: - "AIDS is a risk you 

take in living." "AIDS is only in the city." "My partner 

is safe, tested, faithful, or monogamous." " I'm not 

promiscuous," or, they credit themselves with superior 

knowledge of the partners sexual history based on dress, 

actions, talk, and reputation. Manning, Balson, Barenberg, 

and Moore (1989) and Gray and Sarracino (1989) did extensive 

surveys with college students and charted their responses 

about personal risk. Responses varied: "AIDS is a 

homosexual disease." "Only IVDU get AIDS." "I am 

abstinent, use condoms or have only one partner." "AIDS is 

not a problem here." 

partner sleeps with." 

"I trust my partner." "I know who my 

"There's a low rate of carriers out 

there." Or, "it's never going to happen to me." 

Researchers have noted particularly that young adults 
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express a sense infallibility or power nver illness (Edgar, 

Freimuth, &- Hammond, 1988; Gray & Saracino, 1989; Woodcock, 

Stenner, & Ingham, 1992) . _-- Weinstein (1982) is noted for 

identifying optimistic bias : or- the ability to disclaim risk 

to avoid anxiety, the need for change or to preserve self

esteem. - Bauman -and Siegel (1987) reported- that gay males 

who : said they practiced high risk behaviors still predicted 

their susceptibility to HIV as low. The difficulty when 

interpreting this is determining whether the problem is one 

of measurement or perception. 

Perceived susceptibility is difficult to measure for a 

variety of reasons. Many people do not want to express a 

perception of susceptibility when responding to a question 

on a survey. Nimphius (1991) _ reported that persons may be 

reluctant to identify themselves as at risk because they may 

not want others to see their response or they may not be 

emotionally ready to validate the risk. This may apply 

especially in classroom settings or other situations where 

subjects will spend future time together. 

Another reason subjects do not want to admit 

vulnerability to HIV/AIDS on a survey or during an interview 

may be a psychological response of denial to decrease 

anxiety (Bauman & Siegel, 1987). Siegel and Gibson (1988) 

noted that people tend to distort reality to avoid mental 

anxiety. Archer (1989) described it as a psychological 
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defense against the concept that one might have a fatal 

disease. _ Bauman and Siegel (1987) indicated that in a study 

of gay males that people in general avoid thinking that they 

are vulnerable to life's undesirable consequences to reduce 

mental stre_ss. 

The third reason for not perceivin~ susceptibility was 

called cognitive misappraisals -- individuals don't think 

they are at risk. This could be for a number of reasons. 

The language of safe sex guidelines -has misinformed many 

individuals. Bauman and Siegel (1987) commented that many 

gay males had followed the advice given to reduce partners 

or know one's partner. They followed health advice to 

shower after sex and look for lesions on the partner 

etcetera. While these things do little to prevent the 

transmission of HIV/AIDS, and they felt that they were not 

at risk. Other reasons were mentioned by students, who 

basically perceive HIV/AIDS as something that happens to 

someone else. The literature had some recommendations for 

changing perceived susceptibility. These will be reviewed 

in the following section. 

A sense of personal susceptibility to HIV/AIDS has been 

an important step in the goal of behavior change for the 

prevention of HIV/AIDS. Edgar et al. (1988) said that a 

low risk perception may be the greatest barrier to behavior 

change and the most difficult to overcome. Goertzel and 
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Bluebond- Langner (1991) cautioned that perceived 

susceptibility may be difficult to change. They found that 

the impact of a course on AIDS . with college students yielded 

little change in ~students beliefs about personal 

vulnerability. Increased knowledge did not lead students to 

feel they were personally in danger of infection. · ·No 

information was available as to whether during the ' ,course 

students were given .exposure to people with AIDS (PWA's) who 

were like themselves, or supplied with other motivational -

techniques to increase susceptibility. Edgar et al. (1988) 

suggested the importance of presenting students with ·-someone 

like themselves so that reality reinforces health education. 

Peterman et al. (1988) reinforced this concept by reporting 

that one of the major predictors of a change in sexual 

habits in homosexual men was knowing someone with AIDS. 

Pitts et al. (1991) said to present images and messages 

which can be personalized by different sections of the 

community. Blonna et al. (1991) used peer educators, role 

playing and role modeling in AIDS education to help students 

assess their personal risk. 

Researchers reported another caution for efforts to 

change susceptibility based on a study that showed those who 

perceived themselves to be at risk subsequently had a 

decreased sense of personal control and other adverse 

psychological changes in their lives (Joseph, Montgomery, 
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Emmons, Kirscht, Kessler, Ostrow, Wortman, O'Brien, - Eller & 

Eshleman, 1987). Bauman and Siegel (1987) recommended using 

tactics to motivate change but help manage anxiety. _rt was 

suggested that educators emphasize future vulnerability, to 

not stress what people have done, but what they will or will 

not do in the future. :Kelly -et- al. _· ( 1990) suggested 

emphasizing internal _control and personal choice as future 

determinants of risk. Build self-efficacy by drawing on 

what skills or ability or power individuals have in their 

lives to make changes. It might be to practice safe sex, 

negotiate condom use, practice abstinence or one-partner 

lifelong monogamy and not share .needles. -

The preceding sections have endeavored to examine the 

issue of perceived susceptibility to HIV/AIDS, and to 

discuss its link to behavior change. Studies were shown 

which included questions about perceived susceptibility. 

Issues in measurement and suggestions for changing perceived 

susceptibility were provided. 

Barriers 

This section in the review of literature examines the 

critical barriers that must be overcome by individuals to 

prevent the further spread of HIV/AIDS. The Health Belief 

Model states that health preventive behavior is most likely 

to occur when no critical barriers to the desired behavior 

exist (Glanz et al., 1990). Barriers to HIV/AIDS preventive 
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behaviors could involve many factors such as physical 

barriers, for example lack of condoms in the community, or 

financial barriers such as lack of money to procure condoms. 

Because ' this study examined psychosocial factors related to 

HIV/AIDS prevention according to the Health Belief Model, 

this review investigated. only the psychosocial barriers to 

HIV/AIDS preventive action which have been reported in the 

literature. · Two major psychosocial barriers will be 

discussed; barriers to condom use atid barriers to sexual 

abstinence or limiting partners. 

First, it needs to be mentioned that many researchers 

have expressed great concern that we look specifically at 

differences in gender when designing programs _to change 

behavior. When Nyamathi, Shuler, and Porche ·(1990) designed 

a preventive program for high risk minority populations, 

they indicated that subjects were more likely to follow a 

prescribed behavior such as limiting sex partners or using 

condoms during intercourse, when no significant obstacles to 

doing this existed. Researchers have expressed concern that 

HIV/AIDS education, proposing these behavior changes, was 

based on work with gay males and could not be implemented 

for women because significant barriers would prevent women 

from following the advice given (Cochran & Mays, 1989). The 

following section will discuss barriers to following 
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prescribed behavior for both women and men. The predominant 

focus was on barriers for women. 

Using a condom .presents many problems for the 

individual. The first encompassing barrier, particularly to 

women, is who makes the decision. to use a condom. Carvana 

(1991) stated that many women lack control -over any ·aspect 

of their sexual relationship. To ask them to negotiate 

condom use may be asking them to do something they lack the 

power to do (Worth, :1989). A woman making decisions 

threatens the traditional sex role of passivity and 

subordinance (Worth, 1989). The · literature indicated that 

Hispanic women particularly are expected to be dependent and 

sexually passive, allowing the male to be dominant in the 

relationship (Wells & Jackson, 1992; Worth & Rodriguez, 

1987). While widely accepted, this idea was challenged in 

the literature by Kline, Kline, and Oken (1992). Their 

study of minority IVDU women reported that the women did not 

fit the submissive role described by other researchers, that 

in fact, the women reported being very assertive in sexual 

decisions. Perhaps it is best said then that the decision 

to use condoms or to make the partner use one may or may not 

be a barrier for a woman. Some women may also have the 

power to request condom use but they may not choose to 

because of cultural perceptions or fear of going against the 

traditional role. 
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Wells and Jackson (1992) indicated that the traditional 

female role in Hispanic women is one of sexual purity and 

inexperience. A woman who .suggests that · her partner use a 

condom may be seen as too knowledgeable, impure, and 

unvirtuous (Ickovics & Rodin, 1992; Worth & Rodriguez 1987). 

Surprisingly males in. the Hispanic ,~ulture who suggest using 

a condom are also negatively v-i:ewed··-as using the woman and 

going against the norm of sex for reproductive family and 

marital purposes {Wells & Jackson; 1992; Worth, 1989; Worth 

& Rodriguez, 1987). A woman suggesting the use of a condom 

could fear communicating a lack of commitment or a lack of 

trust in the relationship, or insinuating that extra-marital 

activity is happening (Worth, 1989). 

- As discussed earlier, motherhood and pregnancy is 

important for many women. Pregnancy raises self esteem and 

legitimizes a woman's sexuality (Carvana, 1991). Condom use 

obviously prevents a woman from fulfilling this important 

role (Wells & Jackson, 1992; Worth & Rodriguez, 1987). 

There may also be religious reasons for not using 

condoms. The Catholic church forbids the use of 

contraceptives to prevent reproduction and many Hispanics 

are Catholic (Ickovics & Rodin, 1991). This would obviously 

rule out the use of barrier contraceptives for any purpose. 

Some churches also choose not to endorse condom use because 

STD'S have been linked to sin and sexual immorality (Siegel 
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& Gibson, 1988). Ehrhardt (1992) said that disease 

prevention is seen by some as secondary to moral principles 

and some believe that sexual sinners are doomed and deserve 

to die. This obviously is -a barrior to condoning or 

promoting condom use. 

Communication is ·r~another obstacle to condom use. 

Carmel, Green, Slepon~ Tsur, and Vardi (1992) suggested that 

HIV /AIDS preventive advice to practice safe sex requir·es 

communication during intimate behavior where communication 

normally is limited. Indeed, even health educators well 

versed in sexuality education may experience moments of 

discomfort discussing such topics as anal intercourse, oral 

sex, dental dams, and demonstrating condoms to a group of 

rowdy teenagers (Fullilove, Fullilove, Haynes~ & Gross~ 

1990; Smeltzer & Whipple, 1991). Safe sex needs to be 

renegotiated sometimes, or for some couples, every time 

there is a sexual encounter, which is why condom use with a 

steady partner diminishes over time (Dorfman, Derish, & 

Cohen, 1992; Kenen & Armstrong, 1992). 

Many researchers have investigated attitudes toward 

condoms with surveys, focus groups, and personal interviews. 

They reported the following responses from subjects; they 

don't like the feel of condoms, they compromise pleasure, 

condoms are dry, icky, uncomfortable, unreliable, 

unappealing, they come off inside or rip, and there's 
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allergic reactions from condoms (Kane, 1990; Kline et al., 

1992; Johnson, Grant, Hinkle, Gilbert, Willis, & Hoopwood 

1992; Siegel & Gibson, 1988). Condoms are said to interfere 

with sexual spontaneity (Kenen & Armstrong, 1992). In one 

study men in particular were concerned that condoms would 

cause embarrassment and "spoil the mood" (Campbell, Peplau, 

& Debro 1992). Subjects report embarrassment in buying and 

carrying condoms -- particularly female subjects (Sacco, 

Levine, Reed, & Thompson_ 1991; Vail-Smith, Durham, Howard 

1992). 

Finally many subjects worried about their partners 

objections to using a condom. - A study of 393 college 

students . concluded that both men and women were more likely 

to use condoms if they perceived that the partner would be 

supportive of using them (Cambell et al., 1992). This leads 

one to believe that where there is a lack of support for 

condom use or even a perceived lack of acquiescence, there 

is a lack of condom use . 

The second HIV/AIDS preventive message, asking women or 

men to practice sexual abstinence or abstinence from vaginal 

or anal intercourse presents problems as well. For married 

couples and many singles abstinence or lifelong safe sex 

alternatives to penetrated intercourse are not feasible at 

all. Likewise pressure to be in a monogamous relationship 

may not be realistic for some. Pokalo (1992) said that 65% 
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of black women and 47% of Hispanic women are unmarried. To 

specific target groups there are many barriers to 

abstinence. 

First, it presents problems for those at highest risk; 

drug addicts or partners of addicts. Wells and Jackson 

(1992) discussed how drugs and sex are intertwined for many. 

Those who have lost control of their lives to addiction or 

are financially and emotionally dependent son a drug user for 

survival are not in a position to enforce condom use, 

abstinence, or safe sex alternatives. Kane _(1990) 

interviewed IVDU · women and described the difficulty of their 

lives, the complexity of sexual relationships when addiction 

and economic and social dependence exist. Kane (1990) 

confirmed _what others reported about the difficulty for 

women in vulnerable positions to practice preventive advice. 

Another reason abstinence is not always possible for 

high risk women is that commercial sex is sometimes a means 

of survival financially (Carovano, 1991; Wells & Jackson, 

1992). Because commercial sex is illegal, it must be 

hidden. Hence women are less likely to seek help in 

preventing HIV/AIDS transmission through other means (Cohen, 

1989). 

Teenagers appear likely to find abstinence a challenge 

based on continued high pregnancy rates. Wattleton (1987) 

emphasized that one half of teens are sexually active by age 
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17 in the United States, less than one-third use 

contraception consistently. Furthermore, a teenage girl is 

very unlikely to have the negotiating skills to convince her 

partner to practice safe sex alternative or use condoms 

(Stone & Peterson, 1992). 

Many researchers commented that before any tactics 

would work to alter HIV/AIDS behavior in women it is 

imperative to empower women to be economically and socially 

independent (Carvana, 1991). Other suggestions were as 

follows: Involve women at every stage of policy and program 

development (Carvana, 1991) and empower women to make sexual 

decisions (Fullilove et al., 1990). A female controlled 

barrier protection was recommended since women have been 

successful in taking responsibility for preventing pregnancy 

(Rosenberg & Gollub, 1992; Smeltzer & Whipple, 1991). Build 

motivation to use condoms by emphasizing personal 

susceptibility (Catania, Dolcini, Coates, Kegeles, 

Greenblatt, Puckett, Corman, & Miller, 1989). Condom use 

should be promoted as an action which protects the family 

(Kline et al., 1992), the black race (Johnson et al., 1992), 

and to protect oneself (Jemott & Jemott, 1992). Condoms 

should be promoted as sexually pleasurable and enjoyable, 

(Catania et al., 1989; Jemott & Jemott, 1991) and advertised 

as sex with freedom from apprehension and worry (Lavoie & 

Godin, 1991). Educators should emphasize that embarrassment 
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with condoms lessens with knowledge and experience in using 

them (Vail-Smith et al., 1992). They should also emphasize 

the efficiency of latex in condoms preventing transmission 

of the virus (Castro, Valdiserri, & Curran, 1992). 

Researchers at the Eighth International Conference on 

AIDS also emphasized the importance of building on peer 

endorsement of condoms to change social norms (Castro et. 

al., 1992; Fullilove et. al., 1990; Jemott & Jemott, 1991). 

They recommended practicing communicating and role play 

dialoguing with a partner about condom use (Jemott & Jemott, 

1991). They endorsed teaching enjoyment of safe-sex 

activities and the positive value of abstinence (Catania, 

1989; Stone & Peterson, 1992). Wattleton (1987) expressed 

the need ~or comprehensive sexuality education in schools, 

which would include HIV/AIDS education. Though Ehrhardt 

(1992) noted the current struggle in many schools is whether 

to insist on sexual abstinence in young adults or teach 

condom use. Pokalo (1992) endorsed the need to provide all 

educational material in a culturally relevant manner such as 

using "Black English" in videos and Spanish translations of 

educational material which captures cultural nuances in the 

dialogue. 

Finally Weissman (1991) provided one of the most 

sensible approaches to overcoming barriers in program 

development and implementation. She said that the only 
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workable means of overcoming barriers to preventive action 

in women's lives was to listen, hear and address the issues, 

problems and concerns they described. 

Conclusion 

While· at this point in the AIDS epidemic it would seem 

we lie in darkness, -it need not be one of despair. Contrary 

to other epidemics in history, we know what causes HIV/AIDS 

(Smeltzer & Whipple, 1991). We know how it is transmitted 

biologically and we know how it can be prevented. We know 

that behavior change is the only hope at the present to stop 

the spread of HIV/AIDS. We have made a good start in 

researching the psychosocial factors related to behavior 

change and have come away with suggestions for education and 

programs to embrace. 



CHAPTER III 

METHODOLOGY 

The topic of perceived susceptibility was investigated 

in this study. The methods used to investigate which 

variables relate to indication of perceived susceptibility 

to HIV/AIDS are outlined in this chapter. The following 

topics are discussed: research methods and study design, 

sample, instrumentation used, treatment of data, and 

analysis procedures. 

Research Design 

This was a descriptive study, using a public data file 

from the United States Department of Health and Human 

services and the National Center for Health Statistics. The 

data were collected in 1991 as part of a large national 

health interview survey. The data set is analyzed each 

quarter. Simple descriptive statistics are published. The 

reports do not offer interpretative information or examine 

relationships among the variables. Public exploration of 

the data tapes are encouraged, although there is a data 

disclaimer which states that the agency bears no 

responsibility for use or interpretation of the data set. 
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Purchase of this file entitles the user to all data with the 

condition that proper acknowledgement of the source be cited 

in the bibliography. The part of the National Health 

Interview Survey used was called the AIDS Supplement. 

Only the responses to two questions in the AIDS 

supplement on perceived susceptibility allowed investigation 

of this topic. The dependent variable in the study was a 

perception of susceptibility to HIV/AIDS. The independent 

variables investigated were personal and demographic 

factors, knowledge about HIV/AIDS, perceived severity of 

HIV/AIDS, cues to action, and barriers to action. Gender as 

an independent variable was of particular interest to the 

researcher. 

Sample 

The sample was a cross-sectional survey of 42,725 

civilian, noninstitutionalized persons in the United States. 

One randomly selected adult (18 years and older) was 

selected from each family or household unit who participated 

in a National Health Interview Survey (NHIS). Ninety 

percent of the subjects responded to the AIDS portion of the 

survey. 

The NHIS uses a multi-stage probability sampling 

design. Each week, a probability sample of interviews is 
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carried out by personnel from the U~S. Bureau of the Census 

to obtain information for the survey. There is a known non

zero probability of selection ,of subjects from each 

geographically defined -sampling unit. 

Instrumentation 

The National Health Interview Survey's purpose was to 

obtain information about - the amount and distribution of 

illness, disability, · chronic impairment, and heal th service 

use in the United States. The first AIDS Supplement was 

added to the survey in 1987. The NHIS-AIDS Supplement was 

designed by the National Center for Health Statistics and 

interagency working groups designated the Public Health 

Service Health Data Policy Committee. Representatives from 

the Centers for Disease Control; Office of the Assistant 

Secretary for Health; National AIDS Program Office; National 

Institutes of Health, Alcohol, Drug Abuse and Mental Health 

Administration; Food and Drug Administration; and the Health 

Resources and Services Administration participated. 

The purpose of the AIDS-Supplement was to provide 

baseline data of public knowledge and attitudes about AIDS. 

Its purpose was also to track data about public perception 

and use of blood tests. 

The AIDS Supplement data file contains 90 variables 

including personal data (sex, age, race, marital status, 
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veteran status, education, income, occupation, attitudes, 

and knowledge about transmission, etc.) Other areas covered 

were grouped under cues to action, perceived severity of 

AIDS, perceived susceptibility to AIDS, and perceived 

barriers. The survey consists of 39 questions with two to 

five scale response options which solicit agreement or 

disagreement. See appendix A for further detail on the 

survey used. 

Treatment of Data 

Once the 1991 AIDS Supplement was obtained from the 

Department of Health and Human Services, it was installed on 

the Berea College prime computer. The next step was to 

create a smaller, systems file with only the survey items to 

be used in the study in order to save space on the college's 

computer system. The data tape came with a booklet listing 

the location of the variables on the data tape. This aided 

in the process of creating the systems file. A test was run 

to make sure all 42,725 subjects were included in each 

variable in the systems file. Thirty indices for the 

dependent and independent variable were placed on the 

systems file. Table 2 presents the variable, the 

question(s) and number under each variable, and the survey 

question number that was used in the study. 



Table 2 

Variables and Survey Items 

Variable Index 

Dependent variable indices 
PERCEIVED SUSCEPTIBILITY 
"Chances of having AIDS" 
"Chance of getting AIDS" 

Independent variable indices · 
PERSONAL FACTORS 
sex 
age 
race 
marital status 
veteran status 
education 
family income 
health status 
type of work 
region from in U.S. 
city size where from 
knowledge about AIDS 
ever heard about AIDS 
knowledge about transmission 
had blood transfusion 1977-85 
claims past risk behaviors 

CUES TO ACTION 
discussed AIDS with your children 
children had instruction in school 
seen any PSA about AIDS 
received information about AIDS 
donated blood 
blood tested for HIV 
counseling for blood test 
have co-worker with AIDS 
have family or relative with AIDS 

BARRIERS TO ACTION 
belief about effectiveness of condoms 

PERCEIVED SEVERITY 
results of contracting AIDS 
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Survey Item Number 

43 
44 

Demographics 
II 

II 

II 

II 

II 

II 

II 

II 

II 

II 

1 
4 
5,6 
39 
47 

10 
11 
2 
3 
14 
18 
24 
45 
46 

41,42 

Sa,b,k 
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In order to create a command file the variables used in 

the study were examined. For the dependent variable, 

perceived susceptibility, an answer of medium. or high for 

the questions asking the subject to estimate his or her 

chances or having or getting the AIDS virus was designat-ed 

as a perceived susceptibility to HIV/AIDS. One summary 

variable was created from the two questions on 

susceptibility. Perceived severity was also recoded from 

three knowledge questions about the seriousness of getting 

AIDS. Knowledge was recoded from questions so that 

subjects' correct and incorrect responses would- be added up. 

A command file was made which lists the location of the 

variable, value labels (what numbers on the printout stand 

for), recoded variables, and missing values. This command 

file assisted the SPSSX statistical package in running a 

statistical analysis of the systems file. 

Statistical Analysis 

A chi-square test was used to determine whether or not 

perceived susceptibility was significantly different for men 

than for women. Forward, stepwise, logistic regression was 

used to determine which of the independent variables best 

predicted perceived susceptibility to AIDS. Forward 

regression indicated first which variable or combination of 

independent variables was least or not related to perceived 
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susceptibility. Before running this statistical analysis a 

separate ~-test or chi-square test was run on each 

independent and dependent variable. At-test was used on 

continuous variables such as age, income, and education. 

The chi-square test was used with the dichotomous variables. 

Those independent variables with a p-value of less than 0.05 

wer€ expected to be least related to perceived 

susceptibility in the logistic regression analysis. Finally 

a chi-square test was run to analyze whether the independent 

variables most related to a perceived susceptibility was 

different between women -and men~ - -



CHAPTER IV 

RESULTS 

Descriptive and inferential statistics were used to 

analyze the public data file from the National Health 

Interview Survey 1991-AIDS Supplement. Descriptive 

statistics will be presented first. 

Frequencies were run for the variables used in the 

study. Frequencies for all the variables were published 

previously by the National Center for Health Statistics. 

Some of those frequencies which are pertinent to the study 

will be presented first. The variables which were analyzed 

affect behavior according to the Health Belief Model. Refer 

to table 1 in chapter three for a complete list of variables 

that were analyzed in the descriptive and inferential 

statistics. 

Personal Factors 

Demographics 

Of the 42,725 subjects, 41.8% were male, 58.2% were 

female. Subjects were from a wide range of ages, racial 

groups, employment, and educational backgrounds. Tables 3-6 

show the age, race, employment, and education of the 
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Table 3 

Age Groups 

% of 
Subjects 

17-24 

11. 3 

Missing cases= O 

N 42,725 

Table 4 
Racial Groups 

Indian 

% of 
Subjects . 8 

Missing cases= 115 
Valid cases= 42,610 

Asian 

2.2 

Age 
25-34 

23 -. 3 

Race 
Black 

13.5 

69 

35-54 55-75+ 

34.4 31. 0 

White Hispanic 

81. 9 7.2 
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Table 5 

Employment 

Class of Work 
Priv. Class 

of Work 
Not in 

Labor Force Company Government Business Volunteer 

% of 
Subjects 35.5 

Missing cases= 411 
Valid cases 42,314 

Table 6 
Education 

% of 
Subjects 

None 

. 3 

Missing cases 85 
Valid cases= 42,640 

45.5 10. 2 7.6 .2 

Education Level-Highest Level Achieved 
Elem. H.S. H.S. Some College College 

Grad. College Grad. +4 

9.1 11. 8 36.8 21. 3 11. 8 8.7 

subjects. There were more married subjects (54.5%) than not 

married (45.4%). 

Knowledge 

Knowledge about HIV/AIDS was high. Seventy-two percent 

of subjects indicated that they knew some or a lot about 

AIDS. The most accurate responses to HIV/AIDS knowledge 

questions were in the area of transmission and severity. 

Subjects (99.4%) accurately indicated that a pregnant woman 
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can pass on the virus to her baby. Subjects (98.9%) 

indicated that transmission can occur from sharing needles 

for drug use with someone who -has the AIDS virus and 98.8% 

indicated that any person with the AIDS virus can pass it on 

through sexual intercourse~ Subjects (97.7%) knew that 

there _is no cure for AIDS at the present. 

The most inaccurate -responses occurred in the area of 

casual transmission: The majority of subjects (65%) thought 

that the AIDS virus can be passed on by being cared for by a 

nurse or doctor who has the virus. Subjects (31%) indicated 

that mosquitos and other insects may pass on the virus. 

Subjects were equally deficient in knowledge of transmission 

through casual contact by bei~g coughed on, sharing plates 

and eating utensils, and eating in a restaurant with a cook 

who has the virus. Twenty-two percent of the subjects did 

not know that AIDS can damage the brain. 

Risk Behaviors 

Few subjects (4%) indicated that they had one of the 

following risk factors or behaviors: hemophilia, had sex 

with another man, taken illegal drug by a needle, had sex 

for money or drugs, or had sex with someone who could answer 

yes to one of these. 

Cues to action 

The most common source cited for information was the 

television. The least mentioned source of HIV/AIDS 



information was an AIDS hotline, preceded by community 

organizations and brochures or signs in churches and 

subways. 

Blood Tests 
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Part of the purpose of the .AIDS supplement is to track 

use of the HIV blood test. Many of the subjects (29%) 

reported having already had a blood test for the AIDS virus. 

Subjects gave many reasons for having the blood test. The 

most common reason was to find out if the subject was 

infected. Other reasons were to apply for a marriage 

license or for immigration procedures. 

Barriers to Action 

A high number of subjects (78%) believed that condoms 

are very effective against the AIDS virus. 

Perceived Severity 

Three variables were combined to find out whether 

subjects perceived HIV/AIDS as serious. Ninety-nine percent 

of those who had responded to the items were aware of the 

serious consequences resulting from HIV/AIDS. 

Perceived Susceptibility 

Subjects who answered affirmatively to either one or 

both questions on perceived susceptibility accounted for 30% 

of those indicating a personal vulnerability to either 

having AIDS at the present or getting it in the future. 



Table 7 shows the frequencies listed for each variable 

separately and collectively. 

Table 7 

Perceived Susceptibility to HIV/AIDS 

Susceptible 

Not susceptible 

Missing cases= 1993 
Valid cases= 40,732 

AIDSN* 1 

19.7% 

80.3% 

GAIDS* 2 

26.9% 

73.1% 

*1Chance of having the AIDS virus now 
*2 Chance of getting the AIDS virus 
*3 Combined variable perceived susceptibility 

Inferential Statistics 

SUS* 3 

one-15.7% 
both-14.7% 

69.6% 
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Analysis of the relationship between perceived 

susceptibility and sex using chi-square showed a significant 

difference P<0.000. Table 8 shows the percent of males and 

females who responded to the questions. 

Table 8 

Chi-Square of Perceived Susceptibility in Males and Females 

Susceptible 
Male 

34.1% 

Not susceptible65.9% 

D.f. = 2 
Significance p<.0000 

Female 
27.8% 

72.2% 
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Because all but one of the variables were significant 

at the P<0.05 level, all of them were entered into the 

regression equation at one time. Only nine of the variables 

were left in the stepwise regression. The combination of 

all nine variables accounted for 12% percent of the variance 

in susceptibility. Table 9 shows the values for each of the 

variables. The variable which accounted for the greatest 

proportion of variance in perceived susceptibility was age. 

The variable which accounted for the least variance in 

susceptibility was the reasons for getting a blood test. 

Table 9 

Variables Related to Perceived Susceptibility 

Degrees of 
Variable ~ Standard Error freedom 
Age .044 .73445 1 

Blood Test .072 .72363 2 
(to see if infected) 

Education .088 .71772 3 

Risk Behavior .097 .71440 4 

Belief in Condoms .104 .71217 5 

Marital Status .109 .71031 6 

Blood Test .113 .71910 7 
(for marriage License) 

Employment .116 .70801 8 

Blood Test .120 .70703 9 
(for immigration) 
Significant F = .0000 
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Chi-square analysis was used to evaluate whether there 

was a significant difference between women and men in the 

regression variables related to susceptibility. Age was 

significantly different (p<.0000) for women and men. There 

was a greater percentage of women (57%) who were 35-54 years 

old than men (43%) . Also there were more women (62%) in the 

55 to 75+ age category than men (38%). 

Education was also significantly different between 

women and men p<.0000. Women had attained less education 

then men. 

Employment was significantly different between women 

and men p<.0000. Fewer women were in the labor force (29%) 

than men (71%). More women (77%) provided volunteer 

services than men (23%). 

Attitude toward the effectiveness of condoms was 

significantly different between men and women (p<.0000). 

Sixty-eight percent of those who believed condoms are not 

effective in preventing transmission were women, 32% were 

men. 

Men reported more risk behaviors (55%) than women (45%) 

which represents a significant difference (p<0.000). 

Marital status was significantly different (p<.0000) 

for women and men. Among those who were not married 64% 

were women 36% were men. 

Finally, more men (53%) than women (47%) were getting a 
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blood test to check to see if they were infected with the 

AIDS virus. This reason for the blood test was significant 

p<.0000. The -other two reasons for attaining a blood test, 

for marital purposes and for immigration w~~e not 

significantly different for women and men. 



CHAPTER V 

SUMMARY, DISCUSSION, AND RECOMMENDATIONS 

This study looked at the issue of AIDS in women. The 

purpose of this study was to examine perceived 

susceptibility toward HIV/AIDS in women and men. Many 

researchers have pointed out that a personal perception of 

susceptibility to HIV/AIDS is necessary for behavior change 

and that behavior change is the only means of stopping the 

AIDS epidemic at this point in time. The study also sought 

to find out if among the variables in the NHIS 1991 AIDS 

Supplement there were any predictors of a perceived 

susceptibility to HIV/AIDS. 

Summary 

Analysis of variables from the NHIS 1991 public file 

revealed three findings. First, that there was a difference 

in perceived susceptibility between women and men. This, 

however, is most likely to be an artifact of the large 

number of subjects rather than a true flag of significance. 

Sex did not show up in the regression equation. There were 

nine other variables associated with perceived 

susceptibility, including age, education, risk behaviors, 

77 
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belief in condoms, marital status, and class of work. There 

also was three specific reasons for having an AIDS blood 

test. The sum of variance in susceptibility among these 

nine variables only accounted for 12% of the total variance. 

Seven of these variables were significantly different for 

women than for men: age, education, employment, marital 

status, belief in condoms, risk behaviors, and blood tested 

for HIV infection. 

Hypotheses Testing 

The following hypotheses were tested. 

1. There are no differences in perceived 

susceptibility between women and men. 

2. There are no variables in the National Health 

Interview Survey which relate to a perceived personal 

susceptibility to HIV/AIDS 

3. There are no differences in variables in the NHI 

survey which relate to perceived susceptibility to HIV/AIDS 

in women and men. 

Hypothesis 1 

A crosstabulation was used on the dependent variable 

susceptibility and the independent variable sex. The 

relationship was significant P<.0000. Therefore the null 



hypothesis that there was no difference in perceived 

susceptibility between ~omen and men was rejected. 

Hypothesis 2 
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Stepwise regression was used to determine whether or 

not there were any variables related to perceived 

susceptibility. Because all of .the independent variables 

except veteran status were significant with a chi-square or 

t-test (P<.0000) all of ·the variables were entered into the 

regression equation at the same time. Nine variables were 

left in the regression equation (P<.0000). The null 

hypothesis that there are no variables related to perceived 

susceptibility to HIV/AIDS was rejected. 

Hypothesis 3 

Chi-square analysis was used to determine whether there 

were significant differences in the variables which related 

to perceived susceptibility in women or men. All of the 

variables were significantly different (p<.0000) for women 

and men except for blood tests for marital reasons or 

immigration purposes. The null hypothesis of no difference 

was rejected. 

Discussion 

A number of interesting points were made evident 

through the analysis of the data. This discussion will 



attempt to offer some comment on the results as well as 

future direction for educators or researchers. 
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First, n~~rly one third (30%) of the subjects indicated 

that they felt personally susceptible to HIV/AIDS on one or 

both questions on the survey. This seems high given the 

number of studies which said perceived susceptibility was -

low in the population. This could be a sign of greater 

awareness of HIV/AIDS and a greater perceived susceptibility 

among the population. Susceptibility was significantly 

different for women than for men. However the variance 

accounted for was slight; thus, the significant difference 

in perceived susceptibility between women and men is not 

very meaningful. 

Likewise, the variables related to perceived 

susceptibility accounted for little of the variance in 

perceived susceptibility. The difference between women and 

men in predictors was interesting although there seemed to 

be many contradictions in the results. Lower education and 

less paid work seemed to be related to less perceived 

susceptibility, yet women who scored lower in both had a 

higher perceived susceptibility. Women who were not married 

and had greater beliefs in the ineffectiveness of condoms 

reported feeling more susceptible to HIV/AIDS. The 

percentages for men also held some contradictions. Men who 

had attained more education, were employed, were more 
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frequently married, reported a lower perceived 

susceptibility. - Although men also reported higher risk 

behaviors and greater rates of seeking a blood test to check 

whether or not they .were infected with HIV. Both would seem 

to engender a sense .of susceptibility. The larger question 

remains as to what else would explain more of a person's 

perceived susceptibility? 

Recommendations for Future Research 

There are many questions to pursue following this 

research. This section will address further use of the data 

set as well as other research. 

First, little research was found on perceived 

susceptibility. A model of susceptibility to HIV/AIDS needs 

to be developed to explore the components of susceptibility 

and its proposed relationship to HIV/AIDS preventive 

behavior. Weinstein's work with perceived susceptibility to 

illness would be a good source of information in doing this. 

A survey tool then needs to be developed to accurately 

assess a persons perceived risk to HIV/AIDS. None of the 

current studies use more than one or two questions as 

indicators of perceived susceptibility. Twenty to thirty 

items would be more effective in measuring perceived 

susceptibiity (Fearing, 1993). 

Researchers should consider the problems in measuring 
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perceived susceptibility and address them by giving surveys 

in anonymous, private settings. To help individuals 

accurately assess risk, it might be helpf_ul to list 
- ~ - . 

behaviors or example of scenarios common for AIDS 

transmission to occur, including §it~ations such as needle 

sharing, sex with a male, or blood transfusions which place 

an individual at risk. To reduce mental _stress for subjects 

in assessing personal ~usceptibility, it would be best to 

avoid questions about .the ·seriousness ~nd :fatality of AIDS 

on the survey. 

The nine variables associated with perceived 

susceptibility in the results bf t~is ~tu~y lea~ to pressing 

research questions. How are age, education, marital status, 

class of worker, belief in condoms or reason for a blood 

test associated with perceived susceptibility? The greater 

question remains to be researched as well; what else could 

account for the difference in susceptibility? 

How perceived susceptibility affects behavior needs to 

be further investigated so that educators can investigate 

the best methods to enhance personal perception of risk and 

empowered preventive action. This could be aide~ by 

studying all components of the Health Belief Model together. 

There are many further uses for the AIDS Supplement 

public data files. Researchers investigating susceptibility 

might look at differences in education and age because some 
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interesting patterns were observed with them in this study. 

Because AIDS data have been gathered since 1987, researchers 

could also look at .changes in any of the factors examined in 

this study over time. It would be interesting to see if 

perceived susceptibility changes from 1987 eo the present. 

A last recommendation for NHIS-AIDS Supplement development 

might be to include more questions ·on susceptibility and 

barriers to_ ;-action as well as on self-efficacy (which was an 

area missing totally on this survey). 

Recommendation for Education and Policy 

While women perceive themselves susceptible to 

HIV/AIDS differently than men, as the results of this study 

suggest, they may be less likely to practice AIDS preventive 

behavior. The literature indicated that for women there are 

many barriers to practicing preventive action. This is 

particularly true for women who exchange sex for money, 

food, shelter, and other less tangible rewards. Thus it 

would seem to be important to empower women with strategies 

to negotiate safer sex practices. The results of this study 

hint that demographics, such as age, education level, class 

of work, and marital status are important to perceived 

susceptibility. Education and class of work suggests that 

socio-economic status may be related to perceived 

susceptibility. The results of the study suggested that 

those who are married or have a steady partner may feel 
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(inaccurately) that they are invulnerable to HIV/AIDS. Risk 

behaviors suggest that .what a person is currently doing or 
-

did in the past may lend itself to a perceived risk. 

Attitude toward condoms seems important. If a person 

believes that condoms will protect them from HIV/AIDS 

transmission they may perceive themselves to be less at risk 

if they used. them during high risk· behavior·s. Final-ly, the 

research results suggest that having had an AIDS blood test 

is tied to perceptions of risk. It. could be that getting a 

test enhances feelings of vulnerability or it may be that an 

individual's reasons for getting the blood test bring about 

a perceived susceptibility to HIV/AIDS. 

Educators .can help individuals accurately assess 

personal risk by changing the language used in past safe sex 

guidelines. Change the suggestions of knowing one's 

partner, to communicating with one's partner about past IVDU 

or sexual history. Take out the suggestions of washing 

hands, showering after sex or looking for lesions on one's 

partner, or reinforce that none of these will prevent 

transmission of HIV. Finally, when appropriate educators 

should be as specific as possible about the type of intimate 

contact which is most risky when explaining how sexual 

transmission occurs. The current trend is to give 

individuals options for intimate activity and stress which 

are safe, safer, and risky. Educators should support 
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individuals' efforts to practice preventive behaviors and 

build self-efficacy during education and health promotion 

activities which seek to overcome the barriers to preventive 

action. 

Educators can also enhance perceptions of risk by 

providing guest speakers, films, or written material which 

have salience for the audience. All material should be 

culturally and age appropriate. 

While women need to understand that they are 

increasingly vulnerable to HIV/AIDS, researchers caution 

that they need also to learn what they need to do to protect 

themselves and gain whatever life skills are necessary to 

make behavior ch~nge __ pO$_S_iQlE=. wi~hi_n _ the context o:(_ each 

woman's life. For some women this might be learning condom 

negotiation skills, or becoming comfortable with the idea of 

using condoms. For other women it might be drug treatment 

or job skills training. The critical message that educators 

must get across is that women are the most vulnerable target 

in tomorrow's AIDS epidemic. The difficult choices that a 

woman faces and the action she takes today in terms of 

prevention are the seeds of tomorrow's health and wellbeing. 
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AIDS KNOWLEDGE AND ATTITUDE SURVEY 
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1991 NHIS - AIDS Supplement Survey 

These questions are to determine what people know about AIDS, also called Acquired 
Immunodeficiency Syndrome. 

1. How much would you say you know about 
AIDS--a lot, some, a little, or nothing? 

2. In the past month, have you--
a. seen any Public Service 

AnnouncementsaboutAIDS on 
television? 

b. heard any Public Service 
AnnouncementsaboutAIDS on the 
radio? 

c. seen any Public Service Posters in 
airports about AIDS? 

3. (I'm going to read a list of possible sources 
of AIDS information.) In the past month, 
have you received information aboutAIDS 
from any of these sources? 

Mark each that applies. 

4. Have you ever heard the AIDS virus called 
by the name "HIV"? 

_Alot 
2_Some 
3_Alittle 
4_Nothing 

_Yes 
2_No 
3_DK 

_Yes 
2_No 
3_DK 

_Yes 
2_No 
3_DK 

1_Television programs 
2_Radio programs 
3_Magazine articles 
4_Newspaperarticles 
5_Street signs/billboards 
6_Store displays/store distributed brochures 
?_Bus/streetcar/subway displays 
a_Health Department brochures 
9_Workplacedistributed brochures 
1 0_Schooldistributed brochures 
11_Churchdistributed brochures 
12_Community organization 
13_Friend/acquaintance 
14_AIDS hotline 
15_Othersources - Specify ____ _ 
16_DK 
17_Received no AIDS information in past month 

_Yes 
2_No 
3_DK 
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5. After I read each statement, tell me whether 
you think the statement is true or false or 
you don't know if it is true or false . 

a. AIDS can reduce the body's natural 
protection against disease. 

b. AIDS can damage the brain. 

C. AIDS is an infectious disease caused 
by a virus. 

d. A person can be infected with the AIDS 
virus and not have the disease AIDS. 

e. ANY person with the AIDS virus can 
pass it on to someone else through 
sexual intercourse. 

f. A pregnantwoman who has the AIDS 
virus can give it to her baby. 

g. A person who has the AIDS virus can 
look and feel well and healthy. 

h. There are drugs available which can 
lengthen the life of a person infected 
with the AIDS virus. 

i. Early treatment of the AIDS virus 
infection can reduce symptoms in an 
infected person. 

j . There is a vaccine available to the 
public that protects a person from 
getting the AIDS virus. 

k. There is no cure for AIDS at present. 

6. After I read each statement, tell me if you 
think it is very likely, somewhat likely, 
somewhat unlikely, definitely not possible, 
or if you don't know how likely it is that a 
person will get AIDS or the AIDS virus 
infection that way. 

How likely do you think it is that a person 
will get AIDS or the AIDS virus infection 

from--

a. working near someone with the AIDS 
virus? 

TRUE 

Very Somewhat 
Likely Likely 

2_ 
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FALSE DK 

2 - 3_ 

2 3 - -

2 3 - -

2 3 - -

2 3 - -

2 3 - -

2 3 - -

2 3 - -

2 3 - -

2 3 - -

2 3 - -

Definitely 
Somewhat Very Not 

Unlikely Unlikely Possible DK 

3 4 5 6 -



100 

b. eating in a restaurant where the 2 3 4 5 6 -
cook has the AIDS virus? 

C. sharing plates, forks, or glasses with 
someone who has the AIDS virus? 2 3 4 5 6 -

d. using public toilets? 2 3 4 5 6 - - - -

e. sharing needles for drug use with 
someone who has the AIDS virus? 2 3 4 5 6 

f. being coughed or sneezed on by 
someone who has the AIDS virus? 2 3 4 5 6 - - -

g. attending school with a child who 
has the AIDS virus? 2 3 4 5 6 -

h. mosquitoes or other insects? 2 3 4 5 6 - - -

being cared for by a nurse, doctor, 
or other health-car worker who has 
the AIDS virus? 2 3 4 5 6 -

j . getting a blood transfusion, that is, 
receiving blood donated by someone 
else? 2 3 4 5 6 

7. Can a person get AIDS or the AIDS virus infection - Yes 
WHILE GIVING OR DONA TING BLOOD for use by others? 2 No 

3 DK -

8. Do you have any children aged 10 through 17? - Yes 
2 No /12/ 

9. How many do you have? Children 
(Number) 

10. Have you ever discussed AIDS with (this child/any of Yes -
your children aged 10 through 17)? 2 No 

11. (Has this child/Have any of your children aged 10 Yes -
through 17) had instruction at school about AIDS? 2 No 

3 DK 

12. Have you ever given or donated blood? 1 - Yes 
2 No -
3 DK -

13. Have you donated blood-· 

a. since March 1985? Yes 
2......_ No 



b. in the past 12 months? 

14. How many times IN THE PAST 12 MONTHS have you 
donated blood? 

The next questions are about the blood test for the 
AIDS virus infection . . No question will ask what the 
results are of any tests you may have had. 

15. To the best of your knowledge, are blood donations 
routinely tested for the AIDS virus infection? 

Refer to question 13a. 

16. Was one of your reasons for donating blood because you 
wanted to be tested for the AIDS virus infection? 

17a. (Expect for blood donations since March 1985), Have 
you had your blood tested for the AIDS virus 
infection? 

b. Why haven't you been tested? 

Mark each that applies. 

18. How many times have you had your blood tested for the 
AIDS virus infection, NOT including blood donations? 

3 DK 

_Yes 
2 No 
3 DK 

_None in the past 12 months 

___ Times 
(Number) 

Refused 
DK 

1 Yes 
2 No 
3 DK 

_Yes 
2 No 

_Yes 
2 No 
3 DK 

1_Don't consider myself at risk of AIDS 
2_Don't believe anything can be done if I am positive 
3 Don't like needles 
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4_Afraid of losing job, insurance, housing, friends, family if people 
knew I was positive for AIDS infection 
5_Don't trust medical clinics/hospitals to keep test results 
confidential 
6_Already know whether I have the AIDS virus infection 
7_Don't know where to go for a test 
8_Other--Specify ___________ _ 

9_DKwhy 

___ Times 
(Number) 

2 DK 



19. How many times IN THE PAST 12 MONTHS have you 
had your blood tested for the AIDS virus infection, NOT 
including blood donations? 

20. Did you have any of the AIDS blood tests-

Read list. Mark each that applies. 

21. When was your (last) blood test for the AIDS virus 
infection NOT including a blood donation? 

22. Did you have your (last) AIDS blood test·· 

Read list. Mark each that applies. 

23. (Not including a blood donation) Where did you have your 
(last} blood test for the AIDS virus? 

Mark only one. 

_None in past 12 months 

____ Times 
(Number) 

3 DK 

l __ For hospitalization or a surgical procedure? 
2 __ To apply for health insurance? 
3 __ To apply for life insurance? 
4 __ For employment? 
5 __ To apply for a marriage license? 
6 __ For military induction or military service? 
7 __ For immigration? 
8 __ Just to find out if you were infected? 
9 __ Because of referral by the doctor? 
lO_Because of referral by the Health Department? 
11 Referred by your sex partner? 
12_Because it was part of the blood donation process? 
13_For some other reason? Specify _______ _ 
14 Refused 
15 DK 

__ /19 __ 
Month Year 

DK 

l __ For hospitalization or a surgical procedure? 
2 __ To apply for health insurance? 
3 __ To apply for life insurance? 
4 __ For employment? 
5 __ To apply for a marriage license? 
6 __ For military induction or military service? 
7 __ For immigration? 
8 __ Just to find out if you were infected? 
9 __ Because of referral by the doctor? 
10 Because of referral by the Health Department? 
1 l_Referred by your sex partner? 
12_Because it was part of the blood donation process? 
13_For some other reason? Specify--

14 Refused 
15 DK 

l __ AIDS clinic/counseling/testing site 
2 __ Community health clinic 
3 __ Clinic run by employer 
4 __ Doctor/HMO 
5 
6 

Hospital/emergencyroom/outpatient clinic 
STD clinic 
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The next questions concern COUNSELING about the AIDS virus 
infection, that is, discussing transmission, prevention or 
treatment of AIDS virus infection. 

24. Did you receive any counseling AT THE TIME of your 
(last) blood test for the AIDS virus infection? 

25. Did you get the results of you (last) blood test? 

26. Was this because you decided you didn't want the 
results or was it because you were unable to GET the 
results? 

Mark only one. 

27. Did you also receive any counseling about the AIDS virus 
when you received the results of your (last) blood test? 

28. Were the results given in person, by telephone, by mail 
or in some other way? 

Mark only one. 

29. Do you believe the results of your (last) test were 
accurate? 

30. Do you feel that the confidentiality of the results of 

7 __ Family planning clinic 
8 Prenatal clinic 
9 Tuberculosis clinic 
10 Public clinic 
11 Other clinic 
12_Drug treatment facility 
13_Military induction or military service site 
14_Immigration site 
15 Other location -- Specify ______ _ 
16 DK 

Yes 
2 No 
3 DK 

Yes 
2 No 
3 DK 

l_Didn't want results 
2 Unable to get results 
3 Both 
4_0ther ·· Specify --

5 DK 

Yes 
2 No 
3 DK 

_In person 
2_By telephone 
3 By mail 
4_In some other way 

Yes 
2 No 
3 DK 

Yes 
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your (last) test for the AIDS virus infection was handled 
properly? 

31. Do you expect to have a blood test for the AIDS virus 
infection in the next 12 months? 

32. I am going to read some reasons people might have the 
blood test. Tell me if each statement explains WHY 
YOU expect to have the blood test in the next 12 
months. 

a. Because it will be part of a blood 
donation. 

b. Because it will be part of hospitalization or 
surgery you expect to have. 

C. Because you expect to apply for life or health 
insurance. 

d. Because you expect to apply for a job. 

e. Because you expect to join the military. 

f. Because you expect to apply for a marriage 
license. 

g. Because you want to know the results. 

h. Because it will be a required part of some other 
activity that includes automatic AIDS testing. 

33. Where will you go to have a blood test for the AIDS 
virus infection? 

Mark only one. 

34. Tell me whether you think the following statements 

2 No 
3 DK 

Yes 
2 No 
3 DK 

YES NO DK 

l __ AIDS clinic/counseling/testing site 
2 __ Communityhealth clinic 
3 __ Clinic run by employer 
4 __ Doctor/HMO 
S __ Hospital/emergencyroom/outpatient clinic 
6 STD clinic 
7 __ Family planning clinic 
8 __ Prenatal clinic 
9 __ T uberculosis clinic 
lO_Public clinic 
11 Other clinic 
12_Drug treatment facility 
13_Military induction or military service site 
14_Immigration site 
1 S_Home collection/testing kit 
16_Other location .. Specify--

17 DK 
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about the blood test for the AIDS virus infection are 
true or false or if you do not know whether they are 
true or false. 

a. Sometimes the results of a blood test for the 
AIDS virus infection can be wrong 

b. After a person becomes infected with the AIDS 
virus, there can be a period of time before the 
test shows the infection. 

35. A new and accurate method for learning your HIV status 
is being considered. To use this method, you would 
take a blood sample from your finger and send it to a 
laboratory for testing. You would receive the results 
confidentially in the mail or by telephone. 

If this test were available, how likely would you be to 
use it--very likely, somewhat likely, somewhat unlikely, 
very unlikely, or don't you know how likely you would 
be to use it? 

36. If such a test were available, would you be more likely 
to use the new method, to go to a doctor's office or 
clinic, or not to be tested? 

Mark only one. 

37. Have you ever heard of a drug called AZT, also known 
as Zidovudine (Zi-doo-view-deen) (ZDV) or Retovir? 

38. Tell me whether you think the following statements 
about AZT are true or false or if you don't know 
whether they are true or false. 

a. AZT can delay or slow down the symptoms of 
AIDS virus infection. 

b. AZT cures people with AIDS. 

C. AZT has no known side effects. 

d. AZT is appropriate for a person with the AIDS 
virus infection DNL Y at certain times during the 
illness. 

TRUE FALSE DK 

2 3 

2 3 

_Very likely 
2_Somewhat likely 
3_Somewhat unlikely 
4_Very unlikely 
5 DK 

To use the new method 
2_To go to a doctor's office or clinic 
3 Not be tested 

Yes 
2 No 
3 DK 

TRUE FALSE DK 

2 3 - -

2 3 - -

2 3 - -
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e. There are other drugs available to treat AIDS 
related illnesses. 

39. Did you have a blood transfusion at any time between 
1977 and 1985? 

40. Do you have frequent blood transfusions because of 
Sickle Cell or Chronic Anemia? 

Some people use condoms to keep from getting the 
AIDS virus through sexual activity. 

41. How effective do you think the use of a condom is to 
prevent getting the AIDS virus through sexual activity? 
Would you say very effective, somewhat effective, not 
at all effective, or you don't know how effective it is? 

42. Tell me whether you think the following statements are 
true or false or whether you don't know if they are true 
or false. 

a. Latex condoms and natural membrane condoms are 
equally good at preventing transmission of the 
AIDS virus. 

b. Oil-based lubricants can cause latex condoms to 
break. 

43. What are your chances of HAVING the AIDS virus; 
would you say high, medium, low, or none? 

44. What are your chances of GETTING the AIDS virus; 
would you say high, medium, low, or none? 

45. Have you every had a co-worker who had AIDS or the 
AIDS virus? 
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2 3 

2 3 

Yes 
2 No 
3 DK 

Yes 
2 No 
3 DK 

_Very effective 
2 Somewhat effective 
3 Not at all effective 
4 Don't know how effective 
5_Don't know method 

TRUE FALSE DK 

2 3 

2 3 

_High 
2 Medium 
3 Low 
4 None 
5 Refused 
6 DK 

1 High 
2 Medium 
3 Low 
4 None 
5 Refused 
6 DK 

Yes 
2 No 
3_Never worked, never had a co-worker 



46. (Besides a co-worker) Have you had a friend or relative 
who had AIDS or the AIDS virus? 

47. (I'm going to read a list of statements. AFTER I have 
read them all,) Tell me if ANY of these statements is 
true for YOU. Do NOT tell me WHICH statements are 
true for you. Just IF ANY of them are. 

a. You have hemophilia or another blood clotting 
disorder and have received clotting factor 
concentrations since 1977. 

b. You are a man who has had sex with another 
man at some time since 1977, even one time. 

c. You have taken illegal drugs by needle at any time 
since 1977. 

d. You have had sex for mon.ey or drugs at any time 
since 1977. 

e. Since 1977, you are or have been the sex partner 
of any person who could answer "Yes" to any of 
the items (I have read./above on this card.) 
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4_Don't know if someone has/had AIDS or the AIDS virus 

Yes 
2 No 
3_Don't know if someone has/had AIDS or the AIDS virus 

Yes to at least one statement 
2 No to all statements 




