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ABSTRACT 

The present study was based on a state-wide survey of 

ethnj c minorities atti tudes toward AIDS in the state of 

Arizona. The purpose of the study was to test a model for 

the relationship between level of acculturation and perception 

of risk for AIDS among Mexican Americans. The date), was 

derived from a questionnaire on knowledge, attitudes and 

beliefs ab~ut AID!:: ~ollLpleted by 600 Mexican Americans in rural 

and ur~dn counties in the state of Arizona. Results indicate 

that education rather than acculturation 

predictor of perception of risk. However, 

is a stronger 

the strongest 

predictors of Fatalistic Views about AIDS and perceived 

Severity of AIDS were Negative Attitudes Toward Risk Groups 

and Knowledge about AIDS respectively. Respondents seemed to 

be antagonistic toward risk group who are perceived to 

transmit a deadly virus which is highly contagious via 

behaviors that are socially and morally objectionable. It is 

recommended that AIDS prevention campaigns emphasize accuracy 

of information about AIDS disease characteristics, in 

addi tion to accurate information about groups at risk for 

AIDS, in order to dispell misconceptions and fears that hinder 

the effective prevention of AIDS. 
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Chapter 1 

INTRODUCTION 

There is a great urgency today in trying to stop the 

spread of AIDS. Prevention and intervention research efforts 

have been put forth by private and governmental 

organizations in an attempt to contain the disease, yet, to 

date, there is no cure for AIDS and the AIDS epidemic ha~ 

reached crisis proportions. Two communities among the most 

severely affected by the epidemic are Black and Latinos 

(Rogers and Williams, 1987). within these communities the 

spread of the disease is unaffected by the spread of 

information and the rate of infection has not changed 

despite the greater availability of preventive information, 

perhaps because they have not been the targets of 

educational campaigns. 

The health and social sciences have seen a sharp 

increase in the volume of AIDS related research. In 

psychology the emphasis has been on education and treatment, 

with few empirical studies on psychosocial factors affecting 

prevention. Most noticeable, (and highly regrettable) is 

the lack of research on ethnic minorities. In a recent 
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review of publications related to AIDS in psychology 

journals, only 4 citations related to ethnic minorities of a 

total of 405 reported (Dessaint, Kerby and McLean, 1988). 

The present study is an attempt to understand how the 

largest Latino qroup in the united States, namely Mexican 

Americans, perceive their risk for AIDS; specifically, how 

their degree of acculturation influences risk perception, 

ultimately affecting what they do about prevention. The 

cultural characteristics that influence compliance with AIDS 

health related perceptions and behavior are not homogeneous; 

the degree to which ethnic group members have acculturated 

may influence those characteristics. 

It is often believed 'that all Latinos/Hispanics are 

similar due to their cornmon spanish heritage. statistics 

are often reported for all groups in a single figure, 

overlooking the fact that there are historical and cultural 

differences among them. Statistics for Philipinos are at 

times included with statistics for Latin American groups 

(Trevino, 1987). The National center for Health statistics 

provides an example of reporting conglomerated statistics 

(Dawson, 1988) and to the person unfamiliar with the 

different Latin American cultures, the reported figures 

might imply that there is a monolithical "Hispanic" 



culture. 1 To illustrate the cultural differences, 

behaviors which place Latinos at risk for AIDS provide a 

good example. Risk behaviors vary among different Latino 
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groups. For example, intravenous drug abuse, and presum~bly 

needle sharing, is more common among Puerto Ricans than 

among Mexican Americans (Mata and Jorquez, 1988; Orlandi, 

1986)'. 

The present project questions the assumption of 

similarity among Latinos even within a single group. 

variation in acculturation level among Mexican Americans may 

playa role in the perception of disease vulnerability and 

disease prevention. Mexican Americans vary widely in the 

extent to which they have adapted to this culture and 

adopted its traits and perception of AIDS as a risk may vary 

with their acculturation level and may influence the degree 

to which they attend, understand, assimilate and act upon 

information about AIDS. 

While there has been an attempt on the part of some 

psychologists to respond to AIDS, the real challenge has not 

1 Hispanic dennotes any person who speaks spanish and whose 
cultural roots are traced to Spain; Latinos are persons born 
in Latin America and speak spanish or Portuguese. The 
Hispanic label tends to obscure the common history of Latin 
American countries vis a vis the united States, while Latinos 
highlights it (Hayes-Bautista, 1987). The term "Latino" will 
be used to describe all persons of Latin American descent who 
live in the united States but only when their specific ethnic 
origin is not known. 
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been taken: few researchers see the epidemic as an 

opportunity to collect information on social and cognitive 

processes that affect decisions to prevent risk exposure to 

a fatal disease. There is also little interest in 

investigating social interaction as it is influenced by the 

threat of an epidemic. The present study attempts to 

understand how Mexican Americans perceive the risk of AIDS 

in an effort to learn how best to provide them with 

appropriate information about its prevention. It is also an 

attempt to understand the social perception of a health risk 

from the cultural perspective of an ethnic minority. 

Background Literature on Acculturation 
Perception of Risk and Related Areas. 

A conceptual model of the relationship between level 

of acculturation and perception of risk for AIDS will guide 

the following literature review and is presented in Figure 

1. It will later be validated with empirical findings 

derived from data analysis. The model is an attempt to 

represent the interaction between acculturation and 

perception of risk and an illustration of the possible 

factors that might mediate such a relationship. The model 

assumes that the demographic characteristics and socio

environmental factors influence the acculturation process, 

which in turn affects perception of risk. Cultural 
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L'ckground influences what aspects of health information are 

salient to an individual and are considered in an evaluation 

of perceived risk. The literature review will be based on 

this model and the specific hypotheses will be described 

subsequently. 

AIDS in the Ethnic Minority Communities. 

The AIDS epidemic has taken the world by surprise. 

At a time when most viral diseases had been controlled and 

erradicated, this particular virus was allowed to spread 

because of its initial appearance among stigmatized groups 

and because of bureaucratic neglect (Shilts, 1987). The 

disease has spread through sexual contact and intravenous 

drug use, but patterns of transmission vary in countries 

around the world. In most African countries the virus is 

spread by heterosexual contact, while in the united States, 

European and Latin American countries the spread occurs 

mostly through homosexual and bisexual contact. In the 

United States the majority of the reported cases have been 

traced to transmission through sexual contact, but some 

transmission has also occured through the sharing of 

infected needles among IV drug users. The number of 

infected cases among Blacks and Latinos amount to 25% and 

14% of the total reported cases; these percentages represent 

statistically disproportionate numbers to the overall 
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representation of the two groups in the general population 

(Rogers and Williams, 1987). The rate of infection for 

mino~ities is at the present higher than for gay males 

(Quinn, 1989) and there is no indication that this rate has 

begun to decrease. The most important risk factors for 

Me>:ican Americans and other Latinos are intravenous drug use 

and unprotected sex: the most affected subgroups are sex 

partners of IV drug users and Latino gay males (Schilling, 

Schinke, Nichols, Zayas et al., 1989). 

Acculturation. 

One of the greatest moderators of the effects of 

sociocultural conditions on Mexican Americans is their 

degree of acculturation. The degree to which they relate to 

the values of the larger American culture, the symbols of 

health care and prevention presented in public information 

campaigns will influence their tendency to adopt AIDS 

prevention behaviors. 

Acculturation is a gradual process that affects 

person and group perceptions and identity, as a result of 

social/geographical change that exposes one group to another 

over a period of time. This process "comprehends those 

phenomena which result when groups of individuals having 

different cultures corne into continuous first hand contact, 

with subsequent changes in the original culture patterns of 
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either o~ both groups •• " (Redfield, Linton and Herskovits, 

1936). The first theme illustrated in this definition 

frames the present understanding of acculturation research. 

The emphasis on the individual interacting face to face with 

other individuals is of particular relevance for a 

psychological understanding of cultural change. The second 

theme or the mutuality of change, occurs among the groups in 

contact, but seldom affects all parties involved at the same 

rate. In most cases acculturation pr~ceeds as the "process 

of accumulating and inc~rporating beliefs and customs of an 

alternate culture" into one's own (Burnam, Tellez, Hough, 

and Escobar, 1987). Unilateral change, where one group 

affects and imposes its cultural patterns on another is the 

norm; the ethnic minority group learns to interact within 

the rules set by the stronger majority group. Issues 

inherent to this position of relative power are resolved at 

the individual and collective level (Berry, 1980). 

Acculturation of Mexican Americans occurs unilaterally and 

their cultural identity incorporates traits of the larger 

American culture. 

Acculturation is a two level phenomenon acting 

simultaneously on the group and on the individual: the 

individual's exposure modifies. inter- and intrapersonal 

conflict and the personal adaptations made to the situation. 
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Acculturation research is generally oriented toward finding 

emerging patterns at the group level, but there has been 

growth in interest in how it affects perceptions, attitudes 

and cognitions of individuals as they become exposed to 

different beliefs and behaviors. Szapocznik and colleagues 

(1978) have assessed intergenerational differences in rate 

of behavioral acculturation in immigrant Cuban families and 

have found that age and sex contribute to the degree of 

acculturation, with the young acculturating more rapidly 

than the old, and males more rapidly than females. 

Individual acculturation research has also involved the 

assessment of a person's ethnic identity, or degree of 

identification with own versus dominant group (Olmedo, 

1980). This interest in ethnic identity indicates a shift 

away from defining groups in terms of their "distance" from 

the dominant group, and toward a definition in their own 

terms (Olmedo, 1979). Although the process of acculturation 

for Mexican Americans is one of increasingly adopting values 

and traits of the majority culture, this process is not 

necesarily linear and does not lead toward complete 

americanization. 

Two models of change seem particularly relevant to 

the acculturation process of Mexican Americans: the first 

can be represented as a linear gradual change from state A 



19 

to state B and it represents differences and similarities 

between Mexicans, Mexican Americans and Anglo Americans. 

Mexicans represent one end of the cultural continuum with a 

set of beliefs different from those of Anglo Americans, 

represented by the other end of the continuum. Mexican 

Americans are conceived in this framework as people in 

transition from one set of beliefs to another and 

acculturation would be their movement from Culture A to 

Culture B. This model can be graphic&lly represented as 

indicated in Figure 2. The continuous movement of Mexican 

Americans toward Culture B, hypothetically leads to total 

assimilation. Models of acculturation that assume a linear 

gradual process of change from state A to state B are common 

in the literature (Burnam, Tellez, Karno, Hough & Escobar, 

198?; Deyo, Diehl, Hazuda & stern, 1985; Sabogal, Marin, 

Otero-Sabogal, VanOss Marin & Perez-Stable,198?). Cuellar 

provides one of the most precise and widely used models. He 

defines acculturation as a multifactorial, unidimensional 

cultural continuum composed of four factors: a) language 

preference, b) ethnic identity and generation removed from 

Mexico, c) ethnicity of friends and associates and d) extent 

of direct contact with Mexico and with ability to read and 

write Spanish (Montgomery and Orozco, 1984). The 

Acculturation Rating Scale for Mexican Americans (ARSMA) 
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developed by Cuellar, measures preferences, behavior 

tendencies and actual behaviors that differentiate am9ng 

five types of Mexican Americans (Cuellar, Harris and Jasso, 

1980). Cuellar's ARSMA discriminates among Mexicans, 

Mexican Americans and Anglos and among generations of 

Mexican Americans. It is a scale that can identify different 

subpopulations, but does not take into account all the 

relevant dimensions of the phenomenon, such as permanent 

beliefs. There is evidence to indicate that some beliefs 

may not change in spite of acculturation and may actually 

resist change, such as Catholicism and extended familism. 

The linear model of acculturation has proven to be a 

satisfactory means of identifying and discriminating among 

different subpopulations, but it does not fully describe the 

trajectory followed by Mexican Americans. Although there is 

a tendency to measure acculturation linearly, there are 

external and internal constraints that affect the Mexican 

American community which set boundaries to the process and 

thus makes a linear representation inaccurate. Differences 

in income, education and access to political and social 

power constrain the level of participation in, and therefore 

assimilation to, the majority culture (Padilla, 1980). 

There are also internal group constraints that set 

boundaries to the acculturation process. According to Keefe 
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and Padilla (1987), after the initial group contact, there 

is "no gradual course of sociocultural change but an initial 

burst of Americanization followed by a long term process of 

settling into an ethnic community of Chicanos" (p.8). 

Therefore, although the linear process of acculturation 

represents cultural change for the first generation, other 

processes of change take place subsequently. The community 

retains a sense of ~dentity that is uniquely its own and 

ceases to melt in the Americanization .pot. There are social 

and situational constraints that limit the process as well: 

"The propensity of Mexican Americans to be geographically 

stable and to build large local kin networks incorporating 

other Mexican Americans, ensures that socially they will 

always be set apart despite any other aspect of 

acculturation, assimilation or increasing identification 

with Anglo Americans" (Keefe and Padilla, 1987; p.9). 

The second model of acculturation represents more 

globally the changes involved in the process. It assumes 

that "culture" is a network of beliefs and behaviors that 

are modified, but not replaced, through contact with other 

groups. In this case, acculturation is the process of 

assimilating and accomodating two sets of beliefs and 

behaviors: the inherited set and the adopted set, and a 

Mexican American is a person with A n B set of beliefs. 
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The model can be represenred as indicated in Figure 3. 

Keefe and Padilla have provided evidence that the 

accultura'l:ing patterns of Mexican Americans seem to be 

better represented by this model. A study on the process of 

acculturation of residents of urban and rural communities of 

central California, led them to propose a two-factor model 

that describes changes in ethnic identity: cultural 

awareness and ethnic loyalty. Cultural awareness refers to 

the knowledge of Mexican culture and history, language 

preference and attitudes toward united states and Mexico. 

Ethnic loyalty refers tu self-identification among group 

members and attitudes toward ingroup and outgroup (Keefe and 

Padilla, 1987). Over the course of different generations, 

cultural awareness tends to decrease, history and other 

cultural heritage information is lost, while ethnic loyalty 

remains constant. There is a rapid process of change for 

the members of the first generation, followed by a more 

stable adoption of life patterns in the second and third 

generations, when concrete knowledge of Mexican history and 

spanish decline. Some Mexican traits remain strongly rooted, 

such as Catholicism and extended familism, fundamental 

beliefs of the Mexican culture. Ethnic loyalty has its 

symbolic center in the barrio, the source of multiple social 

networks and the heart of "being Mexican". It is the source 



of multiple reinforcements for an identity that is often 

challenged by the society at large. 
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The two models just mentioned represent the 

conceptualization of acculturation generally found in the 

literature on Mexican Americans. Padilla's model is the 

most comprehensive, but is more difficult to measure and 

seldom used. Cuellar's ARSMA incorporates Padilla's 

concepts of cultural identity and ethnic pride, but it 

measures acculturation more effective~y in a narrow content 

domain. Even though Padilla's model of acculturation is 

more comprehensive, a model similar to Cuellar's provides a 

reliable measure of continuous cultural change among Mexican 

Americans, which is the main function of acculturation to be 

considered in this study. 

The Nature of Health Beliefs. 

Health beliefs are fundamental to individual and 

group survival. They represent specific knowledge about how 

the environment affects well-being. Perception of risk is a 

subset of health beliefs pertaining to threatening 

situations and events. When a cultural group is exposed to 

and learns the health beliefs of another culture, their own 

are modified and changed (Castro, Furth and Karlow, 1984). 

Health beliefs are rooted on beliefs about the nature 

of the world. They form a network of conceptions about 



24 

health and its absence, illness, and include environmental, 

social and religious circumstances that promote the first or 

precipitate the second. The social sciences have in the 

past focused on the study of illness and have emphasized the 

role of behavior as the mediator of illness. "Illness" 

emphasizes a social understanding of a malady and is 

different from "disease" which emphasizes biological changes 

in the body. While philosophically, disease is the province 

of medical inquiry, illness is the phenomenological 

experience of not being healthy (TWaddle, 1977). Health 

beliefs may be represented as naturalistic or personalistic 

(Koss, 1984). In the first case, illness is due to external 

environmental agents such as germs, nutrition and pollution 

and in the second, it is due to intentions or actions of 

human or spiritual agents. Cultures differ in the extent to 

which they embrace one or the other: for example, middle

income Anglo Americans have an ecclectic system of beliefs 

with a strong tendency towards naturalistic causation, 

strong rejection of personalistic causation and inconsistent 

beliefs about spiritual (i.e. saints, spirits, ghosts, 

devils) causation (Chino and Vollweiller, 1986). Some 

anthropological studies indicate that Mexican Americans 

believe in naturalistic and personalistic causation and are 

less equivocal about spiritual causation (Kay, 1977). 
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The study of illness in the social sciences began 

with Parson's postulation of the sick role model, a 

perspective that emphasized the social control of deviant 

behavior. According to this model, there are two rights and 

two obligations acquired by the person who enters the sick 

role: the right to be exempt from responsibilities, due to 

the incapacitating condition, and tae right to be relieved 

from normal social role obligations. The person has the 

obligation to try to get well and to ~eek technically 

competent help from a physician (Segall, 1976). Underlying 

this model is the belief that it is in the benefit of 

society to monitor the sick individual since she/he is 

relieved from obligations, a powerful incentive to deviate 

from established norms. Health in this model is equated with 

conformity to norms of adequate physical and mental 

performance, while illness is equated with deviance from 

these norms. (Twaddle, 1977). In order for a person to 

claim the benefits of the "sick role", he/she must validate 

and justify it to others. Signs and symptoms must be 

considered within the social situations in which they occur 

and where they have expected consequences (Alonso, 1985). 

Symptoms of illness are icons, they symbolize expectations 

to act and disease types are "socially situated entities" 

(Fabrega, 1974). In an impression management view of 
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illness, it is the responsibility of the physician to act as 

a guardian of society by encouraging the return of the 

patient to normal social life, doing whatever she/he can to 

discourage the sick role. Reviews of Parson's model reveal 

that it only applies to temporary acute physical illness 

episodes, but is not adequate for describing the behavior o'x 

a person with a chronic illness, a permanent physical 

disability or mental illnesses (Segall,1976). In addition, 

it poorly explains stigmatizing illness conditions (Twaddle, 

1977). AIDS is an example of a stigmatizing disease where 

Parson's postulates do not apply. According Bennett (1987) 

the rights of the person with AIDS are not respected and the 

medical establishment reluctantly provides care, not 

conforming to the obligations proposed by the sick role 

model. 

The emphasis on illness and on the medical model 

proposed by Parsons obscured the understanding of a person's 

subjective experience of health and illness, and the 

understanding of "indigenous" health beliefs. By 

emphasizing the medical view of illness, the study of 

personal assessment of well-being was not considered for a 

long time (Idler, 1979). The scientific view of illness 

prevalent in advanced industrial societies had been taken as 

the norm and the interpretation that "lay" people make of 



27 

scientific: information was not recognized. There was little 

information on "ethnomedical beliefs" (Chrisman, 1977). 

Anthropological studies of folk beliefs provided the 

information that the sociological sick role model was not 

able to provide, namely, the people's view of illness. The 

study of culture-bound syndromes provided information on how 

groups define illnesses in terms of their own experience and 

provided the counter-perspective to the Parsonian view. 

Anthropological studies have enriched.the understanding of 

illness by providing cultural definitions of how and why 

illness occurs and how it is cured. Unfortunately, exotic 

illnesses have been overemphasized and common illnesses that 

occur everywhere have not been compared in how they vary in 

etiology, in social relevance and how they share common 

features across cultures. Yet, this approach has provided 

insightful information about the beliefs of Mexican 

Americans that disciplines like Sociology have not provided. 

Rubel (1969) for example, conducted a field study in Mecca, 

Texas where he found that local residents had an 

understanding of health based on the principle of balanced 

parts and qualities, where a change in one part of the body 

altered the whole. Diseases found exclusively in this 

population, such as "mollera caida" (fallen fontanel), "mal 

ojo" (evil eye), "susto" (fright) were due to violations of 
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social norms; their mere existence supported certain core 

values and behaviors in the community. Some of these 

beliefs have been romanticized. Scheper-Hughes (1983) found 

that Spanish-Americans in northern New Mexico resort to folk 

medicine occasionally, when the malady fits the traditional 

classification, but very few people make use of this medical 

alternative. Keefe (1981) and Meredith (1984) have 

confirmed this finding; few Mexican American immigrants 

resort to folk medicine, while the great majority believe in 

the use of the medical system. The problem with glamorizing 

folk medicine is that it constitutes an implicit 

reinforcement of the stereotype of Mexican Americans as 

being ignorant of medical beliefs known by the rest of the 

American population. 

The study of illnesses around the world has become an 

ernie, relativizing the understanding of illness to unique 

people and settings, rather than finding the etics or 

universals of illness perception. The lack of interest in 

culturally "unbound" illnesses has created a void in 

understanding how the peoples of the world conceive of 

illnesses that affect them all. Since no solid theoretical 

framework had been in existence before the advent of AIDS it 

is now more difficult to develop a framework to understand 

this world-wide epidemic. 
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The study of ethnomedical beliefs, the beliefs that 

people have of common illnesses that include their 

scientific knowledge as well as their everyday experience 

(Chrisman, 1977) has not become a popular research 

perspective, although there are some exceptions. Kay (1977) 

studied the health beliefs of Mexican American women. She 

formula'i:ed a model of medical beliefs based on information 

provided by her informants, leading her to describe two 

broad disease categories: "enfermedadE!s corporales" 

(illnesses of the body) and "enfermedades emocionales" 

(emotional illnesses). This last category is subdivided 

into "enfermedades mentales" (mental illnesses) and 

"enfermedades morales" (moral illnesses). The last one 

referf; to illnesses that are due to a "person's deficient 

will power, poorly controlled emotions and a weak character" 

(p.140); drug addicts belong to this category. If one were 

to incorporate AIDS into this belief system of Mexican 

American women, it would probably fit this particular 

mental/moral category. 

The sick role model has contributed to the 

understanding of illness as being socially defined and has 

provided information on how persons conceive signs and 

symptoms as symbolic messages of physical well-being and 

their status in society. The study of culture-bound 
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syndromes has provided an understanding of how culture 

dictates social situations that make a person vulnerable to 

disease and the proscribed cures. There is a connection 

between act\ons and the types of diseases one is (assumed to 

be) vulnerable to. In the case of AIDS, perhaps there is a 

culturally expected connection between behavior and the 

resulting disease. 

The Health Belief Model. 

The most widely adopted model for understanding 

illness and health behavior is the Health Belief Model 

(HBM). It was conceived to explain preventive health 

behavior, or "any activity undertaken ••• for the purpose of 

preventing disease or detecting disease in an asymptomatic 

stage" (Rosenstock, 1974, p.354). The Health Belief Model 

postulates that persons "will not seek preventive care 

unless they have the minimal levels of health motivation and 

knowledge, view themselves as potentially vulnerable and the 

conditions as threatening, and are convinced that the 

intervention they have to undergo is efficacious" (Becker 

and Maiman, 1983). Vulnerability to and severity of a 

condition determine the degree of perceived threat. 

Susceptibility is defined as "an individual's own estimated 

probability that he or she will encounter a specific health 

problem", while severity is defined as "degree of emotional 
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arousal created by the thought of the disease or the 

difficulties t~lat an individual believes a given health 

condition would create for him, for work, family life, 

soc:ial relationships and commitments" (Pender, 19 ). Both 

concepts are moderately correlated to each other, suggesting 

that while they overlap, they also differ in content 

(Cummings, Jette and Rosenstock, 1978). 

Perceived susceptibility or vulnerability to illness 

is an important factor in determining .who undertakes health 

protective actions. In AIDS research, there have been 

studies conducted with gay men to determine who is likely to 

follow safe sex or needle use guidelines. Emmons and 

colleagues found that the best predictors of self-reported 

preventive behaviors (i.e. condom use and limiting the 

number of sex partners) were knowledge of AIDS, perceived 

risk of AIDS and perceived efficacy of behavior change. 

Perceived risk evoked the "optimistic bias" (weinstein, 

1980): when subjects were questioned about their absolute 

and relative risk for AIDS their answers favored the chances 

of AIDS infection for others but not for themselves. A 

negative interaction was also found between perceived risk 

and perceived efficacy of behavior change (Emmons, Joseph, 

Kessler, Wortman, Montgomery and Ostrow, 1986). 
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Health Knowledge and Attitudes. 

A global look at the knowledge and beliefs of people 

around the world indicates 'that only the most basic 

information provided by educational campaigns has been 

assimilated, and reveals a pattern of information 

dissemination that occurs both at the global and specific 

level. The Gallup organization conducted a survey on AIDS 

in 35 countries around the world (Gallup Reports, June 

1988). Results indicate that awareness of AIDS is high and 

general knowledge about how it is contracted is widespread, 

but so are the misconceptions about contagion and the 

concommitant fear. There is also much reluctance to change 

sexual behavior, the single most effective way to stop the 

disease. In developing countries, citizens think that both 

the general population and they themselves are at risk. 

countries such as Brazil or Nigeria show widespread high 

levels of fear; between 35% and 40% of the samples in each 

country were extremely concerned about getting AIDS and the 

better informed believed the general population was at risk. 

Degree of personal concern varied by nation; in most 

European countries less than 10% of the samples were 

concerned, in the united States 20% were concerned, 35% were 

concerned in Brazil and 40% in Nigeria. 
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In the global Gallup report, the united states was 

the country where most respondents thought the population at 

large was at risk (51%), and the number of people who share 

this belief has increased since (Gallup Reports, February 

1989). Reports by the Gallup organization and the National 

center for Health statistics yield results similar to those 

reported as global trends; that is, most people are aware of 

AIDS and have some knowledge about transmission (Dawson, 

1988). The same relationship shown b~tween industrialized 

and developing countries with regards to knowledge and 

concern is manifested in the united States between the 

affluent majority and the less affluent ethnic minorities: 

those with the most resources and education have the most 

knowledge and the least concern about AIDS, those with the 

least resources are more concerned and least informed. 

Mexican Americans are the youngest, poorest and least 

educated of all Latinos and the least informed about AIDS 

(Dawson and Hardy, 1989). Misconceptions about transmission 

such as the belief that one can get the disease from insect 

bites, by donating blood and sharing a drinking glass with 

an infected person have proven difficult to erradicate; 

survey studies consistently indicate that a portion of those 

interviewed still hold those beliefs. Although the overall 

numbers have changed, these beliefs are still common among 
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people with less income and education. People report taking 

more preventative steps such as choosing sexual partners 

more carefully, avoiding blood transfusions and having a 

blood test; only 12% reported using condoms for the first 

time or more regularly (Gallup Reports, February, 1989). 

Unfortunately, none of these measures, except for the last 

measure, is crucial in preventing the spread of AIDS. 

In the United States, Blacks and Latinos are known to 

be the least informed and most concerned groups, although 

few surveys have been conducted with these communities. In 

a recent review of the literature on ethnic minorities and 

AIDS conducted by this author, different computerized data 

bases were consulted,2 as well as the publications in the 

last five years of health (Public Health Reports, Journal of 

Health and social Behavior), as well as psychology journals 

(Journal of Applied Psychology, Health Psychology) and 

published AIDS bibliographies (Dessaint, Kerby and McLean, 

1988). A surprising lack of information on minorities in 

general and psychusocial research in particular was found, 

even though the number of publications on AIDS in general 

has been exponential. For example, PSYCINFO the data base 

2 The data bases consulted were PSYCINFO produced by the 
American Psychological Association, HEDLINE and AIDSLINE 
produced by the National Library of Medicine Interacti ve 
Retrieval Service, SSCI - Social Sciences citation Index 
produced by the Institute of Scientific Information. 
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of the American Psychological Association contains 

approximately 400 references related to AIDS, of which only 

4 are related to minorities and AIDS. Searches on health 

data bases yield similar ratios. The few survey studies 

conducted with minorities (Botvin, 1989: Flaskerud, 1988; 

Mays and Cochran, 1988: Peterson and Marin, 1988) tend to 

report jointly on Blacks and Hispanics with little regard 

for intracultural variations. Reports are based on specific 

segments of those groups, rather than .on population-based 

samples. Studies conducted with adolescents indicate that 

they are confused and often misinformed about AIDS (Di 

Clemente, Zorn and Temoshok, 1986; Price, Desmond and 

Kukulka, 1985; Strunin and Hingson, 1987). Black and Latino 

adolescents tend to be less knowledgeable than Anglo 

adolescents and those with less knowledge more often seem to 

perceive themselves at risk. Thus, lower level of knowledge 

has been associated with a higher level of perceived risk 

for contracting AIDS (DiClemente, Boyer and Morales, 1988). 

The only national survey conducted with different Latino 

groups was reported by the National Center for Health 

statistics. Ethnicity was determined by self-described 

origin and the five main groups surveyed were Puerto Ricans, 

Cubans, Mexican Americans, other Latin Americans and other 

Spanish. Since the total sample of surveyed respondents was 
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small the analyses were reported only for Mexican Americans 

and other Hispanics (Latinos). The pattern of results 

resemble the u.s. population as a whole: the young and well

educated had more knowledge about AIDS. Divisions by ethnic 

group indicate that Mexican Americans are less knowledgeable 

than other Latinos: persons of Mexican ancestry were more 

likely to say that they knew "nothing" about AIDS and less 

likely to say that they knew "a lot". with regards to 

perceived risk of HIV infection, 76% of the sample believed 

there was no chance of their becoming infected, 13% said 

there was a low chance, 3% medium chance and only 1% high 

chance (Dawson and Hardy, 1989). A different survey in 

Chicago found similar pattern of responses among Latinos who 

were mostly Mexican American, but although the authors 

reported the incidence as "low", a higher percentage (23%) 

reported being at some risk of contracting AIDS (Hispanic 

Health Alliance, 1988). 

The picture that emerges from this scant literature 

indicates that Latinos, and Mexican Americans in particular~ 

are less informed about AIDS than the general population. 

Even though most people know that AIDS is fatal, incurable, 

caused by a virus, transmitted sexually and by sharing 

needles, this information is not sufficient. General 

information does not provide a person with specific 
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guidelines to develop social and behavioral skills to take 

actions in order to avoid getting AIDS. The research 

studies previously cited indicate that there are two 

powerful consistent indicators of level of knowledge for 

AIDS: income and amount of education. Among low income 

people, AIDS is often not a top priority. Even when people 

are aware of their own risk behaviors, the need to take 

measures to prevent AIDS often competes with more basic or 

more pressing health, economic and soqial needs (Mays and 

Cochran, 1988). 

Knowledge of and Attitudes Toward Risk Groups. 

In the AIDS epidemic there has been a tendency to 

type people according to "risk groups". More emphasis has 

been placed on the identification of group membership of the 

affected persons than on their risk behaviors. Knowledge of 

who is affected by AIDS leads to judgements about one's risk 

for HIV infection since this information establishes whether 

one's particular social group is affected: and by 

implication, oneself. This information may lead to 

inappropriate perceptions of personal risk, since membership 

to a social network whose members are at risk does not 

expose a person to the HIV virus, while incorrect 

identification of risk behavior does. In certain cultures 

(Carrier, 1985) the concept of homosexuality is confined to 
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only a segment of the male population who engages in same

sex sexual activities; only the passive sexual partner is 

casted in such a role, while the active partner's 

social/sexual role continues to be perceived as 

heterosexual. The role of the later is regarded as dominant 

and his participation in same-sex sexual activities does not 

threaten his sexual identity. A similar pattern of findings 

has been identified among Latinos living in the united 

states and targeting risk groups instead of risk behaviors 

for educational campaings has left out males who engage in 

homosexual activities, but who do not identify as gay or 

bisexual (Carrier, 1989). There is a tendency to label 

sexual experience by the social meaning given to the 

relationship of the participants (i.e. friendship, 

recreational sex), rather than by the nature of the sexual 

activity itself. But the labeling often conflicts with 

measures of health preventive behavior. Social labeling of 

sexual experiences can obfuscate perception of risk by 

defining "risk" in terms of who participates in the sexual 

encounter and by placing blame on categories of people 

rather than on categories of behavior. 

Knowledge about risk groups may trigger a process of 

social distancing, where a person may decide on the basis of 

lack of similarity to the risk group that she/he is not at 
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risk. This response may be based on identification of risk 

groups as undesirable others with whom one cannot establish 

meaningful social comparisons in order to draw inferences 

about personal risk for AIDS. A person may lower or 

completely discard the probability of being infected with 

AIDS based on this perceived social distance. 

Social groups at ris]c for AIDS are generally well 

recognized. Homosexuals, prostitutes and intravenous drug 

users form social categories which el~cit information rich 

in meaning. These social categories have associated with 

them clearly recognizable and widely shared negative 

stereotypical attributes. Traditionally, people have avoided 

long term contact with members of these groups. The 

negative reactions elicited in nonmembers cannot be 

attributed to individual pathology such as phobia, but to a 

widely shared, socially constructed, negative response to 

undesirable others. Herek (1988) calls this condition AIDS

related stigma and attributes it to the fact that AIDS is 

fatal and it is associated with groups that elicit 

prejudice. 

AIDS is a problem blamed on stigmatized groups. 

Throughout the centuries, there has been a tendency to 

establish a causal connection between stigmatizing behavior 

and disease; the biblical Job made the first attempt to 
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challenge such implicit. relationship, but the connection is 

still made by most people to the present day. There is a 

strong parallel relationship to moral blame and punishment: 

those who commit morally reprehensible acts deserve 

punishment by human or divine agents. Disease is perceived 

as evidence of divine punishment. stigmatizing 

relationships involve the interaction between a person who 

acts as a _"marker" and a "markable" person. Jones and his 

colleagues (Jones, Farina, Hastorf, et al., 1984) have 

described the course and the implications of stigmatized or 

"marked" relationships. A mark is a perceived or infered 

condition of deviation from a prototype or norm and a marker 

is the person perceiving the condition. The markable person 

is the bearer of a discrediting condition who mayor may not 

be marked. Jones et al. describe stigmatization as 

involving a process of attribution of permanent, 

discrediting, central dispositions to the bearer of the 

mark. stigmatization is based on negative stereotypes and 

is sustained by negative affect provoked by commonly 

accepted reactions to the stereotypes, such as rejection and 

hostility • 

The measurement of negative attitudes toward risk 

groups give an indication of the extent to which risk groups 

are being marked or stigmatized and they are negatively 
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related to the assessment of personal vulnerability. People 

who hold negative attitudes toward social groups at risk for 

AIDS, may decide on the ba&is of their nonmembership, and on 

the basis of antagonistic views, that they are not 

personally at risk for AIDS. Nega"tive attitudes are a 

measure of stigmatization if they reflect a personal 

inclination to maintain social distance from undesirable 

others whose mark is to be highlighted and their behavior 

controlled. 

Perception of Risk 

Risk perception theory and research share with the 

Health Belief Model the premise that human decision making 

is based on the assessment of subjective probability of 

events. Both areas are influenced by similar writings in 

decision behavior theory. 

Perception of risk has been studied as part of risk 

analysis in an attempt to understand and predict decisions 

made by people in the event of technological or natural 

hazards. The definition of "risk" is one of the most 

controversial aspects of this field of research, since the 

definition sets the methods of investigation, with 

subsequent implications for policy development and decision

making. 
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There ara two conceptualizations of risk that affect 

its definition: risk is an objective property of events, or 

it is essentially a subjective personal judgement. If 

conceived as an objective concept, its measurement is based 

on public health statistics, epidemiological surveys and 

probabilistic risk analyses (Fischhoff, Watson and Hope, 

1984). Risk as a subjective huma.n judgement is measured as 

an evaluation made by raters about the acceptability or 

riskiness of a particular hazard. According to this human 

judgement approach, risk can be defined as "the function of 

one's subjective probability estimates ••• represented as 

the set of bets about uncertain outcomes that the decision

maker is willing to accept in attempting to make a specific 

choice" (Cole and Whithey, 1981; p. 144). 

There are two approaches to study risk jUdgements: 

the expressed preference and revealed preference methods 

(Fischhoff, Slovic and Lichtenstein, 1978). The expressed 

preferences approach assumes that society has through trial 

and error arrived at a balance between risks and benefits, 

and economic data provide trends of acceptable risk (Slavic, 

Fischhoff and Lichtenstein, 1982). The revealed preferences 

approach (Slavic, Lichtenstein and Fishhoff, 1978) 

emphasizes the use of psychometric measurements that will 

"reveal" people's level of acceptable risk. The use of 
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psychophysical scaling methods and multivariate analysis is 

used to produce quantitative representations of risk 

attitudes and perceptions across individuals and across 

risks. Through this method, general characteristics of 

hazards such as knowledge, controllability, dread and 

catastrophic potential, are derived and assumed to remain 

constant even though subjects' judgement about specific 

hazards may change (Slovic, Fischhoff, Lichtenstein, 1984). 

Judgements of risk characteristics re~ain constant across 

different modes of presentation and tasks, except in the 

case of the risk of disease or natural hazards which have 

not been sufficiently measured and cannot be represented 

with models based on risk for technological hazards. When 

diseases are included in the factor analytical studies, the 

correlational structure that has been used to represent 

technological risk no longer maintains its integrity 

(Tversky, 1984). This is the result of risk factors 

describing general characteristics of risks but ignoring 

local features of specific risks. 

Health risks are not routinely assessed as part of 

risk analysis. One of the few studies in this area was 

conducted by Harding and Eiser (1984) who assessed health 

risks by eliciting risk/benefit judgments from a set of 

health related hazards. They question the methodology 
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employed by Slovic and colleagues to describe the risks f 

factor structure, namely, the use of mean ratings averaging 

over individuals for risk-benefit regressions, and averaging 

over activities for the factor analysis. Instead they 

propose to average over individuals for both tasks. The 

factors that emerged from their study of a homogeneous set 

of health risks were likelihood of mishap, likelihood of 

death and think about it calmly/with dread, both of which 

partly overlap with the risk factors derived by Slovic and 

colleagues (Slovic, Fischhoff and Lichtenstein, 1984). 

Individual differences in understanding and 

conceptualizing probability affect risk judgments. The type 

of statistic used to (mentally) represent morbidity/number 

of fatalities differs between experts and the lay public. 

For example, actuarial statistics report the prevalence of a 

risk as deaths per 100,000 persons and decision makers base 

their judgments on this single statistic, but people do not 

generally ascribe to it the same relevance that experts do~ 

instead, they focus on different but related concerns. In 

studies where people were asked to give overall impressions 

of risk without mentioning fatalities, individual fatality 

probabilities correlated better with intuitive risk ratings 

(von Winterfeldt, John, Borcherding, 1981). When subjects 

are asked to estimate death or survival rate for different 
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diseases, their judgments differ dramatically from the first 

to the second. Survival rates are nonintuitive and 

confusing (Fischhoff and MacGregor, 1983). 

Risk perception research places more emphasis in 

identifying risk characteristics and the situations under 

which judgments vary and the study of individual variation 

is of less importance than the risk itself. However, in 

studies where individual variation is considered, judgmental 

heuristics (Kanhman, Slovic and Tvers~y 1982) are used to 

explain seemingly illogical judgments made by subjects that 

cannot be explained when judgments are averaged over risks. 

The most common heuristic is the availability bias or 

tendency to judge as more frequent instances that are easy 

to imagine or recall (Tversky and Kanneman,1982).3 

There are no consistent explanations for variations 

in risk judgments that may be due to motivational or 

situational factors. However, there is one interesting 

study on computer simulation of motivational factors. 

Thorngate (1980) conducted a study where ten simple decision 

rules were implemented as computer subroutines, to determine 

3 It is common to hear people say that a particular place 
has "only" so many AIDS cases, implying that according to 
their personal calculation of events, there should be more 
cases if one were to start to worry about the epidemic. This 
mental metric might related to the availability bias which 
indicates that other places have many more AIDS cases, as 
compared to one's place of residence. 
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how often each would select alternatives with highest to 

lowest expected values in 61 series of randomly generated 

decision situations. Some subroutines selected alternatives 

that "ignored" probability information or made crude use of 

probability, but the choices made were adequate. The 

impllcaticm for human beings is that people seem to ignore 

or misuse probability information because "they may not 

notice or care about small or infrequent decrements in 

reward(s) which result from their ignorance or misuse (of 

probabilities)" (p.224). The fastest and quickest means to 

attain an end justify the use of poor probability 

judgements, often thinking inccurs a cost. 

The social context has not been consistently included 

as an explanatory variable in risk perception research and 

ethnicity has been almost completely ignored. There are few 

descriptions provided about the populations where risk 

judgements are tested, but from the information given, it 

seems that most research is conducted with Anglo middle

class samples. 

The most important issues that emerge from the 

analysis of risk perception are: the lack of consensus in 

the operationalization of risk, the need to assess perceived 

characteristics of heal~h risks, the need to measure 

differences across individuals and the lack of information 
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subjects' use of different standards to represent 

"riskiness". On the other hand, this literature has 

provided detailed information on perception of risk 

characteristics. 

Unrealistic Optimism. 
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Perception of risk seems to be related to people's 

health preventive behaviors. Unfortunately, it is seldom 

adequately operaticnalized or measured, and is synonymously 

used with perceived vulnerability (Emmons, Joseph, Kessler 

et al., 1986) or with subjective probability of harm (Baum, 

1988). Although both concepts seem to measure the same 

global construct there is seldom an attempt to clarify how 

their measurements relate to each other. Often absolute 

risk is taken as the single estimate of a person's 

probability of harm, or measurements of "concern", "worry" 

or "seriousness" are interchangeably used to describe 

perceived risk and there is evidence to believe that these 

concepts may in fact be measuring different things. 

The only consistent measurement of personal risk 

perception in both health or technological hazards has been 

conducted by Weinstein and colleagues (1980, 1982, 1983, 

1985, 1987a, 1987b, 1988, 1989). Unlike decision making 

models that assume that given the knowledge and resources 
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needed to make a decision, subjects will make the most 

"rational" decision, this research indicates that risk 

judgements are subject to consistent distortions related to 

motivational or informational storage capacity biases 

(Weinstein, 1980, Weinstein, 1983). Unrealistic optimism is 

the tendency to underestimate one's chances for negative 

events and overestimate one's chances for positive events 

(weinstein, 1980) and it is measured as a subject's personal 

standing on a given risk. Five event characteristics are 

related to greater perceived chance of experiencing an 

event: the greater the degree of desirability, perceived 

probability and personal experience, the more they see their 

chances as being greater than average. On the other hand, 

the greater the perceived controllability and perceived 

salience of the stereotype of a person who would experience 

a negative event, the lower the perceived chances of 

experiencing the same event (Weinstein, 1980). Egocentrism 

is one of the potential explanations for unrealistic 

optimism: subjects fail to think accurately about the 

chances of other people, while they easily remember 

instances that favor their own chances for positive events 

or for avoiding a negative event (Weinstein, 1982). This 

finding is consistent with social psychological research 

that indicates that a person's information seeking is 
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confirmatory; she/he will solicit information consistent 

with previous beliefs (Weinstein, 1979). These findings can 

be generalized across people of different ages, education 

and occupational status (Weinstein, 1987). However, 

ethnicity and income have not been taken into account. 

Unrealistic optimism has been replicated in research on the 

use of contraception (Burger and Burns, 1988), crime 

victimization (Tyler,1984), use of seatbelts and 

experiencing radon problems in one's nome (Weinstein, 1988). 

Subjects can be induced to assess their chances for 

experiencing a negative event more realistically. When 

asked to focus on someone else's probability for harm 

(Weinstein, 1980) rather than focus on their own physical 

vulnerability, their perception of risk became more 

congruent with objectively established probability of harm. 

It is difficult for individuals to assess probability of 

harm accurately given that the media provides information 

for the "average" person and fails to provide individualized 

information targeted for specific groups (Weinstein, 1989). 

If information is ambiguous, subjects will derive from it 

the most personally advantageous interpretation (Tyler and 

Cook, 1984). In the case of AIDS, the publicizing of risk 

groups may have lead many people at risk for AIDS to 

conclude that they are not personally at risk since they do 
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not identify with any of the groups. When risk behaviors 

are used as indicators of risk for AIDS, the ambiguity in 

proper reporting procedures also leads to the misjudgement 

of personal risk. For example, some reports indicate that 

as a result of AIDS more people are using condoms, but the 

rate of use varies from only once to all the time, with most 

people reporting occasional use (Gallup Reports, 1989). 

Even occasional use leaves people exposed to potential HIV 

infection. It has also been found that in general, 

information provided by the media will influence societal 

judgments of risk but will fail to influence personal 

judgements (Tyler and Cook, 1984). People may draw 

conclusions about the severity of a problem based on media 

reports but seldom will they personalize them. Personal 

judgements of risk are influenced by other factors such as 

social network influence and social comparison with 

significant others. 

Unrealistic optimism is derived from a subject's 

assessment of his/her standing on an objective risk and/or 

standing on that risk as compared to significant others. In 

most cases the comparisons presented to them are related to 

people of the same age or same general social group (i.e. 

college students). Both absolute and relative risk yield 

results indicating an optimistic bias but measurement of 
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both is nonredundant; correlations between both measures 

tend to vary (Weinstein, 1984). Unrealistic optimism is also 

determined by group averages, as oposed to individual 

averages. If a person systematically biases her/his chances 

for a negative or positive event, it may be because of 

unusually favorable or unfavorable circumstances, but if a 

systematic distortion emerges at a group level, the 

existence of a bias in personal risk judgements is more 

firmly established. 

In light of the potential spread of AIDS to other 

sectors of the population, and in light of the existence of 

the optimistic bias which specifically distort personal 

judgements of vulnerability to threatening events, a 

potentially large segment 6f the population might be at risk 

of HIV infection because of the unrealistically optimistic 

assessment of personal probability of contracting AIDS. 

It is unfortunate that there is little research about 

the optimistic bias in minority populations, since they are 

among the most affected by the epidemic. There is no 

documentation about the existence of this phenomenon among 

different ethnic groups or people with lower income. The 

results only indicate that it is a cognitive bias that can 

be generalized to people of all ages, levels of education, 

occupation and across technological and health hazards. 



statement of Purpose 

The primary purpose of this study is to investigate 

the relationship between level of acculturation and 

perception of risk for contracting AIDS. The model on the 

relationship between acculturation and perception of risk 

guided the previous literature review (Figure 1) and will 

be used to describe constructs and hypotheses that have 

guided this study. 

Acculturation is the process of adopting beliefs, 

values, attitudes and behaviors of another culture into 

one's own culture. Acculturation is a process of change 

that affects an individual through the lifetime and is 

influenced by demographic and socio-environmental factors. 
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Perception of personal risk is the subjective 

assessment of one's probability for experiencing a negative 

event. Such perception may be expressed in terms of 

attitudes about vulnerability to, controlability and 

severity of AIDS. 

The previous literature review illustrated a 

potential connection between acculturation and perception of 

risk for AIDS; namely, that given a certain degree of 

identification with a cultural group, a person is likely to 

share the health beliefs and perceptions of risk shared by 
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hypothesis to be tested will be: 

1. Acculturation is negatively related to 
perception of risk. 
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The more acculturated individuals will report a lower score 

on perception of risk items while the converse will be true 

for less acculturated individuals. 

Three intermediate situational factors mediate the 

relationship between acculturation and perception of risk: 

AIDS Knowledge, Negative Attitudes toward Risk Groups and 

Social Network Impact. 

Knowledge about AIDS forms the basis for making 

inferences about personal risk: without clear risk 

information a person may be unnecesarily worried about 

getting the disease or unnecesarily exposed to the HIV 

virus: therefore, 

2. Acculturation is positively related to 
AIDS knowledge. 

3. AIDS knowledge is negatively related to 
perceived risk of AIDS. 

To the extent that a person has negative attitudes 

toward risk groups at risk for AIDS she/he will be likely to 

decide that AIDS is not a risk for her/him. 

4. Acculturation is negatively related to 
negative attitudes toward risk groups. 

5. N6gative attitudes toward risk groups are 
negatively related to perceived risk for AIDS. 



The impact of AIDS on a person's social network may 

trigger evaluations of personal vulnerability. If a 

person's social network is affected by AIDS, a person is 

likely to reevaluate hi3/her degree of personal 

vulnerability to AIDS; therefore, 

6. Perceived impact of AIDS on one's social 
network is posi ti vely related t,o perceived 
risk for AIDS. 
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The procedures and methods used to test the previous 

hypotheses are described in the following section. 
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Chapter 2 

METHOD 

Background of the study 

The present project is based on a contract research 

grant to Dr. Antonio Estrada to conduct a study on 

Knowledge, Attitudes and Beliefs about AIDS among Ethnic 

Minorities in the state of Arizona (Estrada, 1989). It was 

awarded by the Arizona Department of Health Services under a 

grant from the Centers for Disease Control to promote AIDS 

prevention in the state of Arizona. The purpose of the 

study was to gather information about minorities in order to 

design educational materials aimed at each minority 

population to disseminate information about AIDS prevention. 

A pilot study was conducted in Tucson, Arizona, from 

February to April, 1988 in order to develop and test the 

interview survey. The questionnaire was based on items 

constructed by the National Health Interview Survey (NHIS) 

AIDS portion, the Hispanic HANES (Health and Nutrition 

Examination Study), Health Beliefs and Locus of Control 

Scales, in addition to items and protocol procedures 

suggested by a panel of Black and Hispanic health educators 



and researchers who acted as consultants on cultural 

sensitivity and appropriateness to the project.· The 

instrument was then translated to Spanish by a male 

physician and the present author, both native Spanish 

speakers. 
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Several culturally relevant issues emerged during 

this pilot phase, most importantly, the use of appropriate 

language for the different subsamples. special attention 

was given to the use of the_regional vernacular language of 

the Southwest, instead of strictly adhering to medical 

terms, provided that the meaning of the items was not 

altered. Lay definitions were provided in parentheses next 

to the medical terms, when no alternative commonly used 

terms were found (i.e. "AIDS", "HIV", "hemophiliac"). There 

were also questions about using colloquial expressions 

instead of standard English terms (i.e. "intercourse", 

"bisexual", etc.), since it was expected that a portion of 

the Hispanic sample would not be fluent enough in English to 

understand standard terms. It was decided as part of the 

interview protocol, to include standard terms in the 

questionnaire, but colloquial expressions would be allowed 

if the respondents seemed confused about what was being 

The pilot for the Native American sample was 
subcontracted by ADHS to the Native American studies committee 
of the University of Arizona. 



asked. Other culturally relevant issues discussed as part 

of the interview protocol were privacy and management of 

sensitive questions, which will be discussed in interview 

procedures later. The back-translation of the final 

revision of the questionnaire was done by a sociologist, 

whose primary language was English, but was fluent in 

Spanish. 
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The pilot interview survey was administered to a 

sample of 100 respondents (50 Blacks and 50 Hispanics) 

residing in Tucson. Data results indicated that most 

respondents understood the questionnaire, most items were 

answered and only the health locus of control scale was 

withdrawn from the questionnaire after the pilot, since it 

did not contribute sUbstantive theoretical or practical 

information to the study. The wording of some of the items 

was modified and questions about condom use were added, but 

no sUbstantial changes were made. The pilot phase was 

concluded in April, 1988. 

Subjects 

The state-wide survey was conducted from October, 1988 to 

April, 1989 and included 1,200 respondents: 600 Hispanics, 

300 Blacks and 300 Native Americans between the ages of 18 

and 59. A multistage proportionate random sample was used 

(Estrada, 1989). This technique yields a self-weighting 
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sample at different stages of sample selection. It has the 

disadvantage of providing slightly higher standard errors 

for paramenter estimates, but it has the advantage of 

selecting adequate subsamples within each residential 

community to be able to establish meaningful comparisons. 

This geographical sampling procedure was conducted in four 

stages. First, urban and rural counties were preselected 

based on number and proportion of Black and Hispanic 

residents. The urban counties selected were Pima and 

Maricopa and the rural counties were Cochise, Coconino, 

Pinal, santa Cruz and Yuma. In the second stage, census 

tracks (CT) for urban counties and Block Numbering Area 

(BNA) for rural counties were selected also according to 

number and proportion of Blacks and Hispanics. In the third 

stage, block groups were selected at random within CT's and 

BNA's; each block group contained 20 blocks. In the last 

stage, households located within a block group were selected 

by an interviewer instructed to randomly pick a starting 

point within the block group and contact every other house 

until the quota of respondents was completed. Respondents 

were identified (according to a quota to be discussed below) 

and subsequently interviewed at their homes. The data 
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reported in this study refers mostly to the Hispanic 

subsample. 5 

Procedures 

The interviewers selected for the survey were 

recruited because they were bicultural, bilingual, knew 

their ethnic local communities and had previous interviewing 

experience. They were all trained in basic AIDS 

information, interview procedures and cultural aspects of 

the interview environment. Interview procedures included 

how to score the different sections of the questionnaire, 

how to handle difficult questions such as income or sexual 

information, but most importantly, how to explain and handle 

the use of rating scales. 6 In addition, interviewers 

received information on how to elicit answers from difficult 

respondents and how to handle family members present during 

sensitive questioning. 

In the state of Arizona "Hispanics" are over 90% 
Mexican Americans. In this survey there were Latinos of 
other national origins, but the percentage of Mexican 
American respondents mirrored their representation in the 
state population. 

Ey.perience with similar survey studies conducted with 
Mexican Americans indicate that respondents with lower levels 
of education have difficulty understanding the use of rating 
scales. They have trouble understanding its function and tend 
to anchor to one or two response choices. 
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Interviewers were assigned to same sex and ethnic 

groups (and language preference, whenever possible) and to a 

specific census track. They were given a quota of 

approximately 20 respondents to recruit and interview at the 

respondent's home according to five age groups: 18 to 29 

years, 30 to 39 years, 40 to 49 years and 50 to 59 years, 

half of which were males and half were females. They were 

instructed to interview one person per household, 

distributing the interviewing within their census track as 

evenly as possible. They were also instructed to alternate 

between workdays and weekends and to interview at different 

times of the day. 

Once the respondent was identified he/she was given a 

consent form that explained the purpose of the study, their 

voluntary participation and the confidentiality of results. 

When the interview was completed each respondent was paid 

$5.00 for their participation and given pamphlets about AIDS 

information and referral. 

Instruments 

The interview survey was based on a questionnaire 

constructed as a series of scales measuring relevant aspects 

of knowledge, attitudes and beliefs about AIDS; specifically 

about risk groups, modes of transmission, symptomatology, 

"safer sex" practices, HIV testing, and educational 
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intervention. In addition, there were questions about 

sociodemographic characteristics and an acculturation scale 

based on the Hispanic Health and Nutrition Examination 

Survey (National center for Health Statistics, 1985), which 

in turn, was based on a scale originally developed by 

Cuellar and colleagues (Cuellar, Harris, Jasso, 1980). Most 

items were forced-choice format, Lykert-type (see Appendix 

B). The questionnaire took an average 60 minutes to 

complete and it required the respondent's manipulation of 

several rating cards to provide the adequate answer.7 

Acculturation was measured as a function of stated 

ethnic identity, ethnic pride, language preference and use, 

variation of language in different social situations, 

ethnicity of social network, place of residence when growing 

up and place of origin and ethnicity of parents (see 

questions 1-9d in Appendix B). Scores in the different 

items were combined to yield a single acculturation score, 

where a low score represented low acculturation and a high 

score represented high acculturation. This linear 

measurement is consistent with Cuellar and colleagues 

7 If the respondent was unfamiliar with-the use of the 
rating cards, the interviewers were instructed to follow a 
brief training procedure explained to them at the 
interviewers' training. If the respondnent was illiterate, all 
possible responses were read after 
each question or statement. 
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measurement of acculturation (Cuellar, Harris and Jasso, 

1980), but it is different in that it does not assume that 

certain score ranges represent categories of respondents, 

instead, acculturation is assumed to be a continuous process 

without discrete category boundaries; it is a fluid process 

that changes through time. 

Perception of risk was operationalized as a set of 

measures of perceived vulnerability to, controlability and 

severity of AIDS (Table 3). Vulnerability is defined as the 

extent to which a person believes her/himself to be affected 

by AIDS. Controlability is defined as the extent to which a 

person perceives him/herself to have control over preventive 

measures for AIDS (the measures for this concept were 

reversed to indicate lack of control; a high score in the 

items measuring controlability indicates perceived lack of 

control for AIDS). Severity is defined as the perceived 

potential harm of AIDS. Questions about vulnerability, 

controlability and severity of AIDS were used to construct a 

scale of perception of risk for AIDS and were embedded in 

the questionnaire sections about transmission, attitudes 

about AIDS and risk groups, attitudes about preventive 

measures or otherwise they were self-contained (i.e. not 

embedded in any scale). The questions were selected 

according to prior use of similar items in research 
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involving the Health Belief Model (vulnerability and 

severity), and unrealistic optimism (controlability). High 

scores in the risk items represented perception of high risk 

for AIDS. 

The model of the relationship of acculturation to 

perception of risk for AIDS hypothesized the existence of 

three mediating constructs which act as situational 

influences and modify the relationship between acculturation 

and perception of risk for AIDS; they interact with level of 

acculturation and modify perceptions of personal risk. 

Knowledge about AIDS and Negative Attitudes toward 

Risk Groups were measured by two scales instead of a single 

one, in order to more accurately represent the nature of 

these concepts. In the case of knowledge about AIDS, the 

exclusive assessment of accurate knowledge about AIDS 

transmission, would only provide a partial picture, since 

respondents' inaccurate knowledge is a reflection of common 

beliefs about the nature of viral transmission and is 

probably more closely linked to their fears and perceived 

vulnerability. On the other hand, the exclusive measure of 

negative attitudes toward risk groups might be misleading, 

since correct identification and attitudes are 

interconnected and might form a set of perceived 

associations where the first concept influences the second. 



It is necesary to establish who are the recipients of the 

negative attitudes before drawing conclusions about the 

meaning of those attitudes and their theoretical or 

practical significance. Negative attitudes might be 

generalized to other groups by their association with or 

similairty to high risk groups. 
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Knowledge about AIDS was measured with two separate 

scales: (1) accurate knowledge and (2) misconceptions about 

transmission of the HIV virus. The rationale for measuring 

knowledge by measuring accurate and inaccurate information 

about transmission of AIDS was the lack of consistency found 

in previous research studies between people's identification 

of correct transmission and coexisting misconceptions about 

transmission through casual contact. Studies indicate that 

while people may have accurate knowledge about AIDS, they 

may at the same time, hold erroneous beliefs about casual 

contact with an HIV infected person. These misconceptions 

are extended to indirect contact with objects and places 

associated with that person. This discrepancy may stem from 

the lack of accurate knowledge, but also from commonly held 

beliefs about the nature of infection and viral 

transmission. Both types ·of information may influence 

perception of risk differently. 
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Knowledge and negative attitudes were assessed 

regarding groups at risk for AIDS. The reason for assessing 

both was to establish respondents accuracy in identifying 

those groups, as well as establishing the attitudes held 

toward them. Information about groups that have been 

affected by the HIV virus has played a crucial role in 

education and prevention efforts. To a certain' extent the 

identification with, or dissociating from risk groups have 

influenced perceptions of personal risk. Knowledge of risk 

groups was assessed by scoring identifiability of groups of 

people with various degrees of probability for contracting 

the HIV infection. Negative attitudes toward risk groups 

were measured as a set of items related to the dislike for 

social contact or the tendency to dissociate from people in 

groups at risk for AIDS, generally considered to be socially 

undesirable. This scale was constructed as a four-point 

categorical scale where the highest score representing the 

most negative rating and the overall score in the scale 

represented the respondent's degree of stigmatization of the 

risk groups. 

Social network impact was measured as the perceived 

probability that family and friends would contract the HIV 

infection and as the actual acquaintance with persons 

infected with the HIV virus or persons with AIDS (PWA's). 
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Chapter 3 

RESULTS 

This chapter will describe the components of the 

theoretical model of the influence of acculturation on risk 

perception, their operationalization for purposes of 

statistical measurement, the rationale for their use and the 

specific statistical results. 

Questionnaire items that measured the acculturation 

level of Mexican Americans, perception of risk for AIDS, 

transmission of AIDS knowledge, misconceptions of AIDS 

transmission, identification of groups at risk for AIDS, 

negative attitudes toward risk groups and social network 

impact were grouped as scales and analyzed separately.B The 

internal consistency of each scale was assessed using 

Cronbach's internal consistency coefficient (a). variables 

were then reduced to a smaller set of factors with the use 

of factor analysis. The scales were then entered in 

multiple regression analyses as predictors or criteria, 

8 All the scales had been previously standarized for the 
entire sample (N=1200), including the three ethnic groups 
(Estrada, 1989), but were here adjusted for use with the 
Mexican American sample (N=600). 



according to the set of interactions proposed in the 

hypothetical model. 

Factor Analysis and Reliability of constructs 
Proposed in Parception of Risk Model 

Acculturation. 

Acculturation was measured with a set of individual 

variables which were later summed to yield a single 

acculturation score. Descriptive statistics of those 

individual variables indicated that most respondents 

interact within both a Mexican American and an American 

culture, that is, they consider themselves bicultural and 

bilingual, they were raised and educated in the American 

culture, but they maintain strong ties to the Mexican 

culture (Table 1). 

The acculturation items were entered in factor 

analyses to find out if they could be represented as a 

smaller set of factors. Results indicate that most items 
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load on a single individual acculturation factor, except for 

parents' place of origin and parents' ethnicity, which 

loaded on two separate factors respectively (Table 2). The 

factor loadings of the variables in the acculturation scale 

varied from 59% to 87%. The first factor included most of 

the variables and explained 44.6% of the variance in the 

item scores, the second accounted for 9.4% and the third for 
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8.5% of the variance. A second factor analysis included 

only variables loading on the single Acculturation factor 

and explained 60% of the variance in the scale. Based on 

this result, the single factor was taken us the measure of 

individual acculturation. Parents' ethnic origin and 

identity are assumed to measure other aspects of the 

acculturation phenomenon not related to individual 

acculturation. 

Reliability analysis of the acculturation scale using 

Cronbach's alpha indicated that the item-total correlation 

of all the variables in the scale was 50% or above except 

for parents' place of origin and parents' ethnicity, whose 

correlation with the scale was less than 50% and constituted 

another criterion for excluding them from subsequent data 

analysis. The alpha coefficient for the individual 

acculturation scale was a .93, indicating that the internal 

consistency of the scale was good. In all the subsequent 

analyses in which acculturation was involved, the factor 

scores were added for all the factors in the scale and used 

to construct a single acculturation score. 

Perception of Risk. 

The scale used to measure perception of risk was 

checked for internal consistency using Cronbach's alpha. 

Results indicated that the reliability coefficient of the 
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risk perception scale was very low (a.22) and therefore, any 

measurement of perceived risk for AIDS were subsequently 

conducted by measuring relationships of acculturation and 

the mediating constructs to its more specific measures of 

vulnerability, controlability and severity of AIDS, rather 

than with a single scale of perceived risk. The grouping of 

the variables according to these perceived risk measures, 

was checked through factor analysis. Four factors emerged 

from the analysis, instead of the three hypothesized in the 

model (Table 4). Factors 1 and 2 divided perceived 

controlability variables; a more adequate empirical 

description of controlability is perceived preventibility of 

AIDS (Factor 1), and Fatalistic views about AIDS (Factor 2). 

Factor 3 and Factor 4 confirmed respectively, the existence 

of the hypothesized Vulnerability and Severity constructs. 

Only the knowledge of cure for AIDS variable did not load on 

any factor. The four risk factors accounted for 51% of the 

variance, with Factor 1 explaining 15%, Factor 2 13.6%, 

Factor 3 11.4% and Factor 4 11% of the variance. These 

empirically derived four factors were used in subsequent 

assessment of perceived risk for AIDS. 

Knowledge about AIDS. 

As described in the previous section, knowledge about 

AIDS was measured as both accurate knowledge of transmission 
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and misconceptions about transmission of AIDS. The internal 

consistency of all the variables in the Jenowledge about AIDS 

transmission was low (a .58). Three f8.ctors emerged from the 

knowledge about transmission of AIDS scale in factor 

analysis. Information about exchange of bodily fluids 

loaded on Factor 1. Information about virus characteristics 

loaded on Factor 2 and information about virus behavior 

loaded on Factor 3 (Table 5). The three factors explained 

50.2% of the variance, with Factor 1 explaining 25.7%, 

Factor 2 13.8% and Factor 3 explaining 11.4%. 

The internal consistency of Misconceptions about AIDS 

scale seemed adequate; its internal consistency coefficient 

was a .91. Factor analysis indicates that misconceptions 

about transmission of AIDS can be represented by two 

factors. The first factor loaded on variables mostly 

related to indirect or casual contact with an HIV infected 

person, primarily through forms of exposure where one could 

become in contact to their bodily fluids. This factor 

accounted for 43.7% of the explained variance of a total of 

53.6%. The second factor loaded on variables measuring 

contact with animals as a form of exposure, this factor 

loaded 10% on the variables (Table 6). 



Knowledge of and Negative Attitudes Toward Risk 
Groups. 
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The variables measuring knowledge of risk groups 

indicate that risk groups are known to most people, but 

there are generalizations made about high risk groups that 

are extended to other groups whose risk for contracting the 

HIV Infection is comparatively low (blood donors, lesbians). 

The reliability coefficient of this scale was a.86 and was 

therefore adequate to allow the inclusion of the scale as a 

single construct in subsequent analyses. The knowledge of 

risk groups variables loaded on three factors: two factors 

identified chronologically who was affected by the HIV virus 

and one that identified people with the highest probability 

of infection. Factor 1 identified "second wave" groups, 
y 

that is, partners and children of bisexual men and IV drug 

users, Factor 2 loaded on items measuring risk for persons 

with many sexual partners and Factor 3 loaded on items of 

"first wave" groups, or those people who are at the highest 

risk for AIDS and were the first targets, such as homosexual 

and bisexual men. The three factors accounted for 73.1% of 

the variance in the scores with Factor 1 accounting for 50%, 

Factor 2 for 11.9% and Factor 3 for 11.4%. This is a 

counterintuitive finding, since it was expected that people 

in the highest risk groups would account for most of the 

explained variance. All variables entered in factor 
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analysis wp.re used to construct a knowledge of risk group 

scale. The variables measuring incorrect risk group 

identification (lesbians, blood donors) or refering to 

people identified by only a few respondents (hemophiliacs), 

were excluded from the scale, since they lowered its 

internal consistency (Table 7). 

Factor Analysis of Negative Attitudes towards Risk 

Groups identified four separate clusters of negative 

attitudes: homophobia (Factor 1), unwillingness to interact 

with persons with AIDS (Factor 2), moral stigma (Factor 3) 

and sanctioning of risk groups (Factor 4). The four factors 

accounted for 59.8% of the variance in the scores, with 

Factor 1 explaining 33.7%. Factor 2 10%, Factor 3 8.6% and 

Factor 4 7.5%. Since the internal consistency of the scale 

was adequate (a.85), all variables listed in Table 8 were 

included to produce a single scored by summing the 

individual factors. 

Social Network Impact. 

The variables used to assess social network impact 

were perceived effect of AIDS on family and friends and 

acquaintanceship with persons with the HIV virus or with 

AIDS. Most of the respondents felt that a family member or 

friend could be exposed to AIDS, but most respondents were 

not acquainted with anyone with the HIV virus or with AIDS. 



73 

In factor analysis, the variables loaded as expected and 

accounted for 83% of variation in the scores, with the first 

factor accounting for 48.4% and the second for 34.8% (Table 

9). The first factor seems to represent perceived impact on 

immediate network and the second factor seems to be related 

to acquaintanceship with anyone already infected. Each 

factor was entered independently in subsequent multiple 

regression analyses. 

To summarize, reliability analysis revealed the 

consistency of each scale, while factor analysis defined the 

underlying hypothetical constructs. In subsequent multiple 

regression analyses each set of factors defining a scale was 

entered as a predictor or criterion according to 

interactions specified in the model. Perceived risk 

variables did not group together as a single scale. While 

no conclusions can be drawn about effect of acculturation on 

a single measure of perceived risk of AIDS, more specific 

relationships can be established between acculturation, the 

mediating factors and the four risk factors. 

Multi.ple Regression Analysis 

A series of stepwise multiple regressions were run to 

establish the influence of the hypothesized constructs on 

perception of risk. Each set of analyses included a set of 

predictors and a set of criteria, specified on the 
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perception of risk model. The analyses were conducted in 

three phases: first, demographic variables were regressed on 

level of acculturation, to determine which sociodemographic 

factor influenced most level of acculturation. Then 

acculturation and education were regressed on the perceived 

risk factors (Preventability, Fatalistic Views, 

Vulnerability and Severity). Finally, the intermediate 

factors, Acculturation and Education were regressed on the 

perceived risk factors. Multiple regression analyses were 

done using the factor scores calculated in the previously 

mentioned factor analysis, instead of using the original 

scores in each of the different scales. Factor scores were 

used instead of the original scores in order to reflect more 

accurately the relative influence of variables in each 

factor. Factors were summed for each scale and used as 

single predictors. However, each of the four risk factors 

Vulnerability, Preventability, Fatalistic Views and Severity 

of AIDS were not summed, they entered as separate dependent 

variables. All regressions were ran using the stepwise 

method. 

Effect of Demographic Variables on Acculturation. 

The model proposed a positive relationship between 

demographic factors and level of individual acculturation, 

that is, with an increase in annual income, level of 



education and age, and with a change in marital status and 

gender, level of acculturation would increase. When 
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demographic factors were entered in a stepwise regression to 

predict level of acculturation, education, annual income and 

respondent's gender entered in the equation. As Table 10 

indicates, the total amount of explained variance by these 

variables was moderate (R2 .29) ,.' with education explaining 

most of the variance (B.48, p.<.OOOl), followed by 

respondent's annual income and gender but neither of the two 

contributed significantly when entered in the equation. 9 

Education then became the most influential factor on level 

of acculturation. 

It was then hypothesized that the proportion of 

variance accounted for by acculturation would be greater 

than the variance accounted for by education. To determine 

the influence of each of the two factors on the dependent 

variables, subsequent analyses included both factors as 

predictors, to establish that indeed, the influence of 

acculturation would be greater than education. 

9 Following Bonferonni's rule, the 
was established at p.< .001 to prevent 
the multiple comparisons that were 
analysis. 

level of significance 
alpha slipage, due to 
conducted for data 
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Effect of Acculturation and Education on Risk Factors. 

The first set of multiple regression analyses entered 

Acculturation and level of Education in four separate 

equations to determine their influence on perceived 

Vulnerability, Preventability, Fatalistic Views and Severity 

of AIDS. In this set of four regressions to predict the 

risk factors, only Fatalistic Views about AIDS were 

significantly explained by level of Education 

(R2.10,p.<.OOOl, B(EDUC) -.31, p.<.OOOl). When 

AccultUration was entered with Education, it did not 

significantly predict any of the risk factors (Table 11). 

When Acculturation and Education were entered in a 

regression equation to predict the perceived risk factors, 

only level of Education explained variance in Fatalistic 

Views about AIDS. None of the other perceived risk factors 

were explained by Education or by Acculturation. 

Effect of Acculturation and Education on 
Intermediate Risk Factors. 

The next set of multiple regressions entered 

Acculturation and Education as predictors of the 

intermediate factors, that is, Knowledge about AIDS, 

Misconceptions about AIDS, Knowledge of Risk Groups, 

Negative Attitudes toward Risk Groups and Social Network 

Impact. As Table 12 indicates, the variance accounted for 



was significant for only two of the intermediate factors: 

Misconceptions about AIDS and Social Network Impact. When 

Acculturation and level of Education were entered as 
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predictors, Misconceptions about AIDS was explained by level 

of Education (R2.08, p.<.OOOl, B(EDUC) -.28 p.<.OOOl). When 

both predictors entered in the equation with Social Network 

Impact level of Acculturation was the only significant 

predictor (R2.04, p.<.OOOl, B(ACCULT) .20, p.<.OOOl). 

However, the explained variance of both was very small. 

Misconceptions about AIDS appear to be negatively related to 

level of education and perceived social Network Impact 

appears to be positively related to level of Acculturation. 

Effect of Acculturation and Intermediate Factors 
on Risk Factors. 

In the last set of analyses, Acculturation and level 

of Education were entered with each of the intermediate 

factors in separate regression equations as predictors of 

each perceived risk factors. Five sets of regressions were 

conducted for each of the four perceived risk factors. The 

following discussion will present the results of the 

multiple regressions for each of the four perceived risk 

factors. 

The variance in Preventability of AIDS (measured as 

perceived 19£k of control over prevention of AIDS) was 
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significantly accounted for by Knowledge about Risk Groups 

(R2.03, p.001, B(RISKGP) -.16, p.<.OOl), although the amount 

of explained variance was very low (Table 13). In a 

seporate equation, Knowledge about AIDS also accounted for 

variation in perceived Preventability of AIDS (R2.03, p.002; 

B[KNOW] -.16, p.002), but the level of significance was 

marginal. The findings indicate that perceived 

Preventability of AIDS is negatively related to Knowledge 

about Risk Groups and to Knowledge about AIDS. 

Fatalistic views about AIDS were accounted for by 

Education, Misconceptions about AIDS and Negative Attitudes 

toward Risk Groups, as each intermediate factor entered in 

separate regression equations (Table 14). The most 

consistent predictor was level of Education; it 

significantly explained variation in Fatalistic Views each 

time it was entered in the equation. When Misconceptions 

about AIDS was entered as a predictor, it explained more 

variance (R2.17, p.<.OOOl, B [MISC].27, p.<.OOOl, B [EDUC] -

.24, p.<.OOOl) than Education , although both accounted for 

variation in Fatalistic Views about AIDS. However, the most 

influential predictor was Negative Attitudes Toward Risk 

Groups. When this variable was entered in a regression 

equation with Acculturation and Education, it accounted for 

more variance in Fatalistic Views than any of the other 



predictors (R2.29, p <.0001, B[NEGAT].48, p <.0001). 

Fatalistic Views are negatively related to level of 

Education and positively related to both Misconceptions 

about AIDS and Negative Attitudes toward Risk Groups. 
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Variation in perceived severity of AIDS was 

significantly accounted for, by accurate Knowledge about 

AIDS (R2.19, B (KNOW) .42, p.< .0001) and Misconceptions 

about AIDS (R2.04, p.001 B [MISe] -.16 p.004) each entered 

in separate equations with Acculturation and Education, but 

the explained variance was low and the beta of the 

Misconceptions scale was marginally significant. Knowledge 

about Risk Groups also significantly accounted for variation 

in perceived Severity of AIDS (R2 .05, p.<.0005, B .17, p.< 

.001) when entered in a separate equation. Perceived 

Severity of AIDS is positively related to both Knowledge 

about AIDS and Knowledge about Risk GoupS and negatively 

related to Misconceptions about AIDS. 

Effect of Intermediate Factors on Risk Factors. 

The previous findings indicate that the intermediate 

factors significantly contributed toward the explanation of 

variation in the perceived risk factors when each was 

entered in the regression equations to predict each of the 

four perceived risk factors (except in perceived . 

vulnerability which was not significantly explained by any 



of the predictors). In order to explore how much variance 

in the perceived risk factors, the intermediate factors 

would explain, without the influence of acculturation and 

education, each pair of intermediate factors (Knowledge 

about AIDS/Misconceptions, Knowledge of Risk Groups/ 

Negative Attitudes, Immediate Network Impact/Acquaintance 

with PWA) was entered in another set of multiple 

regressions. 
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When Knowledge of and Misconceptions about AIDS were 

entered as predictors of Fatalistic Views about AIDS (Table 

15), only Misconceptions about AIDS significantly explained 

variation (R2.11 p. <.001, B [MISe] .34 p. <.001) in 

Fatalistic Views of AIDS. When Knowledge and Misconceptions 

about AIDS were entered to predict perceived severity of 

AIDS, only Knowledge about AIDS significantly explained 

variation in the severity (R2.18 p.<.OOl, B [KNOW] .42 

p.<.OOl). The relationships found in this set of 

regressions gives further support to previous findings that 

point to the relationship between Misconceptions about AIDS 

and Fatalistic views on the one hand, and Knowledge about 

AIDS and perceived severity of AIDS on the other, which were 

found in the previous set of regressions. 

In a different set of multiple regression analyses 

with Knowledge of and Negative Attitudes toward Risk Groups 
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as predictors, Knowledge of Risk Groups explained perceived 

Preventability of AIDS (R2.03, p.003, B [RSKGP] -.16, 

p.003). Knowledge of Risk Groups also accounted for 

perceived Severity of AIDS (R2.03, p.003, B [RSKGP] .17, 

p.003), although marginally. In addition, both Knowledge of 

Risk Groups and Negative Attitudes toward Risk Groups 

explained Fatalistic Views about AIDS (R2.31 p.<.0001 

B[RSKGP] -.17 p<.001, B [NEGAT] .54, p.<.0001). Results 

indicate that the less a person is able to correctly 

identify the groups at risk for AIDS and holds more negative 

attitudes toward them, the more fatalistic her/his 

perceptions are about AIDS. 

When the Social Network Impact factors were entered 

to predict the risk factors, impact on immediate network 

predicted perceived Vulnerability to AIDS (R2 .05, p<.0001, 

B [FAM] .22, p.<.OOOl). Apparently, a person is more likely 

to feel vulnerable to AIDS, if they believe someone they 

know is likely to contract it. 

Summary. 

~he following summary presents the results across the 

various multiple regressions for each of the risk factors: 

(a) The only predictors of perceived preventiblity of 

AIDS were knowledge about AIDS and knowledge about risk 

groups; respondents who could not tell the correct modes of 
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transmission about AIDS and who could not correctly identify 

the persons in the risk group categories tended to perceive 

no control over prevention for AIDS. 

(b) Respondents who perceived prevention of AIDS 

fatalistically had more misconceptions and less accurate 

knowledge about transmission about AIDS than those who did 

not; they could not correctly identify risk groups at risk 

for AIDS and had more negative attitudes about them. 

Overall, misconceptions and negative attitudes accounted for 

more variation in the fatalistic views scores than any other 

predictor except education, which accounted for more 

variance than the first but less than the second. 

(c) Perceived severity of AIDS was explained by more 

accurate knowledge both about AIDS transmission and risk 

groups, and less misconceptions about AIDS. In other words, 

respondents who perceived AIDS to be a serious problem were 

better informed about AIDS transmission and could correctly 

identify groups at risk for AIDS. 

Cd) Finally, vulnerability to AIDS was only (and weakly) 

explained by social network impact, specifically, perceived 

impact on immediate network. Those respondents who believed 

someone close to them could be exposed to AIDS also had .a 

tendency to believe they themselves could be affected by 

AIDS. 
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Chapter 4 

GENERAL DISCUSSION 

The previous results indicated that Acculturation 

level was not a significant predictor of the perception of 

risk for AIDS among Mexican Americans. Acculturation and 

Education were intercorrelated and when entered as 

predictors of the perceived risk for AIDS factors, Education 

explained significantly more variance in the dependent 

variables, while Acculturation did not. It is possible that 

in the data analysis, Education obscured the effec't of 

Acculturation, because in stepwise regression procedures, a 

slight advantage of the first variable that enters the 

regression equation over the second, may decide whether the 

second enters the equation. Perhap~ when both Education and 

Acculturation entered the same regression, Education had the 

advantage in explaining variance over Acculturation, but it 

might also have "pulled" the common variance. As a result, 

Acculturation did not pass the tolerance level, and did not 

enter the equation. The best inference that can be made 

based on these results is that in some regressions where 

Acculturation could have explained the variance of the 
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perceived risk factors, Education accounted for it. 

Both Acculturation and Education affect a person's 

development of cultural identity and the conconmitant 

chanqes in beliefs and values. In studies measuring 

variations in Acc..rui'curation level across generations, 

educational opportunities have been found to correlate 

positively with higher levels of Acculturation (Burnam, 

Telles, Karno, et al. 1987), and when both are used as 

predictors of changes of health beliefs and health 

behaviors, Education influences the impact that 

Acculturation has on those beliefs, but does not replace it 

(Deyo, Diehl, Hazuda and stern, 1985). In this study, 

Education was a stronger predictor indicating that perhaps 

years of schooling (as it was measured), rather than 

discrete changes in culturally related beliefs and attitudes 

correlate better with perceived risk. It might be argued 

that years of schooling represents time of exposure to a 

culture and is therefore a measure of acculturation, but 

although the research literature indicates that education is 

influential, this second does not replace the first. 

Acculturation is defined as more than knowledge of norms and 

values, as the relearning of the meaning of cultural symbols 

(Burnam, Telles, Karno, et al. 1987). Perhaps years of 

schooling not only represent the acquisition of factual 
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knowledge, but also time to learn the symbols. 

Acculturation was measured as a linear function of 

changes in perceived identity, beliefs and attitUdes related 

to cultural practices, that indicate the extent to which 

respondents have become americanized. It was hypothesized 

that within a single cultural group, degree of Acculturation 

would be negatively related to perceptions of risk. It was 

assumed that cultural beliefs held by Mexicans or by Anglo 

Americans regarding health and illnesses such as AIDS, could 

be represented as opposing poles of a single continuu~, 

since research findings for health beliefs seem to give 

support to this representation (Castro, Furth, & Karlow, 

1984). The relationship between Acculturation and Perceived 

Severity of AIDS seems to give support to the conceptual 

model of linear change. However, this relatioship was only 

marginally significant, leaving open the possibility that 

linear measurement of acculturation is sensitive to content 

domains, as Cuellar and colleagues have stated (Cuellar, 

Harris and Jasso, 1980). 

Perception of risk was measured in this study as the 

perceived likelihood of experiencing harm and as being 

represented by four factors: Preventability, Vulnerability, 

severity of and Fatalistic Views about AIDS. Only 

Fatalistic Views and Severity were statistically explained. 
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A unitary measure of perceived risk was not achieved and as 

a result, only tentative conclusions can be drawn regarding 

perception of risk as single concept. More direct 

conclusions can only be made about each of the four specific 

risk factors. 

The data indicated that the intermediate factors 

related to lack of adequate information are the best 

predictors of perception of risk. This relationship seems 

to be characterized by fear of an unknown disease. Perhaps 

perceived risk needs to be assessed from a more global 

perspective of fear and threat, rather than the narrower 

definition of risk as likelihood of experiencing harm, as 

risk was defined here. 

The interaction between Acculturation, Education and 

the intermediate factors set up a pattern of results where 

the first interacted with Fatalistic Views and the second 

with severity of AIDS, pointing to their consistent 

influence, but they are not the most influential predictors 

of these perceived risk factors. Misconceptions about AIDS, 

Negative Attitudes and Education are equally influential in 

predicting Fatalistic Views, since across different 

regressions they accounted for a similar amount of variance. 

Respondents seem to fear what they do not know and cannot 

control, i.e. social situations involving illness 
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transmission. No matter what personal actions are taker to 

prevent AIDS, the HIV virus and/or the resulting infect~on 

will take their own course. Fatalistic views about getting 

AIDS is probably a symptom of fear, caused by the inability 

to anticipate how to protect oneself from illness, in the 

face of lack of adequate information. Fear is the result of 

believing that one may be exposed to AIDS through contact 

with an infected person which one is likely to encounter in 

a casual setting. 

Fear of AIDS is a manifestation of the need to 

distance from stigmatized, "polluted" others, from people 

who are likely to contract a fatal virus which spreads 

through casual contact, via behaviors that are socially and 

morally objectionable. People who believe that a casual 

encounter with HIV infected persons will expose them to the 

virus, are also likely to fear and dislike potential 

carriers of the virus. Fear is also caused by the belief 

that those affected have transgressed serious social Q~a 

moral norms, such as is the case of homosexuals and IV drug 

users, who are perceived to have violated basic standards of 

morality. One of the difficult social and personal issues 

that lie at the core of prevention of AIDS is the belief 

that those affected by AIDS deserve it, and those not 

directly affected are blameless and have no infection to 
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fear. There is a sense of moral invulnerability, that 

results from linking stigma to contracting a disease. AIDS 

is an example of the type of epidemics that can be 

categorized as social, since illness status (serostatus in 

this case) provides the basis for attributions of blame and 

responsibility that lead to stigmatization. 

AIDS Knowledge is the most influential predictor of 

Severity of AIDS. Respondents who have the AIDS prevention 

knowledge are able to evaluate AIDS as a serious problem. 

This relationship seems to characterize those people who are 

"dutifully" worried about AIDS. Respondents who regard AIDS 

as a severe problem seem to be evaluating it as a "societal

level judgement" (Tyler and Cook, 1984) rather than a 

problem that has impact on their personal lives. 

While the results derived from this study resemble 

results provided elsewhere (Hispanic Health Alliance, 1988; 

DiClemente, Boyer, and Morales, 1998; Emmons, Joseph, 

Kessler, et al., 1986) they also establish a pattern of 

interaction between misconceptions about AIDS and negative 

attitudes toward risk groups as predictors of personal 

fatalism about AIDS not reported elsewhere. 

Misconceptions represent erroneous beliefs about 

virus transmission, while negative attitudes represent 

misguided fears about stigmatized groups. This pattern of 
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interactions open a new road for further investigation on 

the role of social perception, qua risk perception, of 

contagious diseases among Mexican Americans. The role of 

fear and stigma need to be considered at the time 'that AIDS 

prevention campaigns are designed. It is urgent to educate 

this population not only to ameliorate their fears, but to 

prevent further spread of the virus by dispelling myths 

about the connection between stigma and disease. 
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APPENDIX A 

FIGURES 



DEMOGRAPHIC 
CHARACTERISTICS 

1 
I ACCULTURATION) 

> KNOWLEDGE 
ABOUT AIDS 

NEGATIVE 
> ATTITUDES 

TOWARD 
RISK GROUPS 

SOCIAL NETWORK 
> IMPACT 

Figure 1 

> PERCEIVED 
RISK FOR 

AIDS 

Model of the Relationship of Acculturation 
to the Perception of Risk for AIDS 

91 



culture A culture B 

MEXICANS ---> MEXICAN AMERICANS ---> AMERICANS 

Figure 2 

Model of Linear Cultural Change 

CULTURE A 

CULTURE B 

Figure 3 

Mexican 
Americans 

Model of Integrative Cultural Change 
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Revised Model of the Relationship between Acculturation 
and the Perception of Risk for AIDS 
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APPENDIX B 

TABLES 



Table 1 

Descriptive statistics of Variables Included in the 
Acculturation Scale 

VARIABLE NAME VALUE LABEL % MEAN STANDARD DEV. 

95 

------------------------------------------------------------Self 
Identification 2.03 1.05 

Mexican 37.6 
Mexican American 38.6 
Chicano 7.8 
Hispanic 16.1 

Language Preference 2.77 

Language Spoken 

Spanish only 
Spanish mostly 
Bilingual 
English mostly 
English only 

spanish only 
Spanish mostly 
Bilingual 
English mostly 
English only 

20.0 
18.3 
33.2 
20.7 
7.5 

2.76 

19.3 
16.1 
38.6 
19.6 

.7 

Social Network Ethnicity 2.24 

Mexicans only 29.9 
Mexicans mostly 24.7 
Mexican & other 37.4 
Anglos/Blk mostly 6.1 
Anglos/Blk only 1.4 

Respondent's Birthplace 

Mexico 
united states 
other 

1.67 

34.3 
63.3 

2.0 

1.20 

1.15 

.99 

1.67 
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Table 1 - continued 

VARIABLE NAME VALUE LABEL % MEAN SD ------
------------------------------------------------------Rating of 
Ethnic Identification 2.47 2.47 

Language Use -

Language Use -

Language Use -

Language Use -

Very Mexican/Latin Am 26.2 
Mostly Mexican/Lat 15.9 
Bicultural 40.6 
Mostly American 9.8 
Very American 3.6 
Other .6 

Friends * 
Always 
Most of the time 
Half time 
Seldom 
Never 

Family * 
Always 
Most of the time 
Half time 
Seldom 
Never 

Work * 
Always 
Most of the time 
Half time 
Seldom 
Never 

Social Occations * 
Always 
Most of the time 
Half time 
Seldom 
Never 

2.60 1.22 

24.0 
22.7 
29.6 
16.1 
7.4 

2.28 1.16 

32.8 
26.1 
24.2 
12.4 

4.1 

3.13 1.31 

15.2 
14.2 
26.5 
25.4 
17.5 

19.8 
19.7 
31.9 
20.7 
7.8 
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Table 2 

Factor Analysis of Acculturation Scale 

VARIABLE Factor 1 Factor 2 F'actor 3 
------------------------------------------------------------1. 
Identity .62 
2. Language Pref. .84 
3. Language Use .87 
4. Soc. Netwk Ethn. .59 
5. Place of Birth .77 
6. Ethnic Pride .73 
7. Father's Ethnicity .82 
8. Mother's Ethnicity .82 
9. Raised Before 16 .84 
10. Father Place Birth .79 
11. Mother Place Birth .78 
12. Lang Use - Friends .85 
13. Lang Use - Family .77 
15. Lang Use - Work .75 
16. Lang Use - Social .83 



Table 3 

variables Used to Measure Perception of Risk 

vulnerability 

1. Concern about being exposed to AIDS 
2. Likelihood of being exposed to AIDS 
3. AIDS is not personal problem or concern 

Controlability 

4. I take precautions to avoid getting AIDS 
5. I have changed my sexual behavior since 

hearing about AIDS 
6. I have sufficient knowledge to protect 

myself from AIDS 
7. I can't do much to protect myself from AIDS 
8. My not getting AIDS is up to the will of God 

Severity 

9. Most people who get AIDS die from the disease 
10. There is no cure for AIDS at present 
11. AIDS is preventable 

98 
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Table 4 

Factor Analysis of Risk Variables 

FACTORS 1 2 3 4 

variables 

1. Concern .65 -.49 
2. Likelihood .61 
3. Not a prob .53 -.42 
4. Take precautions .73 
5. Changed sexual behavior .68 
6. Sufficient knowledge .39 .54 
7. Can't protect from AIDS .69 
8. will of God .69 
9. Most people die .61 
10. No cure 
11. Preventable .33 -.62 



Table 5 

Factor Analysis of Knowledge about AIDS T~ansmission 

FACTOR 1 

1. Q30i Transfusions .76 
2. Q30j Share Needles .67 
3. Q30h Condoms .55 
4. Q30l Pass Sex .52 
5. Q30b Caused by Virus 
6. Q30a Cripple Body 
7. Q30c Affects Brain 
8. Q30n Remain dormant 
9. Q30f Mom pass to baby 

FACTOR 2 

.68 

.65 

.61 

FACTOR 3 

.74 

.65 

100 
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Table 6 

Misconceptions about transmission of HIV Virus 

FACTOR 1 FACTOR 2 

1. Q31s Coughed/sneezed .77 
2. Q31r Kiss cheek .73 
3. Q31l1 Hugging .69 
4. Q310 Eating utensils .75 
5. Q31x swimming pool .69 
6. Q31b Shake hands .57 
7. Q31a Kissing .51 
8. Q31m Hospital .58 
9. Q31p Eating utensils .80 
9. Q31g Mosquitoes .82 
10.Q31h Pets .81 



Table 7 

Factor Analysis of Knowledge about Risk Groups Variables 

FACTORS 1 

1. Q2ge 
2. Q29d 
3. Q29f 
4. Q29i 
5. Q29k 
6. Q29m 
7. Q29j 
8. Q29b 
9. Q?3a 
10.Q29c 

Male partner, female IVDU .84 
Female partner, male IVDU .84 
Babies of IVDU Parents .75 
Transfusions .41 
Many Partners 
Female Prostitutes 
Male Prostitutes 
Bisexual Men 
Homosexual Men 
IV Drug Users .59 

2 

.52 

.80 

.78 

3 

.31 

.81 

.85 

.60 
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Table 8 

Negative Attitudes Toward Risk Groups 

FACTORS 1 

1. Q47j Gov't restrict Gays .82 
2. Q47k Close Gay Bars .80 
3. Q55i Not Associate Gays .68 
4 •• Q47a Gay problem .54 
5. Q48k Morally Offended PWA's .51 
6. Q47b Kid/AIDS attend school 
7. Q48c My Child attend school 
8. Q55a Work with PWA's .39 
9. Q48i Switch Doctor of PWA's 
10.Q48m AIDS Sent by God 
11.Q48n Gay White Disease 
12.Q55b PWA's Deserve AIDS 
13.Q47h PWA's Lose Health Insurance 
14.Q47d PWA's Lose Their Jobs 

2 

.83 

.79 

.59 
:54 

3 

.35 

.45 

.74 

.73 
-.59 

.47 

4 

.34 

.88 
.61 
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Table 9 

Factor Analysis of Social Network Variables 

Q46 Know Anyone AIDS 
Q45 Know Anyone HIV+ 
Q43 Family Exposed 
Q42 Friend Exposed 

FACTOR 1 

.93 

.93 

FACTOR 2 

.89 

.88 
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Table 10 

Sociodemographic Predictors of Level of Acculturation 

Education 
Annual Income 
Gender 
Age 
Marital status 

BETA 

.48 

.13 

.08 

p. 

<.0001 
.002 
ns 

Table 11 

.27 

p. 

<.0001 

Predictors of Perceived Risk for AIDS Factors 

BETA (ACCULT) BETA (EDUC) R2 

Risk 1: Preventibility 
Risk 2: Fatalistic Vws -.31 **** .10 **** 
Risk 3: Vulnerability 
Risk 4: Severity 
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------------------------------------------------------------**** 
p. < .0001 

predictors did not enter equation 



1-
2. 
3. 
4. 
5. 

Table 12 

Acculturation and Education as Predictors of 
Intermediate Factors 

BETA (ACCULT) BETA (EDUC) 

Knowledge of AIDS 
Misconceptions about AIDS -.28 **** 
Identification of Risk Gps 
stigmatization of Risk Gp 
Social Network Impact .20 **** 

Predictors did not enter equation 
**** p. < .0001 
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.08 **** 

.04 **** 



Table 13 

Predictors of Perceived Preventibility of AIDS 

EQUATION 

1. Acculturation, 
Education, 
AIDS Knowledge 

2. Acculturation, 
Education, 
Risk Groups 

BETA 

-.16 

-.16 

p. p. 

.003 .03 .003 

.001 .03 .001 
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Table 14 

Predictors of Fatalistic Views of AIDS 

EQUATION BETA p. R2 p. 
------------------------------------------------------------
P;t:ed;i.cto;t:s 

1. Acculturation, 
Education, -.30 <.0001 .12 <.0001 
AIDS Knowledge -.13 .01 

2. Acculturation, 
Education, -.24 <.0001 .17 <.0001 
Misconceptions .27 <.0001 

3. Acculturation, 
Education, -.32 <.0001 .11 <.0001 
Risk Groups -.13 .01 

4. AGculturation, 
Education, -.12 .02 .29 <.0001 
Negative Att. .48 <.0001 

5. Acculturation, 
Education, -.31 <.0001 .10 <.0001 
Social Ntwk. 
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Table 15 

Predictors of Severity of AIDS 

EQUATION BETA p. R2 p. 
------------------------------------------------------------
;e;redj,ctors 

1- Acculturation, -.13 .008 .19 <.0001 
Education, 
AIDS Knowledge .42 <.0001 

2. Acculturation, -.16 .006 .04 .001 
Education, 
Misconceptions -.16 .004 

3. I.ccul turation, -.13 .01 .05 <.0005 
Education, 
Risk Groups .17 <.001 

4. Acculturation, -.12 .03 .01 .03 
Education, 
Negative Att. 

5. Acculturation, -.12 .02 .01 .03 
Education, 
Social Ntwk. 
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Table 16 

Multiple Regression Analysis with Knowledge and Misconceptions 
as Predictors of Perceived Risk Factors 

Knowledge Misconceptions 
BETA p. BETA p. R p. 

------------------------------------------------------------ Risk Factors 

1. Preventibility -.16 .003 .03 .003 

2. Fatalistic views .34 <.0001 .11 <.0001 
3. Vulnerability 
4. Severity .42 <.001 .18 <.001 



1-

2. 
3. 
4. 

Table 17 

Multiple Regression Analysis with Knowledge of and 
Negati ve Atti t.udes toward Risk Groups as Predictors of 

Perceived Risk Factors 

Risk Factors 

Preventibility 

Fatalistic views 
Vulnerability 
severity 

Risk Group 
BETA p. 

-.16 .003 

-.17 <.0001 

.17 .003 

Negative Attitudes 
BETA p. R p. 

.03 .003 

.54 <.0001 .31<.0001 

.03 .003 
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Table 18 

Multiple Regression Analysis with Social Network Impact 
as Predic::tors of Perceived Risk Factors 

Immediate Network Acquaintance PWA 
BETA p. BETA p. R p. 

Risk Factors 

3. Vulnerability .22 <.001 .05 <.001 
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hPPENDIX C 

CONSENT FORM 
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SUBJEC,S CONSENT FORM 
INVESTIGATION OF KNOWL£OGE, ATTITUDES AND BELIEFS 

TOWARD AIDS AMONG BLACKS, HISPANICS AND NATIVE AMERICANS IN ARIZONA 

Rural Health Offies 
Family and Community Medicino Dept. 

Collego of Medicine, University of Arizona 

You aro being invited to participato in tho abovo titled research 
project which SNempts to leam what you know about AIDS and how you foel 
about AIDS. You havo been invited to participato in this study becauso you 
are Black, Hispanic or Nativo American, 18·59 yoars of ago. Thero W171 bo a 
total of 1,200 subjects participating in this study. 

If you agroo to participate, you will be asked a series of questions 
covering al/ aspects of AIDS. Tho Interview W171 tako approximately 60 
minutes to completo. All Information collocted will be ~!rfctly 
confidential. You may stop the interview at any time. You will be paid $5 
for your participatioii. However. you will reesivo this compensation fee 
only if you complete tho interview (you may skip certain questions if you 
prefer). . 

You will be providing a public servies, greatly adding to our knowledge 
conceming this area of research. Tho information you provido will be used 
to develop appropriato" educational materials cJirocted to Blacks, Hispanics 
and Nativo Americans living in your community. 

'1 have read this· consent form. Tho nature, demands. risks, and 
benefits of the project have been explained to me. . I understand that I may 
ask questions and that I am free to withdraw from the project at any time 
without incurring ill will or affecting my medical care. I understand that 
I do not waive any of my legal rights by signing this form. I also 
understand that this consent form will be filed in an area designated by the 
human subjects committee with access restricted to the principal 
investigator. Dr. Estrada, or authorized representatives of the Family and 
Community Medicine Department. A copy of this consent form will be given to 
me.' 

Subject's Signature~ _____________ _ Date ____ _ 

"j havo carefully explained to tho subject the nature 01 the above 
project. I hereby certily that to tho best of my knowledge the subject 
signing this consent form understands clearly the nature. demands, benelits. 
and risks involved in participating in this study. A medical problem or 
languago or educational barrier has not precluded a clear understanding of 
hislher involvement in this project." 

fnterviewer's Signaturo'--__________ _ Dote, ______ _ 
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APPENDIX D 

QUESTIONNAIRE 



KNOWLEDGE, ATIITUDES AND BELIEFS TOWARDS AIDS 
BLACK AND HISPANIC aUESTIONAI RE 

RESPONDENT 1.0.11: I..I_""-_.l.-.....I_...JI--for omell use only· do not fill out 

INTERVIEWER: ___________ _ 

TIME amB TIME 
BEGINNING: __ pm ENDING: ___ _ 

MONTH AND DAY OF INTERVIEW: 1 

INTERVIEWER 1.0.11 L..I _L..-..J 

.OF ~-~~--~ 
MINUTES: L..I _.l.-.-l...-..J 

I 

Good momingtaltemoontevening. I'm ( ) lrom the University of Arizona, College of Medicine. We are 
conducting a study on knowledge, allHudes and beliefs about AIDS among Blad<s, Hispanir.s, and Native 
Americans living in your community as well as statewide. I wilt be asking you questions about your genera 
knowledge, allHudes, and beliefs regarding AIDS, AIDS testing, and lorms of transmission. Some of the 
questions will be of a personal or sensHive nature. Of course, your part is voluntary, and you will always have 
the option not to answer a particular question. You will be paid five dollars ($5.00) for your time and information 
only if you complete the entire interview. You may, of course, refuse to answer specific questions. This 
information wilt be used to develOp programs to help people improvo their Chances of not gelling AIDS. 

Your opinions are very important. You have been chosen to represent other people like yourself. Your 
cooperation in this interview will be a detinUe public service. Everything you tell us will be strictly confidential. 
Your name will not be connected in any way with the findings of this importam study. The information you provide 
will be treated wilh the utmost confidentiality by the University of Arizona. Nothing will be publisned except 
numerical summaries. 

NOTE: IF RESPONDENT IS NOT OF BLACK ORIGIN, HISPANIC ORIGIN, 
OR NATIVE AMERICAN ORIGIN, TERMINATE THE INTERVIEW. 

Before. we continue with the interview, I would like you to read and sign this form. It contains some information 
about the project. It also indicates that you understand the nature of the study and that you agree to participale. 

FtNAI. DISPOStTION OF THE tNTERVIEW 

Completed the Interview 01 
No Answer, I Will Contact Again 02 

l.anguage Barrier Prevented Completion of Interview 03 
Interview Tenninated Within Questionnaire 04 

Setected Respondent Unable to Respond Because of Physicat or Mentatlmpairment 05 
Have Arranged for Another Appointment With Respondent 06 
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Deck 
1 

141I).11 

5-61oLlD' 

7-9Hlin 

10-12 MiD 

13·14 



AIDS QUESTIONNAIRE 

BEFORE WE GET STARTED, I NEED TO KNOW SOME BASIC INFORMA TION 
••• SOCIOOEMOGRAPHIC INFORMATION··· 

1. How do you idemily yourself? That is, what Is your ethnic Identification? 
(DO NOT READ RESPONSES.) 

African American/Afro American, Negro, Black (Not of Hispanic Origin) ••••.••• 01 
Black (of Hispanic Origin) ............................................ 02 
Anglo .•.•••••.•••••••.•••••.•••....•••••.....•.•••••.....•••••.•. Terminate Intarvlow 
Mexican ..••......••......•..•.••........•........•.•........•.... 03 
Mexican American ........••.•.........•...................•.....•.. 04 
Chicano/Cnicana •.•........•.••........•......•.........•.......... 05 
Yaqui. . . . . . . . • • . • . . . . • . • • • • . . . . . . • • • . . . . . . • . . . . . . . . . . . • . • • . . . . •• Terminate Intorvlew 
Spanish American, Latin American, Hispanic American .•..• " ••.••......•.. 06 
Othor ............................................................ 0711 nat of Black or 
... Please Specily Hllpanlc origin, 

Tormlnate Intlrvlow 
Not Sure/Don't Know .......•.•.•........•..................... : .... Terminate Interview 
RefusediNA ...................................................... Terminate Interview 

NOTE: For Hispanics Only (LBvel of Acculturation) 
If Not of Hispanic Origin, Skip to Question 10. 

2. What language do you prefer? 
Spanish Only ........••........•.........................•......... 1 
Mostly SpaniSh, Some EngliSh ........................................ 2 
Spanish and EngliSh About Equally (Bilingual) ...•........................ 3 
Mostly English. Some Spanish ........................................ 4 
English Only ....................................................... 5 

3. What language do you speak? 
SpaniSh Only ...................................................... 1 
Mostly Spanish. Some English. . . . . . . .. . . . .. .. . . . .. . . .. . .. . .. .. . . .. ... 2 
Spanish and English About Equally (Bilingual) •.........•................. 3 
Mostly English, Some Spanish. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 4 
English Only ....................................................... 5 

4. Whom do you associate wrth? That is, whom are ~ of your friends? Are they: 
Almost exclusively Mexicans, Chicanos, Mexican Americans, Latin 
Americans, (La Raza) ....•.................•........................ 1 
Mostly Mexicans. Chicanos, Mexican Americans, Latin Americans ............ 2 
About Equally Raza (Mexicans, Chicanos. Mexican Americans, or Lalin 
Americans) and Anglos or Other Elhnic Groups ........................... 3 
Mostly Anglos or Other Ethnic Groups ....•....................•........ .4 
Almost Exclusively AnglOS or Other Elhnic Groups ............••........... 5 

5. Where were you born? 
Mexico ....................•.......................•.....•........ 1 
U.S .............................................................. 2 
Other ......•..............•..•.............••......•...........•. 3 
.. Specify:~ ____ _ 
Not Sure/Don't Know ............•..............••................... 8 
RefusediNA. .....................................•................ 9 
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ADDENDUM 

83A. How would you rate yoursell? That is, do Y"u consider yoursell: 

Very Mexicallllatin American .••.•••.•.•.•......•.•..•••.•••.•.••..... 1 
Mostly Mexican/Lalin American .••.•••••••.•.••........••...••.•.•..•. 2 
Bicullural (Equally Mexican/Latin American and American) ••.•...•..•..•••.. 3 
Mostly American .•••..••.••.••••..•.•.......•..•....•......••...... 4 
Very American •...•.••••.••...•..••••....••......•.•.•.•..••••.... 5 
Other ..••..•...•••....••••..•..••••••...•.....•..•••.•.•••..•••.• 6 
... SpecHy: __________ _ 

84A. Which ethnic idenlilication does (did) your father use? Is (Was) ~: 

Mexican .....••......•••..•••.••.•..••••...•.....•.••••..•••.....• 1 
Chicano .••...•.•.•.•.••••.••. ; .••.•..•••••.....•.•..•....•.••••.• 2 
Mexican American ••••••••• , •••••. , , , •••. , •........•.............• , 3 
Spanish, Hispanic, Latin American, American ••••.•.........•...•..•..... 4 
Anglo American .•..••.•.•.••....••......••...••..•••••..•......•.. 5 
Negro, Black, Alro American, African American ..............•••••.•...... 6 
Other ...•.•.....•.•••.•.••••.•••••..•...••......••.........•...• 7 
... SpecHy: _______ _ 

Not Sure/Don1 Know ....••...•...•......••...........•.••..•......•. 8 

85A. Which elhnic identilication does (did) your molher use? Is (Was) it: 

Mexican ............................•....•...........•..•......... 1 
Chicano .•.•..............•••••••.••..•.••......... " .•............. 2 
Mexican American ....•............•••............•................ 3 
Spanish, Hispanic, Latin American, American ............................ 4 
Anglo American ..............•.................................... 5 
Negro, Black. Afro American, African American ........................... 6 
Olher ..................•........................................ 7 
... Specily: _______ _ 

Not Sure/Don't Know ................................................ 8 
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6. Wl1alll were you raised befolllll1e age of 16? 
In Mexico Onfy •••••.....•••••...•••••...•.••.•••.•••••.•••••••.•••• 1 
Mostly in Mexico, Soma in the U.S ...................................... 2 
Equ&lfy In the U.S. and Mexico .•••.••••.••••••••••••.••••••••••••.•..• 3 
Mostly In the U.S., Some In Mexico ............................... , ••••• 4 
In the U.S. Onfy .................................................... 5 
Other .••••••••.••••••• " •.•••••••••.••••••••••••••••••••.••••..•. 6 
.. Sp~y:~ ______ __ 

7. Wl1elll was your father bom? 
Mexico •••••.••••••..••....................•...••....••........... 1 
U.S .............................................................. 2 
Other •.•••••.•••••.••••••.•••.........•...•••....••••.••••..•.... 3 
.. Specify:.-:--______ __ 
Not Sure/Don't Know ................................................ 8 

8. Wl1elll was your mother bom? 
Mexico .•••.••....•.•••••..••••.•.••••••..•.••••••••........ : .••.. 1 
U.S .............................................................. 2 
Ottler. • . . • •••• . •.••.•..•..••..........•..•••.••••.•••••..•...... 3 
.. Specify:':-____ _ 
Not Sure/Don·t Know ................................................ 8 

9. How often do you use Spanish in these sHuations? 
(HAND CARD #1 TO RESPONDENT.) 

Neyer Seldom 

Visiting With Friends 

In the Family 

At Work 

Social Gatherings 

End of· •• For Hispanics Only (Level of Acculturation) ••• 

10. What is your current err.ployment stalus? 

About Most 
Half 01 
TIme TIme 

I 

Working Full·tlme ..........•..•................... , " ............... 01 
Working Part·time ..••........•...•••........•...........•.••....... 02 
Unemployed ••.••...•...•.......... , ••....•..........•.......•..... 03 
Homemaker, Keeping House ....•.........................••.•..••.... 04 
Student (Not Working) ......••..•.............••...••.•....•......... 05 
Siudent (Working Part·Ume) ................ , ......................... 06 
Retired •.•••••....•...••••..••...•..........•..•........••.•••..•. 07 
Disabled .......................................................... 08 
Other ...•..•..•...•......•......•.... , ........................... 88 
.. Specily:, _____ _ 
RetusediNA ........ , ... , .................. , . , ...... , ........... , , . 99 
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11. What kind 0/ worK do you do? 
(PROBE FOR TITLE AN~/OR USTEN FOR JOB OESCRIPnON OR KINO 
OF COMPANY WORKED FOR. WRITE IN RESPONSE IN SPACE BELOW.) 

JOB TlTLe:, _______ ' ________ _ 

12. How old were you on your last bft1/lday? _____ _ 
RII/used •••••..••••••••••••••••••••••••••••.••••....•••..•.•••••.• 39 

13. What Is your religious a/fiIla1Ion? Are you: 
Protestant ••.....•••.•••.•..•...•••.....•...•................••... 1 
.. Specffy Denomination:, _____ _ 
Catholic .•..••••••••••••••••••••••.•••.•••••••••••.•...•.•••••..•• 2 
Jewish ••••••••••••••••••••••.•••••••••••••••••••••..••.•••••••••• 3 
Other ••••••••••••••.••••••.••••.••.••••••••••••.•.••••...•••••••. 4 
.. Specffy: ____ _ 

None ....•••.•....•••••••..•..•..•...••......•.•...............•. 5 
Not Sure/Con't Know .....•..••.•......•......•..................••. 8 
RetusediNA ........•.•••••.•..••.•..•...••....•............••.•... 9 

14. How otten do you attend religious services? . 
One or More TImes a Week .....•.•.....•.•..••..•................•.. 1 
Two or Three TImes a Moruh ••...............•.......•...... , • ' ...... 2 
Once a Month .....•..•••••••...•.•••...••.•..•..••..... , • , ........ 3 
A Few TImes a Year .....•.••...•..••..•.••....••................... 4 
Once a Year .... , , .....•. , .... , .. , ....•............ , . , ............ 5 
Less Than Once a Year .••.•...••.•...•••••••••.... ; ..• , ••. , •.•• , . , , 6 
Never ....... , ............................•.•.... ' .... , ... , ...... 7 

15. Which of the following categories best represents your total household annual income trom all 
sources for 19877 
(HAND CARD #2 TO RESPONDENT.) 

Under SS.OOO ............•...•.........•.......................... 01 
SS,000·9.999 .......................... , .......................... . 02 
S10.000·14.999 ................•...........•...................... . 03 
S15,OOO·19,999 ....... " ............... , ................... , , ...... 04 
S20,OOO·24,999 .............. , •.....•.•............•.. , .........••. 05 
S25.000·29.999 .................................................... 06 
530.000'34,999, , , . , ..... , ... , . , , . , ......... , , . , , . , .. , , , , . , , , , , , , , .07 
535.000 or more, , , , , , , , , . , , , , , , . , , .. , , , , . , , . , , . , , , , , , " ",", .. ,' 08 
Not Sure/Don't Know,., .... ' .. , ..........•........... , .. ,. , .... , ". 88 Ask Q16 
RefusediNA ... , ..... , ....... , ......•.•..•.....•.................. ,99 Ask Q16 

(ONL Y ASK IF Q15 IS 88 OR 99) 
16. Was your annual income tor 1987: 

Less Than S15.000 ............................. 1 
Greater Than or Equallo $15.000 , ................. 2 
Not Sure/Don't Know .••......••.......•....•.... 8 
RetusediNA ....•...••••.••..•........•........ 9 

17. What is the highest grade or year ot school you have completed? 

(RECORD GRADE,), ____ _ 
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18. Whalls your current marital flatus? Are you: 
Marned ..•......••••••••••••.••.....•.••••••..•..•.••••.••.•.•••. 1 
WIdowed ......................................................... 2 
Divorced ......................................................... 3 
Separated ...•..••.••••.•••••••.•.••••••••.•..••••.•.•••....•.•.•• 4 
Single, Never Married ............................................... S 
Common Law Marriage .•••••••.•••••••• , • , •••••••..•.••••••••••.•••. 6 
Other ............................................................ 8 
.. Specify: ______ _ 
RefusediNA .................................... , .................. 9 

19. How long havo you lived In the Unijed States? 
Less Than 1 Year .••••...••••••.•.•.•••••..••••••..•..•.•.....••••.. 01 
1.2 Years •............•.•..•.• " ....•..••.••..••.•.....•........• 02 
3-4 Years ......•••••...••••••.. , .••.•••• , .•.•••.•.....••...•.•••• 03 
5-6 Years •••...••••.•••.••••.••••••••.••••••••••...••.••.••.••••• 04 
7-8 Years ...•••••••••••••••••••••• , , , •••••••. , ••••••••..••••••••• 05 
9-10 Years ..•...••••• , •••••••••• , • , •••••••••••••••••.•••••••••••. 06 
More Than 10 Years ........................ , ....................... 07 
Ali My Life ...••...•..•....•.••••.•...•••••••....•••.......•••.•••• 08 
Not Sure/Don't Know .•..•.•••••.•.•••••...•...•••........•••.•.••.. 88 
RefusediNA ....•.••••...•...••••••....•••••.••••....•............. 99 

20. How long have you lived In Arizona? 
Less Than 1 Year .... : ..••..•..•...•..••....•...•.•...........••... 1 
1.2 years ....•.....•.••••..•..••••...••.•.•••......... ·· •. ······ 2 
2.3 years •....•...•..••••...••.••••.•.•...•...... ·•· ••••• ······· 3 
5 or More Years ••...••.......••••.••..•••••••.......•..•••.....•.. 4 
All Myuie .....................•.......•................... ······· 5 
Not Sure/Don·t Know ............•.•......•.•......................• 8 
RefusediNA ...................................................•... 9 

NOW I'M GOING TO ASK YOU SOME QUESTIONS REGARDING 
KNOWLEDGE OF AIDS, 

21. When did you first hear or read something about AIDS? (Acquln!d ImmunodeficIency 
Syndrome) 

Less Than 6 Months Ago .......•.........••......................... 1 
6 Months· Less Than 1 Year Ago .....••.•••......•...............•... 2 
1 ·2 Years Ago ............•.••...• , •..•................•....•..... 3 
3· 4 Years Ago ................•.......•.......................... 4 
5 or More Years Ago ................................................ 5 
Have Not HeardiRead AI>Jut AIDS .................................... 6 SkIp to 025 
Not Sure/Don·t Know ...........•..............................•.•.. 8 
RefusediNA .•.......•....••.••.........•...................•.....• 9 SkIp to 025 

22. When was the last time you heard or read something about AIDS? 
o ·3 Days Ago ......•......•••••..•.•...••••.•....•••••......•.••• 1 
4 • 7 Days Ago .•.••.....•••.•.•....•............••......•.•.•••.•. 2 
8 • 14 Days Ago ................•.••...............•.•............. 3 
15.31 DaysAgo .....•.••.•.....•.•.•.••..•................•..•.•• 4 
More Than 31 Days Ago .•...••.•...•..••..........•..•.•.......•..•• 5 
Not Sure/Don·t Know ..............••......•...............•........ 8 
RelusediNA ....•.••.•....•................•........••............. 9 
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23. Wflere do (did) you oel most 01 your Information aboul AIDS? 
(00 NOT ReA~ UST. PROBE IF NECESSARY. ACCEPT MULnPLE RESPONSES.) 

Television •.•••••••••••••••••••••••••••••••••••.•••••••••••••••••• 1 
Newspapers • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • . • • • • • • • • • • • • • •• 1 
Magazines ••••.••••••••••••••••••••••••••••••••••••••••••••••••••• 1 
Radio ••••••••••••••••••••••••••••••••••••••••••••.••••••••••••••• 1 
R,lawss and Friends ••••••••••••••••••••••••••••••••••••••••••••••• 1 
BrochureSlF'amplllelSlAlers ••••••••••••••••••••• , ••••••••••••••••• '" 1 
OodorlHMOICDnlc:lHosp~al • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •• 1 
Other •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 1 
.. Speclfy:,:-:-:-~ __ _ 
NOI Sure/Oon't Know, .•••.•••• , •.••••••••.••••••••••.••.••••••.••.• 8 
RefusediNA •••••.••.•.••••••••••••••••••••••••.•••..•.•.••.•..••.• 9 

24. Of tho sources you just told mo. lrom whlcl1 one do you got the m,stlnformatlon 
llbOut AIOS? (ONE CHOICE ONLY. 00 NOT ReAD UST. PROBE IF NECESSARY.) 

Television ••.•••••• , •.•••••••• , •••••••••••••.•••••.••••••••••••••• 01 
Newspapers •... , •••••••••••••••••••••••••••••.••.••••.•..•.•••.•• 02 
Magazines, ••• , ••..•••..••.• '" •••••••••..•• , .•• , ••••••.••.•• , ••. ,03 
Radio .•.•• , ••• , .. , ••..•••••••••••••.•••• , ••••.••...•.. , ..••.••.•• 04 
Relatives and Friends .............................. , ••••••• , ........ 05 
BreCl1UreSiPamphlelSiAiers .......................................... 06 
Ooe:orIHMOICUnic:Hospital ••••••••••••.•••.••.••.••••.•.•• , .•.. , •• , . 07 
Other ••••..••.•••.••••.•••••••.••••••••••••••.•.•.• , •.••••.•..••. 08 
.. Spee:ty:,.-___ _ 

Not Sure/Don't Know, .•• , ..... " .•••.••.•• , •.•.••..•.• , •..••..• , . " ae 
RelusediNA .•. , , . , , . , , ... , .. , •. , •. , , •.. , , , , . , . , , . , , . , .. , , , .. , , . , • ,99 

25, Comcarea to most ~eocle, ~cw rruc.'1 'Hould ycu say you know atcUI ~IDS? 
~ 1.01 More, , . , , , , . , . , . , . , . , . , ..••.. , ... , .••.. , . , ....•. , ...... , , ., 1 
Scmewnal More. , . , .••.. , •.••.. , .. , •.•.••..•. , .. , ...........•..•.. 2 
AI..'tIle" ... ".".,", ... , •. ,., ..••.. "., ,. , ...... ," .• ,., ... , ... ,3 
Nctnir.g , , , , , , , ...... , .. , ... , , •..... , , . , .•. , , . , . , , ... , , . , .. , , .... , " 
Not SureJCon'l Know, ......• , . , .. , •..• , •.••........ , •• , .. , .•.. , .. " a 
RelusedlNA, , , , . , , •.. , ...••••.••••.... , ..•.•••. , . , .•.... , ... , , . , , .9 

25, Have you heard or read anything at:out ARC? (AIOS Relaled Complex) 
yes ... , ..•. " .... , .... , ••.... , ...••... , ..•. ,." ...•. " .......... 1 
No .....••..........•.••..•••••••••••••.••........................ 2 
Not SureJOon'\ Know .••....••••.•...•••••.••.•••....•..•..•..•... " 8 
RelusediNA ..............•....••.......••..•.......•..•...•.....•. 9 

". ~ave ycu nean:: or read anytl1ing aCOUI HIV? (Human ImmunodeflC!ency Virus) 
yes ...............•..•...••..•.................................. 1 
No .............................................................. 2 
Not SureJCon·t Know .......••••••••..••..••.••...•.............•..• 8 
Relus'··' NA •••.•.•.••••••••••••••••••••••••••••••••••..•••••..•••. 9 

28. Wflo do you think are tna threll main oreups mostli1<ely aI1ected by AIOS in the Black. 
Hiscanic or Native ~merican peculation? 
(IF RESPONOENT IS BLACK, SAY BLAC)(,'IF RESPONOENT IS HISPANIC. 
SAY HIS?ANIC.1F RESPONOENT IS NAmE AMERICAN. 
SAY NAnVE AMERICAN.) 

1. 
2. 
3. 
4. 
5. 
6. 

_______ ....................................... 1 
_______ ....................... , ................ 1 
---,,.,...-_____ ........................................ 1 

None ................•...••..•.•..................••..•... 1 
Not Sure/Con't Know ...•.......•........................•... 8 
RelusedlNA .....•..•....•..•........•................•..... 9 
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29. How would you rate 1118 rokelihood 01 baing exposed to AlCS among tna lotlowlng groups? 
(HAND CARCl.113 TO RESPONDENT.) 

IIoUI Extr .. No! 
AO Un· Ou~. moly Son 
Llt.1y Lik.1y Likely Lltoiy Llt.1y 10K 

Homosexual men (man whO flave 
sex with otller men) 

Bisexual men (men who havo sex 
wnh both men and women) 

I 
I 

Intravenous drug users (people I who shoot-up or inject drugs) 

Wom~n who have sex wnn men I I I whO are IV drug users 

Men who have sex wnh women I I I I who are IV c:ruo users 

Sabies ::lOrn to ~arems wno use I I I I I I IV c:rugs 

Lesl:ian women (women wno I I I I 
I 

have sex with cther women) I 
Hemophiliacs Ipeople w~n I I I I I blOod Clottino crot:lems) 

Pecl:le wno receive ~Iocd I I 1 I transfusions 

Male croSliltJles I I I I 
Peccle WIIM many sexual I I i I I oanners 

Siood Corors I 
Female prostrtutes I 
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30. Now I'm !;Cling to read you a seri.s 01 statements. PI.as. indicale 10 wh:lt deorea Deck 
you IlIink tl1elOllowing statemems are tru8 orlalSe. (HAND CARD 14 TO RESPONDENT.) % 

Defino Prall- Prall- elfin. Not 
uly ably ably italy Sure ~fus. 

Tru. True Fals. FalJo INA odINA 

AIDS can cripple tile body's nalUral 
l-4lO41 

protedlon against disease. , 
AIDS Is a disease caused by a virus. 

0 

':11e AIDS virus can damage Iho brain. 
7 

AU homosexual men havo AlOS. 

AIDS can be cured 11 treated early. • 
/I a preonant woman has AIDS. tIIere 

I I Is a e/1ance she can pass the virus to 
her ballY. 

~ 

Most people whO ;et AIDS usually die I I lrom the cL,ease. 

10 

Using a condom (rubber) during sex I I I can hele lower the Chance ot ~ettlng AIOS. 

II 

Receivin~ a blood tranSfusion 'Nnh 

I I I I I I ir.tec:ed :Iood is one way ot ~enir.g 
AIDS. 

I: 

A person can .. el AIDS ::y snaring a 

I I 
I 

I I neeola wIth 3 cru; user who has I the AIDS virus. 

.. 

You can tell il people have the AtOS I I I I I I virus ;ust by 'Coking at IMm. 

14 

I 
Any person 'Hlth the AIDS virus can 

I I I I I I pass ij on 10 someone else during 
unprolec:eo sex (sex witnout a concom). 

l~ 

-;-:'ere is no C'~re lor AIDS at ~resem. I I I I I I I I 16· 

The AIDS virus can lie cormam lor 3S I I I I long as a years. 

17 

Women cannot ;ive (trall5mit) the AIDS I I I I I virus to men. 

IS 

AIDS can be passed easIly among I lamily memoers. 

19 

The signs or symplorll5 01 AIDS are :0 
ditterem lrom those of any Other 
disease. 

AIDS is prevenlaCle. I I I 
~I 

:: 



31. How likely do you tnink it is !nat a person wiD gel Ihe AIDS virus from: 
(HAND CARD.IS TO RESPONDENT., 

Scm. 
Scme what VOtY 

V.ry whal Un. Un-
Lieely Lielly 1ik.1y Iikoy 

Kissing • witn lhe exd1ange of SlIWa • 
a oerson wHh AIDS. 

Shaking hands witn a person 
who has AIDS. 

OonatlnQ or lllvln2 blood. 

Reeeivir,q a blood lranstusion. 

Having sex with a person who has I Alno:: 

Using someone's personal belongings, 

I I h'ke a hairtlrush or c:lmb, who has lhe 
AI~S V;"'~ 

Moscuiloes or other insec:s. I 
I p~!S or animals. I I I I I 

Havin~ manY sexual cartners. I I I I I 
i 7:1e same ;:eer::le sharin~ a lalooing 
I r.eeele - . 
I I I I I I I Havino sex wilh a crostilule. 

I Usil'o :ubllc loilels. I I I I I 

I l,;vinlj near a hospilal or c!inic I I I I I for AIDS catienls. 

I WOrl<in~ ,n 1M same olilce with I I I I I sc~e~ne 'HIIM "',es. 
I 

I I I I I Ealing in a restauranl where the 
cook has AIDS. 

I I I I I Sharing plales, forkS, or glasses 
wilh someone whO has AIDS. 

Sharing neeeles for erug use Wllh I I I someone wno has AIDS. 

/(isslng on tno cheek a person who I has AIDS. 

Being cougt1ed or sneezed on by I someone who /las AIDS. 
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3'. continued . .. 

Som. 
Scme what Very 

Very what Un. Un· 
Ully Wlcely IikIIy Iikay 

Altencllng sehool with a c:hiId who 
has AIDS. 

Hugging a person who has AIDS. 

DrinkinQ from a cublic water fountain. 

Being In an enclosed room w~h 
25 AIDS patients. 

Swimming in a public swimming 
~ool. 

NOW I'M GOING TO ASK YOU'SOMe QUeSTIONS ABOUT 
AIDSIHIV TeSTING. 

O.fin· 
~ely 
No1 
Pouiblo 

32. Have you ever hoard of a blOod lest:o see ~ one is infected with the AIDS virus? 
yes ............................................................. , 

NO! Re-
Sure luud 
lOX INA 

No .......•.............•..•..............•.•...........•........ 2 Skip to Q38 
Not Sure/Con'l Knew ....•...•.......•.....•........... , ...........• a Skip to Q38 
FielusaC'NA. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . . ...... 9 Skip to Q38 

ONI. Y ASK C:J:J • Q:J7 IF YES TO C32 

33. :ees :hlS test :ell 'Nnemer a cerson has :he cisease AIDS? 
yes ............................................................. 1 
No .............................................................. ;: 
Not Sure/Don·t Know ••.......••.••.••..•...•..••.•.•...•••.• , ..... ~ 
ReluseclNA ..••.••...•.•....•..•...•••..•••••..•••••.•..•.•.••..•. 9 

34. Hew aC:"Jrato co you think tl19 :est is !or AICS? Is il: (PRESENT CHOICES TO RESPONDENT.) 
Very Ac:"Jrate. • . . • . . • . . • . • . . • . . . . • • • • . • . • • . • • . • • . . • . • . . . . • • . . . . .• 1 
Somewhat Accurate. . • . . . . • . . . . . • . • . . . . . . . . • . . . . . . • . . . . . . . . • . . • . . . 2 
Not Very AC:"Jrate. . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . . . . . . . . . . . . . . 3 
Net at All Acc~rate. . . . . . . . . . . . ~ .......... I. . . . . . . . . . . . . . 4 
Net Sure/Con·t Know. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . a 
RelusediNA . . . . • . • . . • . • . . . . . . • • • • . . . • . . • . • • • . • . . . . • • • . . . • . . • . . .. 9 

35. Does a ~srtive test lor the AIDS virus mean that a person will develop tho disease? 
yes ............................................................. 1 
No .............................................................. 2 
Not Sure/Cen·t Know. . . . . . . • . . . . . . . . . . . . . . . • . . . • . . . • . . . . . • . • . . . . • .. 8 
RefusediNA ..••••.••.•.•.•..•..•....•.•.••.•••.•.••..•.•..•••.•... 9 

36. Does a negative lest lor tho AIDS viruS mean that a person is 0lU Infected? 
yes ............................................................. , 
No •..•••..•...•••.••...••..•......•.•••.•••••. '" •..•.••.•.•.•.. 2 
Not SurClDon·t Know ...•.•.•...•..•.•..•.••....••.•.••........•.... a 
RefusediNA ••••••.•..•.•.••.•••••..•••...••.•••.•••.•••.•.•.••.... 9 
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37. "a person nas a pcs~ive blCad 18$t for infection with tile AICS virus. dcas thIs 
m.an tI1aI tillY can give samac", elSe tile AICS virus tIIrcugn sexual inlel'Cllurse? 

yes ............................................................. , 
No .............................................................. 2 
Not SUreJOcnl Know ............................................... 8 
R.lusedlNA ....................................................... 9 

NOW I'M GOING TO ASK YOU SOME aUE5nONS ABOUT 
SIGNS AND SYMPTOMS OF AIDS: 

38. Would you please leD rna whetller tile following ~igns or symptoms are assoc!aled 
wilh AIC$/ARC? Please answer Yes or No. 

I Not I Sure Refused 
Ves No ICK JNA 

Loss of accetije I I 
Sudden and extreme weicht loss I I I 
Persistent fever I I I 
Soaking night sweats I I 
Skin rashes I I I I 
?9rsistent elarrnea I I 
LJnexclainect and inc:'easinc liredness I~ 
Lack of resistance to infection I I I I I 
Swollen glands (lymph nodes) lasting over I I I I severa' weeks 

fOersistent drY COUCM I I I I 
Shortness of breatn or dHficulty breathing I I I I 
Mulli~~ ;lnk or ;ur):lisn e'otC:les and :umcs I I I I 1 ~n c:kin, I 

Shakina cMilis I I I 
White patches or spct= on tongue Clr mouth I I I 
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39. Here are methods some people use to prevent getting the AIOS virus through 
sawal activity. How effective is: 
(HAND CARD 16 TO RESPONDENT.) 

Some Not v.,., wh&l lUll Oon' 
ElIoc:- Ell..:· Elf..:· Knew 
live live live Method 

Using a d1achragm? 

Usina scermlcidejelly. foam or cream? 

Being ctH!)at'l. tMI is. nol havina 
sex a~t all? ' 

Two people whO do not have the AIOS 
virus having a completely monogamous 
relationship. thaI is. having sex 

IO"l'L wijh_eac!'l olher'? 

Nol having anal intercou~e? 

Not having oral sex? I I I 
Usino a concom (ruecerl onlY? I 
USing COlh a concem (ruceer) and I I I s:em;;c:c:e? -

~o. How c::ncemed are you aocut ~eir.g ~xpcsed to AICS? Would you say you are: 
(PRESENT CHOICES TO ReSPONDENT.) 

. 

I 
I 

I 

Extremely Concemed .••.••.•••.••••.•••• , •••. , • , , . , • , .• , •...••..••• , 
Cuile Concerned •••..•••..•.••••••••••••••••..•.•••...•..•••.•••..• 2 
Concemed .•....••..•.....•...•..•••...•..•.•••.•••..•.•....•.... 3 
Somewhal Concernec .......•.•...••••••.....••...... ' . . . . . . • . . . . .. 4 
NOI at All Concemec ' .....•..••.•••••.•..•..•....•.•........•••....• 5 
NOI Surl!lDon'l Know ..•.•.•••••••.••••••.•.••....•.••..........•••• a 
Re(usediNA ............•...•..•••...•••........................... 9 

~', !-'ow likely ~o ycu thinK ycu are :0 ~ ~eing ax:csed :0 :r.e AieS 'IInJS? 
(PReSENT CHOices TO RESPONOeNT.) 
Extremely Unlikely .••.••....•.••••••••.•••...••..•••.•.•.•.••...•.. , 
Unlikely .••.••..••.••.•••••..•••••••••••.•.•••.•.•.....•••..••.•.• 2 
Likely ••••.•....•.•••.•••..••••••.•••••••.•••..•••••.••••.• '" ..•• 3 
CuHe Ukely ....................................................... " 
Exlremely Ukely ......•••••....•...........••.•.•...•..•.•.•••.•.•. 5 
NOI Sure/Con'l Know. , ........•••••••••..••••.•.•••...•..•••.••.•.• S 
Re(uSediNA .••••••.••.•.•••••••••••••••••••••••••••.•.•••.•••.•••. 9 

42. 00 you think a friend could have a CI1anco of being exposed 10 AIDS? 

yes ............................................................. 1 
No ..•.•...••...•.•••.•....•.••••••••.••••.....••.•...•..••..•••.. 2 
Not Sure/Con'l Know ..... , ....•.•..•.••.•••...•.....•. , .•........•. 8 
Refused/NA ..................•.•.•••••........•. : •......•...•..... 9 

128 

Deck 
:z 

Not ROo 
Sure fused 
t1lK .w. 

~ 

68 

fh 

70 

7\ 

Tl 

I 
73 

74 

75 

76 

T1 



I 
I 
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I 
I 

43. Co you tIlink a lamilt member could have a dlance 01 being exposed 10 AICS? 
Yes ............................................................. l 
No .............................................................. 2 
Not Sure/Donl Knew •••.•••.•.•.••••••.••••••••••••••••••••.••••••• 8 
RelusedlNA ................. " .................................... 9 

44. Co you think your present iob increases your likeli!lood lor being tx;)05ed 10 AICS? 
Yes ............................................................. l 
No .............................................................. 2 
Not Sure/OonlKnow ............................................. " 8 
RelusedlNA ....................................................... 9 

45. Have you ever personally known anyone whO lested posHivo lorthe AlCS virus? 
yes ..........•...•..................................•........... 1 
No .............................................................. 2 
Not Sure/COnl Know ............................................... 8 
RelusedlNA ....................................................... 9 

46. Have you personally known anyone with AtCS? 
yes .........•................................................... 1 
No .............................................................. 2 
Not Sure/Con't Know ............................................... 8 
RelusediNA ••••••••••.•••••••••••••••••••••••••••.•••.••.•.•.•.••• 9 

47. Please indicate your levol 01 agreement wHh tile tollowing statements: 
(HAND CARD #7 TO RESPONDENT., 

Sueng. 
!y 
Ois· Ois· 
~ro, agree ~r .. 

... 105 :5 enmanlv a ~cmcsexual croelem. I I I 

Sirang· Net 
:y Sura R'NSO<1 
~r •• .CK .N'" 

I I I 
i Clllidren Wllh AIOS SMouid ee 

allcwed :0 attend sc~ool. I I I I I I 
I Sex should only talle place I I I I 'Nilt:in tM context ot marriac;e. 

Peocle with AIDS should lose Unlir jobS. I I I I I I 
! Comeared wllM rr.ost viruses. 
I ':'iOS.s :::~:C:;II :0 c;el. I I I I 
I II '5 sate 10 conate eloed. I I I I I 

It is now sate to c;et a blood transfusion. I 
People with AIOS shOuld havo I I I I tt:eir Meallh insurance cancelled. 

The government should spend as much money as it I talles in order to tind a cure or vaccine tor AIOS. 

The govemment should restrict the behavior ot hOmo· 
sexuals and clsexuals to prevemlMo spread at AIOS. 

Gay bars snould be closed to prevent the spread 01 
AIOS. 
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48. Please indicate your lovel 01 aqreemenl with rne lollowing stalements: 
(HAND CARD #8 TO RESPONDENT.) 

Strang· 
IV DIt· 
AQrtt AQrtt ..;rtt 

I tnlnk a cure will be lound lOt AlDS witllln tna 
next 5 years. 

I take sllOdal precautions to avoid gertinO AIDS. 

I would leI my Child attend sdlool with a Child 
who has AIDS. 

I have Chanoed my selllJaI behavior since 
hearing about AIDS. 

Iloel rnat onJy high risk porsons(persons likoly I 10 gel AIDS) Should be le51ed tor the AIDS llirus 

AIDS is not mv problem or concem. I I 
I would hos~ato 10 go 10 a hosp~aJ. c:!lnic. or I I ~oc:orwho trealed AIDS oallents. 

AIOS is nOI an issue in Hispanic comrrun~ies I in Arizona. 

I wculd switch c:oc:ors il my c:oc:or treated Alcsl 
ca!lems. I I 
?ersons with AICS SMould ~e allowed 10 have I I I I orotecll!<l sex (sex with rna use 01 c:nc:oms). 

I am morally offendl!<l by ~eople w~h AIDS I I cecause 01 !Meir Iilestfle. 

I have sufficient kr.owlec:;e :0 prolee: mySOII I I lromAIDS. 

AIDS is a c:/sease senl bv God to Ihose who Sin! I 
AICS 's main Iv a ;av 'NMlle IAn.;lol cisease. I I I I 
AIDS is not an issue in Blael< communrties I in AriZona. 

AIOS can ce contracted by all forms of selllJal I I I activity. 

Ilhink AIDS resting ShOUld CO confidential. I I 
I think AIDS testino should bit voluntO!rY. 

I think AIDS lesting should be accompanied 
bv counselino. 

AIDS is nOI an issue in lhe Native American 
communities in Anzona. 
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49. Co you think people should be required by law (made rnanclaIory) to have an AIOS test before: 

Not 
Sure Refused 

Yes No 10K INA 

Gettl'l1 Married? 

Entelina School? 

Hired for a Job? 

Entering l/1e Uniled Slates 
10 Ilvo (Immigration)? 

50. Co you think someone wil/1 AIOS snould be prosecuted ~: 
A. They conate bloQd, organs, tissues or sperm for any purpose except seienlHie researe:t? 

Yes ............................................................. l 
No .......................................... ~ ................... 2 
Not Sure/Oonl Know .••.......•..••••••••••.••.•........•••.•..•••• 8 
RefusediNA •••.•••••••..•.•••••••••••••••••••••••.•••••••.••.••••. 9 

B. Have sex wnn someone witnout telling tnem l/1ey nave AIOS? 
yes ••••••.••••••••••••.••••••..•••••••••••..••••••...•..•.••.•.. 1 
No ..••.•.•..•..••••••.......••.•••••••.••••••..•..•....•....•... 2 
Not Surl!lDon'l Know .•......••••.••.•••••.••.•..•.................. 8 
Ref us ediNA • . . . . . . . . . . . . . . . . . . . . . • . • • • . • . • . . . . . . . . . . . . . . . . . . .... 9 

5 L Have yeu everJnou;nt aoout haVIng a :Ieod lesllor :ne AICS virus? 
Alreaey Had :ne Test. . . . . . . . . . . . . . . . . . • . . • . . . . . • . . . . . • . . . . . . . . . .. . 1 
yes ....•............•................•...•...•................ ,. 2 
No., .••••.•.•..•....•...... , ••.•••.•••.••••••••..•.•....••. , •... 3 
Not SureJCon'1 Know .•..••• , . • • . • • • . . . . . . • • • • • • • . • • • • • . • . • . . • . . . . .. 8 
Ref us ediNA ..•.•..•.•••.•••.••.••••••••.•.•••••••••••••.•••..•.... 9 

:2. Where would you ;0 10 have a elccd lesl Icr me AICS virus inlec:ion? 
NcwhereJWoulcn'llake Ihe lest .••••••••••.••••••••••••••••••••••. , .• , 1 
AIDS Clinic ....•....•.•..••••.•.•.••••.••••••••••••.•...••...•...• 2 
Clher Clinic, ... , .•..•.• , , , , •..... , , . , , ..•••...•.•....•..•. , , , , • , , .3 
Ccc:cflHMO,. ." ...... , .. ", ... , ... ",.,., ... , ...... , .. oS 

Reo Cross,'S:ccd Sank .. , . . . . ........ , . , ... , , .. , .. .. . , ... 5 
Hos~llal., ... , ..... , .. ,' •... "" .•. "., .... ,' ...•.... ,., ." . ,.,., 6 
Clner, •...•..•• , .•.•.••••••• , .......•..•..••.••••.•.••• , ••..••..• 7 
.. Specify:.,.-____ _ 

NOI SureJOon't Know. , . , •..•.•..•••••••••••••••••••••••••••.•••.•••• 8 
RefusediNA. ...................................................... 9 

53, Co ycu Itlink Ihat if a person tesls pcsnive lor AIOS Itley will cevelop 1M cisease? 
yes., •••.•••...•.•.••••.•••..••••••••••.• , .••••••••• , ••••.•...•. 1 
No .............................................................. 2 
Not Sure/Don't Know ••..••.••••••••••••••.••••••••••••••••••••••..• 8 
RefusediNA ••••.•••.••••••••.•..•••••.••••••••••••••.•••••.• , •••• ,9 
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54. 00 you ll1ink these peopte should be reQUired by taw (made mandatory) to have an AIDS lest: 

Not 
Sure Refused 

Yes No 10K INA 

all IV dIUg US813? 

all homosexualSlblsexuats? 

tho pannells) of IV drug usersl 
homosexualS/bisexuals? 

Children of IV dn:g usel3? 

:SS. P:Oa!lO indicate your level of agreement or disagreement w~h each of ll1e following statements: 
(HAND CARD #9 TO RESPONDENT.) 

I 'HOUld feel comtonallie 'NOr1<inll wilh a 
:erson wno nas AIDS. 

Most ~eo~le w~h AIOS ceserve ll1e clsease 
'cr 'heir cenaviors 

CcnCOrTl5 (ruDDers) Should be made availaDle 
in cars 10 crevent AIDS. 

C:lndOmS (ruccers) Should ce used every time 
one has sex wilh someone ll1ey casually know 
:0 ;:revent AIDS. 

Pec~le sr.culd :e more responsible in their 
sex!.:al :rac:ices :0 :revent AIOS. 

A pregnant woman wno has lhe AIDS virus 
Should nave a therapeutic abortion so she wili 
not oass the virus to her baDy. 

Clean needles should be made avanallie 10 
IV druc users 10 orevent !he !cread of AIDS. 

Small bottles of bleach Should be distributed 
10 IV drug usel3 10 clean lheir needles (WOr1<S) 
~o Ihey will not get AIDS. 

I can prevent genlng AIDS by not associating 
wrth homosexuals. bisexuals or IV drUg users. 

$I"'n' 
Iy 
Dis· 
agree 

I I 

I 

I 
I 

I 

Streng. Nor 
Dis· Iy Sure R.fu.od 
a;r •• .lI;ro~ A9'" ,OK ,NA 

I I I I 

I I I I 

I I I 
I I I I 

I I I 
I I 

I 
I I 
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55. ccnrinuecf 

SIrOn-
IV 
Ois- Ois· 
agroo agree AgrN 

I can ptevel1l getting AlOS by using ccndoms 
(rubbel3). or pallner using ccndoms. 

There Is nOI rruct1 I can do 10 proled myseH 
from getting AIDS. 

My nol getting AIDS is really up 10 the will 
of GOd. 

I would c:el an AIDS lest ~ I fe~ I needed 10. I 
I would su\jgest to a friend or family member I to !lei an AIDS tesl if I tnouCht it necess3/Y. 

Proper edUcation shOuld be given to IV drug 
users on hoVi to etean tneit needes (workS) 
'11 ~r'!l/"'" A'I')S 

NOW I'M GOING TO ASK YOU SOME QUESTIONS ABOUT 
AIDS EoUCA TION. 

56. Have you ever eisCJssed AICS wrth your spouse/sexual panner? 

SltOng· Not 
Iy Sur. Rllusod 
Agree 10K iNA 

I 

Yes ...............••....•••.•...•..•••••....•............•...... 1 Ask aS7 
No .............•.......•....•.......•.••.....................•.. 2 S~lp 10 asa 
Not Sure/Con·t Knew .•••.•••.••...•••••.•.••.•••.•....••••..••..••. 8 S~lp to asa 
RefuseC/NA ...•.••••••••.•.••••...••••••••••••.•.•••...•.•.•..•..• 9 Skip to OSS 

57. When was the lasl time you discussed AIDS wrth your spouse/sexual partner? 
g·3 Cays A~o .......•.•.....•••.••....••.•.....•...........•...... 1 
4 ·7 Days A\:jo .•..•••...•...••.•.•.•••.•..•..•••....••.•.•...•..•.. 2 
S· 14 Cays ~o .•.•••••••.••••••••••••.•••.•••••.••••••••..•...•.. 3 
15 ·31 Days A(;O ..•.•••.....••.•••....••.•.•.•.••.•..•.••....•..•.. 4 
More Than 31 Cays ,1.(;0 •.••••••••••••••••••••.•••.••...••••••.•••... 5 
Never Cisc:JsseCl . . . . . . . . . . . . . . . . • . . . . . . . . . . . . . . . . . . . . . .,; 
Net Sure/Con·t Knew. . • . . • • . . • . . . . • . . . . . . . . . . . . . . . . . . . . . . .. ..••. . 8 
RefuseC/NA .••..•.••.•.••••••••••••.••••••••...••.••.•...•••..•.•. 9 

58. Have you ever disC'.Jssed AIDS wrth a friend or co·worl<er? 
Yes ..•••••••••.•••••••••••••••••••••••••••••••••••••••••.••.•••• 1 Ask 059 
No .............................................................. 2 Skip to 060 
Nel Sure/Cen't Know ...•.•.•..•..•..•••....•.........••...........• 9 Skip to C60 
ReluseC/NA .•.•••..•••••••••••••••••..••••••••••••..••••...•..••.. 9 Skip to 060 

59. When was tile lasl time you dlscussed AIDS wrth a friend or cc-worl<er? 
O· 3 Days A;;o ..................................................... 1 
4 ·7 Days A(;O •..•.•••••••••••••..••.•••••••.•••.•..••••.........•. 2 
EJ • 14 Days Ago ..•..••.•••••••••••.••..•••.•••.•••.••....•..•.•... 3 
15 ·31 Days Ago ...•..•..•.•••••..•.••..•••••.•..•••...•••......... 4 
More Than 31 Days A~o ..•.••....•..•••...•..••••..•..•..•.••...•... 5 
Never DiSCUSSed .•..•.••.•••.•.••••.•.•..•...•..••.••.•..•.•...•... 6 
Not Sure/Don·t Know ...•..•..•••••.•.•..•.•..•...•..••..•••.•.....• 8 
RelusediNA .•......•.•.•.........••.•.........•................... 9 

133 

Deck 
3 

6l 

63 

64 

6.S 

66 

67 

68 

69 

70 

71 



GO. Have you Gverdisalssed AIDS will, a relative? 
Yes ••••••• , .,. " •••••••••••••••••••••••••••••••••••••••••••••••• 1 Ask Oa1 
No .............................................................. 2 Skfp to OG2 
Not Sure/Don' Know ............................................... e Skip to Oa2 
Retus8dlNA ....................................................... 9 Skip to 062 

61. WIlen was theiast time)'Oll discusSed AIDS with a relative? 
()..3 Days Ago ..................................................... 1 
4.70aysAga ..................................................... 2 
8 ·14 Days Ago ................................................... 3 
15 ·31 Days Ago ................................................... 4 
More than 31 Days Ago ............................................. 5 
Never Discussed ••••••••••.••.••••••••••••••••••••••••••••••••••••• 6 
Not Sure/Con't Know ............................................... 8 
Retus8dlNA ....................................................... 9 

IF RESPONDENT HAS NO CHILDREN, SKIP TO QSS. 

62. Have you ever discussed AIDS with your e/1ildren? 
Yes ••••••••••••••••....••••••..•••••••••••••••••••••.••••••.•••• I Ask 063 
No ••••••••••••••••••••••.••••••••••••••••••••••••.••.••.••.••••• 2 Skip to 064 
00 Not Have Children ••••••••••••••••••••••••••••••••••••••••••••••• 3 Skip to 065 
Not Sure/Con't Know ••••••••••••••••••••••••••••••••••••.•••.•••.•• S Skip to Q64 
RetuSediNA •••••••••••.••••••••••••.••••••••••••••••••••••••..•••• 9 Skip to 065 

53. When was the last time you c:isc:JSSed AICS with your c.~ildren? 
O· 3 Cays A!;O •••••.•....•.••..•..•.•••.•.••.•.••.........•.•..•... I 
4 ·7 Days A~o .•..•.•...........•......•..•.•..•...•..•.......•.... 2 
S • 14 Cays A~o .•••.......•.•......•..•..••••..••.•.....•......... 3 
'5 ·31 Days A~ ................................................... 4 
More Than 31 Oays A~o ...•.•.•.•....••.•••..•..•..••.........•..•.. 5 
Never Ciscussed ..............••.•.•....•••.••.•.•.•.........•....• 6 
NOt SuretCon" Know ...........•...•••.•...•••........•............ e 
RetuseCiNA .•..••••.......•.•.•••••••.••••••••••.•..••••.•....•••. 9 

64. Haw your dlildren had any instruction al scnool aboul AICS? 
yes ............................................................. I 
No .............................................................. 2 
Net Sure/Con'! Know. , ••••••••••••••••••••••••.•••••••..••.••.•••. , a 
RetuSeClNA •.. , •...•...•.••••.••••••••••••••••••••.•••..•..•.•••.• 9 

~5. 'Nhere woulC: yeu ~o :0 !ind cur 'Nnere 10 have a cleed test !cr ')'ICS? 
(00 NOT REAO RESPONSES. ACCEPT MULTIPLE RESPONSES. 
PROBE,ESPECIALLY IN 'OTHER" CATeGORY.) 
AICS Holline •.•.•.•••.• , ••.•••••••••••.•.••.•••.•.•••.•••...•••••• I 
AIDS C:inic •..•.......•..•.•••••••••••••••••••...••..•••.•.•.•.•••• I 
Clher Clinic ....................................................... I 
CoctorlHMO •....•••.•...••••••••••••••.••••••••••••.•••...•••••••• I 
Ho~pi!al •..••....................•......•.• , ..•.....•..•...••. , •.. I 
FriendS/Family .....•..••....••••..•••••••.•••••.•.••.•..•..•.• , .•.• 1 
A Priest or Minister .................................. , ............... I 
Public Health Department ••..•••.••••••••.••••••••••••••.••...••••••• I 
Other •••••••••.•••...••••••••••.••••••••.•.•.•••••••.•.•.•••••••• I 
• Specify:. _________ _ 

NOwhere •.••........••••.....•••.••••••..•••••••.•.•.....•..••.••. 1 
Not Sure/Oon'! Know .• , .•.....•.••..•••••••••.•............•...••••• S 
Relll~eClNA. ................•.••••.•.•.••.•.....•...•••........... 9 
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66. Would you object to: 

a taCiIity in your noighborllOod ttIaIlested and provided 
counseling to peoPle who thlnk \hey rnIghI have AIDS? 

an AIDS program in your neighborhood dlreded at 
hOmosexualSlblsexuals? 

an AIDS program In your nelgllborhood dlrOded al 
IV druQ users? 

an AIDS clinic or hosp~atln your neigllborhood? 

Not Re-
Sure fused 

Yes No /OK INA 

67. Co you think Information about how 10 keep lrom gettIng AIDS should be laught in our 
SChools? 

Yes .•• '" ••••••••••••••••••••••••••••••••••••••• , •••••••.••••••• 1 Ask C67A 
No •••••••••••••••••••••••••••••••••••••.•••••••••••••••••••••••• 2 SkIp to 068 

Deck 
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19 

Not Sure/Don·t Know ••••••••••••••••••••••••••••••••••••••••••••••• 8 Skip to 068 ;0 
RelusediNA •••••••••••••••••••••••••••••••••••••••••••..••.••••••• 9 Sklp to 068 

A. AI what grade lovel Should instruaicln begin? 

(RECORD GRADE) 21·~ 

dB. Co you think information about AIDS s:lould ee ~revlced in lhe wor1<:lace? 
yes ............................................................. 1 

No ........•.••...•......•••••.••.•..••...•..•..•.•....•.•.••..•. 2 
NOI Sure/Cen·t Knew .....•••••••...••.....•........•........•..... , 8 ::J 
RetuseCiNA .....•...•...•••••.•....................•......•..•••.. 9 

69. Co you :hink AIDS education should be provided in prisons? 
yes ............................................................. 1 
No .•.••.•......••••.••..••••••.••••••..•.•...•••.•.•....•....••.. 2 
Nor Sure/Con'f Knew . ............................................. , 8 :4 
RelusediNA ....•....•.•••••••••.•.••••...••••..•.....•.•.•..•...•. 9 

70. 00 you think there is enough inlormation availaele about AIOS in your communrty? 
yes ............................................................. , 
:-10 .............................................................. 2 Ask C70A 
No: Sure/Con·t Know ......•......•.•..•.•....•....•...•.•......... , 8 Ask 070A ;:j 

RetusediNA •.•••.•.•••••.••••..•.•••••.•.•..•••.•••.•••••••....••. 9 

A. :t no. what kinds or types 01 information would be usetul in your communi",? 

-_:6 __ 27 
__ :s 
__ :9 

--30 __ 31 
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--" __ 36 
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71. To whom do you tI1lnk AIDS education should be direcled1 
(DO NOT READ UST. PROaE,IF NECESSARY. ACCEPT MULTIPLE RESPONSeS.) 

Homosexuals. ••••••••••••••••••••••••••••••••••••••.••••••••.••••• 1 
Bisexuals ......................................................... 1 
IV Ol\lg Users. • • • .. .. .. .. • .. • .. .. .. • • • .. .. • • .. .. • • .. .. . • • • . • • • • ... 1 
Partnllrs 01 Above •••••••••••••••••••••••••••••••••••••••••••••••••• 1 
Children (Age 5-12) •••• , •••••••••••••••••••••••••••••••••••••••••••• 1 
Adolescents (Age 13·19) ............................................. 1 
Adufts ............................................................ 1 
Everyone ••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 1 
Other ........ .................................................... 1 
• spee.'Iy:-:--____ _ 
Not Sure/Don·t Know .•.•••••••••••••••••••••••••••••••••...•....••••• 8 
RefusediNA. ...................................................... 9 

72. II you wanted !o learn more aboU1 A! OS , whl!! THREE! sou~s 01 information would you tum 
!o in order 01 importance. (00 NOT READ UST. PROaE FOR 1 st, 2nd, ~rtI.) 

1st 2nd 3rd 

Television/Radio 
Healln Oeoartment 
Npw~O~O .. ,..,/M~,;~7in .. ~ 
Frier'lt:lS!Co·wor1<ers 
L'brarv I 
:::tJC3ticnal erochures I I 
l.Ie~lIn Professicnals I I 
AleS CroanlZationSiHotline I I 
C1r.er I I Scec;tv: 
Relatives I I 
?notcnovelas I 
~Q;telaSiFilms I 
A Pnr:st or Minister I 
Not Sure/Ccn ! Know ..••..•.•.....•...••..•..•.••..•................ 8 
RefuseCiNA. ..............•.•...............•.•................... 9 

i'3. What information about AIDS would be most useful to you? 
(DO NOT READ UST. PROBE THOROUGHl. Y AND ACCEPT MUl. TIPLE 

RcS?CNSES.) 
Ncr.e .................................................. . 
Hcw :0 Avoid AIDS. . . . . . • . . . . . . . . . • . . . • . . • • • • . . . . . . • . . . . . . . . . . . . . .. 1 
Signs and Symptoms .....•....•••.•••••.•••••...•...••..•........... 1 
How AIDS is TransmiHed .....•.•••••.•••••.••.••......•.•••....••.•.• 1 
Safe Sex PraC:ices •......•.....•••.••.•••••••.••••.•••.............. 1 
Community Resources ••.•.•..•••.•••••••••••••••.••••.•••.•.••..•..• 1 
TestIng Sites .....•.•..•....•.....•••••••••••••....•..•....•....... 1 
What AIDS Coes to the eody ........•• : ••••••.•........••........•••.. 1 
Otner ••••••••••••..••.•..•••.••••••••••••••••••.•......•••.•••••• 1 
.. Specify:-:--____ _ 
Not Sure/Don'! Know ...••••••••••••••••.•.•••.•••••.•...•.......•.•. 8 
RefusediNA. ...••••.•....•••••••••••••••••••••••...••...•..•..•••. 9 

i'4. 00 you think AIDS information should be provided in cnurch? 
yes ..••.....••...........•...•....•..•.•.....•.................. 1 
No .............................................................. 2 
Not Sure/Don'! Know ................••.•..•.••..................... a 
RefusediNA ...................................•................... 9 

136 

Deck 
4 

47 

t n 
48 

49 
:. 

;u 
, 

51 

! 
5 
! 
5 
! 
~ , 

I ! 
6 

6 



75. Would you attond. illroo. an AlOS educatIOn session. 
yes ............................................................. 1 
No .............................................................. 2 
Not Sure/Oon·t Know •.•.•.•••••.••.•••••••••••••••..•••••••••••••.• a 
RelusediNA ••..•••••••.••.••••••••••.•••••••••••.••••••••••••••••. 9 

"ONLY ASK 076· QSO IF RESPONOENT IS ~ .. 
76. 00 you currently tako precautlons to avoid gerung AIDS? 

Yos ••••••••••••••••••••••••••.•••••••••••••••••••••••••••••••••• 1 Ask Q76A 
NO .............................................................. 2 
Not Sura/Don' Know ••••••••••••••••••••••••••••••••••••••••••••• " a 
RoluSediNA ....................................................... 9 

A. II yes. what precautions havo you taken or do you tako? 
(ACCEPT MUL TlPU; RESPONSES, PROBE IF NECESSARY.) 
Less Sexual Panners •••••••••••.••••••••••••••••••.•••...•••••••••.. 1 
Uso CondomS/Panner Uses Condoms .................................. , 
Stopped Having SeX/Celibate ••••••••••••••••••••••••••••••••••••••• " 1 
More Cautlou3 In Casual SocIal Contact3 .••••••••••••••••••••••••••••••. 1 
Stopped Sharing Needles (Works) •••••••••••••••••••.•.•••..•••••••••• , 
Just More Aware 01 the Oisease ........................... : ••.•••••..• 1 
Cther •.•••.••••••..••• '" •..••••••.••..•••.•.••.....•..•.•.•...•• 1 
.. Sp8(ify:,::--____ _ 
Not Sure/Oon·t Know •••.••••.•••....••.••..••....•...•••...•.....•.• S 
RetusediNA. •.••.••.•.•.•.••••••.•...•••.•...•....•.....•...•••••. 9 

77. Have you or your sexual panner(s) lI2t used a condom CUring sex? 
yes ............................................................. 1 
No ......... , .......................................... , .. , ...... 2 
Co Not Have SexualPanner ... , ... , .................... , . , .........•. 3 Skip to OS1 
Not Sure/Con·t Know, ... , .......................................... a 
RetusedlNA ....................................................... 9 

ia. Are you or your sexual pannen!) ~ using a c::ndom? 
Yes ....... , ......... , .. , ........ , .......•.....•... , ............. 1 Ask 079 
No .............................................................. 2 Skip to C80 
00 Not Have SexuaiPanner ............•..........•••....•..........• 3 Skip to C81 
Not Sure/Oon·t Know .........•...........•..•..•................•.. a Skip to 080 
RetusediNA ...... " ..............................•...... , ... , .... 9 Skip to 080 

I •• Hew otten would you say that you or your sexual panner(s) uses a condom during sex? 
e'/erytime You Have Sex •.........••.••.....•.•.•..••....•...•..•... 1 
Occasionally ......•.............................•....... , .....•.•. 2 
Sometimes .... , , , ............... , .. , . , . , ..... , ... , ..... , .. , ... , , . 3 
Rarely ......... , ............... , ...... ,.,.,." ......... , .... , .... "' 
Never .............•........•....................•............... 5 
Not Sure/Oon't Know .•.•...•..•••.••.••.....••••••..•...•..•••••.•. 8 
RetusediNA ..•.•. , •••..•.•••.••.•..••..••.......••.....••.••..••.. 9 

80. Why don't you or your sexual panner(s) use them? 
Too Embarassing ••.•..•..••••.••.•.••...•••••••••••.•.••.•..•••••• 1 
Not Needed .•............•.........•........ , •.•.•.... , . , ......... 2 
Would Not Be Apprcpriate ........................................... 3 
Other .•••••••••••••.••••••.••••••..•••••••••••••..•.••.•••.•••.•• 4 
.. Specily:,-:-____ _ 
Not Sure/Oon't Know. • • . • • • • • . • • • • • . . . • • . • . • • • . • • . • • • • . • • • • . • • • • • .. a 
RefusediNA ...••...•.......••...........••.............•.......... 9 
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111. How would yeu rank AIDS In comparison 10 other I\IIIlonaJ problems like 111& lederal defld!. 
unemploymont. lI1e homola". dn.ig abuse. etc.? Would you rank it al.: 

(PRESENT CHOICES TO RESPONDENT., 
Higher Priority ...................... ' ............................... 1 
About the Same Priority ••••••••••••••••••••••••••••••••••••••••.••••• 2 
Lower Priority ...................................................... 3 
Not Sure/Con' Know ................................................ 8 
RefusedlNA. ...................................................... 9 

82. Dld you or your household receive a brochure In tho mail entHlad "Understanding AIOS"? 
(SHOW RESPONOENT A COPY., 
yes ............................................................. 1 
No .............................................................. 2 
Not Sure/Con' Know ............................................... B 
Refused/NA ....................................................... 9 

That completes the IntervIew. 

Thank you very muCh for your cooperation. You havEI helped us a lot. Are !nere any comments 
or $U!i~estlons you have about this surveyor anything you fen we snould have asked? 
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For IntervIewers: RUin the followIng Items Immedlatlly after leavIng tho respondent's home. 
A. Reccrd Ihe sex of Iho respondent: 

o Mala 

B. Oburved etllnlclty of rospondenl: 

~ 
Black (Non-HIspanic) 
Hispanic 
Native American 
ether • Sp~ ________ __ 

C. In which county does tile respondent Ove? 

~
coconino 
Cochise 
Marfeopa 
PIma 
PInal 
SantaCruz 
Yuma 

O. Interviewer Ethnicity: 

nBlack o Non·HisJ:anic White 

Native American 
Ctner tjHiS;lanic 

.. Specity· .. _____ __ 

E. Interviewer Age: 

F. Sex of Interviewer: 

o Male 

G. Language cf IntervIew: 

Spanisn 
Both 
Other 

o Female 

~ 
Englisn 

.. Specffy: _____ _ 

H. Inidrest of respondent during interview: 

§very interested 
Somewhat Interested 
Uninterested 
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I. Was any oIlier person present during tile interview? 

aYes. Most of Ille Time 
Yes, Part of tna TlII1e 
No 

J. How mucl1 intluenca did t/!at person!s) exert on Ihe respondent? 

Dareat 
Explain 

DModerate 
Explain 

D Unle or None 
Explain 

K. How Mnest co you feel Ine respondent's answers were? 

nVery HeneSI 
nSomewnalHor.est 
ONel Very Honest 

L Please write acdress 01 respondent in the space celow. 
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