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ABSTRACT 

Social learning theory and vested interest theory are integrated to create a framework 

through which relationships between ethnic origin (specifically Anglo and Mexican American 

acculturation levels), and HIV/AIDS attitudes and knowledge in a large multi-cultural sample 

of pre-adolescent school children and their parents can be investigated. The initial study, 

investigating whether AIDS knowledge and related attitudes could be measured reliably in the 

sample population of adults and children across different acculturation levels, was successful. 

These findings lead to a reassessment of the acculturation rating scale. Using a Phi-approach 

to focus the scale items, the measure was successfully refined. AIDS-related knowledge 

differences were explored as a consequence of acculturation. Results indicate that differences 

in AIDS knowledge exist among adults and children of different acculturation levels; 

Hispanics adults and children demonstrating significant lower levels of AIDS-relevant 

knowledge. Further analyses were conducted to assess whether acculturation or SES is the 

most accurate predictor of AIDS knowledge for Hispanic and Anglo parents and children. As 

predicted, acculturation level is a significant predictor of differences between extreme AIDS 

knowledge groups for Hispanic parents and children. However, the prediction that SES is a 

significant predictor of Anglo parent's and children's AIDS knowledge was not supported. It 

was also predicted that parent's AIDS knowledge would be predictive of children's 

knowledge, and children's AIDS knowledge predictive of parent's knowledge level. 

Specifically, the results indicate that the amount of correct AIDS information exhibited by 

parents is more predictive of what their children know than the converse. Finally, the 

investigation found that the AIDS-related beliefs of moralism, blame, and perceived control 

over contracting AIDS is associated with acculturation. 



CHAPTER 1 

RATIONALE AND JUSTIFICATION 

14 

People who have contracted the HIV virus can be found in most large cities throughout 

the world, and current statistics show that HIV I AIDS affects the inhabitants of small towns 

and rural areas as well (Adler & Annin, 1992; Kantrowitz et al., 1992; Southern Medical 

Journal, 1992). In combination, these data suggest that the entire population is now at some 

risk for HIV infection. Consequently, extrapolations of extant data to future HIV infection 

rates, which earlier might have been rejected out of hand, must be taken seriously. Current 

analyses project a very bleak future: one projection (Hudson Institute, 1990) suggests that if 

the rate of HIV infection does not decline (i.e., if significant changes in attitudes and 

behaviors do not occur), 14.5 million Americans, 8.2% of the population, will be infected 

with the virus by the year 2002. The World Health Organization in 1991 estimated that 40 

million people worldwide will contract HIV by the year 2000 (Rathus & Boughn, 1993). In 

light of these grim extensions of current data, it is clear that if change does not occur, 

catastrophe may ensue. It is a widely held belief that the most effective means through which 

change can be advanced is through education at an early age, before the person becomes 

sexually active (Ballard, White, & Glascoff, 1990; Brown, Barone, Fritz, Cebollero, & 

Nassau, 1991; Cotton, 1994). At the core of HIV/AIDS education is the need to develop 

effective communication strategies that can affect target segments of society. Any 

development of HIV communication strategies must be based on precise research on the 

factors that influence the link between attitudes and behaviors (Dawson, Crano, & Burgoon, 

1994). 
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Fortunately, this need for early prevention programs has been realized, and the 

proportion of teens receiving HIV prevention instruction in schools has increased from 54 % 

in 1989, to 83% in 1991 and it continues to rise (Division of Adolescent and School Health, 

1992). Despite these developments, teens still report engaging in high risk behaviors. Early 

reports indicate that only 22 percent of sexually active women aged 15 to 19 use condoms to 

protect against STDs (Center for Population Options, 1989). Reports of HIV infections 

within the adolescent population are increasing at an alarming rate (Handler, Lampman, Levy, 

Weeks, Rashid, & Flay, 1992). Between 1988 and 1989, reported AIDS cases among 13 to 

19 year-olds increased by 51 percent (Center for Population Options, 1989). As of December 

1990, 16 percent of the 2789 children younger than 15 years old reported infected with the 

HIV virus were not infected perinatally (Novello, Wise, Kleinman, Orenstein, & Sepe, 1991). 

Between 20% and 30% of all children born to HIV infected mothers will become infected, 

and up to 80% of those not infected will be affected by AIDS through the loss of a parent, 

relative, or friend (Rowell, 1994 September). 

To combat this problem, national health promotion and disease prevention objectives call 

for implementing HIV education in grades K-12 (Center for Disease Control, 1988; Wass, 

Miller, & Thornton, 1990). The development of any HIV/AIDS prevention program requires 

an understanding of the particularities of the population under consideration (National 

Community AIDS Partnership, 1993; Jemmott & Jones, 1993; Miller, Bettencourt, Debro, & 

Hoffman, 1993). Despite these observations, many, if not all HIV/AIDS messages are 

formed under the assumption that because everyone is at risk, one omnibus message can be 

effective for all. This "scatter-gun" approach has achieved limited success. The National 

Research Council (1993) is currently proposing that efforts to combat the spread of HIV 



infection focus tightly on specific, segmented sub-populations, taking into consideration the 

language, beliefs, attitudes, and cultural mores of these groups. A targeted communication 

method of addressing and educating people about HIV / AIDS is the most rational means of 

curtailing the spread of this disease (Selnow & Crano, 1987). If factors thaI: impact 

knowledge and attitudes are properly understood, and their cultural linkages appreciated, 

resulting influence attempts should have a significant impact on knowledge, attitudes and, 

ultimately, AIDS-related "risky" behavior. 

16 

Investigation of the relationships that exist between factors related to HIV / AIDS 

knowledge and attitudes is necessary to understand implications for designing appropriate 

influence messages. Perloff and Petty (1991) argue for the communication focus of health 

campaigns to center upon "who (source) says what (message) through which modality 

(channel)." Even though this description of communication is simplistic, it is apparent that an 

effective communication-based health education program must address the variables that affect 

all three elements of the communication process. A priori questions that must be answered to 

develop messages, or to choose appropriate channels, require an understanding of the 

uniqueness of the phenomena under study, and knowledge of the target population. 

According to Burgoon and Miller (1990), effective persuasion entails an understanding of the 

target audience, including demographic and personality variations. In other words, relevant 

aspects of the receivers must be understood in light of the phenomena under study to enlighten 

the development of message structure, content, and transmission. Given the necessity to 

understand both the AIDS phenomenon and the receivers of any health campaign messages, 

two primary areas of concern drive this investigation. 
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AIDS and Mexican Americans 

First, certain populations are at disproportional risk of contracting the HIV virus, and 

therefore, attention to their unique qualities must be considered. Aside from being the fastest 

growing minority group in the U.S., five times faster than the general public (Schuhmann, 

1992), Hispanic Americans are at a far greater risk of infection - 2 1h times that of the 

heterosexual majority ("Anglo") population (American Red Cross, 1994; CDC, 1992; Selik et 

ai, 1989; Peterson & Bakeman, 1989). An extrapolation from current HIV infection statistics 

holds that if no change in rate of infection occurs, 9.2 % of Hispanic-Americans will have 

contracted the virus by the turn of the century. 

HN I AIDS has a more serious effect for people of color than any other group (with the 

excepthn of homosexual men) in the United States (Michal-Johnson & Bowen, 1993). 

Hispanics represent only 9 percent of the U.S. population, yet they now account for 17 

percent of all AIDS cases in the U.S. (American Red Cross, 1994). Hispanic male adults are 

3.2 times more likely to contract AIDS than non-Hispanic whites. Hispanic females are 6.4 

times, and Hispanic children nine times more likely than their non-Hispanic counterparts to 

contract AIDS (American Red Cross, 1994; Hunsaker, 1990; Rogers & Williams, 1987). 

Even more alarming, one-fourth of children with AIDS in the U.S. are Hispanic (American 

Red Cross, 1994). Research suggests that Hispanics' higher risk is attributable to a number 

of factors: lack of knowledge about the disease, attitu:les towards homosexuality and 

bisexuality (where male-male intercourse is not always viewed as a homosexual act), and an 

apparent lack of sympathy toward people with AIDS (Estrada, 1990; MarCn & MarCn, 1987, 

1990). 
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In Arizona, 12 % of all reported AIDS patients are Hispanic (Arizona Department of 

Health Services, 1994). The Hispanic community has attempted to respond to this crisis by 

developing HIV/AIDS education and prevention programs (Fimbres & McKay, 1989), but the 

interventions employed are not well-informed by theory, their results not well-analyzed, and 

their outcomes not well-diffused (Bracho de Carpio, Carpio-Cedraro & Anderson, 1990; 

Estrada, 1992; Hunsaker, 1990; MarCn, MarCn, & Juarez, 1990; Singer et al., 1990; Vega, 

1990). Singer, Castillo, Davison, and Flores (1990) have observed that theoretically ill

informed efforts have not slowed the rate of HIV infection in the Hispanic community . 

Inadequacies of past research efforts may be attributable, in part, to research that 

regarded Hispanics as a monolithic culture (MarCn & Marin, 1982). Although differences that 

exist between Hispanics and other ethnic groups must be considered to better understand the 

effects AIDS-related attitudes and knowledge, differences that exist among Hispanics are also 

an integral part of this investigation. The concept of acculturation, discussed at length in this 

paper, embodies the extent to which individuals embrace the values, enact the behaviors, 

make use of the information channels, and adopt the mores of the majority culture. 

Differences in acculturation among Hispanics, and the subsequent influence of these 

differences on AIDS-related factors, is central to this investigation of HIV and AIDS. 

AIDS and Adolescents 

The second primary concern of this investigation is focusr.d on the adolescent population; 

a group that also is at disproportionate risk for HIV infection. DiClemente (1990) reported an 

alarming rate of HIV infection among adolescents and his findings were bolstered by data 

from the CPO (1989), which report that AIDS cases among 13 to 19 year-olds increased by 

51 percent from 1988 to 1989. Within the past three years alone, the number of teenagers 
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and young adults who have tested positive for HIV has increased 77 percent. AIDS is now 

the sixth leading killer of 15- to 24-year-olds in the United States. Clearly, pre-adolescents 

and adolescents are rapidly becoming an "at risk" group (Krantrowitz, et al., 1992; Moore, et 

al., 1991; Moore & Rosenthal, 1991; Naughton, Edwards, & Reed, 1991; Petosa & 

Wessinger, 1990). More than one-fifth of those with AIDS today are in their twenties. The 

latency period of the virus is estimated to be as great as 10-15 years, so many of today's 

AIDS patients probably contracted the virus as teenagers. The increase in teen and young 

adult infection may be a result of perceptions of invulnerability (Jemmott & Jemmott, 1990; 

Moore & Rosenthal, 1991), attitudes toward gays and lesbians (Wright & Thompson, 1990), 

an inability to acquire valid or sufficient information (Kantrowitz, et aI., 1992), or a 

propensity to engage in high-risk sexual behaviors (Bas en-Engquist & Parcel, 1992). 

Purpose of the Investigation 

It is the intent of this project to investigate the relationships between ethnic origin 

(specifically Anglo and Mexican American acculturation levels), attitudes, and knowledge 

related to HIV infection and its avoidance in a large multi-cultural sample of pre-adolescent 

school children and their parents in the Southwestern United States. This study will 

investigate three essential questions of importance in understanding and predicting attitudes 

and knowledge about HIV/AIDS. The questions that guide this investigation are: 

First, are ethnicity (acculturation level), AIDS-related attitudes and beliefs, and 

demographic factors associated with parents' general knowledge of HIV / AIDS? 

Second, are student's (children's) acculturation level (based on parental information), 

age, grade level, personal knowledge of persons with AIDS (PW A) and AIDS-related 

attitudes associated with their general knowledge of HIV / AIDS? 
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Third, is there a relationship between parents' and their children's general knowledge of 

HIV/AlDS? 

Moderating effects of acculturation level and ethnicity on this relationship will be studied 

to determine the impact on AIDS-related attitudes, knowledge, and actions. The results of 

this research promise to provide important information regarding the development and 

ultimate effects of educational interventions that influence HIV I AIDS-relevant knowledge and 

behavior of children, and their parents, at various levels of acculturation in mainstream 

American society. 



Background and Theoretical Approach 

Many theoretical approaches in the social sciences have been used to explain health 

behaviors relating to the avoidance of HN infection. Prochaska (1991) and his colleagues 

(prochaska & DiClemente, 1986, 1992) suggested that the stage of a particular behavior 

determines the likelihood of success of attempts at behavior change. Prochaska's model 

suggests that we view current theories as attempts to determine the most efficient means of 

moving between behavior stages, from pre-contemplation to action to maintenance of healthy 

behavior. This idea can magnify the utility and predictive power of extant theories. In the 

present study, the dynamics of Prochaska's "precontempletion" stage is of primary concern. 

In this stage individuals who are unconcerned with specific issue (e.g., HIV avoidance) and 

do not perceive themselves at risk are informed of the dangers that await, is of primary 

concern. Understanding the relationship between a people's health related beliefs, the 

attitudes of significant others in their social environment, and their knowledge of HIV I AIDS 

will facilitate the construction of instruction/intervention strategies that differ from those 

appropriate to later stages (preparation for change, action, maintenance of change). 
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Many of the theories relevant to AIDS avoidance are compatible with the theoretical 

view on which the present research is grounded. These include the health belief model, social 

learning theory, and the theory of reasoned action. Although there is much to be said for 

extant models, at some points they are all overly restrictive in their view of the variables that 

impinge on action (Flay & Petraitis, 1993). In keeping with Flay and Petraitis' observation, 

this study integrates the established principles and general expectations of extant models, 

particularly social learning theory [SLT] (Bandura, 1977a, b, 1986), and recent developments 
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in the theory of vested interest (cf. Bassili, in press; Crano, 1983, 1992, in press; Sivacek & 

Crano, 1982). 

Consistent with Prochaska's approach, both SLT and Vested Interest Theory explicitly 

recognize that different stages of behavior change require the understanding of different 

elements depending upon context and personal features of the population. The combination of 

these theoretical positions also has implications for the structure, content, and transmission of 

the messages necessary to influence adults and children when dealing with a health issue as 

complex as HIV/AIDS. 

Vested Interest Theory 

Vested interest theory holds that people act in accord with their knowledge and attitudes 

to the extent that the knowledge/attitude object is hedonically relevant -- i.e., the object must 

have important perceived personal consequence. Highly vested objects are functionally 

related to behavior. The more hedonically relevant, the more likely is knowledge or attitude 

to be expressed behaviorally, because such action promises reinforcement. This expectation 

is not always supported in practice. For example, almost everyone reports negative attitudes 

toward contracting HIV, and most appear to know the primary means of transmission. Yet, 

evidence (Division of Adolescent and School Health, 1992; Kegeles, Adler, & Irwin, 1988) 

reveals that many do not take the precautions necessary to prevent the spread of infection. 

This state of affairs appears inconsistent with our theoretical expectations; however, in 

specifying action, vested interest theory posits five components that must act in concert if 

knowledge- or attitude-behavior consistency is to be obtained. Attenuation of any component 

will short-circuit the knowledge- or attitude-behavior link. All of these components are 



relevant to HIV transmission and thus, must be evaluated to maximize understanding of how 

they relate within this particular population. 
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Stake. The principal predictive component of the theory of vested interest is stake, which 

refers to the gain/loss consequences attached to a knowledge/attitude object. The number, 

magnitude, and duration of consequences associated with an object affects its perceived stake 

(petty & Cacioppo, 1986). An object of low personal consequence is unlikely to affect 

behavior. From considerable research, we know that attitudes toward HIV / AIDS are 

perceived as high stake. Thus, people should act in accord with their (negative) attitude, and 

avoid behaviors that lead to HIV infection. Obviously, some people do not. They do not act 

in accord with beliefs (knowledge and attitudes) because other components relevant to vested 

interest have attenuated the belief-behavior link. These components are salience, certainty, 

immediacy, and empowerment. 

Salience. Salience refers to the vividness or accessibility of the information related to 

the knowledge- or attitude-object. Showers and Cantor (1985), Wyer and Srull (1986), and 

others have shown that the relevance of a construct to a person's goals or needs enhances 

accessibility. If an attitude issue is of high salience, its vested implications are more 

accessible, and this enhanced accessibility fosters attitude-consistent action (Higgins, 1989; 

Higgins & Bargh, 1987). Further, by priming the vested interest implications of an attitude, 

we enhance the likelihood that people will act in ways consistent with the attitude (R. Young 

et al., 1991). In many circumstances in which the HIV virus is most likely to be transmitted 

(highly charged sexual encounters, IV needle sharing, etc.) thoughts of infection are probably 

far from accessible. The greater the amount of knowledge concerning HIV / AIDS and 

knowledge of how the disease is contracted is an indication of the salience or accessibility to 
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information. Salience, or accessibility of information may also be influenced by acculturation 

into mainstream society. The salience of HIV / AIDS may be greater for more acculturated 

individuals, i.e., those who have an easier access to information developed within the majority 

culture. 

Certainty. Certainty of the link: between an action and an outcome can also moderate the 

effect of vested interest on behavior. If a person believes that the relationship between "safer 

sex" and contracting AIDS is negligible, vested interest will be attenuated, and heaIth

promoting sexual behaviors consistent with negative HIV attitudes are unlikely. When the 

gain/loss consequences of an attitude object are uncertain (thereby compromising stake), 

knowledge (or attitude) will become hedonically irrelevant, and will not guide behavior. 

Immediacy. The perceived immediacy with which the gain/loss consequences of an 

attitude object will be experienced also affects the perception of vested interest. Immediacy 

refers to the perceived temporal lag between an act and its consequences. The hedonic 

relevance of an object whose consequences are far removed is not as great as one whose 

consequences are felt immediately. HIV infection may not be apparent for up to 10 years 

post-transmission, and this knowledge may cause some to discount the self-relevance of the 

disease. Immediacy provides a means of explaining risky sexual behavior and other 

potentially self-destructive acts (Kramer, Kalick, & Milburn, 1983; Schuman, Ludwig, & 

Krosnick, 1986). Perceptions concerning risk of contracting the disease in the near future is 

an indication of how immediate a person perceives the threat and will influence intentions to 

enact preventative behaviors. 

Empowerment. The final component of the theory of vested interest is empowerment, 

people's perception of their ability to perform actions consistent with the gain/loss 
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implications of the attitude object. Any number of actions may logically spring from an 

attitude, but if these actions are beyond the actor's capability, empowerment will be perceived 

as low. Non-empowerment attenuates vested interest and attitude-behavior consistency. 

People may have knowledge and negative attitudes toward HIV, but if they cannot ascertain 

an acceptable means of avoiding infection, the vested interest of the attitude will be 

attenuated, and attitude-consistent action unlikely. Empowerment affects many aspects of 

human social behavior, from political participation (Abramson & Aldrich, 1982) to positive 

health practices (Miaman & Becker, 1974). Ajzen and his colleagues (e.g., Ajzen, 1985; 

Ajzen & Madden, 1986) have sufficiently demonstrated the functional relationship between 

empowerment (or perceived behavioral control) and attitude-behavior consistency. 

Vested Interest and Social Learning Theory (sLU 

The basic tenets of Social Learning Theory [SL T] articulate with the theory of vested 

interest, and are in keeping with Prochaska's stages of health behaviors. SLT enlightens the 

factors that guide how information is transmitted and absorbed while vested interest focuses 

on the elements that affect the connection between attitudes and the targeted behavior. The 

central features of SLT and vested interest theory foster this integration. 

SLT has been widely used because of its applicability in health education and disease 

prevention contexts involving children and adolescents. Its emphases on empowerment (self

efficacy), the belief that actors can affect their outcomes through acquired skills and attitudes, 

the imp0l1ance of family relations, and vicarious learning combine well with vested interest. 

Accordingly, SLT and vested interest guide the construction of the survey questions for the 

initial study, and form the theoretical basis for hypotheses and research questions advanced 

for this study. 



Self-efficacy/empowerment. SLT and vested interest theory both hold that self-efficacy 

(or empowerment) is a critical mediator of the relationship between knowledge and 

knowledge-consistent action. Mounting evidence suggests that knowledge alone is not 

sufficient to induce risk-avoidant behavior (Brown & Fritz, 1988; Rotheram-Borus, Becker, 

Koopman, & Kaplan, 1991). Research on adolescents generally shows that a significant 

proportion know that HIV can be transmitted through the exchange of blood and semen as 

well as through sharing needles; however, a much smaller proportion are likely to perform 

risk-avoidant behaviors, such as abstinence, condom use, and monogamy (Center for 

Population Options [CPO], 1988a, b; Basen-Engquist & Parcel, 1992; McCoy & Calvin, 

1989). This discrepancy between knowledge and behavior points to the importance of 

assessing perceptions of empowerment (or perception of control and vulnerability) when 

attempting to improve health-relevant behaviors (Levy, Lampman, Handler, Flay, & Weeks, 

in press; Petosa & Wessinger, 1990). 
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Perceptions of empowerment are particularly difficult to induce when opposed by 

ongoing behavior. For most of the children in this study, this conflict is probably not 

germane. The average age of first sexual intercourse for young women is 16.2 years, and 

15.7 years for young men (CPO, 1989). The majority of our school-age respondents are pre

adolescents, ages 8-14, and are not typically sexually active. In Prochaska's terms, most of 

these children are at the precontemplative stage, and therefore, ongoing behaviors are not 

likely to attenuate perceptions of control. Parents, on the other hand, may be engaging in 

risky behaviors, and perceptions of empowerment (self-efficacy) are critical, and are assessed. 

Empowerment may prove especially important for segments of the population of ethnic 

minority- or lower socioeconomic-status (SES). Perceptions of powerlessness associated with 



low-SES (Bingham, 1989) and stigmatized minority group status (Crano & Hannula-Bral, 

1994; Goffinan, 1963) may lead to a general perception of low self-efficacy. Perceived 

control over health relevant outcomes, however, should accentuate risk-avoidant actions. 
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Family influence. SLT posits that all behaviors, including health-relevant behaviors, are 

acquired in the context of relations with others. Health behaviors are learned by observation 

and imitation, and these behaviors are maintained through reinforcement. Of particular 

import for this project is the effect of the family on sexual attitudes. Sexual attitudes are 

learned through association with significant others. In childhood, significant others are found 

in the family (Miller & Fox, 1987). Parental opinions concerning issues of sexuality are 

major influences in the formation of pre-adolescent beliefs and attitudes (Lenaghan & 

Lenaghan, 1987; Leo, 1992; Levy et al., in press). During adolescence, peer attitudes also 

take on great influence (Blyth, Hill & Theil, 1982; Treboux & Bush-Rossnagel, 1990). 

Assessing both parents and peers can foster understanding of the relative impact of social 

relationships on AIDS-related attitudes and level of knowledge about HIV/AIDS. 

It is evident from earlier research that Hispanics are particularly dependent on the 

family for information regarding their health behaviors (Estrada, 1992; Vega, 1990). 

Hispanic cultural norms stress family, tradition, and modeling of family members. 

Educational campaigns involving Hispanics must take this fact into account. Clearly, the 

family can be a powerful instrument for promoting non-risky behavior. Of course, barriers to 

family instruction are abundant. However, for Hispanics familial attitudes and behaviors 

could prove enormously influential, especially when younger participants are involved. 

Guided by this component of SLT, this study is designed in part to determine if 

children's and their parents' HNIAIDS knowledge and attitudes (including attitudes toward 
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people with AIDS) covary with acculturation level (Le., ethnicity). If knowledge is associated 

with acculturation, then it is necessary to discover if parent/child knowledge covaries as well. 

If so, then influence messages that affect parents' attitudes/knowledge may impact their 

children's as well. 

Modeling. A final aspect of vested interest/SLT that guides the development of the study 

is the emphasis on observational modeling. Relevant to this study are the attention, retention, 

and motivational processes that govern observational learning. Individuals attend to elements 

in their environment depending upon the interest value of the stimuli, the attractiveness of the 

source of stimulation, and the reward value of the stimuli (cf. Bandura, 1965; 1977b). 

Images represented both visually and verbally facilitate retention of information. Cognitive 

and behavioral rehearsal of the response pattern increases the potential for retention of 

information. If individuals are given the opportunity to rehearse the appropriate behaviors, 

proficiency and retention are increased (Bandura, 1986). Motivation to learn behaviors is 

contingent on the personal consequence of the outcomes involved (Crano & Sivacek, 1982). 

The more consequential the targeted behavioral outcome, the greater the likelihood an 

individual will learn or adopt the behavior. Research indicates that parents are the primary 

modeling source for pre-adolescents. Parents are viewed by their pre-adolescent children as 

attractive sources for learning (Treboux, & Bush-Rossnagel, 1990). Imitation involves not 

only modeling behaviors, but also adopting (or learning) attitudes, beliefs, and dispositions 

towards attitude-objects. In addition to relevant knowledge concerning HIV/AIDS, areas of 

concern for this investigation include attitudes about the disease and those who have 

contracted the virus, relevant socioeconomic variables that have been shown to impact 

attitudes, and perceptions of self in light of the disease. 



The following section presents three factors that are consistent with the theoretical 

position adopted in this study and intersect with current research in the area of HIV I AIDS 

prevention. These areas which are relevant to understanding the variables that influence 

knowledge of HIV/AIDS, and possibly AIDS-related behaviors are: (1) acculturation, (2) 

perceptions of control and vulnerability of contracting HIV, and (3) attitudes of 

pragmatism/morality in response to the AIDS pandemic. 
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Factors Associated With Knowledge of HIV / AIDS 

Acculturation 

Cultural experiences have been shown to have a pivotal influence on the persuasive 

process (Burgoon, Dillard, Doran, & Miller, 1982) as well as on attitudes concerning sexual 

activity and beliefs and behaviors associated with AIDS. The importance of understanding 

culture-specific information, the subtleties of subgroups, and the level of cultural adaptation in 

HIV education is underscored by the current data on HN infections within minority 

subgroups in the United States. People of color, adolescents, and gay individuals, as 

compared with heterosexual Anglo-Americans, are at a disproportionate risk for HIV infection 

(Centers for Disease Control [CDC], 1992). Consistent with the tenets of SLT, the social 

context within which people interact (e.g., culture, subgroups, social systems) greatly 

influences attitudes associated with health-related behaviors (Gibson & Kempf, 1990). As 

discussed earlier, cultural context may have an especially potent influence on normative 

behaviors for traditional Hispanics. 

The social context of the United States is not mono-cultural. With increasing frequency, 

regions evolve where members of "outside" cultures come into contact with the "insiders" or 

majority. The social context is one where values, behaviors, and norms of a majority culture 

are in direct contact (and potentially opposition) to those of the minority culture. The extent 

to which the minority takes advantage of, understands, and adopts the majority culture, 

defines their level of acculturation. Acculturation is the process by which an individual or 

group becomes socialized into an unfamiliar culture. Socialization entails the adoption of the 

predominant (majority) culture by a minority member or group. The greater the level of 

acculturation, the more the language, customs, values, identity, attitudes and behaviors of the 
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predominant culture are adopted (Domino & Acosta, 1987; Garza & Gallegos, 1985; Gordon, 

1964; MarCn & MarCn, 1990; Negy & Woods, 1992). According to Gudykunst & Kim 

(1992), as the process of acculturation occurs, deculturation or the unlearning of the original 

culture can also occur. Studies indicate that different levels of acculturation are related to 

such factors as cognitive style, verbal and nonverbal intelligence (Gonzales & Roll, 1985), 

extremity of response rate (Marin, Gamba, & MarCn (1992), alcohol consumption (Neff, 

Hoppe & Perea, 1987), socioeconomic status (Negy and Woods, 1992b) willingness to 

provide AIDS prevention advice (Marin, Marin, & Juarez, 1990), and knowledge of HIV and 

AIDS (MarCn & Marin, 1990). However, certain fundamental Hispanic values such as 

familism have been found not to vary across acculturation levels (Sabogal, MarCn, Otero

Sabogal, Marin, & Perez-Stable, 1987). 

The process of acculturation has commonly been viewed by social scientists as 

multidimensional. According to (padilla, 1980) a person's acculturation is reflected a variety 

of factors including self-identity, identity of parents, length of time spent in the United States, 

birthplace, communicative contact, preferences for language, food, and entertainment. 

Through the acculturation process, the majority cultural frame is subsequently affected. This 

is evidenced by the increase demand for bilingual employees, Hispanic oriented cultural 

observances (e.g., Cinco de Mayo), the growth of ethnic specific restaurants, television 

stations, etc. The "co-dependent" process of acculturation undoubtedly integrates several 

factors. At the center of this process is the inescapable significance of language, and the 

ability to manage the communication of the majority culture. 

While considering the multifaceted nature of acculturation this investigation holds that the 

process of acculturation is fundamentally a conununication-based construct, because it 
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concerns the ability of the target (minority) to absorb the social information of the mainstream 

society. Adaptation of the minority to the majority culture occurs through the identification 

and understanding of significant symbols (Kim, 1991), and cultural patterns are acquired and 

modified through communication. An over-arching function of communication is to achieve 

operational social information - information that works - which enables people to act upon 

the world and society in predicable and satisfactory ways. Through achieving operational 

social information, people are able to behave in ways that create expected effects in the 

environment and in social life. Those who have difficulty achieving a satisfactory level of 

operational social information will experience difficulty adjusting to the demands that exist in 

their environment, and this in turn may lead to a decrease in motivation to access 

communication channels. 

The acculturation process is more than simply a process of adopting and understanding 

the predominant vocabulary, it is a means by with people gain access to the "meanings" 

inherent in the culture. Each society presents events in its own cultural frames, and through 

these frames unique meanings and differentiated responses are bestowed (Asuncion-Lande, 

1990; Barnlund, 1982). The extent to which people can communicate within the majority 

culture influences not only accessibility to information, but more importantly, the meanings 

that enable them to manage their world successfully (Albert & Triandis, 1991). Successful 

management - the ability to behave in ways that create expected effects in the environment 

and in social life - is prerequisite to successful action. 

Although acculturation and the complimentary concept of assimilation have been 

researched in Asian, German, Indian, and African cultures, the present research is concerned 

with effects of variations in the acculturation of Hispanic people. In keeping with the 
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combined theoretical framework of social learning theory [SL T] and vested interest, this 

investigation views acculturation as dependent on the extent to which people are able to 

expose themselves to, understand, identify with, and differentiate the predominant symbols 

and meanings of the culture. The lower the acculturation level, the less able people will be to 

take advantage of the information resources of the society relative to members of the 

predominant culture. To elaborate this position, if most messages conveying information 

about HIV / AIDS occur within the cultural frame of the majority, these messages, even when 

translated into Spanish, may not carry the appropriate meaning for those of low acculturation. 

The meaning of these messages, designed within the culture of the majority, may well lose 

their significance. Unless they are structured in such a way as to relate message content to 

the appropriate culture, their meaning will not be absorbed. 

This view has important implications for health communication. Research has shown 

that the lower the level of acculturation, the less able people are to relate to concepts of 

health, disease, and preventative behaviors when the concepts are formed within the majority 

middle-class culture (Anderson, Giachello, & Aday, 1986). Conversely, highly acculturated 

people will be more likely to understand the symbols, language, and culture of the majority 

and message content will carry the appropriate meaning. 

Implications of Studying Cultural Differences 

At this point is necessary to address potential adverse implications of focusing on 

acculturation. Education scholars argue that discussions of cultural differences may lead to 

more stereotyping and further isolation and segregation of the minority student (Cazden & 

Mehan, 1989); therefore, students should be treated as individuals instead of as members of 

an ethnic group. However, other researchers (Garibaldi, 1992; Gollnick, 1992; Irvine (1992), 



hold that instructors dealing with culturally different children must recognize that learning 

differences do exist, and emphasis should be place on aspects of the social culture that affect 

learning, such as style and the habitual ways people view their environment. This project's 

emphasis on acculturation is not intended to imply that a superior/inferior relationship exists 

between or within cultural groups. On the contrary, focusing on the unique qualities evident 

within ethnic categories allows the design of messages to take advantage of learning 

differences, instead of treating certain groups as having learning deficiencies. Utilizing 

cultural uniqueness as a guide for message construction is extremely important, because as 

Garibaldi (1992) argues, those who work in culturally diverse settings "erroneously blame 

these children's low performance on their cognitive abilities rather than to admit that the 

material was not communicated adequately" (p. 29). 

Importance of Control and Perceived Vulnerabilinr 

34 

Misperceptions of potential risk of contracting HIV/AIDS greatly influence individual 

preventative behaviors. As such, research in this area is fundamental to planning and 

targeting intervention strategies (Moore & Rosenthal, 1991). According to the vested interest 

framework, vulnerability encompasses the concepts of certainty of disease transmission and 

the salience of the disease to the individual. The intuitive hypothesis that perceptions of 

vulnerability to diseases (unrealistic optimism in Weinstein's [1980] terms) are related to, or 

cause one to adopt preventative behaviors, has been met with some criticism due to conflicting 

research findings (e.g., Gerrard, Gibbons, Warner, & Smith, 1993). Although studies have 

supported the "vulnerabilitylbehavior" hypothesis (Hignson, Strunin, Berlin, & Heeren, 1990; 

Valdisseri et al., 1988), research on the relationship between perceived vulnerability and 

behavioral changes (either prevention or risk avoidance) has found either no relationship 



(Catania, Gibson & Chitwood, 1991), a negative relationship (Gerrard & Warner, 1992 as 

cited in Gerrard et al., 1993), or a positive relationship between perceived risk and risk 

promoting behaviors (Baldwin & Baldwin, 1988). 
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What is not evident from past attempts at establishing the vulnerabilitylbehavior link is 

whether there are certain moderating variables that link perceptions of vulnerability to 

behavior (Gerrard, Gibbons, Warner, & Smith, 1993). If the relationship between 

perceptions of vulnerability are closely associated with attitudes toward PW AIPWHIV, or 

particular moral and emotional beliefs concerning social diseases or knowledge level, entering 

these moderating variables into a behavior model would increase the probability of detecting 

the link between perceptions of vulnerability and preventative (or risk reduction) behaviors. 

A central reason compounding the necessity to target elementary aged individuals is the 

mounting evidence that pre-teens and teens have feelings of invulnerability which ironically 

place them in a vulnerable situation for contracting the HIV virus (CPO, 1989; Jemmott & 

Jemmott, 1990; Krantrowitz, et al., 1992; Moore & Rosenthal, 1991). Perceived 

invulnerability in youth may result in their ignoring preventive information which maybe 

perceived as unrelated to their situation. In SLT terms, motivation to change their behavior 

may be low, or as is proposed by vested interest theory, perceived invulnerability can result 

in a lack of perceived salience of the critical attitude outcome. In both cases, removal from 

the prospect of contracting HIV creates an environment in which the teen does not take the 

precautions necessary to diminish the risk. The World Health Organization's 1987 Global 

report on AIDS concludes that research in prevention programs must study teens' perceptions 

of invulnerability. It is difficult, and perhaps not ethical, to assess elementary age children's 

perception of risk of contracting HIV. However, the association between parents' perceptions 
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of vulnerability, attitudes, and morals may serve as a proxy for their children's perceptions of 

vulnerability. As posited by social learning theory, parents' perceptions may influence their 

children's perceptions of invulnerability. If parental attitudes concerning invulnerability to 

HIV/AIDS affect children's perceptions, it may affect children's willingness to adopt risk

preventive behaviors. There is evidence to suggest that attitudes toward persons with AIDS 

(PW A) influence feelings of prejudice and discrimination. Prejudicial and discriminatory 

attitudes increase when PWAs are viewed as the "other," or more distantly, as "those 

people." Personal contact with PW A, especially those perceived as having similar attributes 

(age, status, interests) increase the personalizing of the risk of contracting HIY (Handler, 

Lampman, Levy, Weeks, Rashid, & Flay, 1992) and subsequently may increase both the 

salience of the issue and the motivation to change risky behaviors. 

Importance of Morality and Responsibility 

The meaning and emotions associated with epidemics like AIDS are not simply the result 

of accurate information; rather these definitions are created socially, and educational programs 

must address variables that interfere with receptivity to factual information (Bennett, 1987; 

Herek, 1990; Velimirovic, 1987). Public opinion based on moral and emotional beliefs have 

shaped not only America's AIDS related policies, but perhaps more importantly, society's 

attitudes and behaviors toward the disease and toward PW A. AIDS related attitudes, 

including attitudes toward PW A, greatly influence how people individually respond to AIDS 

and the preventive behaviors they will adopt (Herek & Glunt, 1993). 

Factors that add to the social construction of diseases like AIDS and impinge upon 

receptivity can be classified on two dimensions of AIDS-related attitudes: (1) 

pragmatism/moralism, and (2) coerciOn/compassion, or blame and responsibility (Herek, 



1990). The moralist views AIDS as God's punishment, or the result of supernatural forces. 

As recently as 1987, 27 percent of respondents to a Los Angeles Times poll agreed with the 

statement that "AIDS" is a punishment God has given homosexuals for the way they live" 

(Herek & Glunt, 1993). From this perspective, a disease like AIDS should be controlled 

through a change of behavior considered sinful or wrong, and immoral behaviors epitomized 

by homosexual encounters should not be condoned. 
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Research indicates that "homonegatavism" greatly influences people's reactions to 

messages concerning HIV/AIDS and PWA (Bouton, et aI., 1987, 1989; Dupras, Levy, 

Samson, & Tessier, 1989; Glennon & Joseph, 1993; R. Young et aI., 1991). Heterosexuals 

with negative attitudes toward homosexuals are more likely to be poorly informed, have more 

stigmatized attitudes toward PW A, and have more fear and anxiety about AIDS (Herek, 1990; 

McDevitt, Sheehan, Lennon & Ambrosio, 1990). This type of stereotyping serves as an ego

defense that fosters a distancing function, allowing people to concentrate on superficial 

differences between PW A and themselves and ignore possibilities that there are fundamental 

similarities. If adolescents realize the similarities between themselves and PW A, they are 

more likely to personalize the risk of contracting AIDS and modify their behaviors 

accordingly (Handler, et al., 1992). 

Adhering to a moralistic philosophy when considering a disease like AIDS may 

profoundly influence individual sexual attitudes and behaviors. Those adhering to a moralistic 

stance reject AIDS interventions as condoning immoral behavior and refuse to acknowledge 

that they can be at risk of contracting the disease. Denial may foster perceptions of low 

personal salience of AIDS or low relevance of enacting preventive behaviors. A moralist is 



likely to reject discussing HIV/AIDS, since discussing an "immoral" disease necessitates 

addressing the coinciding immoral behaviors. 
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The pragmatist (or secular rationalist, according to Herek & Glunt, 1993), on the other 

hand, views the disease as something that must be eliminated through whatever means 

necessary, takes a nonjudgmentaI stance toward AIDS, and focuses on intervention strategies 

to prevent HIV transmission. This does not mean that those who hold a pragmatic 

perspective of diseases personally enact appropriate prevention behaviors, only that viewing a 

disease like AIDS pragmatically decreases the likelihood that stereotypical images and similar 

factors negatively influence receptivity to preventive messages. Pragmatists may be more 

likely to find the issue surrounding the disease salient, and of personal relevance since they do 

not distance themselves from engaging in discussion. As a consequence, the pragmatist may 

be motivated to actively pursue measures to decrease the spread of the disease, whether or not 

they are enacting risk inducing behaviors. 

The dimension of coercion/compassion reflects the perceived responsibility for both those 

contracting the disease and responsibility for care and cure. Those not contracting AIDS 

through homosexual behavior or drug use are often characterized as "innocent victims" 

(Albert, 1986; "Social Fallout From an Epidemic," Newsweek, 1985) while others who 

contract the HIV virus from "illicit" means get what they deserve. This concept of blame is 

poignantly illustrated by the reporting of AIDS during the onset of the epidemic (c.f., Shilts, 

1987). Research indicates that homosexuals are blamed for contracting HIV more than 

heterosexuals regardless of the mode of transmission (Dowell, LoPresto, & Sherman, 1991). 

Herek and Glunt (1993) argue that uncovering the relationship between symbolic issues of 

morality and responsibility and knowledge of AIDS is essential in the construction of any 
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prevention program. The responsibility for educating people about HIV/AIDS and the caring 

for PWA is a particularly salient issue associated with this disease (Herek, 1990). If those 

who suffer from the disease are believed to have acquired what they deserve, perception of 

personal consequences will be attenuated, and those holding these beliefs will be less likely to 

support programs designed to educate people about the social and personal factors that 

contribute to exposure. 

Summary 

Social learning theory and vested interest theory indicate that several influencial factors 

must be understood before designing HIV prevention programs. Factors associated with the 

"learning" of behaviors include motivation to adopt new attitudes, which is affected by the 

personal consequences and salience of the attitude object (FIIV infection). Learning and 

modeling occur within a powerful ~ context (culture, peer and parental influence) that 

may mediate the attitude-behavior link, rendering proper action, at the very least, difficult. 

Simply describing differences in the amount of factual information between people is 

insufficient, because it is clear that knowledge alone is not predictive of behaviors. Similarly, 

understanding health-related attitudes apart from related beliefs such as morality, control, 

responsibility, and cultural context may result in an incomplete representation of what 

eventually impacts an individual's HIV/AIDS related behavior. The complex array of 

relationships between all of these factors must be understood before attempting to create an 

HIV I AIDS prevention campaign. To begin to unravel these relationships, a study was 

conducted to test the fundamental assumptions of this investigation. 
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CHAPTER 2 

MEASUREMENT OF AIDS KNOWLEDGE AND AIDS-RELATED ATTITUDES 

Overview 

In the Fall of 1992, data on the HIV/AIDS relevant information were compiled from 

2500 family units. Parental consent was requested of all potential elementary school 

respondents from 16 schools in the diocese of Tucson (N = 1983), and parents were asked to 

serve in the study as well (see Appendix 1). The purpose of this initial study was designed in 

part to determine if children's and parents' HIV/AIDS knowledge and attitudes covary with 

their acculturation level. If knowledge is associated with acculturation, then there is a need to 

discover ifparentlchild knowledge covaries as well. Because parents' vested interest may 

coincide with their desire to learn and absorb information, acculturation level may be an 

impediment or an aid in gaining knowledge, and hence, altering attitudes. As social learning 

theory argues, the impressions and opinions of parents should influence their children's level 

of perceived consequences, and therefore influence the children's perceptions of risk. 

Because parents contribute significantly to the sexual attitudes and behaviors of pre

adolescents, it is assumed that their knowledge and attitudes will have an especially strong 

effect on their children's. It also seems possible, given the concomitant influence of attitudes 

and knowledge, that children's attitudes might be carried home, and thereby affect the 

parental knowledge/attitude base. Other aspects related to HIV infection (blame, 

vulnerability, attitudes toward those who have contracted HIV/AIDS) also were assessed for 

continuing study. 
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Research Question. The first research question (RQ) posed in the study sets the stage for 

the continued research investigation to be outlined. 

RQ1: Can AIDS knowledge, AIDS-related attitudes, and acculturation be measured 

reliably in the present population of children and adults? 

Research question 1 reflects the fact that the first requirement in research of this type is 

reliability, for if the instruments employed are not suited to the respondent sample, if the data 

are basically flawed, the entire study is compromised (Brewer & erano, 1994; Crano & 

Brewer, 1986). Measurement issues are especially important when dealing with respondent 

samples that involve young children, people unfamiliar with standardized tests, or those who 

are not facile with the language of the test -- characteristics that describe a reasonably large 

proportion of the initial study's sample. To enhance the likelihood of obtaining high quality 

data, widely used knowledge tests and attitude scales of established reliability and validity 

were used throughout. Further, all instruments were administered to parents in English and 

Spanish. Parents more familiar with Spanish (53% of the sample is Hispanic) could read the 

surveys in their native language. The English language version of the instruments posed no 

undue problems for the elementary school respondents. 

Method 

Sample Population 

All Catholic elementary schools in the Tucson diocese (which includes the counties of 

Cochise, Gila, Greenlee, Graham, LaPaz, Pima, Pinal, Santa Cruz, and Yuma, an area of 

42,700 square miles) cooperated in encouraging students in grades 3 through 8 and their 

parents complete an HIV IAIDS survey (47-51 % of all surveys, parent and children [N =2823] 

were completed and returned). Of those responding, 53 % were of Hispanic origin, 31 % 



Anglo American, 14% Native American, and 5% of other ethnic origins. Each gender was 

represented equally. 
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The sample population spans a variety of geographic areas and is representative of many 

schools in the state of Arizona. Three schools in the study are in border towns (located in 

Douglas and Nogales) where the primary ethnicity of school population is Mexican American. 

Many of these students travel across the United States/Mexican border to attend school, 

suggesting that their personal contact with American society may be more limited than 

children in the other schools under study. Three schools participating in this study are located 

in the rural areas of Yuma and Globe; their student popUlation is a mixture of ethnic 

backgrounds. Although these schools are not geographically isolated, they are located in 

towns removed from major cities, with populations of less than 40,000. Eight schools are 

located within Tucson area, yet the composition of the schools varies considerably. Three 

schools are comprised primarily of Anglo American students, while two of the schools have a 

majority of Mexican American students. The final three schools have equivalent proportions 

of both Anglo Americans and Hispanics and may be considered bicultural. The final two 

schools participating in the study are located on separate Indian Reservations with members of 

the Navajo, Pascua Yaqui, and Tohono O'Odham tribes (San Xavier and San Carlos 

reservations) . 

In sum, the 16 schools participating in the initial survey (1) provide a rich ethnic 

diversity which allows for the evaluation of the impact of cultural differences, (2) are located 

in diverse geographic areas, and (3) involve students who are at the age where information 

and instructions about appropriate health-related behaviors may have the greatest impact on 

maintaining low HIY related risky behaviors. 
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Instruments 

Measures were chosen to provide information on students' and parents' knowledge of 

HIV/AIDS or to tap attitudes toward PWA. Parents' questionnaires were completed in the 

home, so it was imperative that the questionnaire be relatively brief and interesting. Because 

some parents were more comfortable reading Spanish, the cover letters, consent form, and 

survey were translated into Spanish. [To examine the accuracy of our translation, back

translations were conducted by two bilingual educators. This process confirmed that the 

Spanish and English versions of the survey and cover letters conveyed similar meanings.] 

Parents. The parent survey (Appendix B) consists of four sections. Part I includes items 

taken from previous HIV/AIDS studies assessing: (1) perceptions of risk and vulnerability, (2) 

knowledge of people with AIDS [PWA], (3) perceived control over contracting the disease 

and (4) stereotype images of PWA. 

Invulnerability was assessed using a combination of respondents' comparative perception 

of risk, along with their perceived likelihood of contracting AIDS in a population of people 

with similar characteristics to the respondent. 

Personal knowledge of people with AIDS was assessed directionally. If the respondent 

knew someone who had been diagnosed HIV positive or who had HIV I AIDS they were asked 

to indicate whether the affected person was an acquaintance, a friend, or a relative. Although 

having personal knowledge of a PW A should be related is some way to knowledge and 

attitudes about HIV/AIDS, few studies have found such a relationship, due in part from the 

low frequency of contact with PWA in the populations studied. Handler et a1. (1992) suggest 

that adolescent educational programs aimed at improving attitudes toward PW A may benefit 

by providing learners with an opportunity to ineract with adolescents with HIV infection. 
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In a similar manner, perceptions of general control over contracting the HIV virus is 

assessed by five statements (see Appendix 3, p. 3 - item 5) This assessment may serve as a 

proxy of repondants' general level of perceived self-efficacy in protecting oneself from 

contracting the HIV virus. 

The statements used to measure stereotypical perceptions of PW A were employed in a 

previous AIDS study by Moore & Rosenthal (1991). Earlier results indicated that those 

holding strong stereotypical images of PW A perceived themselves at lower risk of contracting 

the HIV virus and viewed themselves as having control over the possibility to contracting HIV 

(see Appendix 3, p. 4 - item 6). 

Part II of the parent survey assesses knowledge of HIV / AIDS and knowledge of HIV 

transmission. Scales contain selected items from the National Health Inventory Survey 

(National Center for Health Statistics, Dawson & Hardy, 1989) that generally coincide with 

the AIDS-Related Learning Objectives of the National Catholic Education Association, whose 

cirriculum serves as the basis of our continuing research (AIDS: A Catholic Educational 

Approach, 1988, pp. 13-15). Eleven Likert-type items measuring the transmission of the HIV 

virus (e.g., "A person will get HIV/AIDS or the HIV/AIDS virus infection from: living near 

a home or hospital for AIDS patients, using public toilets, eating at a restaurant where the 

cook has the AIDS virus ") were assessed, responses ranging from 1 True to 5 False. In 

addition, respondents assessed the veracity of 12 Likert-type items concerning general 

information concerning HIV/AIDS. Items include "AIDS leads to death," "Teens cannot get 

the HIV virus," and "A person who has the HIV/AIDS virus can look and feel well and 

healthy. " 
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Part ill consists of two item sets. Reflecting the morality/pragmatism factor, the first set 

of items assessed parents' beliefs about the connection between AIDS and God. Six Likert

type items, (responses ranging from 1 strongly disagree to 5 strongly agree) included 

statements such as "AIDS is a punishment from God," and "AIDS is God's way of punishing 

society for its actions." 

The second set of items was designed to tap the coercion/compassion dimension and 

measure attitudes on responsibility for those infected with the HIV/AIDS virus. Two separate 

measures were used to assess the dimension of responsibility. The first measure of 

responsibility [Response I] reflects attitudes of blame and innocence associated with how the 

HIV virus was contracted (blood transfusion, sexual intercourse, intravenous drug use) and 

crossed by who contracted the disease (adult, prostitute, child, IV drug user; see Appendix B, 

p. 1 - items 1-12). The combined measure indicates the extent to which PW A are held 

responsible for their affliction. This scale is divided into two dimensions, the first dimension 

contains 6 items associated with socially defined "guilty" actions such as sexual encounters 

and IV drug use by adults and teens. The second dimension, also containing 6 items, reflects 

circumstances removed from personal control such as blood transfusions and rape. 

The second measure of responsibility [Response II] assesses attitudes concerning the level 

at which caring for PWA and educating people about the disease should occur (e.g., 

individuals, church, community, state, federal; see Appendix B, p. 2 - items 1-7). Herek 

(1990) argues that a pervading conflict in the social construction of AIDS concerns the 

appropriate response to the PWA, i.e., should the community care for them, or should they 

be ostracized. Individuals who do not change their risky behaviors when presented with the 

"rational" facts (of lung cancer, AIDS, vehicular safety) are first met with "puzzlement" and 
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then "hostility" from society (Herek, 1990, p. 116). Hostile feelings easily translate into 

personal anxiety and tolerance for punitive actions levied against these individuals - the 

responsibility for care rests with the individual. Applied to AIDS, people holding the attitude 

that PW A are responsibile for their own care, fail to consider information accurately, to seek 

new information, and disregard personal risk and consequences (Berek, 1990, p. 123). 

Part IV was designed to acquire background demographic information on the parent(s). 

All of the items included have been shown in previous studies to have an influence on 

attitudes and knowledge of AIDS. 

The final series of questions for the parents is the Acculturation Rating Scale for 

Mexican Americans [ARSMA] developed by Cuellar, Harris, and Jasso (1980). As discussed 

earlier, results of various studies have shown that level of acculturation is related to 

knowledge and beliefs about AIDS. This 20-item scale, with responses ranging from 1 Very 

Mexican to 5 Very Anglicized, include items that tap the concept of language use and 

preference, ethnic identity, reading/writing exposure, and ethnic interaction (see Appendix C). 

Researchers employing this scale consistently acquire alpha reliabilities of .80 and above (see 

Table 1 for scales and alpha reliabilities for the parents' survey). 



Table 1 
Measurement Reliabilities for Parents 

Factor Number of Items a Reliability 

·Overall Knowledge 16 .71 
Morality /Pragmatism 5 .70 
Coercion/Compassion 
Response I 

Guilty 6 .78 
Innocent 6 .89 

Response II 7 .81 
Acculturation 20 .96 
Invulnerability 2 .62 

·Overall Knowledge score consists of 16 selected items 
from the General Knowledge dimension (items = 12, a = .57) 
and Knowledge of Transmission (items = 11, a = .80). 

Students. Student surveys (Appendix D) contain questions that correspond to the 

parents'. Because the questions are appropriate to students' grade level, the children's 

measure Parallels the parents', but the items are not identical to those of the parent measure. 

Four slightly different questionnaires were constructed; one form was developed for the 3rd 
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graders, one for 4th graders, another for 5th and 6th graders, and a fourth for the 7th and 8th 

graders. Questions were based on the NCEA AIDS curriculum guidelines (1988) for each 

grade. Reading level for each survey was analyzed using the Grammatik IV (1989) writing 

assessment program, and further modifications were made from suggestions by elementary 

education professionals from each grade level. Students were asked questions concerning 

stereotyped attitudes, knowing a PW A, in addition to demographic information consisting of 

gender, year in school, ethnicity, and age (see Table 2 for scales and alpha reliabilities from 



the student survey). Student acculturation was defined on the basis of parents' ARSMA 

scores. 

After obtaining parental consent, surveys were administered to students in class. 

Students who had not obtained parental consent were provided an alternate activity. Either 

one or both of the consenting parents completed the survey in the home. To maintain 

anonymity, homeroom teachers maintained lists on which the ID numbers attached to each 

survey were matched with the names of the respondents (see Appendix E for Teacher 

Instructions). The researchers controlled the surveys, but not the accompanying respondent 

names. 

Table 2 
Measurement Reliabilities for Students 

Factor Number of Items 

·Overall Knowledge 16 
Morality Pragmatism 5 
Coercion/Compassion 

**Response II 7 

ex Reliability 

.76 

.64 

.89 

·Overall Knowledge consists of items from the General 
Knowledge measures in Grades 7-8 (items=12, ex=.54) 
grades 5-6 (items = 12, ex=.77) Grade 4 (items = 11, ex=.51), 
grade 3 (items=6, ex= .56), and Knowledge of Transmission 
measures grades 7-8 (items = 12, ex=.79), grades 5-6 (items = 10, 
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ex= .88), grade 4 (items = 10, ex= .83), and grade 3 (items=6, ex= .74). 
"No data for Grade 3. 

Brief Summary of Findings 

The initial study successfully answered research question 1 that focused on whether 

AIDS knowledge, AIDS-related attitudes, and acculturation could be measured reliably in the 
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present population of children and adults. It revealed that reliable measures of AIDS 

knowledge and AIDS transmission can be constructed for adults and children across different 

levels of SES, ethnicity and acculturation, and familiarity with the English language. The 

same observation is true for the other measures administered - attitude toward blame and 

innocence, coercion and compassion, moralism/pragmatism, and responsibility. 

Research question 1 also focused on whether acculturation could measured reliably 

within this population. These results indicate that the ARSMA has an extremely high 

coefficient of internal consistency (coefficient 0/ = .96). To ensure that the ARSMA is 

accessing acculturation consistent with the present communication-based approach, the 

following chapther describes an investigation into the ARSMA's stucture. 



CHAPTER 3 

REFINEMENT OF THE ACCULTURATION RATING SCALE 

FOR MEXICAN AMERICANS [ARSMA] 
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Owing to the pivotal nature of acculturation for this study, the scale by which 

acculturation is measured must be conceptually rational and demonstrate statistical reliability. 

The Acculturation Rating Scale for Mexican Americans ([ARSMA] Cuellar, Harris, and 

Jasso, 1980) has been used in numerous studies (e.g., Burnam, Telles, Karno, Hough & 

Escobar, 1987; Cuellar Harris, & Jasso, 1980; Marin, Sabogal, Marin, Otero-Sabogal, & 

Perez-Stable, 1987; Negy & Woods, 1992b), yet past results of dimensionality have produced 

equivocal results. Previous studies of the ARSMA commonly make use of factor analysis to 

investigate its dimensional structure (e.g., Burnam et al., 1987; Cuellar et a1., 1980; Marin et 

a1., 1987). The resulting factor structure from orthogonal rotation is used as evidence of the 

scale's multidimensionality. Three- (Burnham et al., 1987) or four-factor solutions (Cuellar et 

a1., 1980; Negy & Woods, 1992a) are standard. Summation across factors is then typcially 

employed to generate a summed total acculturation score (e.g., Burnam et al., 1987). 

Although frequently used in measurement validation, this operation violates the underlying 

logic of factor analysis (Crano & Brewer, 1986). In addition, extremely high coefficients of 

internal consistency (e.g., coefficient a), common in ARSMA research, suggests that the 

items that constitute the instrument may well load on the same factor. As such, the multiple 

factors that result from the factor analysis of this instrument may be attributable to sampling 

error, rather than true score variations (cf., Brewer, Campbell, & Crano, 1970). Given the 

conflicting results of previous studies using the ARSMA, and to insure that the fundamental 
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acculturation measure used in this study is structurally sound and is employed appropriately 

within the current investigation, further analysis of the ARSMA is warranted. 

The internal consistency of the ARSMA in the present study was very high (Coefficient 

a = .96). Clearly the interdependence of items is extreme. To demonstrate comparability of 

the present data set with earlier findings, the inter-item correlation matrix of the ARSMA was 

analyzed via principal components factor analysis, with a varimax rotation. As shown in 

Table 3, the analysis extracts three factors by the standard 1.00 eigenvalue criterion. 

Table 3 
Varimax Rotated Factor Loadings of the ARSMA 

Item Rotated Factor Loadings 

2 3 

to. TV .846 .264 .095 
11. Movies .839 .242 .053 
9. Music .740 .280 .226 
1. Language Spoken .724 .553 .040 

15. Food .713 .548 .040 
16. Language Think In .7tO .585 -.013 
17. Language Read Better .696 .616 -.024 
2. Language Preferred .688 .516 .093 

12. Generation .583 .691 .006 
19. Pride in Group .526 .453 .469 
14. Contact w/Mexico .511 .122 .483 
20. Rate Self .326 .800 .035 
5. Father's Ethnicity .114 .778 .189 
3. Self-Identity .376 .769 .202 
4. Mother's Ethnicity .276 .755 .133 
6. Friends up to 6 years .379 .707 .258 

13. Where Raised .388 .679 .059 
7. Friends 6 to 18 years .479 .616 .276 
18. Language Write Better -.046 .098 .843 
8. Associate with Now .496 .409 .335 

Eigenvalue 12.03 1.24 1.20 
% Total Variance Explained 60.17 6.17 5.98 
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Although the matrix of intercorrelations obviously could be factored, the logic of the analysis 

is no more compeIling than one analyzing a scale with a coefficient a of 1.0 (i.e., a scale 

reflecting a perfect degree of relationship among items). Given the very high a of the 

ARSMA in this study, any factors that arise in the analysis beyond the first factor are a 

function of error rather than true score variance among items. 

The Phi-Approach Alternative 

To revise the ARSMA and reduce the number of items, a Four-fold contingency 

(or Phi-) approach was used as an alternative to the factor analytic method. The alternative 

approach was described originally by Christie and Geis (1970), and employed in their study of 

Machiavellianism. 

The total summed ARSMA score was calculated and participants were divided into high 

and low scoring groupings by a median split. Respondents' scores on each ARSMA item were 

then classified as "high" (for those scoring "4" or "5, ") and "low" (for those scoring" 1" or 

"2"). Those scoring at the midrange position were discarded from the analysis for that 

particular item. These high and low scores were crossed with each participant's total score, 

which had been divided at the median. Ideally, all scores should fallon the "on" diagonal of 

the 2x2 table: participants scoring high on a particular item should have a high total score; 

those scoring low on a given item should fall into the lower half of the total score 

distribution. The item is flawed to the extent that this pattern does not appear. Items that do 

not discriminate high from low scorers will produce a very low Phi coefficient, and be 

dropped. Similarly, items with a large majority of "neutral" responses also will be dropped, 

because if an item elicits mostly neutral responses, it will not discriminate high from low total 
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scores. An example of such item distribution, across all 790 respondents in this project, is 

presented in Table 4. 

Table 4 
Total Score x Item 1 Score: Contingency Table Analysis 

Total Score 

High Low 

High 324 o 
Item Score 

Low 11 184 

Phi=.96, P < .0001 

As shown, the responses of 519 participants on item 1 of the ARSMA fell into the extreme 

(positive or negative) tails of the item distribution. Of this group, scores of 335 participants 

fell into the positive portion of the total score distribution; and 324 of these 335 participants 

also fell into the high portion of the item distribution. For the 184 eligible participants whose 

scores were in the lower portion of the total score distribution, the item had high 

discriminability -- all of those with a low total score also fell into the negative tail of the item 

distribution. The resulting high phi coefficient for this distribution is significant (Phi = .96, 

p < .0001). 

The phi-approach was employed for all items, and the results of this analysis are 

presented in Table 5. As shown, many, though not all of the items, are strongly related to 

the total score dichotomy. 



TABLE 5 
Results of Contingency Table Analysis Across All ARSMA Items 

Item 

1. Language Spoken 
2. Language Preferred 
3. Self Identity 
4. Mother's Ethnicity 
5. Father's Ethnicity 
6. Friends up to 6 years 
7. Friends 6 to 18 years 
8. Associate with now 
9. Music 
10. TV 
11. Movies 
12. Generation 
13. Where Raised 
14. Contact with Mexico 
15. Food 
16. Language Think In 
17. Language Read Better 
18. Language Write Better 
19. Pride in Group 
20. Rate Self 

Percentage 
Discriminating 

97.6 
96.6 
88.1 
89.6 
88.6 
89.7 
91.0 
88.4 
95.2 
86.0 
79.6 
41.0 
94.5 
87.7 
82.0 
96.2 
97.0 
97.3 
55.7 
86.9 

Phi 

.96 

.93 

.72 

.57 

.48 

.50 

.56 

.65 

.89 

.77 

.65 

.64 

.89 

.73 

.59 

.92 

.94 

.95 

.10 

.68 

To focus the scale items while improving the scale's discriminability, items whose phi 

value did not exceed 0.70 were deleted. This general rule of thumb resulted in a 10 item 

scale with a high level of internal consistency (a = .96). This result demonstrates the 

potential utility of the phi-approach when attempting to enhance scales of high internal 

consistency. Dropping items from the original scale did not attenuate psychometric quality. 

An orthogonal factor analysis was conducted on the reduced lO-item index ([ARSMAtO] 

see Table 6). The results of this factor analysis suggests a single factor solution, with very 

high loadings, and more variance accounted for than in the analysis of the original 20-item 

ARSMA. Although the factor analysis confirms that the to-item ARSMA is unidimensional, 
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as previously argued, factor analysis is not a suitable method to ascertain the structure of a 

scale exhibiting very high internal consistency. Nonetheless, the results of this analysis do 

offer support to the reducted item set. 

TABLE 6 
Principle Components Factor Loadings for Reduced ARSMA 

Item # 

1. 
2. 
3. 
9. 

10. 
13. 
14. 
16. 
17. 
18. 

Language Spoken 
Language Preferred 
Self Identity 
Music 
TV 
Where Raised 
Contact with Mexico 
Language Think In 
Language Read Better 
Language Write Better 

Eigenvalue 
%Percentage of Variance 
N = 790 

Factor Loading 

.92 

.88 

.80 

.76 

.81 

.90 

.76 

.92 

.92 

.94 

7.48 
74.80 

Discussion and Quasi-Validation of the ARSMA 10 

This study is based on the premise that acculturation is fundamentally an indicator of the 

ability of an "outsider" to take advantage of the communication flows of mainline society. 

The analysis of the ARSMA supports this point. The majority of the items in the ARSMAlO 

reflect the importance of communication -- the language the individual prefers to speak, to 

read, to write, to hear on TV or in Music, etc. Three of the items have a more social 
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identificatory flavor (Abrams & Hogg, 1990; Hogg & Abrams, 1988; Turner et al., 1987) but 



even these items (Where Raised, Contact with Mexico, Self-identity) may reflect 

communication issues to a significant extent. 

As a further indicator of quality, a Pearson product moment correlation was conducted 

between the original ARSMA and the ARSMAlO. This correlation is both practically and 

statistically significant (r = .98). It suggests that the reduced measure efficiently and 

accurately captures the information subsumed in the more lengthy instrument. 
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Evidence for the quality of this scale refinement is clearly suggested by three strong 

results. First, factor analysis of the ARSMA10 testifies unambiguously to a single factored 

solution. The liberal criteria of 1.0 eigenvalue threshold provides clear support for the 

ul!idimensionality of the ARSMAlO. Second, the internal consistency of the ARSMA10 is as 

high as the original 20-item scale with only half as many items. Given the dependence of 

alpha on number of items, this finding in itself is impressive, and signifies the high 

interrelationships among the items of the ARSMA10. This result also suggests the 

psychological redundancy of many of the items of the original ARSMA. Further, evidence of 

the quality of the ARSMAIO is shown with the significant correlation to the original scale. 

Analyses of Remaining ARSMA Items 

While it is undeniable that the ARSMA10 consists of items that are conceptually tied to 

communication concerns, the 10 items deleted from the original scale also merit inspection. 

This is reasonable, because the remaining items may have a quality related to, yet distinct 

from the present conceptualization of acculturation. Results indicate that five of the remaining 

10 items have a social orientation; Mother and Father's Ethnicity, Friends up to 6 years, 

Friends 6 to 18 years, and the ethnicity of those you Associate with now. These items 

represent the ethnicity of important people in the respondents' social environment from early 
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childhood to the present. Of the remaining five items, preferences for Movies and Food 

center on social activities, while the final three items can loosely be categorized as a measure 

of embeddedness in a social group; Generation, Pride in Group and Rate Self (Very Mexican 

to Very Anglicized). Overall, the majority of the remaining 10 items are focused on 

variations in social contacts, rather than on the more linguistic orientation of the ARSMA1O. 

The internal consistency of the remaining 1O-items (labeled social identity index [SI] for 

purposes of this study) was calculated. Not surprisingly, the reliability was very high 

(Coefficient Ci = .93). To demonstrate the comparability of the SI to the ARSMAIO, the 

inter-item correlation matrix was analyzed via principal components factor analysis, with a 

varimax rotation of factors whose eigenvalue cutoff exceeded 1.0. The results of the analysis 

are presented in Table 7. 

Table 7 
Varimax Rotated Factor Loadings of the Social Identity Index 

Item Rotated Factor Loadings 
1 2 

4. Mother's Ethnicity .781 .406 
5. Father's Ethnicity .732 .455 
6. Friends up to 6 years .790 .468 
7. Friends 6 to 18 years .807 .408 
8. Associate with now .753 .314 

11. Movies .836 -.337 
12. Generation .310 .807 
15. Food .678 .216 
19. Pride in Group .148 .815 
20. Rate Self .746 .376 

Eigenvalue 6.05 1.24 
% Total Variance Explained 60.50 12.40 
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The factor analysis extracts two factors by the scree criterion. Examination of the factor 

loadings (and double loadings) does not furnish a clearly interpretable picture of the structure 

of the Social Identity index. Clearly, factor analysis is an inappropriate technique to 

understand the dimensionality of the SI given its high internal consistency, and these results 

will not be used in evaluating the SI index. 

Conceptually, the SI items have the potential to explain important issues concerning a 

minority's ability, or motivation, to assimilate into the mainstream, while the ARSMAlO 

appears to be a conceptually sound and accurate measure of an individual's ability to take 

advantage of the communication flow in the modal environment. 

Test of Comparability 

To test the comparability of the ARSMAIO and the SI indices, Pearson product moment 

correlations were conducted between these measures, and relevant sociodemographic 

variables. As stated in the previous chapter, considerable evidence collected in earlier 

research suggests a positive correlation between acculturation level and education, income, 

and knowledge of HIV/AIDS. As shown in Table 8, there are several interesting features to 

the raw correlations. First, the correlation between the two measures is high (r = 0.84). 

This is expected given the high alpha of the original 20-item set. Second, education and 

income have a small yet significant relationship with both the ARSMAIO and the SI. Clearly, 

the SI does measure a facet of embeddedness in society. These results suggest the inclusion 

of both the ARSMAlO and Social Identity index in further analyses, unless the SI is shown to 

be statistically ineffectual as an index for distinguishing groups. 



Table 8 
Comparison of Pearson Correlation Coefficients Between the 

ARSMAlO and Social Identity Scale· 

ARSMAIO 
Education 
Income 

ARSMAIO 

.15 

.19 

• All correlations, p < .05 

Social Identity 

.84 

.17 

.18 
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CHAPTER 4 

KNOWLEDGE DIFFERENCES AS AN FUNCTION OF 

ACCULTURATION AND SOCIAL IDENTITY 

Rationale and Research Ouestions 
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A primary concern of this investigation is to understand how the differences that exist 

between Hispanics and other ethnic groups influence their knowledge of AIDS. The current 

findings on acculturation and social identity also prompt the investigation of how differences 

among Hispanics based on these constructs influence AIDS knowledge. Given the reliability 

and validity of measures used to assess AIDS knowledge, acculturation, and social identity in 

this population of parents and children, the following research questions focus on the 

relationship between these constructs. 

RQ2: Are there differences in AIDS-related knowledge among adults as a 

consequence of their level of acculturation in mainstream society? 

RQ3: Are there differences in AIDS-related knowledge among children as a 

consequence of their level of acculturation in mainstream society? 

RQ4: Do children's knowledge levels covary with those of their parents? 

Answers to research questions 2 through 4 are fundamental to understanding whether the 

social context of culture and familial influence have an impact on health-related knowledge. 

If social influences do not differentiate segments of the population as expected from previous 

research, either the sample population is unique or the measurements used to assess contextual 

influences are flawed, rendering continued analysis suspect. 



Acculturation (ARSMAlo) 

The mean ARSMAlO score of the Anglo parents who completed the ARSMAI0 was 

4.51 (scores could range from 1 to 5), the standard deviation was .56. Among the Hispanic 

parents, the mean ARSMAlO was 3.05, with a standard deviation of 1.06. Acculturation 

level within the Hispanic subsample was defined as follows: those with scores one standard 

deviation above the mean (N = 114) were defined as highly acculturated; those falling one 

standard deviation below the mean (N = 157) were defined as low acculturated; those within 

one standard deviation of the mean (N =300) were defined as bicultural, or moderately 

acculturated. Anglo parents (N =609) constituted 52 percent of the total parent sample of 

1181 that completed the ARSMA. 

Social Identity Scale (SI) 

Anglo parents (N = 609) had a mean Social Identity score of 4.52. The mean SI score 

for Hispanic Parents was 2.54, with a standard deviation of 0.74. The Social Identity level 

within the Hispanic subpopulation was defined, using the corresponding one standard 

deviation criteria used with the ARSMAlO. Those with scores one standard deviation above 

the mean (N=91) are considered high in Social Identity (or Anglicized); those one standard 

deviation below the mean (N=122) are defined as low in Social Identity (or Traditional), and 

those within one standard deviation of the mean (N = 358) are considered having a "dual 

identity. " 

Parents' Acculturation and Knowledge 
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Parents were grouped according to the ARSMAI0 categorization rules described above, 

and their scores on the AIDS knowledge scale (Section 2, Items 1-17) inspected via a one-way 

analysis of variance (ANOVA). The analysis disclosed a significant association between 



acculturation and AIDS knowledge, F(3, 1174) = 16.99, P < .0001. Mean scores for the 

four groups, from lowest to highest acculturation level, are 46.5%,53.5%,57.3%, and 

57.8%, respectively. These scores reflect the proportion of questions correctly answered by 

parents. 
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A trend analysis was conducted to assess expectations that the lowest acculturated group 

will have the lowest scores on the AIDS knowledge scale, progressing to the most correct 

information on AIDS evidenced by the highest acculturated group (i.e., the Anglo parents). 

The analysis disclosed a significant weighted linear trend, F(l, 1174) = 49.58, P < .0001, 

with non-significant quadratic and cubic terms. Paired comparisons were also conducted to 

assess the degree to which each of the four groups differed from each other on proportion of 

questions correctly answered. All groups significantly differed (at the .05 level) from one 

another except the highly acculturated Hispanic and Anglo groups which did not differ 

significantly. 

Acculturation had a similar effect on parents' knowledge of the manner in which HIV is 

transmitted. Parents were grouped according to ARSMAlO level, and a one-way ANOVA 

disclosed significant differences between levels on knowledge transmission scores, F(3, 1151) 

= 9.05, P < .002. Differences in transmission knowledge are linearly ordered as a 

consequence of acculturation (Mean score = 55.2% correct, 59.3%, 61.5%, 62.7%, from 

lowest to highest acculturation level). Trend analysis reveals that the weighted linear trend is 

significant F(1,1151) = 25.70, P < .001, with non-significant quadratic and cubic trends. 

Results of planned comparisons indicate that the Anglo group significantly differs from the 

low and bi-acculturation groups (p < .05). 
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Parents' Social Identity and Knowledge 

Parents were grouped according to the SI categorization rules described above, and their 

scores on the AIDS knowledge scale (Section 2, Items 1-17) inspected via a one-way analysis 

of variance (ANaVA). The analysis disclosed a significant association between the Social 

Identity index and AIDS knowledge, F(3, 1174) = 13.99, P < .0001. Mean scores for the 

four groups, from lowest to highest acculturation level, was 46.9%, 53.0%, 56.9%, and 

57.8%, respectively. As before, these scores reflect the proportion of questions correctly 

answered by parents. 

A trend analysis was conducted to assess the direction of association between the four 

groups based on their scores on the AIDS knowledge scale. Like the results when groups 

were partitioned using the ARSMA10, the linear trend was significant F(1,1174) = 38.41, P 

< .0001. Paired comparisons were conducted to assess group differences. Results indicate 

that the traditional identity group differs from the other groups (p < .05). 

Parents were grouped according to their SI score, and results of a one-way analysis of 

variance (ANaVA) conducted to assess differences between the four groups on knowledge of 

transmission indicate a non-significant difference between parent SI categories on transmission 

knowledge scores, F(3, 1153) = 1.88, P = .13. Mean scores for the proportion of questions 

correctly answered by parents in each group, from the most traditional Hispanic social identity 

to Anglo, are 64.9%,63.8%,67.17, and 67.5%. 

Influence of Parents' Acculturation on Children's Knowledge 

Children were also grouped according to their parents' ARSMAlO score, and an 

ANaVA computed on their knowledge scale scores. As in the parents' analysis, acculturation 

is associated with knowledge, F(3, 792) = 12.18, P < .0001, eta2 = .044. Mean correct = 



51.3%,53.3%,62.6%,60.81 %, for lowest to highest acculturated groups. Acculturation 

also was associated with transmission knowledge scores, F(3, 766) = 5.99, P < .0001, eta2 

= .023. Mean correct = 48.9%, 58.9%, 63.0%, 62.9%, for lowest to highest acculturated 

groups. 

Trend analysis was conducted to assess the order among means of the four groups. 

Results on the knowledge scores indicate a significant weighted linear trend F(l, 789) = 

31.20, P < .0001, and a significant weighted cubic trend F(l, 789) = 7.16, P < .01. 

Paired comparisons between group pairs revealed a Significant difference in the mean scores 

between the low acculturated and all other groups. 
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Similar trend analysis was conducted on the HlV transmission scores. Unlike the 

parents' analysis, both the linear F{l,763) = 13.83, p < .001, and the quadratic terms 

F(l,763) = 4.53, P < .05, are significant. Results of planned comparison analysis indicate a 

difference between the low acculturated Hispanic group and all other groups based on the 

mean scores from the HIV transmission scale. 

Influence of Parentll' Social Identity on Children's Knowledge 

The children were also grouped by their parents' social identity score. A one-way 

analysis of variance reveals that social identity is associated with knowledge of HIV/AIDS 

F(3,792) = 11.22, P < .0001, eta2 = .040. Mean scores for the proportion of questions 

answered by children in each group are 51.9%,52.6%,60.0%, and 60.8% from traditional 

to Anglo. A one-way analysis of variance on children's score on HIV transmission by social 

identity level indicates a significant degree of association F(3,766) = 6.13, p < .0001, eta2 

= .023. Mean correct = 52.8%, 58.0%, 63.6%, and 62.9% for traditional to Anglo groups 

respectively. 
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Trend analysis conducted between the four groups on the knowledge scores indicates a 

significant linear trend F(1,779) = 32.16, p < .0001. Paired comparisons between groups 

reveal a significant difference in the mean scores between the dual-identity and Anglo groups. 

Trend analysis conducted on the HIV transmission scores revealed a similar linear pattern 

F(I,753) = 16.99, P < .0001. Results of a paired comparison analysis indicate a difference 

between the traditional identity group and the dual-identity group based on the mean scores 

from the HIV transmission scale. 

Brief Summary of Findings 

The research questions focused on the relationship between acculturation, social identity 

and AIDS knowledge were successfully answered. Findings showed that differences in 

knowledge of HIV I AIDS and HIV transmission do exist among adults of different 

acculturation levels, and of differing social identity indexes with less acculturated and more 

traditionally Hispanic adults demonstrating significantly lower levels of AIDS-relevant 

knowledge. In addition, comparable deficits were found in these adult respondents' children, 

relative to children of more highly acculturated and Anglo parents. The results indicate that 

covariation may exist between parents' and their children's knowledge of AIDS and HIV 

transmission. Overall, these results are important for they link knowledge with acculturation 

and parents' AIDS-related knowledge with that of their children. 

Questions concerning the utility of the social identity index as a measure of social 

assimilation were met with conflicting answers. Clearly, results of the trend analyses 

conducted on parents' knowledge of AIDS and HIV transmission scores lead to concerns 

about the utility of the index to distinguish groups. The ARSMAlO divided parents into 

groups that coincide with previous findings (Marfn & Marfn, 1990) of amount of AIDS-
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related knowledge; the lowest acculturated groups knowing the least while the Anglo groups 

evidence the most knowledge. Groups categorized by the Social Identity index, however, did 

not evidence a clear single linear trend (cubic and quadratic terms were significant). 

Although groups in the children's analysis fared equally well when categorized by their 

parents' ARSMAlO and SI scores, these results are difficult to compare and interpret given 

the paucity of research on pre-adolescence and acculturation. In future research, the social 

identity index may prove to be an interesting measure of social embeddedness for Mexican 

Americans. Given the results of the present analyses, however, and the difficulty in 

satisfactorily understanding the structure and utility of the social identity index, only the 

ARSMAIO will be used as a distinguishing acculturation variable in the remainder of this 

study. 



CHAPTERS 

PREDICTIVE UTILITY OF ACCULTURATION FOR AIDS KNOWLEDGE 

Rationale and Hypotheses 
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The implications that acculturation level has for understanding and constructing messages 

within a communication-based AIDS program warrants positing the following hypotheses: 

H1: Level of acculturation is a significant predictor of differences between extreme 

HIVIAIDS knowledge groups (Le., very knowledgeable, very unknowledgeable) 

for parents and their children. 

It is anticipated, based in part on the initial results, that differences in level of acculturation 

will be more predictive of differences in knowledge than simple ethnicity alone. The initial 

results indicated that acculturation is associated with AIDS knowledge, however, this 

hypothesis extends the importance of acculturation and its ability to accurately predict parents 

and children who are extremely knowledgeable (upper quartile) from those who are extremely 

unknowledgeable (lower quartile) about HIV and AIDS. 

The next hypothesis involving acculturation investigates the differing influences of socio

economic status and acculturation level: 

H2: Acculturation level a more significant predictor of extreme knowledge differences 

than SES for Hispanic parents and their children. 

In past research, SES and acculturation have been viewed as having similar qualities. It 

follows that those of low acculturation are found in the lower income brackets, and recent 

findings using the ARSMA support this contention (Negy & Woods, 1992b). One reason for 

this relationship is that those who do not adopt the majority culture are often employed in 

positions that do not result in economic prosperity. For these people, difficulty arises in 



taking advantage of the majority culture. Without exposure to the culture, people remain 

within their original culture and are either not motivated, or not able to adopt the customs, 

attitudes, and behaviors of the predominant culture. 
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However, the relationship between education and acculturation is not as clear. Since 

SES is a measure of both income and education, few studies have partitioned this index into 

its constituent parts as it relates to acculturation. Those investigating this relationship find 

that education alone has a tenuous connection to acculturation level (Marln & Marin, 1990). 

These results are not surprising when viewed in light of a communication-based concept of 

acculturation. A low level of acculturation signifies that people have not adopted the majority 

culture and remain within their original culture. Increasing amounts of formal education, 

even within the majority culture, does not necessarily result in the adoption of the 

predominant culture frame. Preferences for the original culture may not only remain, but 

may be strengthened as the individual becomes more familiar with the alter culture. Cultural 

differences may be openly communicated and become more apparent; in our current system of 

education these differences may be accentuated to the point of compelling the return to the 

native culture. This phenomena was common in the 1960's and 1970's for many Native 

Americans who sought higher education. Their return to the traditional ways was in response 

to a greater formal knowledge, and subsequent disdain for the "white-man's world" 

(Johansen, 1979). 

Support for this hypotheses has two implications for the design of messages strategies for 

this communication-based education program. If SES (as indexed by education and income) is 

a stronger predictor than acculturation of differences in AIDS-related knowledge, the content 

of influence messages would need to be directed toward situations specific to people of low 
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(or high) income/education. That is, messages whould be designed to accentuate the stake, 

salience, self efficacy, etc., on the basis of socio-economic differences between people. For 

example, messages designed for low SES would be effective if examples are derived from 

situations familiar to people of low income and education. In SLT terms, the message content 

would be rewarding to the audience, and subsequently would enhance effective modeling of 

proposed attitudes and behaviors. The content of the messages would need to be directed by 

SES level, and not primarily by cultural differences. However, if as anticipated, level of 

acculturation is a more significant predictor of differences in AIDS-related knowledge, the 

message design should reflect differences in culture with the appropriate emphasis on the 

structure, content, and transmission of messages. 

Concerns for understanding the differences within the Hispanic population do not 

overshadow the necessity to recognize characteristics of the other primary group in this 

investigation - Anglos. To understand whether differences in AIDS-related knowledge of 

non-Hispanic people can be predicted similarly from ethnicity or SES, the following 

hypothesis is posed: 

H3: SES is a significant predictor of differences in AIDS-related extreme knowledge 

groups for Anglo parents and their children. 

Results from the initial study (Chapter 2) indicate that there are acculturation-based 

differences in AIDS-related knowledge. In keeping with the communication concept of 

acculturation, Anglos are necessarily highly acculturated in that they already maintain the 

cultural frame of the majority. The majority of Anglos already use the predominant 

vocabulary, have learned the customs and values of western society, and perceive information 

in terms of the majority culture. Because they understand, use, and think in English (as 
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opposed to Spanish) they can access a wide variety of information sources, including the mass 

media. Their communication reflects and maintains the majority culture. If SES (income and 

education) proves to be a significant predictor of knowledge differences for Anglo Americans, 

then SES levels within the Anglo population may serve as the guide for the construction of 

messages (Le., SES would become a primary determinant of message structure and design). 

Messages designed to influence relevance and salience of the AIDS issues would consider 

factors pertinent to income and education level for the entire population. Overall, it is 

anticipated that the cultural differences, evidenced by differences between acculturation levels 

(which include the Anglo population) will be more predictive of knowledge differences than 

either income or education level. 



Results 

Hypothesis #1; Acculturation and General AIDS Knowledge 

Hypothesis #1 predicts that acculturation level is a significant predictor of differences 

between extreme HIY / AIDS knowledge groups for parents and their children. Parents and 

their children were divided into the two categories of high and low knowledge levels, based 

on the combined scores of AIDS knowledge and knowledge of HIY transmission (refer to 

Table 2 for items used in this general knowledge scale). An upper and lower quartile split 

was the most reasonable method of classifying parents since the greatest concerns for 

prevention programs are to identify those who posses a great amount of infonnation, and 

perhaps more importantly, those people who know very little. 
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As the most direct test ofhypotbesis #1, the first discrimination analysis used ARSMAI0 

scores as the only predictor variable for the Hispanic parents' knowledge scores. 

Discriminant analysis is an appropriate method for identifying relationships between 

qUalitative criterion variables and quantitative predictor variables (Kachigan, 1991). As 

depicted in Table 9, ARSMAI0 is a significant predictor of Hispanic Parents' Knowledge of 

HIY/AIDS F(I,226) = 12.11, P < .001. Using only the acculturation score as a predictor, 

74% of the low knowledge parents were correctly classified. However, only 51 % of the high 

knowledge parents were correctly identified. Overall, 64% of the total group of Hispanic 

parents were categorized correctly on the basis of acculturation (ARSMAlO) alone. 



Table 9 
Discriminant Analysis with ARSMAIO as a Predictor ofIDSPANIC Parent Knowledge 

Variable Entered Wilks' 
Step in Equation Lambda Signif 

Canonical 
Coefficient' 

Standardized 
Correlationb 

ARSMAI0 .95 <.001 1.00 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After Wilks Chi-
Eigenvalue Variance Correlation Function Lambda Square df 

o .95 11.78 1 
.54 100.00 .23 

CLASSIFICATION MATRIX 

Predicted Group Membership 

12 
<.001 

Actual Group Membership # of Cases 1 2 GROUP CENTROIDS 

Group 1: HISPANIC Parent Low (127) 74 26 -.21 

Group 2: HISPANIC Parent High (101) 49 51 .26 

64 Percent of Grouped Cases Correctly Identified 

A second discriminant analysis was conducted to test whether low and high knowledge 

Hispanic children could be predicted solely on their parents' acculturation level. As 

represented in Table to, the ARSMAlO is a significant predictor of children's general 
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knowledge of HIV/AIDS F(1,181) = 15.75, P < .001. The classification matrix reveals that 

"these represent the weights associated with the discriminating variables in the form 
y=b1(xl) + b2(x2) + constant 

bfuese coefficients represent the correlations between discriminating variables and 
canonical discriminant functions (similar to commonalities) 



73% of the low knowledge children were correctly identified. However, the ARSMAlO did 

not differentiate children with high HIV/AIDS knowledge. 

Table 10 
Discriminant Analysis with ARSMAIO as a Predictor ofmSPANIC Child Knowledge 

Variable Entered Wilks' Canonical Standardized 
in Equation Lambda Signif Coefficient Correlation 

ARSMAlO .92 <.001 1.00 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After Wilks Chi-
Eigenvalue Variance Correlation Function Lambda ~ df 

o .92 15.07 1 
.87 100.00 .28 

CLASSIFICATION MATRIX 

Predicted Group Membership 

12 
<.001 

Actual Group Membership # of Cases 1 2 GROUP CENTROIDS 

Group 1: HISPANIC Child Low 

Group 2: HISPANIC Child High 

(114) 

( 93) 

73 

50 

27 -.26 

50 .33 

63 Percent of Grouped Cases Correctly Identified 

Hypothesis #2: Acculturation versus SES as a predictor of AIDS Knowledge 

Hypothesis #2 predicts that acculturation level will be a more significant predictor of 

knowledge differences than SES for parents and their children. A discrimination analysis 
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using only SES as a predictor of Hispanic parents' and children's knowledge was conducted to 

assess the relative contribution of SES alone. Although results indicate that SES is a 

significant predictor F(1,198) = 11.29,p < .001, only 69% and 52% of the low and high 

knowledge parents respectively were correctly identified. Overall 61 % of the total group of 
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Hispanic children were correctly identified. Similarly, SES for Hispanic children F(I,203) = 

8.83, P < .01, classified 80% of the low knowledge group, but mis-identified more than half 

(66%) of the high knowledge group (see Tables 11 and 12 for results). 

Table 11 
Discriminant Analysis with SES as a Predictor ofIDSPANIC Parent Knowledge 

Variable Entered Wilks' Canonical Standardized 
in Equation Lambda Signif Coefficient Correlation 

SES .95 <.001 1.00 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After Wilks Chi-
Eigenvalue variance Correlation Function Lambda ~ df 1! 

o .95 10.95 1 < .001 
.57 100.00 .23 

CLASSIFICATION MATRIX 
Predicted Group Membership 

Actual Group Membership !!.of C~§ 1 2 GROUP 
CENTROIDS 

Group 1: Hispanic Parent Low (127) 69 31 -.23 

Group 2: Hispanic Parent High (101) 48 52 .25 

61 Percent of Grouped Cases Correctly Identified 



Table 12 
Discriminant Analysis with SES as a Predictor of mSPANIC CHILD Knowledge 

Variable Entered Wilks' Canonical Standardized 
in Equation Lambda Signif Coefficient Correlation 

1 SES .96 < .01 1.00 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 

Eigenvalue 
Percent of 
Variance 

Canonical After 
Correlation Function 

o 

Wilks 
Lambda 

.96 

Chi
Square 
8.62 

df 
1 

.44 100.00 .20 

Table 12 continued 

CLASSIFICATION MATRIX 

Predicted Group Membership 

II 
<.01 

# of Cases 1 ~ GROUP CENTROIDS 

Group 1: Hispanic Child Low (114) 80 20 -.19 

Group 2: Hispanic Child High (91) 66 34 .23 

60 Percent of Grouped Cases Correctly Identified 

As a more direct test of hypothesis #2, SES and ARSMAIO were entered as predictors of 

Hispanic parent knowledge into a discriminant function analysis. As Table 13 shows, SES 

F(1,226) = 15.02, P < .001, and ARSMAlO F(2,225) = 11.13,p < .0001, entered the 

equation. 
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Table 13 
Discriminant Analysis with ARSMAIO and SES as Predictors of Hispanic Parent Knowledge 

1 
2 

Variable Entered Wilks' 
in Equation Lambda 

SES .94 
ARSMAlO .91 

<.001 
<.001 

Canonical 
Coefficient 

.68 

.60 

CANONICAL DISCRIMINANT FUNCTIONS 

Canonical After Wilks Chi-

Standardized 
Correlation 

.81 

.74 

Eigenvalue 
Percent of 
Variance Correlation Function Lambda 

o .91 
Square df l! 
20.79 2 < .001 

.97 100.00 .30 
CLASSIFICATION MATRIX 

Predicted Group Membership 
# of Cases 1 2 GROUP CENTROIDS 

Group 1: Hispanic Parent Low (127) 73 27 -.27 
Group 2: Hispanic Parent High (101) 48 53 .35 

67 Percent of Grouped Cases Correctly Identified 
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SES and ARSMA10 were entered in a discriminant analysis as predictors of Hispanic 

children's knowledge. Similar to parents, both variables were significant, however, 

ARSMAlO was the first to enter F(1,203) = 16.70, P < .001, followed by SES F(2,202) = 

10.94, P < .0001. The model correctly classified 65 percent of the sample overall; 74% of 

the low knowledge and 54% of the high knowledge children were correctly classified (see 

Table 14 for complete results). 

Table 14 
Discriminant Analysis with ARSMAIO and SES as Predictors of Hispanic Child Knowledge 

1 
2 

Variable Entered Wilks' 
in Equation Lambda 

ARSMA10 
SES 

.92 

.90 

Canonical 
Signif 

<.001 
<.001 

Standardized 
Coefficient Correlation 

.79 

.50 
.87 
.63 

CANONICAL DISCRIMINANT FUNCTIONS 

Canonical After Wilks Chi-
Eigenvalue 

Percent of 
Variance Correlation Function Lambda Square df 12 

20.77 2 < .0001 o .90 
1.08 100.00 .31 

CLASSIFICATION MATRIX 

# of Cases 

Group 1: Hispanic Child Low (114) 
Group 2: Hispanic Child High (91) 

Predicted Group Membership 

1 

74 
46 

£ GROUP CENTROIDS 

26 -.29 
54 .37 

65 Percent of Grouped Cases Correctly Identified 

The SES index was created by combining education and income level. As discussed earlier, 

education and income may be independently associated with HIV/AIDS knowledge. Thus, a 

secondary test of hypothesis #2 was conducted, entering education and income as potential 
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predictors of parent and children's AIDS knowledge. The results found in Table 15 show that 

for Hispanic parents, education level entered the equation first F(l,198) = 9.l3, p < .01, 

signifying that education has a greater influence within the model than income F(2,197) = 

5.78, p < .01. The model did as well as SES in classifying low knowledge Hispanic parents 

(72%), but was less accurate at correctly classifying high knowledge Hispanic parents (48%). 

Table 15 
Discriminant Analysis with EDUCATION and INCOME 

as Predictor ofIDSPANIC Parent Knowledge 

Variable Entered Wilks' Canonical Standardized 
Correlation Step in Equation Lambda Signif Coefficient 

1 EDUCATION .96 
2 INCOME .94 

< .01 .74 
< .01 .48 

.89 

.70 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of 
Eigenvalue Variance 

.59 100.00 

CENTROIDS 

Group 1: Hispanic Parent Low 
Group 2: Hispanic Parent High 

Canonical After Wilks 
Correlation Function Lambda 

0 .94 
.24 

CLASSIFICATION MATRIX 

Predicted Group Membership 

# of Cases 

(105) 
( 95) 

1 

72 
52 

Chi-
Square 
11.23 

28 
48 

61 Percent of Grouped Cases Correctly Identified 

df 
2 

12 
<.01 

GROUP 

-.23 
.25 
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Results from a discriminant analysis with parent education and income as predictors of 

Hispanic children's knowledge reveal that parent income enters the equation first F(1,181) = 

8.92, P < .01, and education entered in step two F(2,180) = 5.21, P < .01. Although the 

model correctly classified 73 % of the low knowledge children, 57 % of the high knowledge 

Hispanic children were mis-identified (see Table 16). 

Table 16 
Discriminant Analysis with EDUCATION, and INCOME 

as Predictors of IDSPANIC Child Knowledge 

Variable Entered Wilks' Canonical Standardized 
Correlation Step in Equation Lambda Signif Coefficient 

1 INCOME .95 
2 EDUCATION .95 

<.01 
<.01 

.81 

.40 
.92 
.62 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After Wilks Chi-
Eigenvalue Variance Correlation Function Lambda Square 

0 .95 10.l3 
.60 100.00 .23 

CLASSIFICATION MATRIX 

Predicted Group Membership 

df 12 
2 <.01 

# of Cases 1 

73 
57 

~ GROUP CENTROIDS 

Group 1: Hispanic Child Low (101) 
Group 2: Hispanic Child High (82) 

27 -.22 
43 .27 

60 Percent of Grouped Cases Correctly Identified 
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To evaluate the relative contributions of acculturation (as measured by the ARSMAlO), 

education, and income, a discriminant analysis was conducted with Hispanic parent knowledge 

as the criterion variable. Results reported in Table 17 reveal that acculturation entered the 

equation first F(1,198) = 12.04, P < .01, followed by education F(2,197) = 8.53, P < .01, 

while income was the last predictor variable to enter F(3,196) = 6.07, P < .01. The entire 

model correctly identified 66 percent of the low and high knowledge Hispanic parents; 67 and 

64 percent respectively. 

Table 17 
Discriminant Analysis with ARSMAI0, EDUCATION and INCOME 

as Predictors ofIDSPANIC Parent Knowledge 

Variable Entered Wilks' Canonical Standardized 
SteD in Equation Lambda Signif Coefficient Correlation 

1 ARSMAlO .94 <.001 .63 .81 
2 EDUCATION .92 <.001 .47 .70 
3 INCOME .91 <.001 .28 .56 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After Wilks Chi-
Eigenvalue Variance Correlation Function Lambda Square df 

0 .92 17.48 3 
.93 100.00 .29 

CLASSIFICATION MATRIX 

Predicted Group Membership 

12 
<.001 

# of Cases 1 GROUP 
CENTROIDS 

Group 1: Hispanic Parent Low 
Group 2: Hispanic Parent High 

(105) 
( 95) 

67 
36 

33 
64 

66 Percent of Grouped Cases Correctly Identified 

-.29 
.32 



For Hispanic children, the same model was used to predict those of low and high 

knowledge. Similar to the parents' analysis, acculturation was the first to enter the equation 

F(1,181) = 15.76, P < .001. However, income was the only other aspect of SES to enter 

F(2, 180) = 11.33, p < .0001. Table 18 shows that a relatively high percentage of low 

knowledge Hispanic children were correctly identified (76%) while only 54 percent of the 

high knowledge children were classified correctly. 

Table 18 
Discriminant Analysis with ARSMAIO, EDUCATION and INCOME 

as Predictors of mSPANIC Children Knowledge 

Variable Entered Wilks' Canonical 
Step in Equation Lambda Signif Coefficient 

Standardized 
Correlation 

1 ARSMAlO 
2 INCOME 

.92 

.89 
< .001 .78 
< .001 .56 

.83 

.62 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After Wilks Chi-
Eigenvalue Varilillce Correlation Function Lambda Square 

0 .92 17.48 
.93 100.00 .29 

CLASSIFICATION MATRIX 

Predicted Group Membership 

df 
3 

12 
<.001 

# of Cases 1 ~ GROUP CENTROIDS 

Group 1: Hispanic Child Low (105) 67 33 -.29 

Group 2: Hispanic Child High (95) 36 64 .32 

66 Percent of Grouped Cases Correctly Identified 
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H~othesis 3: SES as Predictor of AIDS Knowledge for Anglo Parents and Children 

Hypothesis #3 holds that SES is a significant predictor of differences in AIDS-related 

knowledge for non-Hispanic parents and their children. As a test of this hypothesis, a 

discriminant analysis was conducted with Anglo parents' knowledge as the criterion variable 

and SES as the predictor. Although SES did enter the equation, F(1,173) = 6.17, P < .05, 

it mis-classified 90 percent of the low knowledge parents, while correctly identifying 96 

percent of the high knowledge parents. Income and education were entered into the analysis 

and income (the only variable to enter) F(1,163) = 4.92, P < .05, was not successful in 

identifying the low knowledge Anglo parents (0%), while correctly identifying all parents 

within the high knowledge quartile (see Table 19 for a complete account of the analysis). A 

discriminant analysis of Anglo children's knowledge with SES was conducted. SES did not 

reach the minimum significance level (p < .05). 

Table 19 
Discriminant Analysis with EDUCATION and INCOME 

as Predictors of ANGW Parent Knowledge 

Variable Entered Wilks Canonical Standardized 
Correlation Step in Equation Lambda Signif Coefficient 

1 INCOME 

Eigenvalue 

.30 

.97 <.05 1.00 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 
Percent of Canonical After Wilks Chi-
Variance 

100.00 

Correlation Function Lambda Square 
o .97 4.83 

.17 

CLASSIFICATION MATRIX 
Predicted Group Membership 

df P 
1 <.05 

# of Cases 1 2 GROUP CENTROIDS 
Group 1: Anglo Parent Low (51) 0 100 -.25 
Group 2: Anglo Parent High (115) 0 100.12 

70 Percent of Grouped Cases Correctly Identified 

82 



Brief Summary of Findings 

Hypothesis #1 predicting that acculturation level of Hispanic parents and children is a 

significant predictor of AIDS-relevant knowledge was supported. Acculturation level is a 

more accurate discriminator ob parents' of low and high AIDS knowledge than it is of 

children's knowledge. 
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Hypothesis #2, predicting that acculturation is a better predictor than socio-economic 

status of AIDS knowledge for Hispanic parents and their children was supported. In 

combination, acculturation level and socio-economic status allowed correct classification of 

more than two-thirds of the Hispanic parent groups. Acculturation was the primary predictive 

variable for Hispanic children. When combined with SES, the model correctly identified 

almost two-thirds of the low and high knowledge cases. When SES was divided into income 

and education, and these factors were used as separate predictor variables, the analysis was 

not successful. When acculturation was added to income and education to predict knowledge, 

the discimininant function was 66 percent accurate for predicting Hispanic parents' and their 

children's knowledge scores, thus extending support for hypothesis #2. 

Hypothesis #3, predicting that SES will be a significant predictor of knowledge 

differences for Anglo parents and their children was not supported. 
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CHAPTER 6 

ACCULTURATION AND AIDS-RELATED ATIITUDES 

Influence of Acculturation on MorallPragmatic Perspective 

This investigation maintains that acculturation and ethnicity are fundamental determinants 

of differences in AIDS-related knowledge. The ability and motivation to communicate within 

a culture influences the effectiveness of messages designed to modify AIDS-related attitudes 

and behaviors. The theoretical framework guiding this investigation demands that other 

factors that influence perceptions of vested interest and influence the extent to which people 

learn behaviors through modeling and social relations be investigated in relation to the 

fundamental variable of acculturation. Therefore, the next series of hypotheses and research 

questions involve both acculturation and variables associated with differences in AIDS-related 

attitudes. 

H4: Differences found in the moral/pragmatic perspective are related to acculturation 

level for parents and their children. 

People who espouse moralistic views on AIDS react differently to information than those who 

view a AIDS pragmatically. Thus, communications designed to impart information on the 

plight of people with AIDS [PW A] should have little effect if the receiver has disassociated 

him or herself from PWA by pronouncing them as deserving of God's punishment. This 

denial of identification (perceived dissimilarity) with the person will inhibit any persuasive 

communication designed to increase knowledge about the disease. The question remains 

whether a moral or pragmatic perspective is somehow associated with acculturation level. 

Past research indicates that low levels of knowledge of AIDS is related to a polarized view of 

those who have contracted the disease (Herek & Glunt, 1993). However, it is not clear 
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whether these views are separate from, or associated with, ethnicity or acculturation level. If 

differences in morality and pragmatism are not significantly related to differences in 

acculturation level, then focusing on why PW As do not deserve their fate could be constructed 

for all groups. These messages would be pertinent for all groups across all acculturation 

levels. If, however, results indicate that a particular perspective (moral/pragmatic) is 

associated with acculturation level, then message design would entail structuring messages 

within acculturation level to influence perceptions of morality. For example, if results 

indicate that low acculturated Hispanics are more likely to hold a moralistic view of AIDS and 

disease, the content of communication messages for this group would need to emphasize the 

need to modify this perspective, and perhaps stress qualities about PW A that could lead to 

perceptions of similarity. According to the theoretical framework of SLT and vested interest, 

these messages would help increase perceptions of personal relevance, responsibility, and 

consequences. As a moralist perspective gives way to a more pragmatic perspective, the 

receiver of the message should be more willing to attend to the situation instead of passing it 

off as "God's will." 

Influence of Acculturation on Perceptions of Blame and Innocence 

HIV / AIDS research indicates that perceptions of blame and innocence influence AIDS

related attitudes and, potentially, behaviors (Herek, 1990; Herek & Glunt, 1993). If those 

who suffer from the disease are believed to have acquired what they deserve, receivers' 

perceptions of personal consequences, and therefore their interest in acquiring HIV / AIDS 

knowledge, will be attenuated. Persons holding these beliefs will also be less likely to be 

influenced by communications designed to solicit support for education programs about the 

social and personal factors that contribute to HIV exposure. 



Since earlier research does not support a confident hypothesis on whether opinions of 

coercion and compassion are associated with acculturation level, the following research 

question is forwarded: 

R1: Are differences in blame (coercion/compassion) and responsibility for contracting 

HIV significantly associated with acculturation level? 
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The measures of blame/responsibility were designed to encapsulate both the manner in which 

the virus was contracted (sexual intercourse, blood transfusion, IV drug needle), and the 

person who is infected (adult, teen, child, prostitute). Whether blame and responsibility are 

associated with the method of contact and/or the individual, has major implications for the 

development of co~.munications. If it is discovered that blame has no relationship to 

acculturation level, then messages that carry the content to alleviate the division between who 

has the disease and the disease itself should be designed for all groups. Further, the measures 

are constructed so that particular emphasis can be given to the manner of infection, if it 

appears that how it is transmitted is more meaningful than who has contracted the virus. In 

either case, if perceptions of blame and responsibility are high, regardless of acculturation 

level, then the content of the communications must involve information focused on removing 

the blame and personalizing the disease. If, however, there is an association between 

blame/responsibility and acculturation level, implications similar to those of moral/pragmatism 

will hold for message construction. 

This particular AIDS-related variable has another interesting implication for message 

formation. Past research indicates that qualities of the source of the message (e.g., 

credibility, similarity, trustworthiness) influence persuasive effectiveness (cf., Burgoon, 

Hunsaker, & Dawson, 1994, for a discussion of source variables). If results indicate that a 



certain person, or category of person is not blamed or held responsible for his or her 

infection, this source may be used to relate messages intended to influence perceptions of 

blame for people in other categories. For example, if teens who contract the HIV virus are 

not held responsible, then teens who have AIDS may be effective sources of messages 

intended to persuade people to focus on the disease and not on the people are who have 

contracted it. If it is revealed that a relationship exists between a particular category of 

person (or manner of infection) and acculturation level, sources of influence messages 

pertaining to blame and responsibility likewise can be tailored to increase effectiveness. 

Influence of Acculturation on Control and Vulnerability 
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Perceptions of control over protecting oneself from contracting HIV and perceived level 

of vulnerability to the disease directly relates to the theoretical framework of vested interest 

and social learning theory. In SLT terms, motivation to change behavior may be low, or as is 

proposed by vested interest theory, perceived invulnerability can result in a lack of perception 

of salience or perceived consequences associated with risky behaviors. Given the nature of 

control/vulnerability, and the association between acculturation and AIDS related information, 

the following research question is forwarded: 

R2: Are perceptions of personal control/vulnerability associated with acculturation 

level? 

To understand the potential relationship between these variables, it is important to refer 

back to the communication-based description of acculturation. People low in acculturation 

are, by definition, less able, or motivated, to take advantage of messages within the 

predominant culture. This inability may remove them from access to information concerning 

procedures to avoid HIV infection even though numerous messages are conveyed to the 
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Spanish speaking population. Perceptions of control may be attenuated for those unwilling or 

unable to access this information. Perceptions of invulnerability may result due to this lack of 

knowledge about the disease, which we anticipate is the case for the low acculturated 

population. 

The question remains whether this reasoning applies to members of the majority culture 

as well. People able to access relevant communications designed within the majority cultural 

frame should report higher levels of perceived control compared to those who cannot. If the 

anticipated relationship between acculturation level, control and vulnerability are found, the 

implications for message design are similar to those for the other HIV-related factors. First, 

perceptions of powerlessness (i.e., perceived inability to control infection) found in the low 

acculturated population would indicate that the structure and content of communications 

should focus on situational narratives that not only convey the appropriate information, but 

also that enhance perceptions of self-efficacy and empowerment. 

Given the tenuous connection of perceived vulnerability and actual risk avoidance 

behaviors, it is important to extend the analysis of perceptions of control to other HIV -related 

factors. Relationships between control/vulnerability and blame must be analyzed to guide 

message construction. Thus, the following auxiliary research questions are forwarded: 

R3a: What is the relationship between the AIDS-related factors of 

control/responsibility, moral/pragmatism, and blame? 

R3b: What are the contributions of these variables to HIV / AIDS knowledge? 

R3c: Do these relationships differ by acculturation level? 

If a significant relationship exists between these AIDS-related factors, further analysis will be 

necessary to discover whether the relationships are unique to acculturation levels. If a 
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significant relationship is found and it is not associated with differences in acculturation, then 

message design should be structured to address these issues similarly across all groups. 

However, if acculturation level is associated with a combination of these factors, message 

structure, content, and transmission will be modified on the basis of acculturation level. 
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Results 

Hypothesis #4: Pragmatic/Moralism Perspective and Acculturation 

Hypothesis #4 predicts that differences found in the pragmatic/moralism [P/M] 

perspective is related to acculturation level for parents and their children. Acculturation for 

Hispanic parents was coded: 1 = low acculturated, 2 = bicultural, and 3 = high 

acculturated. Anglo parents were coded as acculturation level 4. The pragmatic/moralism 

scale denotes those viewing disease and AIDS more pragmatically as having lower scores, 

while a higher score depicts a moralistic perspective. Pearson product-moment correlations 

for all ethnic groups of parents reveal that acculturation level has a significant negative 

relationship with parent P/M scores (r = -0.18, p < .0001). Children's P/M scores also are 

significantly related to acculturation level (r = -0.14, p < .0001). 

As a further test of the relationship between acculturation and pragmatic/moral 

perspective, Pearson product-moment correlations were conducted separately on the Hispanic 

portion of the sample population. Scores on parents' pragmatic/moral scale were negatively 

related to acculturation (r = -0.12, p < .05), and Hispanic children's P/M scores were also 

related to parents' acculturation level (r = -0.14, p < .01). 

Research Question #1: Blame and Acculturation 

To investigate research question #1 which examines whether differences in the 

perception of blame/innocence for contracting HIV are significantly associated with 

acculturation level, a Pearson product-moment correlation was conducted on the entire 

population of parents. Two separate scales were used to measure levels of blame associated 

with contracting the HIV virus. The "Control" item-set describes situations in which 

individuals ostensibly have control over their behaviors when contracting the virus, e.g., 
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sharing needles and sexual intercourse. The "No-Control" item-set relates to circumstances in 

which individuals do not consciously enact behaviors that lead to their contamination, e.g., 

blood transfusions, rape, and prenatal infections. Results indicate that acculturation level is 

significantly related to the Control aspect of blame/innocence (r = 0.27, P < .0001). The 

relationship between acculturation and the No-Control aspect of blame/innocence was not 

significant. These findings suggest that when a PW A contracts the HIV virus from 

controlable events such as sexual intercourse, the blame assigned to the PW A increases as 

acculturation level increases. People who contract the HIV virus from uncontrolable events 

are judged as innocent regardless of the level of acculturation. To investigate research 

questions 2 and 3, the sample was then divided on ethnicity and correlations were re

calculated (see Table 20 for a complete correlation matrix). 

Research Question #2: Perceptions Control and Acculturation 

Research question #2 analyzing whether perceptions of personal control/vulnerability is 

associated with acculturation level was investigated using a Pearson product-moment 

correlation. Results indicate that perceptions of control have a non-significant relationship 

with acculturation (Table 20) 



Table 20 

Pearson Correlations of Pragmatic/Moralism, Control, B1amelInnocence (C & NC), 
and Acculturation By Parent Type 

All Parents 
Acculturation Prag/Moral Control Blame(C) B1ame(NC) 

Prag/Moral -.17" 1.00 
Control -.02 -.OS- 1.00 
Blame (C) .27" -.16" .10" 1.00 
Blame (NC) -.06 -.12" -.OS- .OS- 1.00 

N=966 

Hisuanic Parents 
Acculturation Prag/Moral Control B1ame(C) Blame(NC) 

Prag/Moral -.11- 1.00 
Control -.06 -.09 1.00 
Blame (C) .17" -.16" .02 1.00 
Blame (NC) -.06 -.OS -.10 .09 1.00 

N=444 

Anglo Parents 
Prag/Moral Control Blame(C) Blame(NC) 

Control .09 1.00 
Blame (C) .13- -.05 1.00 
Blame (NC) -.21" -.01 -.02 1.00 

N = 337 

- P < .05" P < .01 

Research Question #3a: Control. Pragmatic/Moralism, and Blame 

Pearson product-moment correlations were calculated to examine the relationship 

between the AIDS-related factors of control/responsibility, moral/pragmatism (P/M), and 

blame (C and NC). Table 20 displays that for all parents, control has a small yet significant 
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negative relationship with P/M (r = -.08) and blame [NC] (r = -.08), as well as a positive 

relationship with blame [C] (r = .10). When the population is separated into Hispanic and 

Anglo parents, control is not significantly related with either blame or P/M. 

Pragmatic/Moralism is negatively related to both blame [NC] (r = -.12) and blame [C] (r = -

.16). Both types of Blame share a small yet significant relationship (r = .08). 

Research Questions #3b, and 3c: Acculturation and AIDS-Related Factors 

To asses the relative contributions of blame, control, and pragmatic/moralism, to the 

level of parents' AIDS knowledge, a series of stepwise multiple regression analyses were 

computed. Table 21 reveals that, regardless of the population (Le., all parents, Hispanic, 

Anglo) pragmatism/moralism accounts for the most variance in parellt.<:'. AIDS knowledge. A 

final stepwise multiple regression was conducted to examine whether the relationships between 

parent knowledge and the AIDS-related factors differ by acculturation level. Results from 

Table 21 reveal that the pragmatism/morality scores account for the most variance throughout 

all levels of acculturation for Hispanics. 



Table 21 

Stepwise Multiple Regression of Parent Knowledge of AIDS on 
BJame/Innocence (C & NC)*, Pragmatic/Moralism, and Perceived Control 
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Variable b B Rsq Rsq Change F-ratio Change p 

Parent Knowledge for All Parents 

Prag/Moral -3.90 -.20 .055 .055 54.33 .000 
Blame (C) 3.43 .16 .084 .029 11.42 .000 
Control 1.76 .11 .096 .012 9.96 .000 

Parent Knowledge for All Hispanic Parents 

Prag/Moral -4.91 -.23 .074 .074 33.77 .000 
Control 2.30 .15 .098 .024 11.05 .000 
Blame (C) 3.03 .15 .119 .021 3.87 .000 

Parent Knowledge for All Anglo Parents 

Prag/Moral -3.87 -.23 .034 .034 12.13 .000 
Blame (C) 8.60 .19 .069 .035 -0.68 .000 
Blame (NC) -2.66 -.11 .080 .011 2.82 .000 

Parent Knowledge for Low Acculturated Hispanic Parents 

Prag/Moral -6.65 -.29 .087 .087 7.11 .009 

Parent Knowledge for Bi-Acculturated Hispanic Parents 

Prag/Moral -4.88 -.24 .072 .072 18.28 .000 
Control 2.89 .21 .117 .045 2.68 .000 

Parent Knowledge for High-Acculturated Hispanic Parents 

Prag/Moral -4.65 -.22 .067 .067 7.47 .007 
Control 5.13 .22 .119 .052 0.50 .001 
Blame (C) 4.74 .19 .155 .036 0.75 .001 

* NC = No Control, C = Control 
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Brief Summary of Findings 

Hypothesis #4 predicting that attitudes of pragmatism and moralism in evaluating 

diseases are related to acculturation level was supported. Research question #1 exploring the 

relationship between perceptions of blame and acculturation found that when an individual's 

HN contagion occurs during situations of ostensible contol (e.g., consensual sexual 

intercourse) blame is positively correlated with acculturation level. However, the blame 

associate with situations in which individuals have little control over contracting the HN virus 

(e.g., blood transfusion) is not significantly related to acculturation. Research question #2 

was concerned with the relationship between perceptions of control over contracting the HIV 

virus and acculturation. Analysis disclosed no significant relationship. 

Research question #3a explored the relationship between the HN-relevant factors of 

pragmatism/moralism, perceived control, and blame across acculturation levels. Analysis 

found that acculturation is negatively related to pragmatism/moralism, and the control 

dimension of blame. Across all parents, pragmatism/moralism beliefs are negatively 

correlated with perceived control and both dimensions of blame (control, no-control). 

Perceived control over contracting HIV has a small, yet significant, correlation with the 

control dimension of blame and a slight negative correlation with the no-control dimension. 

Both dimensions of blame share a positive correlation. Aside from minor differences, these 

relationships hold for Hispanic and Anglo populations alike. 

Research questions #3b, and #3c, were focused on the contributions of blame, control, 

and pragmatism/moralism to parents' knowledge of AIDS. Analysis found that pragmatic and 

moral beliefs account for the most variance in knowledge scores for all parents, regardless of 

acculturation level. 



CHAPTER 7 

MUTUAL INFLUENCE OF PARENTS AND CHILDREN 

Rationale and Hypotheses 
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The principles of socialleaming theory emphasize the importance of social relationships. 

This is evidenced through the related SLT elements of motivation, self-efficacy, and 

modeling. People are motivated by stimuli that they consider rewarding, and people who are 

a significant part of social relationships are generally perceived in this fashion. This is 

especially true of young children, who rely upon their parents for survival and their friends 

for confirmation of self. The attitudes of significant others undoubtedly influence the 

attitudes, perceptions. and health-related understanding of young children. 

Results from the initial study indicate that knowledge level of parents is significantly 

related to the scores of their children. However, it is not clear whether this relationship is 

unidirectional or bi-directional. The final series of hypotheses are now advanced that address 

the relative effect of the social relationship between parents and their children in terms of 

AIDS-related factors and knowledge: 

H4: Parents' knowledge is a significant predictor of their children's scores. 

H5: Children's knowledge is a significant predictor of their parents' scores. 

Supporting these hypotheses have readily apparent implications to guide message design 

for a communication-based HN-education program. If, as predicted, not only are the 

knowledge scores of parents and children related, but parental knowledge is the more 

powerful predictor of children's knowledge level, then the importance of focusing on the 

parents as a vital tool to affect children will be supported. The results will indicate if the 

relationship is consistent across acculturation levels. If the relationship is consistent, then 
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both parents and children should receive similar influence messages in the AIDS-education 

program. In other words, culturally specific messages should be designed for parents and 

children. It is entirely possible, given the reciprocal influence evident in close relationships, 

that children's knowledge level is a powerful predictor of parents' scores. If this is the case, 

the education program may be designed to use parents as sources for disseminating 

information to their children, and children as sources of influence and information for their 

parents. It will be the task of the educational program to determine which HIV-related issues 

will be most relevant and appropriate for each message. For example, it seems clear that on 

issues of sexuality, adults will be effective sources of information for young children. It is 

important that parents be empowered with information and techniques to address the concerns 

of children on this matter. Messages structured to each acculturation level can serve as a 

means of not only disseminating necessary information, but can serve as a tool parents can 

utilize when communicating with their children. By capitalizing on the appropriate structure, 

content, and transmission of messages, parents will be able to exert familial influence in a 

manner consistent with their culture. 
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Results 

Hypothesis #5: Predicting Children's Knowledge from Their Parents' Knowledge 

Hypothesis #5 predicts that parents' knowledge is a significant predictor of their 

children's knowledge scores. Table 22 reveals that parent knowledge is a significant predictor 

of children's knowledge F(I,464) = 61.14, P < .0001; correctly classifying 58 percent of 

children with high AIDS knowledge, and 76 percent of low knowledge children. 

Table 22 

Discriminant Analysis with All Parent Knowledge as a Predictor of All Child Knowledge 

Variable Entered 
Step in Equation 

PARENT KNOWLEDGE 

Wilks' 
Lambda Signif 

.88 <.001 

Canonical 
Coefficient 

1.00 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After 
Eigenvalue Variance Correlation Function 

o 
1.32 100.00 .34 

Wilks 
Lambda 

.88 

CLASSIFICATION MATRIX 

Standardized 
Correlation 

Chi-
Square df J2 

57.37 1 < .001 

Predicted Group Membership 

# of Cases 1 GROUP CENTROIDS 

Group 1: All Child Low (234) 58 42 -.36 

Group 2: All Child High (232) 24 76 .36 

67 Percent of Grouped Cases Correctly Identified 
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To assess whether these findings hold separately within Hispanic and Anglo populations, 

two additional discriminant analyses were conducted. For Hispanic children, parents' 

knowledge entered the equation F(l,204) = 25.91, P < .0001, correctly classifying 68 

percent of the low knowledge children and 65 percent of the high knowledge children. Parent 

knowledge alone correctly classified 67 percent of the overall cases (see Table 23 for a 

complete report). 

Table 23 

Discriminant Analysis with mSPANIC Parent Knowledge 
as a Predictor of IDSPANIC Child Knowledge 

Variable Entered 
Step in Equation 

PARENT KNOWLEDGE 

Wilks' 
Lambda 

.89 

Canonical Standardized 
Signif Coefficient Correlation 

< .001 1.00 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 

Eigenvalue 

1.27 

Percent of Canonical After 
Variance Correlation Function 

o 
100.00 .34 

Wilks 
Lambda 
.89 

CLASSIFICATION MATRIX 

Chi-
Square df I! 
24.23 1 < .001 

Predicted Group Membership 

Group 1: Hispanic Child Low 

Group 2: Hispanic Child High 

# of Cases 1 2 GROUP CENTROIDS 

(114) 

( 92) 

68 

35 

32 -.32 

65 .39 

67 Percent of Grouped Cases Correctly Identified 
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A final discriminant analysis was conducted with the Anglo population to test whether 

parents' knowledge is a significant predictor of their children's AIDS knowledge. Results 

found in Table 24 reveal that although parents' AIDS knowledge is significant F(1,169) = 

6.65, P < .05, this variable correctly identified only children with high knowledge of AIDS 

(94 %) while mis-identifying 85 percent of the low knowledge children. 

Table 24 

Discriminant Analysis with ANGW Parent KNOWLEDGE as a 
Predictor of ANGW Child Knowledge 

Variable Entered 
Step in Equation 

Wilks' 
Lambda 

Canonical 
Signif Coefficient 

PARENT KNOWLEDGE .96 <.05 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical 
Eigenvalue Variance Correlation 

After 
Function 
o 

Wilks 
Lambda 
.96 

.39 100.00 .19 

CLASSIFICATION MATRIX 

Predicted Group Membership 

Standardized 
Correlation 

1.00 

Chi-
Square df 1! 
6.50 1 < .05 

# of Cases 1 GROUP CENTROIDS 

Group 1: Anglo Child Low (61) 15 85 -.30 

Group 2: Anglo Child High (110) 6 94 .36 

66 Percent of Grouped Cases Correctly Identified 



101 

Hypothesis #6: Predicting Parents' Knowledge from Their Children's Knowledge 

A discriminant function analysis with the total parent population was conducted to test 

hypothesis #6 which proposed that children's knowledge is a significant predictor of their 

parents' scores. Table 25 reveals that child AIDS knowledge is a significant predictor of 

parental knowledge F(1,474) = 48.56, P < .0001; correctly identifying 59 percent of high 

knowledge parents and 65 percent of low knowledge parents. 
Table 25 

Discriminant Analysis with All Child Knowledge as a Predictor of ALL Parent Knowledge 

Variable Entered Wilks' Canonical Standardized 
Step in Equation Lambda Signif Coefficient Correlation 

CHILD KNOWLEDGE .91 <.001 1.00 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After Wilks Chi-
Eigenvalue Variance Correlation Function Lambda Square df I2 

0 .91 46.18 1 < .0001 
1.02 100.00 .30 

CLASSIFICATION MATRIX 

Predicted Group Membership 

# of Cases ! GROUP CENTROIDS 

Group 1: Parent Low 

Group 2: Parent High 

(231) 

(245) 

59 

35 

41 

65 

62 Percent of Grouped Cases Correctly Identified 

-.33 

.31 
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Discriminant analyses were conducted on the Hispanic and Anglo populations separately. 

Children's knowledge scores are significant predictors of parent knowledge in both the 

Hispanic F(I,216) = IS.74, P < .001, and the Anglo parent sample F(I,16S) = S.57, P < 

.OS. As shown in Tables 26 and 27, Hispanic children's knowledge scores accurately predict 

both the low (79%) and high (S2%) knowledge of Hispanic parents. The percentage of 

accurate classifications for low knowledge Anglo parents are quite low (2 %), yet the function 

classified a high percentage of the high knowledge Anglo group (96%). 
Table 26 

Discriminant Analysis with Hispanic Child Knowledge as a Predictor of Parent Knowledge 

Variable Entered Wilks' Canonical Standardized 
Step in Equation Lambda Signif Coefficient Correlation 

CHILD KNOWLEDGE .93 <.001 1.00 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After 
Eigenvalue Variance Correlation Function 

o 
.73 100.00 .26 

Wilks 
Lambda 
.93 

CLASSIFICATION MATRIX 

Chi-
Square df n 
15.16 1 < .001 

Predicted Group Membership 

Group 1: Hispanic Parent Low 

Group 2: Hispanic Parent High 

# of Cases ! 

(119) 

( 99) 

79 

48 

GROUP CENTROIDS 

21 -.25 

52 .29 

67 Percent of Grouped Cases Correctly Identified 
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Table 27 

Discriminant Analysis with ANGLO Child Knowledge as a Predictor of Parent Knowledge 

Variable Entered Wilks' Canonical Standardized 
Step in Equation Lambda Signif Coefficient Correlation 

CHILD KNOWLEDGE .97 <.05 1.00 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After 
Eigenvalue Variance Correlation Function 

Wilks 
Lambda 
.97 o 

.34 100.00 .18 

CLASSIFICATION MATRIX 

Predicted Group Membership 

1.00 

Chi-
Square df 12 
5.46 1 <.05 

# of Cases 1 GROUP CENTROIDS 

Group 1: Anglo Parent Low 

Group 2: Anglo Parent High 

(54) 2 

(113) 4 

98 -.26 

96 .13 

66 Percent of Grouped Cases Correctly Identified 



A Combined Predictive Model for Children's Knowledge of AIDS 

One of the central issues of this investigation is whether acculturation and other relevant 

variables can distinguish between children who possess considerable information about 
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HIV I AIDS and those who know very little. Previous results in this investigation show that 

parents' knowledge is related to their income, education, and acculturation level. In turn, 

children's knowledge appears to be associated with their parents' knowledge level and their 

parents' level of acculturation. However, the greatest predictability is evidenced in the low 

knowledge Hispanic and the high knowledge Anglo groups. Since it is important to establish 

an accurate predictive equation that classifies both low and high knowledge children, a final 

series of discriminant analyses were conducted with parent knowledge, acculturation level, 

income, education, along with the grade and the age of the child as predictors of children's 

knowledge of AIDS. Age of the child was entered because past research has demonstrated 

that age may be associated with HIV I AIDS information, and the fact that the upper grades in 

this population have had some HIV instruction over the past 2 years. Table 28 reveals that 

parent knowledge remains the most significant predictor of children's AIDS knowledge 

F(1,338) = 26.62, P < .0001, followed by acculturation level F(2,337) = 20.05, p < 

.0001, with the child's age entering the equation third F(3,336) = 17.64, P < .0001. 

Parents' income, education, and child's grade do not enter the equation. Overall, the equation 

was able to correctly identify 68 percent of the total population; 61 % of the low knowledge 

children and 75 percent of the high knowledge group. 
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Table 28 

Discriminant Analysis with ALL Parent Knowledge, ACCULTURATION LEVEL, AGE, 
GRADE, INCOME, AND EDUCATION as Predictors of ALL Child Knowledge 

Variable Entered Wilks' Canonical Standardized 
Step in Equation Lambda Signif Coefficient Correlation 

1 PARENT KNOW .93 <.001 .63 .71 
2 ACC LEVEL .89 < .001 .62 .62 
3 AGE .86 < .001 .51 .33 

CANONICAL DISCPJMINANT FUNCTIONS 

Percent of Canonical After 
Eigenvalue Variance Correlation Function 

Wilks 
Lambda 
.86 o 

1.58 100.00 .37 

CLASSIFICATION MATRIX 

Predicted Group Membership 

Chi-
Sguare df 12 
49.21 3 < .001 

# of Cases 1 ~ 

39 

GROUP CENTROIDS 

Group 1: All Child Low (175) 61 -.42 

Group 2: All Child High (202) 25 75 .37 

68 Percent of Grouped Cases Correctly Identified 
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An additional discriminant analysis was conducted with the Hispanic population employing 

the same criterion and predictor variables. Table 29 shows that parents' knowledge was again 

the most significant predictor of children's knowledge F(1,181) = 17.13, P < .001, with 

acculturation entering in the second step F(2,180) = 14.41, P < .0001, and parents' income 

entering third F(3,179) = 11.60, P < .0001. Educational level of the parents, and the 

child's grade and age did not enter the equation. The three predictor variables correctly 

identified 81 percent of the low knowledge children and 56 percent of the high knowledge 

Hispanic children. The function achieved 70 percent overall accuracy. 
Table 29 

Discriminant Analysis with mSPANIC Parent KNOWLEDGE, ARSMAIO, 
EDUCATION, and INCOME as Predictors of IDSPANIC Child Knowledge 

Variable Entered Wilks' Canonical 
Step in Equation Lambda Signif Coefficient 

1 PARENT KNOWLEDGE .91 <.001 .60 
2 ARSMA10 .86 <.001 .55 
3 INCOME .84 <.001 .42 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After 
Eigenvalue Variance Correlation Function 

Wilks 
Lambda 
.84 o 

1.94 100.00 .40 

CLASSIFICATION MATRIX 

Predicted Group Membership 

Standardized 
Correlation 

.70 

.67 

.50 

Chi-
Square df p 
31.89 3 < .001 

# of Cases ! GROUP CENTROIDS 

Group 1: Hispanic Child Low 
Group 2: Hispanic Child High 

(103) 
( 84) 

81 
44 

19 
56 

70 Percent of Grouped Cases Correctly Identified 

-.40 
.49 
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Finally, a discriminant function analysis was completed with the Anglo population and the 

same variables (sans acculturation). The first variable to enter the equation is the child's age 

F(1,155) = 15.35, P < .001, followed by parents' knowledge F(2,154) = 9.85, P < .001, 

and parents' education entering last F(3,153) = 7.85, p < .001. For the Anglo children, 

parents' income was not a significant predictor of knowledge of AIDS (see table 30 for 

complete results). Although the three predictor variables were able to correctly identify 66 

percent of the sample, it mis-classified 66 percent of the low knowledge children, while 

correctly identifying 84 percent of the high knowledge Anglo group. 
Table 30 

Discriminant Analysis with ANGW Parent Knowledge, AGE, EDUCATION, INCOME, 
and GRADE as Predictors of ANGW Child Knowledge 

Variable Entered Wilks' Canonical Standardized 
Step in Equation Lambda Signif Coefficient Correlation 

1 AGE .91 <.001 .84 .80 
2 PARENT KNOW .89 <.001 .47 .46 
3 EDUCATION .87 <.001 -.42 -.26 

CANONICAL DISCRIMINANT FUNCTIONS 

Percent of Canonical After 
Eigenvalue Variance Correlation Function 

Wilks 
Lambda 
.87 o 

1.54 100.00 .37 

CLASSIFICA TION MATRIX 

Predicted Group Membership 

Chi-
Square df 12 
21.98 3 < .001 

# of Cases 1 GROUP CENTROIDS 

Group 1: Anglo Child Low (61) 34 66 -.52 

Group 2: Anglo Child High (109) 16 84 .29 

66 Percent of Grouped Cases Correctly Identified 
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Brief Summary of Findings 

Hypotheses #5 and #6, predicting that children's knowledge scores are significant predictors 

of their parents' scores and parents' knowledge scores predict children's scores were generally 

supported. Anglo parents' knowledge was not an accurate predictor of Anglo children within 

the lower quartile of AIDS knowledge. A combined model for predicting low and high 

knowledge of all children that employed parent knowledge, acculturation level and the child's 

age as predictors was successful 68 percent of the time. Parent knowledge, acculturation 

level and income successfully classified 70 percent of Hispanic children in low and high 

knowledge groups. Unfortunately, no model successfully identified Anglo children with little 

knowledge of AIDS-related information. 



CHAPTER 8 

DISCUSSION 
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In the first chapter, a theoretical framework was offered as a starting point though which 

important aspects of parents' and their children's knowledge and attitudes of the AIDS 

pandemic can be investigated. Social learning theory allied with vested interest theory gives a 

picture of areas to consider when investigating how adults and children react to this health 

crisis. Information gathered from the results can begin to guide the designing of a 

communication based HIV-prevention program. Perceived consequences, empowerment, and 

the influence of social contacts all blend to directly influence critical knowledge and attitudes. 

This study is based on the premise that acculturation level is a fundamental indicator in a 

host of HIV/AIDS related factors. It is assumed people will exhibit differences in AIDS 

related knowledge, attitudes concerning the blame associated with contracting the virus, and 

perceptions of their personal risk and ability for control as a consequence of variations in 

degree of acculturation. This investigation provides a more complete picture of how a 

person's ability to navigate the communication flows within a society (i.e., acculturation) 

impinges upon certain AIDS-relevant factors that have been shown to relate directly to the 

likelihood of contracting the HIV virus. This study thus expands previous research in a 

number of ways. 

First, and perhaps most impOltantly, the initial stage of the study was able to re

conceptualize and statistically support the construct of acculturation as a unique 

communication phenomenon. Conceptualized in this way, acculturation is clearly seen as 

more than simply how people identify themselves. Rather, acculturation focuses attention on 

those communication elements that directly affect the person's everyday management of the 
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majority culture. Marfn and Marin (1982) admonish social scientists who do not recognize 

the problems associated with using "self-identification" as the sale method of differentiating 

Hispanics (p. 100). When Mexican-American, Hispanic, Chicano, etc. do not suffice as 

categories capable of encompassing universally agreed upon characteristics, Marin and Marfn 

have referred to the language most generally spoken, or surname, as evidence for 

classification. The ARSMAlO has been shown reliably to measure the communication aspect 

of acculturation (including self-identity) and provides researchers with a new tool to 

understand the multi-faceted interplay that occurs when "outsiders" attempt to adopt and adapt 

to mainline society. 

Second, the study extends previous research into AIDS-related knowledge buy 

addressing overall knowledge deficits. Whereas previous research identifies groups as having 

correct information on certain items (e.g., the HIV virus is transmitted through the exchange 

of blood and bodily fluids), the overall level of AIDS knowledge is generally not assessed as a 

scale and compared with other indicators of risky behaviors. Resent findings by Newman, 

DuRant, Ashworth, and Gaillard (1993) are notable exceptions. This study also accurately 

measured the extent of knowledge deficits by offering the parents and older children five 

response categories instead of three. Typically responses are forced into "true," "false," and 

"unsure" categories. When choices are limited in this way, the degree of confidence 

associated with the answer cannot be taken into consideration. Many AIDS-related situations 

carry life and death consequences (e.g., I can tell by looking if someone has the HIV virus). 

This study provided two additional categories of "probably true," and "probably false" to 

more accurately assess certain knowledge from reasonable guesses. Only "true" and "false" 

answers were scored as correct, and overall knowledge level was the number of correct 
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compared to incorrect answers. The staggering level of inaccurate information recorded from 

this population suggests that the standard "proportion correct" criteria used in this study may 

be unacceptable when dealing with a knowledge base in which one incorrect answer may be 

fatal. 

Third, this investigation is the first to yoke AIDS-relevant information of parents with 

that of their children. A fundamental aspect of social learning theory states the importance of 

rewarding social contacts in the learning of attitudes and behaviors. Past AIDS research has 

acknowledged the link between adolescents and parents, yet direct comparisons between 

parents' and child's attitudes and knowledge have rarely been undertaken. This study was 

able to connect children with their parents to more fully understand the potential for mutual 

influence. 

Finally, the results of this investigation can shed light on the direction prevention 

programs must proceed if they are to attain maximal effect, especially when working with a 

young adolescent population. A strength of this investigation was the ability to reliably 

measure AIDS knowledge and AIDS-related attitudes in a pre-adolescence population. 

Although adult populations have received considerable attention in the literature, more 

recently there has been a rise in HIV/AIDS research in the young adolescent population (cf., 

Levy, Lampman, Handler, Flay, & Weeks, 1993; Newman, DuRant, Ashworth, & Gaillard, 

1993). A growing trend in AIDS education is to begin discussions concerning sexuality and 

AIDS during pre-adolescence, primarily because the majority is not sexually active (Dawson, 

Crano, & Burgoon, 1994). According to the A. Guttmacher Institute (1994) about half of all 

teen women aged 15-19 have had intercourse, regardless of race, income, religion or 

geographical location; the average age of first intercouse is generally between 14 and 14.7 
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years (pPSA, 1993). Since the children in this investigation ranged in age from 7 to 15 

years, few are yet sexually active. Results of the knowledge scores indicate that young 

children know certain correct information about how the HIV virus is transmitted, yet as 

indicated by the results in tables 28 and 30, older children know far more than the younger. 

From results of analysis of variance in the intial study (pp. 55-58), children of low 

acculturated Hispanic parents know less than children of high acculturated Hispanics and 

Anglo parents. These findings point to the importance of investigating cultural differences in 

both adult and pre-adolescent populations. Since knowledge and attitudes are influenced, 

partially, by accessibility to information, communication strategies must be designed that 

address the salience of the issues. The more salient the issue, the greater likelihood that a 

person's perceived vested interest will increase and the stronger the the link between attitudes 

and attitude-relevant behaviors. For children salience may be increased by disseminating 

sound and relevant information connecting future behaviors to potential HIV infection. Fear 

appeals, often used to scare people from enacting unhealthy behaviors may not be as affective 

in the pre-adolescent population as empowering them to make healthy choices for themselves 

by giving them the tools to exercise control over their health behaviors (Bandura, 1994). 

Acculturation as a Predictor of Knowledge Groups 

Hispanic Parents. Acculturation, as measured by the ARSMAlO, predicted Hispanic 

parents' knowledge as expected. It was anticipated that parental level of acculturation would 

influence their amount of correct information about HN/AIDS, and the communication

focused ARSMAlO adequately differentiated the parent groups on knOWledge. Hispanic 

parents classified (by the quartile split) in the high knowledge group are primarily of a higher 

acculturation level, and thus, theoretically, are more able to take advantage of the available 
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information sources. Similarly, Hispanic parents in the low quartile knowledge group were 

parents low in acculturation and as such have difficulty accessing the communications within 

mainstream society. 

Anglo Parents. The results clearly indicate that Anglo parents have greater knowledge 

of HIV I AIDS than Hispanic parents. This supports the communication-focused 

conceptualization of acculturation -- the ease with which a person can access the 

communications in society influences their knowledge base. When Anglo parents classified as 

a separate acculturation level were added to the three acculturation levels of Hispanic parents 

(low, bi, high) the classifications added significantly to predicting children's AIDS 

knowledge. This finding further supports the importance of attending to differences between 

Hispanics and Anglos, and the differences among Hispanics when developing communications 

designed to influence knowledge and attitudes related to AIDS. 

Hispanic Children. Understanding the role acculturation plays for Hispanic children is 

clouded by the necessity to apply classifications of parent acculturation level onto their 

children. During data collection, children were not given the Acculturation Rating Scale for 

Mexican Americans (ARSMA). This decision was based on both pragmatic (Le., length of 

questionnaire, rewording items to their appropriate reading level) and theoretical 

considerations. However, the subsequent reconceptualization of acculturation from the 

general ARSMA to the communication specific ARSMAlO generated a scale that can be given 

to children. The original ARSMA contained questions such as "Who did you associate with 

from 10 to 18 years old. This type of question (and others that were eventually dropped), 

would not have been appropriate for children between 7 and 14 years old. All items within 

the ARSMAlO can be easily used with Hispanic populations of any age, and given the current 



focus on communication factors, will quite possibly result in different acculturation 

classifications between parents and their children. 
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The modifications performed on the ARSMA will provide future researchers interested 

in acculturation with a reliable and useful measure applicable to all age groups. 

Unfortunately, this discovery came too late to guide this study's data collection. 

Nevertheless, the initial theoretical argument of using parents' acculturation score to classify 

children still remains applicable. Social learning theory argues that children in the age range 

of the sample (7 to 14) are still closely connected to, and influenced by, the communication 

preferences of their parents (Bandura, 1977b). Parents are models for behavior and attitudes, 

and as well have the power to reward and punish. The language a parent speaks the most, 

prefers the most, reads and writes the most will naturally affect a child's exposure to that 

language. All children in the sample are taught in English and their exposure to the language 

will be greater than for their parents who may prefer to speak Spanish. Given that all 

children are equally exposed to English (during the school year), their parents' acculturation 

level (Le., preference and use of either the English or Spanish language) is an appropriate 

classification since it will unarguably influence their access to information channels, and 

possibly their motivation to use information channels to gain needed information. 

These reasons are offered as tentative explanations why acculturation alone was a 

significant, yet practically unsuccessful predictor of knowledge in the knowledgeable Hispanic 

child quartile. In light of the inadequate predictive accuracy of acculturation alone, the 

warning from MarCn and MarCn (1982) is an appropriate summation: "What seems important 

[ ... ] is to recognize that culture indeed affects behavior and attitudes but that its influence, as 

that of all other variables, has its limits" (p. 110). 
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Anglo Children. Anglo children have more AIDS knowledge than Hispanic children, 

which is comparable to knowledge differences found between Anglo and Hispanic parents. 

For purposes of comparison, Anglo children were classified as exhibiting the highest 

acculturation level. This grouping is appropriate given the Anglo child's ability to access the 

communications more easily than Hispanic children. However, a more well-defined cultural 

classification would be obtained by measuring the Anglo child's acculturation. Children 

should be influenced by their parents' behaviors and preferences (Bandura, 1977b), but Anglo 

children who attend school in a culturally diverse region like southwest Arizona may be 

influenced by the Mexican-American culture differently than their parents. 

SES as a Predictor of Knowledge Groups 

The socio-economic status (SES) index did not satisfactorily distinguish low and high 

knowledge groups as predicted. Past research has connected SES to AIDS knowledge (Negy 

& Woods, 1992b), but these connections are generally based on simple correlations and as 

such these results only suggest that a relationship between knowledge and SES exists. Past 

research has been unable to answer the pressing question of whether the index is able to 

distinguish extreme high- and low-knowledge groups. When separating the SES index into its 

constituent parts, the educational level of the Hispanic parent related more strongly to parents' 

level of AIDS knowledge (canonical coefficient = .74), while income was only modestly 

related (canonical coefficient = .48) to knowledge. 

Interestingly, parent SES was able to accurately predict 80 percent of low knowledge 

Hispanic children, a percentage much greater than realized from other functions. At the same 

time, SES misclassified Hispanic children in the high knowledge group. When parent 

education and income were used to predict knowledge differences in Hispanic children, the 
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income component of SES was the most powerful predictor (canonical coefficient = .81) and 

parent education was only of moderate consequence (canonical coefficient = .40) in 

predicting children's knowledge. It appears that the income of the Hispanic parent, and not 

the parents' educational level is instrumental in influencing a Hispanic child's level of AIDS 

knowledge. The association between SES and Hispanic children's knowledge may indicate 

that education and income of low acculturated Hispanic parents may determine the extent to 

which the child can materially interact with mainstream society. 

Combining SES and Acculturation as Predictors 

Hispanic Parents and Children. Surprisingly, when SES and acculturation were used 

together to predict the knowledge group membership of Hispanic parents, the SES index 

exhibited a slightly higher standardized coefficient (.68) than acculturation (.60). Close 

examination of the group centroids revealed that adding SES increased the distance between 

centroids, but did not increase the accuracy of classifying group membership. As before, 

Hispanic parents in the low knowledge quartile were more accurately classified (73 %) than 

those in the high knowledge quartile (48%). This is consistent with the previously mentioned 

characteristics of the low acculturated group. As expected, using the separate components of 

SES, the model was more accurate in classifying both Hispanic parents' and their children's in 

both the low and the high knowledge groups. As anticipated, parent income but not 

education, significantly differentiated low from high knowledge children groups. However, in 

combination, acculturation and either income or education is met with only modest success in 

predicting knowledge classification. 

Anglo Parents and Children. A much different series of results occurred when using the 

components of SES to predict the knowledge groups of Anglo parents. It was argued that 
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since Anglos have the ability to fully participate in the message flows of the system, their 

acculturation level is of little consequence in predicting differences in HIV-related 

information. In turn, income and education levels (SES) should influence accessibility of 

messages, and perhaps, incentive to attend to information. The prediction (hypothesis #3) 

that SES would predict AIDS knowledge for the Anglo population was not fully supported. 

Income was the only component of SES that significantly entered the discriminant function, 

and this variable misclassified all Anglo parents in the low knowledge group, while at the 

same time having 100 percent accuracy in predicting the high knowledge group. Given the 

extremely low eigenvalue (0.30) disclosed in this analysis, inferences drawn from this analysis 

should be approached with caution. 

StiII, this result is noteworthy. High knowledge, which is generally characteristic of the 

Anglo parent population, appears to be significantly related to income level. Anglos, already 

being "cultured" in the mainstream, have access to the majority of communication messages. 

Income level may identify those who have a great amount of correct information. It follows 

that, for this population of Anglo parents, money could translate into opportunities and 

motivations to use the information available in the society. Parents who are in the lowest 

information quartile are influenced not by income, but by other (yet undetermined) factors. 

Standing alone, this result does not indicate that income is that defining variable. What 

should be noted is that income and education alone are insufficient to predict differences in 

Anglo parents. 

Parent Knowledge as a Predictor of Children's Knowledge 

A major tenet of social learning theory holds that significant people perceived as 

rewarding wiII influence a person's behavior through modeling. In the first chapter, it is 



argued that in addition to learning behaviors, corresponding attitudes and beliefs that affect 

behavior may also be learned. A fundamental assumption of this investigation holds that 

parents' knowledge is predictive of their children's knowledge level, and in tum, children's 

knowledge is predictive of their parents'. Evidence from the initial study led to this 

hypothesis, and unequivocal support was obtained from current discriminant analyses. 
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All Parents and Children. The diversity of the study's popUlation necessitated an 

analysis of all parents' and all children's scores. As predicted, parent knowledge in a one

predictor situation correctly classified 67 percent of children across low and high knowledge 

groups. The one-predictor model had a comparatively high eigenvalue (1.32) yet was more 

accurate in isolating children in the high knowledge category (76%) than the low knowledge 

group (58%). 

The ability of parents' knowledge, across acculturation levels, to correctly identify over 

three-quarters of children within the high knowledge quartile is an important finding. It 

suggests that parents who have high amounts of correct information about AIDS also have 

children who s.:ore within the high information range. This finding is consistent with the 

assumptions of social learning theory and strengthens previous research suggesting that 

parents are at least partially instrumental in influencing information acquired by pre

adolescents (Lenaghan & Lenaghan, 1987; Leo, 1992; Levy et aI., 1993). The inability of 

parents' knowledge to satisfactorily classify children in the low knowledge quartile is an 

equally interesting finding. It appears that children who do not have a great amount of 

correct information about AIDS, may nevertheless have parents who do possess the 

information, but for some (as yet unknown) reason, the knowledge is not transmitted to the 

child. 
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Hispanic Parents and Children. Owing to the differences previously found between the 

Hispanic and Anglo populations, each population was analyzed separately. As expected, 

Hispanic parent knowledge was as successful a predictor of Hispanic children's knowledge in 

this model (67%), but unlike the analysis making use of the combined sample, both the low 

and high knowledge Hispanic children groups were classified satisfactorily (fable 23). 

These findings may indicate that knowledge levels of Hispanic parents and their children 

are closely associated. In other words, parents whose children have little correct information 

about AIDS are themselves knowledge-deficient. Based on these findings, the converse may 

also be correct. 

Anglo Parents and Children. Using the knowledge scores of Anglo parents to predict 

their children's knowledge scores was only partially successful. Similar to previous results 

concerning this population, almost all children within the high knowledge quartile were 

accurately identified (94%), while only 15 percent of the low knowledge children were 

classified correctly. Again, the acculturation explanation can be evoked to interpret this 

finding (fable 24). Anglos who have little knowledge (either parent or child) appear to be an 

anomaly. These highly acculturated people should, by all indications, have little trouble 

accessing communication about AIDS, understanding the cultural frame of messages, and have 

the ability to report this knowledge. Evidently, this is not the case. Although the number of 

Anglo parents and children who fall in the low knowledge quartile is very small (54 and 61 

cases respectively), acculturation or knowledge alone cannot adequately classify these groups. 

It appears that the lower quartile knowledge group is an anomaly that this model is not able to 

identify. 
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Children's Knowledge as Predictor of Parents' Knowledge 

It was argued that if parents' knowledge has an affect on their children, it is reasonable 

to predict that children's knowledge should be related to their parents. An analysis of the 

entire study's population supported hypothesis #6, yet the outcome was not completely 

satisfying. Highly knowledgeable parents were misidentified less frequently than their low 

knowledge counterparts (Table 25). The pattern for the Hispanic population continued, with a 

greater percentage of low knowledge parents correctly identified (79 %) than high knowledge 

parents (52%) (Table 26). Most interesting was the almost complete inability of Anglo 

children's knowledge to predict parents in the low knowledge group (Table 27). 

Effectiveness of Knowledge as a Predictor of Knowledge 

The usefulness of AIDS knowledge to predict AIDS knowledge was partially successful. 

Knowledge levels of Hispanic parents and children appear to have a much different 

relationship than that of Anglo parents and children. Based on the current findings, the 

amount of correct AIDS information exhibited by parents is more predictive of what their 

children know than the converse. This is not surprising given the upward direction of 

modeling most apparent in parent-child relationships. As argued by social learning theory, 

the more positively rewarding a behavior, the more likely that behavior is to be learned. In a 

parent-child relationship, the source of modeling will generally reside with the parent, and 

thus, their behaviors and attitudes will affect their children more than children will affect their 

parents. A vested interest explanation may argue that a child perceives greater personal 

consequences related to following parental behaviors, whereas parents may find little at stake 

to model the behaviors and attitudes of their children. 
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A Combined Model for Predicting HIV IAIDS Knowledge Scores 

Based on the partial success of acculturation, SES, and level of AIDS-relevant 

knowledge to differentiate knowledgeable and non-knowledgeable respondents, a further 

examination of group delineation was conducted. Acculturation and elements of SES were 

moderately successful in predicting parent knowledge scores, while parent scores were 

moderately successful in predicting children's knowledge scores. The next logical step was to 

combine factors that independently proved successful in classifying low and high knowledge 

groups to detect the most productive weighted combination of predictor variables. In addition 

to the variables of acculturation level, income, education, and knowledge scores, the child's 

age and grade level were entered into a discriminant analysis. As discussed briefly in chapter 

3, AIDS knowledge may be related to a child's experiences and issues of disease and sexual 

contact are more personally relevant to older children. Since grades 7 and 8 in this 

population had some minimal instruction on health and HIV from the diocesan nurse, grade 

level may also have an influence on AIDS information. 

Total Population. The initial analysis using the entire population of parents and children 

was successful. As anticipated from the previous results, parental knowledge and 

acculturation level both added to the discriminant function. Not surprisingly, the child's age 

also emerged as a significant predictor of knowledge (fable 28). The entire function 

correctly classified 68 percent of the children in low and high knowledge groups. Most 

encouraging was the level of accuracy obtained in classifying both the low and high 

knowledge groups (61 and 75 percent respectively). 

Hispanic Population. Using the same predictor variables with the Hispanic population 

was equally successful. Parent knowledge and acculturation again related significantly to the 
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model, yet parental income and not age was the third most powerful predictor. Based on the 

previous results that income was the only socio-economic variable to significantly classify 

Hispanic children groups, this result was expected. Together these results suggest that low 

and high knowledge Hispanic children groups differ on the basis of their parents' AIDS 

knowledge, acculturation, and income. Overall, 70 percent of the Hispanic children were 

correctly classified; however, the proportion of high knowledge children correctly identified 

was a disappointing 56 percent (Table 29). 

Anglo Population. The discriminant function predicting children's knowledge in the 

Anglo population was surprising on two counts (fable 30). First, the child's age had the 

greatest relative weight in the derived discriminant function (0.84), with parent knowledge 

also emerging with a positive weight (0.47). Second, parents' education level was a 

significant predictor, yet obtained a negative weight (-.42). Together, these results indicate 

that low and high knowledge children groups differ on age, parents' knowledge, and the level 

of formal education achieved by their parents. Parents' educational level is negatively 

correlated with the function (point-biserial correlation is used in discriminant analysis) 

suggesting that for Anglo children, the less formally educated the parent, the more correct 

information about AIDS the child possesses. 

These conclusions are not advanced with confidence. The theoretical framework used in 

this study does not guide a psychologically meaningful interpretation of this function. 

Turning to a standard interpretive criteria for discriminant functions (fatsuoka, 1970) may 

increase the interpretability of this result. When secondary factors are approximately half the 

magnitude of the primary factor, they can be dropped to allow for a more meaningful 

interpretation of the function (fatsuoka, 1970, p. 53). Using this conservative criterion, it 



would appear that the only significant difference between low and high knowledge Anglo 

children is their age (considering the limited number of predictor variables entered in the 

equation). This interpretation may help explain the accuracy of age in predicting the high 

knowledge group (84 %), but the reason for the misclassification of 66 percent of the low 

knowledge Anglo group remains obscure. 

Pragmatism/Moralism and Acculturation 
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Another goal of this investigation was to provide insight into the influence of AIDS

related beliefs on HIV/AIDS knowledge. Differences in pragmatic and moralistic (P/M) 

views about AIDS have been associated with lower educational levels, and attitudes toward 

gays (Herek, 1993), but as of yet, research connecting acculturation level and the current 

measure of this factor is absent from the literature. A test of hypothesis #4 found a negative 

correlation between P/M and acculturation in the overall population (Table 20). According to 

the P/M measure, the lower the score, the more an individual sides with a pragmatic view of 

disease (Le., disease is just something that happens to people), whereas a higher score 

signifies a moralistic appraisal of diseases like AIDS (Le., disease is punishment from God). 

At a basic level, the raw correlations indicate that more acculturated individuals assess AIDS 

more pragmatically. In other words, high acculturated Hispanic and Anglo parents view 

diseases as having their origin in mere circumstances, while low acculturated Hispanics put 

the onus on behaviors that are "punishable." Exploring this relationship within the Hispanic 

sample confirmed previous results. Findings suggest that the higher the acculturation level of 

the Hispanic, the lower their response on the P/M scale (Le., the more pragmatic). 

The most significant implication of the finding that acculturation is associated with 

judgements of moralism and pragmatism is that strategies used in the Hispanic population to 
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address health issues such as AIDS must work within the traditional Hispanic's perception of 

disease. Herek and Glunt (1993) note the conflict between secular rationalists and the 

moralists in responding to venereal disease in the early 1980s resulted in vastly different ideas 

on how to approach the disease. Secular rationalists sought to reduce the spread of disease by 

distributing prophylactics and administering to the infected in a non-judgmental manner. 

Moralists viewed the disease as stemming from deep moral disorder and were willing to 

address the issue only through abstinence using fear and condemnation as strategies. 

Unfortunately, their most inclusive comparison studies investigating pragmatism involve 

primarily Black and Anglo subjects. However, Herek and Glunt admit that it is likely that 

AIDS-related attitudes also differ among Hispanic Americans and Native Americans (p. 255), 

and the present results finding a relationship between moralism and acculturation level suggest 

that these AIDS-related attitudes hold at least for Hispanics. 

Evident from this study's results, prevention and education programs must address (and 

confront) the symbolic issue of moralism. This does not mean that "moralists" should be 

turned into "pragmatists." On the contrary, within a moralist's perspective of AIDS, effective 

strategies can be developed that do not offend or disregard deep rooted values. By working 

within the culture and considering moral attitudes, the persuasability of AIDS-relevant 

messages will be increased. 

Relationship between Blame and Acculturation 

As noted in chapter 6, a two-fold assessment of blame and innocence was used in this 

study. The first item-set corresponds to instances when behavior leading to contracting the 

HIY virus was ostensibly one of choice (e.g., sexual intercourse, N drug use). In contrast to 

this "control" dimension, the second dimension assesses the blame associated with situations 
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in which HIV contamination was out of the control of the individual (e.g., rape, blood 

transfusions, etc.). Examination of research question #1 (Table 20) found that only the 

control dimension of blame is correlated with parents' level of acculturation (children were 

not given the blame/innocence scales). This result is consistent with a vested interest 

framework. For parents, the personal consequences and salience of the issue is most relevant 

when the situations of contamination reflect those of greatest personal concern. In other 

words, parents' who have more correct information about AIDS (high acculturated and Anglo) 

know that there are risky behaviors people can control, and therefore should shoulder the 

blame for their exposure. On the other hand, low acculturated Hispanics, knowing 

comparatively less than their highly acculturated counterparts, may not be as likely to cast 

blame on people since they view the AIDS epidemic as one of "chance" and not "choice." 

The primary explanation for the lack of significant relationship between the no-control 

dimension and acculturation level is the restricted range of responses (u = .59). The mean of 

the scale (from 1 = completely innocent to 5 = completely to blame) was a 1.79, signifying 

that virtually no one at any acculturation level was willing to cast blame on people who 

received the HIV virus from blood transfusion, rape, etc. This result is consistent with 

previous literature on blame and innocence (Herek, 1990). 

Perceived Control and Acculturation 

Similar to evaluations of blame and innocence, perceptions of control over contracting 

the virus is reflected in the vested interest persons are likely to have concerning AIDS. 

Vested interest theory would suggest that persons with greater knowledge of the disease would 

be more likely to perceive themselves of having control over the potential to contract the 

disease. More knowledge should reflect greater perceived consequences and lead to more 
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accurate assessments of control. The results did not disclose a significant relationship 

between acculturation and perceived control. It is possible that a significant relationship was 

not evidenced because of the poor measurement items used to assess control. The five 

choices used to measure control allowed the respondent to determine whether people have no 

control to complete control over contracting the disease. A more appropriate measure would 

have indicated to the respondent that they were to assess their own ability to control HN 

contamination, instead of providing a global assessment of control. This categorical choice 

measure was clearly an unsatisfactory measure of perceived control. 

AIDS Knowledge and AIDS Related Factors 

A fundamental intention of this study is to understand how AIDS-related attitudes affect 

the knowledge level of parents and children, and whether differences found can be attributed 

to acculturation level. As vested interest theory suggests, attitudes that influence perceived 

stake or personal consequence should manifest themselves in attention to information, and 

possibly, attitude-consistent behavior. Exploration of the research questions investigating the 

relative contributions of blame, perceived control and pragmatism/moralism to level of AIDS 

knowledge found that, of the three predictors across and within all acculturation levels (e.g., 

low, bi-cultural, high, and Anglo), the construct of pragmatism and moralism accounted for 

the greatest variance in knowledge scores (fable 21). The Control dimension of Blame 

consistently accounted for the more variance in knowledge than the No-Control dimension of 

Blame. Perceived control over contracting HIV was a significant predictor variable in all 

cultural populations except Anglo and low acculturated Hispanics. The inconsistency of 

perceived control across analyses is possibly due to the ambiguous nature of the measure. 
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Examination of the standardized regression weights of pragmatism/moralism indicate not 

only the contribution of the predictor variable, but the direction of influence. In all analyses, 

pragmatism/moralism has a negative regression weight, signifying that a unit increase in 

knowledge scores is related to a unit decrease in the P/M score. This supports the earlier 

finding that a pragmatic perspective is related to increased knowledge levels. 

The tenets of vested interest theory can be raised to explain these results. A practical 

assessment of diseases like AIDS (without invoking "divine causes") is more likely to affect 

issue relevance and the perceived consequences of actions. Increase in vested interest should 

then lead to an increase in knowledge about the disease. The results of this study add support 

for the effect of vested interest factors on knowledge level. These findings further suggest 

that messages designed to increase a person's vested interest should have a profound effect on 

their attention to information relating to HIV and AIDS. Comparatively, pragmatic views 

determine more about AIDS knowledge than judgments of blame and perceived control. 

Significance of the Claims 

Usefulness of a SLTNested Interest Framework 

The combined framework of social learning theory [SLT] and vested interest provides a 

workable theoretical base from which to address some of the concerns of AIDS researchers. 

Social cognitive (i.e., learning) theory has been applied to the issue ofHIV/AIDS, most 

recently from a self-directed change approach (Bandura, 1994). According to this approach, 

personal characteristics, behavior, and environmental influences interact to explain human 

functioning. This investigation extends the usefulness of SLT in AIDS research to further 

extend the influences of modeling and familial influence to preventive behaviors of children 

who are primarily in a pre-comtemplative stage of health behaviors. This investigation was 
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successful in "matching" important aspects of parents and children to investigate the potential 

for family influence indicated by SLT. 

Vested interest theory increases the capacity to look beyond how information is learned 

to those factors that deeply influence the targeted behaviors. Central to the combined 

framework in this study is the construct of acculturation. Acculturation as an indication of the 

ability and preference of minority individuals to access information is directly connected to 

issues of salience (accessibility of information), stake (personal consequences of issue), 

certainty (understood link between action and outcome), immediacy (perceived temporal lag) 

and empowerment (perceived capabilities). Acculturation provides a more complete picture of 

the relative influence of communication-cultural differences on central issues in health 

research. 

This investigation proved successful on several fronts. Vested interest theory combined 

with social learning theory creates a useable framework for HIV/AIDS research. SLT has 

been widely used in health education and prevention research, alone it does not thoroughly 

inform investigations on elements that affect the connection between attitudes and attitude

relevant behavior. Various results of this study confirmed the importance offamily influence, 

vicarious learning on knowledge and attitudes concerning AIDS. By themselves, these results 

are not remarkable, yet consistent with previous AIDS research guided by SLT (Bandura, 

1990). However, vested interest theory enabled the theoretical framework to point to 

acculturation as an element affecting the salience of issues. For the Hispanic population, 

salience, (the accessibility of the information related to the knowledge- or attitude-object), is 

affected by acculturation. Modeling and family influence affects the connection between 



parents and their children, but it is the acculturation level that influences the salience of the 

information, resulting in decreases of information for the lower acculturated. 
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The importance of this finding should not be underestimated. It is clear that some 

minorities are disproportionately represented in HIV infection rates across the country. 

Recent data from the Pima County Health Department (June, 1994) indicates that between 

1983 and 1994, the percentage of Hispanic persons with with AIDS increased from 13.95 to 

18.57 percent. In addition, 22 percent of all asymptomatic HIV cases (Le., having the HIV 

antibodies present, but not exhibiting any symptoms) are Hispanic. African Americans with 

AIDS has increased from 4.65 to 10 percent in the same time period (African Americans 

represent less than 3 percent of the population in Pima County), and Native Americans 

reported infected with AIDS has increased from .78 to 2.14 percent - over a 200% increase. 

Popular explanations for the increasing trend of minority HIV infection point to low 

SES, income, overcrowding, or, other contextual variables. As noted from the results of this 

study, some of these factors are applicable; however, this study found acculturation level to 

be central in explaining both knowledge and attitude differences for the Hispanic population in 

this study. The present conceptualization of acculturation as a communication construct 

changes the explanatory focus from socio-economic to information access. Information about 

HIV and AIDS abounds, but how the information is presented, and the means by which the 

information is transmitted may inhibit or enhance the ability of minOrity individuals to 

transform information into knowledge. 

Message Strategy Implications of Acculturation 

Bandura (1994) argues that preventive health communication will only be successful if 

they are "framed to maximize their impact on preceived self-regulative efficacy" (p. 33). 



This "framing" includes choosing appropriate models, emphasizing gains and losses, and 

effective means of dissemination. The influence of acculturation suggests that messages 

should be designed that are culturally sensitive to various degrees of acculturation, e.g., 

applying modeling principles by using a variety of situations indigenous to the mores of the 

culture. 
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Low Acculturated. The affects of acculturation found in this investigation have 

implications for the development of AIDS prevention messages. First, messages must be 

structured in such a way as to take advantage of the cultural frame related to the oral and 

collective principles of traditional Hispanics (Sabogal, MarCn, Otero-Sabogal, MarCn, & Perez

Stable, 1987). This suggests that for low acculturated Hispanics, message structure may be 

more effective if it consists of narratives and stories with high repetitions and a focus on 

critical incidences concerning the health issue. This message structure may be more effective 

than simply stating the basic formula for proper hygiene. This type of message structure has 

the potential to influence perceptions of self-efficacy and strengthen feelings of salience. 

Narratives that closely parallel the situations in which children of low acculturation find 

themselves should act as attractive models for behavior. 

For groups historically based in the oral tradition (e.g., low acculturated), the content of 

the messages should focus on situational rather than temporal and chronological data (Shuter, 

1991). Message content will be most effective if the narrative portrays the information in the 

gestalt instead of emphasizing the particular order of events. The method of dissemination 

appropriate for low acculturated Hispanics may be those that utilize interpersonal interactions, 

small group interaction and value group relations (Schuhmann, 1992). This is in keeping with 
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the cultural tradition of Hispanics who place importance on the family and group as a frame 

of reference (Condon, 1991). 

High Acculturated. As acculturation increases, the framing of the message may need to 

change as well. Messages may be more influencial by being detailed, categorical, with 

decreased repetition. For the high acculturated, the importance of narrative structure gives 

way to sequential detail. This is not to imply that narratives cannot function as an appropriate 

structure. However, information emphasizing detail and chronological ordering may be more 

appropriate and effective. Through the use of detailed accounts, the high acculturated should 

be able to understand how to empower themselves. The message content for the high 

acculturated may be freer to utilize abstract information in addition to situational substance. 

Messages disseminated through a variety of channels that enable people to learn on their 

own (e.g., mass media, computers) may be highly effective for increasing knowledge and 

skills. The potential success of this mode of message transmission may be a reflection of the 

difference between an emphasis on the individual as opposed to an emphasis on the collective. 

The majority culture in the United States assumes that individual accomplishments are a 

measure of worth, whereas within the Mexican culture it is the uniqueness of the person apart 

from individual achievements that is a measure of dignity (Le., individuality). In this frame, 

a person is viewed as a part of a family or group, and rarely regarded as an isolated 

individual (Condon, 1991). Using a more individualized channel for transmitting information 

for the high acculturated is consistent with the majority frame of individualism and should 

therefore be an effective and attractive means to relate information. 
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Concluding Remarks 

Acquired immunodeficiency syndrome infection is spreading rapidly. Every day this 

insidious disease kills 125 Americans - one every 11 minutes, while another 160 are 

diagnosed with the disease (U.S. Department of Health and Human Services, 1993). The 

demographics of this pandemic also are changing. Populations most affected (e.g., gay men, 

injection drug users) are being joined by increasing numbers of women and children. AIDS 

will soon be the second-leading killer of women aged 25-34, as it is among men of that age 

group (U.S. Department of Health and Human Services, 1993). AIDS is the ninth-leading 

cause of death of children - and the leading cause of death of Hispanic and African-American 

children in New York (Whitescarver, 1994). The apparent increase in sexual activity of pre

adolescence and the concomitant increase in HIV infection underscores the need for 

researchers to understand the combination of factors that may have the greatest affect on 

curtailing risky behaviors associated with HIV/AIDS. This study adds unique information to 

realize these goals. 

Increased vigor and committment to communication-based AIDS research is crucial. 

Given the inability of biomedical research to create a preventive vaccine, multifaceted AIDS 

prevention programs are touted as possibly the only effective means by which to battle this 

disease (Bandura, 1994; DiClemente & Peterson, 1994). These interventions, designed to 

change attitudes and behaviors, must be guided by appropriate and functional models. Past 

AIDS investigations have addressed many AIDS-relevant factors studied in this investigation. 

However, no study to date has employed a combined theoretical framework -- such as social 

learning theory and vested interest theory - that readily guides the integration of these 



factors. Although many concerns remain, results of this investigation will lead to more 

focused and thoughtful research into HIV and AIDS prevention strategies. 
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APPENDIX A 
Consent Form and Cover Letter 

Dear Parent, 

The University of Arizona is offering our school the opportunity to participate in a special 
AIDS education research project. The project will ask parents and students to complete a 
survey questionnaire. The project has the approval and support of the superintendent, Dr. 
Ronald Starcher. Also, an advisory member of the project is the diocesan school health 
consultant, Janet Haas. 
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I am asking you to give serious consideration to participating in the project. It will have 
value because it examines the opinions of Catholics regarding the disease AIDS and will help 
in planning educational programs. 

Please read the enclosed information carefully. Complete the bottom portion of this letter, 
place it in the enclosed envelope, and return it to the school with your child without delay. 
Complete the survey and return them to the school with your child by Monday, the 23rd of 
November. 

Thank you for supporting research in education. 

Sincerely, 

(principal's Name) 

PARENT CONSENT FORM: AIDS OPINION SURVEY 

I have read the information on the AIDS OPINION SURVEY and understand what is 
involved in the survey. I understand that my child may ask questions and may stop 
participating any time without any penalties. I also understand that all the answers will be 
confidential and that this consent form will be filed in a safe area at the University of Arizona 
where only Edwin J. Dawson and advisors to the project can see it. No names will be 
involved in the project report. 

Student's name (please print) Grade 

Check one: __ YES, my child and I will participate. 

__ NO, my child and I will not participate. 

Parent/Guardian Signature Date 

Parent/Guardian Signature Date 
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November 10, 1992 

HIV/AIDS OPINION SURVEY 

The purpose of this investigation is to examine both parent's and children's opinions about 
HIV and AIDS. The following contains questions about various circumstances surrounding 
HIV and AIDS. You have been invited to participate because you have a child (or children) 
currently enrolled in an elementary school affiliated with the Diocese of Tucson. 

If you participate, you will be asked to: 

1. Complete the attached questionnaire about your opinions about HIV and AIDS. 

2. Allow your child fill out a similar questionnaire about their opinions about HN and 
AIDS. 

3. Complete a similar form at the end of the school year. 

You and your child are guaranteed complete confidentiality and anonymity. Your names will 
not, in any way, be associated with your responses on the questionnaire. I will combine your 
data with the data from all other participants to obtain total measures and responses. Only 
those totals will be used in my report. 

Thank you for participating in this important project. The results will help the design of future 
programs dealing with the HIV/AIDS problem. 

Sincerely, 

Edwin J. Dawson 
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(SCHOOL STATIONERy) 
Fecha 

Estimados Padres, 

La Universidad de Arizona esta ofreciendo a nuestra escuela la oportunidad de participar en 
un proyecto especial de un estudio en educaci6n del SIDA. El proyecto Ie pedirli a los padres 
y estudiantes que sirvan llenar un cuestionario. El proyecto tiene el concentimiento y el 
apoyo del superintendente, Dr. Ronald Starcher. Tambien del departamento de salud del 
diocesano escolar la Sra. Janet Haas miembra asesora del proyecto. 

Les pedimos que consideren seriamente participar en este proyecto. Sera un gran valor que 10 
hagan porque examinarli las opiniones de Cat6licos acerca de la enfermedad del SIDA y 
ayudarli a planear programas educacionales. 

Por favor lea cuidadosamente la informaci6n adjunta, Ilene las formas y regreselas a la 
escuela con su nino (a) (Lunes) cerca de veinte y tres de noviembre. 

Gracias por apoyar el estudio en educaci6n del SIDA. 

Sinceramente, 

(principal's Name) 
********************************************************************** 

Forma de Consentimiento de Padres: Estudio de Opiniones Acerca del SIDA 

He lefdo la informaci6n del estudio de opiniones acerca del SIDA y entiendo la implicaci6n. 
Entiendo que mi nino (a) podra hacer preguntas y podrli dejar de participar en cualquier 
momento sin complicaci6n alguna. Tambien entiendo que todas las respuestas seran 
confidenciales y que esta forma de concentimiento sera archivada en un lugar segura de la 
Universidad de Arizona donde solo el Sr. Edwin J. Dawson y asesores del proyecto las 
pueden ver. Ningl1n nombre sera implicado en el reporte del proyecto. 

Nombre del estudiante (con letra imprenta) Grado 

Marque una ___ SI, mi niiio (a) participara. 

___ NO, mi nino (a) no participara. 

Firma del Padre/Guardian Fecha 

Firma del Padre/Guardian Fecha 



(pecha) 

(University of Arizona Stationery) 

ESTUDIO DE OPINIONES ACERCA 
DEL HIV/SIDA 
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EI prop6sito de esta investigaci6n es para examinar las opiniones de ambos padres y nifios 
acerca del HIV y el SIDA. Lo siguiente contiene preguntas acerca de varias circunstancias 
que rodean a HIV y el SIDA. Usted ha sido invitado a participar porque tiene un nifio (a) 0 

nifios matricuIado en la escueIa primaria afiliada con la Di6cesis de Tucson. 

Si participa, se Ie pedira que: 

1. LIene eI cuestionario adjunto, con sus opiniones acerca del HIV y el SIDA. 

2. Permita que su niiio (a) Ilene el cuestionario con las opiniones de ellos acerca del HIV y 
eI SIDA. 

3. LIene una forma parecida al fin del ano escolar. 

A us ted y a su nino (a) se Ie garantiza completa confidencialidad y anonimato. Sus nombres 
no serlm asociados en ninguna manera con sus respuestas en el cuestionario. Yo combinare 
sus respuestas con las de otros participantes para obtener el total de capacidad y reacci6n. 
Solamente esos totales seran usados en mi reporte. 

Gracias par participar en este proyecto tan importante. Los resultados ayudaran a pIanear 
futuros programas que tengan que ver can problemas del HIV/SIDA. 

Sinceramente, 

Edwin J. Dawson 
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APPENDIX B 

AIDS Opinion Survey: Parents 
GENERAL DIRECTIONS 

I am interested in your opinions and ideas. Do not ask someone else to help you answer the 
questions. Just honestly answer all the questions as best as you can. DO NOT WRITE 
YOUR NAME ANYWHERE ON THIS QUESTIONNAIRE. 

PART I 

1. Compared to other people your own age in Tucson, what do you think is your chance of 
contracting HIV / AIDS in the next five years? 1 = much less than average, 8 = Average, 
15 = much more than average. 

Much less 
than average Average 

Much more 
than average 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

2. Compared to various things that could happen to you, how undesirable do you view the 
prospect of contracting HIV? 1 = undesirable, 3 = very undesirable, 5 = the worse 
thing that could happen. 

Very 
Undesirable Undesirable 

2 3 4 

The worse thing 
that could happen 

5 

3. Estimate the percentage of people of your own age, gender, and ethnicity who will 
contract HIV in the next 5 years? 

Percentage from 0% to 100% __ 

4. Do you personally know anyone who has HIV/AIDS or who has been diagnosed HIV 
positive? 

No. 

_ Yes, has happened to an acquaintance. 

_ Yes, has happened to a friend. 

_ Yes, has happened to a relative. 
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5. Place a check mark next to the one statement you most agree with. 

_ There's nothing one can do that will change the likelihood of someone getting AIDS. 

_ What one does can have a small effect on the likelihood of getting AIDS. 

What one does can have a moderate effect on the likelihood of getting AIDS. 

What one does can have a large effect on the likelihood of getting AIDS. 

One can completely control the likelihood of getting AIDS. 

6. Place a check mark next to the one statement you most agree with? 

When I think about AIDS, no type of person with a particularly high chance of 
contracting it comes to mind. 

When I think about AIDS, a type of person comes to mind to whom it is likely to 
happen, but the image is not very clear. 

When I think about AIDS, a clear picture comes to mind of a particular type of 
person to whom it is likely to happen. 

PARTll 

For each of the following statements concerning information about HIV and AIDS, indicate 
whether the statement is (1) True, (2) Probably True, (3) Not Sure, (4) Probably False, (5) 
False, by circling the appropriate number. 

T PT NS PF F 

1. Any person with the HIV I AIDS virus 2 3 4 5 
can pass it on to someone else 
through sexual intercourse. 

2. AIDS leads to death. 2 3 4 5 

3. A pregnant woman who has the AIDS 2 3 4 5 
virus cannot give the AIDS virus 
to her baby. 

4. Teens cannot get AIDS. 2 3 4 5 
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T PI' NS PF F 

5. AIDS is an infectious disease 2 3 4 5 
caused by a virus. 

6. AIDS can reduce the body's 2 3 4 5 
natural protection against disease. 

7. Looking at a person is enough to 1 2 3 4 5 
tell if he or she has the AIDS virus. 

8. AIDS is especially common in 2 3 4 5 
older people. 

9. There is no vaccine available to 2 3 4 5 
the public that protects a person 
from getting the AIDS virus. 

10. A person who has the AIDS virus 2 3 4 5 
can look and feel well and healthy. 

11. AIDS usually leads to heart disease. 2 3 4 5 

12. AIDS can damage the brain. 2 3 4 5 

13. AIDS is especially common 2 3 4 5 
among Hispanics. 

14. AIDS is especially common 2 3 4 5 
among Afro-Americans. 

15. AIDS is especially common 2 3 4 5 
among Anglo Americans. 

16. AIDS is especially common 2 3 4 5 
among Orientals. 

17. AIDS is especially common 2 3 4 5 
among Native Americans. 
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For each of the following statements concerning the transmission of HIV and AIDS, indicate 
whether the statement is (1) True, (2) Probably True, (3) Not Sure, (4) Probably False, (5) 
False, by circling the appropriate number. 

A person will get lllV/AIDS or the IllV/AIDS virus infection from: 

T PT NS PF F 

1. Living near a home or hospital 2 3 4 5 
for AIDS patients. 

2. Shaking hands, touching, or kissing 2 3 4 5 
on the cheek someone who 
has the AIDS virus. 

3. Attending school with a child who 2 3 4 5 
has the AIDS virus. 

4. Working near someone with 2 3 4 5 
the AIDS virus. 

5. Sharing plates, forks, or glasses 2 3 4 5 
with someone who has the AIDS virus. 

6. Eating in a restaurant where the 2 3 4 5 
cook has the AIDS virus. 

7. Using public toilets. 2 3 4 5 

8. Being coughed on or sneezed on 2 3 4 5 
by someone who has the AIDS virus. 

9. From mosquitoes or other insects. 2 3 4 5 

10. Sharing needles from drug use 2 3 4 5 
with someone who has the AIDS virus. 

11. Having sex with a person who 2 3 4 5 
has the AIDS virus. 
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PARTllI 

The following are examples of circumstances in which people acquire the AIDS virus. Please 
indicate the level of blame you feel is associated with each circumstance. (1) Completely to 
Blame, (2) Somewhat to Blame, (3) Neither to blame nor innocent, (4) Somewhat Innocent, 
(5) Completely Innocent. 

CB SB N SI CI 

1. Teenagers who acquire the AIDS 2 3 4 5 
virus from sexual intercouse 

2. Adults who acquire the AIDS 2 3 4 5 
virus from infected drug needles. 

3. Infants who receive the AIDS virus 2 3 4 5 
from their AIDS infected mother. 

4. Grown-ups who acquire the AIDS 1 2 3 4 5 
virus from a blood transfusion. 

5. Children who acquire the AIDS virus 1 2 3 4 5 
from infected drug needles. 

6. Women who acquire the AIDS virus as a 1 2 3 4 5 
consequence of being raped by 
someone with AIDS. 

7. Children who acquire the AIDS virus 1 2 3 4 5 
from a blood transfusion. 

8. Prostitutes who acquire the AIDS 1 2 3 4 5 
virus from sexual intercourse. 

9. Grown-ups who acquire the AIDS 1 2 3 4 5 
virus from sexual intercourse. 

10. Teenagers who acquire the AIDS virus 1 2 3 4 5 
from a blood transfusion. 

11. Homosexuals who acquire the AIDS 1 2 3 4 5 
virus from sexual intercourse. 

12. Teenagers who acquire the AIDS virus 1 2 3 4 5 
from infected drug needles. 
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For each of the following statements indicate whether you (1) strongly disagree, (2) disagree, 
(3) neither agree nor disagree, (4) agree, or (5) strongly agree. We are interested only in 
your opinions. 

SD D N A SA 

1. AIDS is a punishment from God. 2 3 4 5 

2. God allows people to suffer with 2 3 4 5 
AIDS, because personal suffering 
brings us closer to Him. 

3. Suffering personal tragedies like 2 3 4 5 
AIDS is God's way of telling us that 
we should change our ways. 

4. God is compassionate towards those 2 3 4 5 
with AIDS. 

5. God is not punishing people with 2 3 4 5 
AIDS because of their life-style. 

6. AIDS is God's way of punishing society 1 2 3 4 5 
for its actions. 

For each of the following statements concerning who should be responsible for dealing with 
the HIV/AIDS situation, indicate whether you (1) strongly disagree, (2) disagree, (3) neither 
agree nor disagree, (4) agree, or (5) strongly agree. 

SD D N A SA 

1. My community has a responsibility 1 2 3 4 5 
to care for all those who have 
contracted the AIDS virus. 

2. It is the duty of the Catholic Church 1 2 3 4 5 
to minister to those who have 
contracted the AIDS virus. 

3. Catholics should be compassionate to 1 2 3 4 5 
all those who have contracted 
the AIDS virus. 



SD D N A SA 

4. My parish church should spend more 2 3 4 5 
money on AIDS education and 
prevention programs. 

5. My community should spend more 2 3 4 5 
money on AIDS education 
and prevention programs. 

6. The state of Arizona should spend 2 3 4 5 
more money on AIDS education and 
prevention programs. 

7. The federal government should spend 2 3 4 5 
more money on AIDS education and 
prevention programs. 

*************************************************************** 
Are you: 

Female Male 

Years of education completed: 

__ less than 5 years of school. 
__ between 6 and 8 years of school. 
__ between 9 and 12 years of school. 
__ less than 4 years of college. 
__ more than 4 years of college. 

Income category: 

_less than $10,000 a year. 
_ between $10,000 and $19,999 a year. 
_ between $20,000 and $29,999 a year. 
_ between $30,000 and $39,999 a year. 
__ between $40,000 and $49,999 a year. 
__ more than $50,000 a year. 
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Employment status within the last two weeks (check only one): 

Full-time outside the home. 
Part-time outside the home. 
Self-employed. 

__ Unemployed. 

Marital Status: 

_ Married, living with spouse. 
_ Married, not currently living with spouse. 
_ Separated from spouse living together. 
_ Separated from spouse living apart. 
_ Single, living with another (consensual cohabitation). 
_ Single parent living with your children. 
_ Single parent not living with your children. 

Age at your last birthday: 

_ less than 25 years old 
_ between 26 and 30 years old. 
_ between 31 and 35 years old. 
_ between 36 and 40 years old. 
_ between 41 and 45 years old. 
_ between 46 and 50 years old. 
_ more than 50 years old. 

Ethic Group: 

Mexican American 
__ Hispanic 

Latino 
__ Anglo-American (White) 

Afro-American 
Asian 
Native American 
All Others 
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ESTUDIO DE OPINIONES ACERCA 
DEL HIV/SIDA 

INFORMACION Y DATOS GENERALES 

Estoy interesado en sus opiniones y ideas. No pidas ayuda a nadie. Solo contesta 
honestamente 10 mejor que puedas. No escribas tu nombre en ninguna parte. 

Parte I 

146 

1. LComparandose con personas de su edad en Tucson, cmU es la posibilidad de contraer 
HIV/SIDA en los pr6ximos cinco aDos? (1) Mucho menos que promedio, (8) Promedio, 
(15) mucho mas que promedio. 

Mucho menos que Promedio Mucho mas que 
promedio promedio 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

2. Comparando con varias cosas que Ie podrfan pasar, como consideras la idea de 
contraer HIV? (1) indeseable, (3) terrible, (5) 10 peor que pueda pasar. 

indeseable terrible 10 peor que pueda pasar 

2 3 4 5 

3. Estime el porcentaje de gente de tu edad, genero y raza que pudiera 
contraer HIV en los pr6ximos 5 aDos. 

Considere el porcentaje de 0% a 100%. __ 

4. LConoces a alguien que tiene HIV ISIDA 0 ha sido diagnosticado HIV positivo? 

No. 

__ Sf, ha pasado a un conocido. 

__ Sf, ha pasado a un amigo. 

__ Sf, ha pasado a un familiar. 



5. Marque con una equis, el relato expuesto con el que usted este de acuerdo. 

No hay bnada que uno pueda hacer que cambie la posibilidad de ser contagiado con 
SIDA. 

Lo que uno haga, puede tener un efecto leve en la posibilidad de contraer SIDA. 

Lo que uno haga, puede tener un efecto regular en la posibilidad para contraer el 
SIDA. 
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Lo que uno haga, puede tener un efecto mayor en la posibilidad de contraer el SIDA. 

Uno puede controlar completamente la posibilidad de contraer el SIDA. 

6. Marque ensiguida la situaci6n con la que ud este mas de acuerdo. 

Cuando pienso acerca del SIDA, no me viene a la mente ningl1n tipo de 
en particular que tenga alto riesgo. 

persona 

Cuando pienso acerca del SIDA, vienen a mi mente ciertas personas que pueden 
contraerlo pero no tengo una idea muy clara. 

Cuando pienso acerca del SIDA, claramente viene a mi mente el tipo especffico de 
persona que 10 ha adquirido. 

Parte II 

Por cadaq una de las siguientes situaciones acerca de HIV /SIDA, indique con un cfrculo el 
m1mero apropiado: (1) Verdadero, (2) Probablemente Cierto, (3) Inseguro, (4) 
Probablemente Falso, (5) Falso. 

v PC I PF F 

1. CmUquier persona con el virus HIV /SIDA 2 3 4 5 
puede transmitirlo a otra a traves de la 
penetraci6n sexual. 

2. SIDA te Ileva a la muerte. 2 3 4 5 

3. Una mujer embarazada con el 2 3 4 5 
virus de SIDA, NO trans mite al 
bebe el virus de SIDA. 
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V PC I PF F 

4. Los adolescentes no adquieren SIDA. 2 3 4 5 

5. SIDA es una enfermedad infecciosa 2 3 4 5 
causada por un virus. 

6. SIDA puede reducir las defensas 2 3 4 5 
naturales contra la enfermedad. 

7. Con solo ver a una persona es suficiente 2 3 4 5 
para decir si el 0 ella tiene el virus SIDA. 

8. SIDA es especfficamente comun en 2 3 4 5 
personas de mayor edad. 

9. No hay vacunas disponibles para 2 3 4 5 
proteger a personas que han 
contraCdo el virus SIDA. 

10. Una persona que tiene el virus SIDA 2 3 4 5 
puede verse y sentirse bien. 

11. Regularmente el SIDA se 2 3 4 5 
presenta con enfer medades 
del coraz6n. 

12. EI SIDA puede daiiar el cerebro. 1 2 3 4 5 

13. EI SIDA es comun especfficamente entre 2 3 4 5 
hispanos. 

14. EI SIDA es comun especfficamente entre 1 2 3 4 5 
Negros. 

15. EI SIDA es comun especfficamente entre 1 2 3 4 5 
Anglo Americanos. 

16. EI SIDA es comun especCficamente entre 2 3 4 5 
Orientals. 

17. EI SIDA es comun especfficamente entre 1 2 3 4 5 
Nativo Americanos. 
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Por cada una de las afirmaciones siguientes concernientes a la transmici6n de HIV y SIDA, 
indique con un cfrculo, en la situaci6n apropiada: (1) Verdadera, (2) Probablemente Cierto, 
(3) Inseguro, (4) Probablemente Falso, (5) Falso. 

Una persona puede contraer IllV/SIDA 0 infecci6n viral IDV/SIDA de: 

V PC I PF F 

1. Viviendo cerca de una casa 0 un hospital 2 3 4 5 
para pacientes con SIDA 

2. Saludando de mano, tocando, 0 2 3 4 5 
besando en la mejilla a alguien 
que tiene el virus de SIDA. 

3. Atendiendo a la escuela con un nHio que 2 3 4 5 
tiene el virus de SIDA 

4. Trabajando cerca de a1guien que tiene el 1 2 3 4 5 
virus de SIDA 

5. Compartiendo platos, tenedores, 0 vasos 2 3 4 5 
con alguien que tiene el virus SIDA. 

6. Comiendo en un restaurante donde el 2 3 4 5 
cocinero tiene el virus SIDA 

7. Usando banos publicos. 1 2 3 4 5 

8. Tociendo 0 estornudando con a1guien que 2 3 4 5 
tiene el virus de SIDA 

9. De mosquitos 0 otros insectos. 2 3 4 5 

10. Compartiendo geringas del uso de drogas 2 3 4 5 
con alguien que tiene el virus de SIDA 

11. Teniendo sexo con una persona que tiene 2 3 4 5 
el virus de SIDA. 
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Partem 
En las diferentes circunstancias en la cualla gente adquiere el virus SIDA. Indique por favor 
el nivel de culpabilidad que sientes que pueda ser asociado a cada situaci6n: (1) Totalmente 
Culpable, (2) Algo Culpable, (3) No Culpable, (4) Algo Inocente, (5) Totalmente Inocente. 

TC AC NC AI TI 

I. Adolescentes que aduieren el virus de 2 3 4 5 
SIDA a traves de la penetraci6n sexual 

2. Adultos que adquieren el virus de SIDA 2 3 4 5 
de agujas infectadas por drogas. 

3. Infantes que reciben el 2 3 4 5 
virus de SIDA de su madre 
infectada con SIDA 

4. Adultos que contraen el virus de SIDA a 2 3 4 5 
traves de transfusiones de sangre 

5. Niiios que adquieren el virus de SIDA a 2 3 4 5 
traves de agujas infectadas usadas con droga. 

6. Mujeres que adquieren el virus de SIDA a 2 3 4 5 
consecuencias de violaciones por alguien 
que tiene SIDA 

7. Nifios que adquieren el virus de SIDA 2 3 4 5 
de una transfusi6n de sangre. 

8. Prostitutas que adquieren el virus de SIDA 2 3 4 5 
a traves de la penetraci6n sexual 

9. Adultos que adquieren el virus de SIDA 2 3 4 5 
a traves de la penetraci6n sexual 

10. Adolescentes que adquieren el virus de 2 3 4 5 
SIDA a traves de una transfusi6n de sangre 

11. Homosexuales que adquieren el virus de 2 3 4 5 
SIDA a traves de la penetraci6n sexual 

12. Adolescentes que adquieren el virus de 2 3 4 5 
SIDA a traves de agujas infectadas usadas 
con droga. 
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Exponga su opini6n ante cada una de estas afirmaciones. No corrija la respuestas: (1) 
total mente en desacuerdo, (2) desacuerdo, (3) ni de acuerdo ni desacuerdo, (4) de acuerdo, (5) 
total mente de acuerdo: 

TD D NAND A TA 

1. SIDA es un castigo de Dios 2 3 4 5 

2. Dios permite que la gente sufra con SIDA 2 3 4 5 
porque el sufrimiento nos acerca 
mas a El. 

3. Sufriendo tragedias con SIDA, es el 2 3 4 5 
camino de Dios que nos dice que 
pudi6ramos cambiar nuestra manera de ser. 

4. Dios es misericordioso con los que tienen 2 3 4 5 
SIDA 

5. Dios no castigo a la gente con SIDA solo 2 3 4 5 
por su forma de vida. 

6. SIDA es una de las forma como Dios 2 3 4 5 
castiga a la sociedad por sus acciones. 

Indique su opini6n por cada una de las siguientes afirmaciones concernientes a qui6n debe ser 
el responsable para afrontar la situaci6n HIV/SIDA. No corrija las respuestas: (1) total mente 
en descauerdo, (2) en desacuerdo, (3) ni de acuerdo ni desacuerdo, (4) de acuerdo, (5) 
total mente de acuerdo: 

1. Mi comunidad tiene la responsabilidad 
de ciuidar de todos quienes han 
contrafdo el virus de SIDA. 

2. Es un deber de la Iglesia Cat6lica y 
Ministros de cuidar a quienes han 
contrafdo el virus SIDA. 

3. Los cat6licos deben tener compaci6n a 
quienes han contrafdo el virus SIDA 

SD D NAND A TA 

2 3 4 5 

2 3 4 5 

2 3 4 5 



SD D NAND A TA 

4. Mi parroquia deberfa gastar m~ dinero 2 3 4 5 
en la educaci6n de SIDA y programas de 
prevenci6n. 

5. Mi comunidad deberfa gastas m~ dinero 2 3 4 5 
en la educaci6n en SIDA y programas de 
prevenci6n. 

6. El Estado de Arizona deberfa gastar m~ 2 3 4 5 
dinero en la educaci6n y programas de 
prevenci6n 

7. El gobierno federal deberfa gastar m~ 1 2 3 4 5 
dinero en la educaci6n y programas de 
prevenci6n 

******************************************************************** 

Sexo: 

Femenino Masculino 

Afios completos de educaci6n: 

Menos de 5 afios de escuela (primaria) 
Entre 6 y 8 afios de escuela (primaria y secundaria) 
Entre 9 y 12 afios de escuela (secundaria y preparatoria) 
Menos de cuatro afios de universidad 0 profesionaI. 
Mas de 4 OOos de universidad 0 profesionaI. 

Situaci6n Econ6mica: 

Menos que $10,000.00 por afios. 
Entre $10,000.00 y $19,999.00 por 000. 
Entre $20,000.00 y $29,999.00 por afio. 
Entre $30,000.00 y $39,999.00 por ano. 
Entre $40,000.00 y $49,999.00 por 000. 
M~ que $50,000.00 por ano. 
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Condiciones de empleo dentro de las ultimas semanas (marque solo una respuesta): 

Tiempo completo fuera de casa. 
Medio tiempo fuera de casa. 
Propietario 0 duefio del negocio. 
No empleado. 

Estado Civil: 

Edad: 

Casado, viviendo con su esposo(a). 
Casado, no viviendo actual mente con su esposo(a). 
Separado legalmente del esposo(a). 
Soltero(a) compartiendo con otro (misma habitaci6n) 
Padre 0 madre viviendo con sus hijos. 
Padre 0 madre sin hijos. 

Menos de 25 aiios. 
Entre 26 y 30 aiios. 
Entre 31 y 35 aiios. 
Entre 36 y 40 aiios. 
Entre 41 y 45 aiios. 
Entre 46 y 50 aiios. 
Mas de 50 aiios. 
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APPENDIXC 
Acculturation Rating Scale for Mexican Americans 

Circle the Dumber next to the answer that best fits the question. 
1. What language do you speak? 

1. Spanish only 
2. Mostly Spanish, some English 
3. Spanish and English about equally (bilingual) 
4. Mostly English, some Spanish 
5. English only 

2. What language do you prefer? 
1. Spanish only 
2. Mostly Spanish, some English 
3. Spanish and English about equally (bilingual) 
4. Mostly English, some Spanish 
5. English only 

3. How do you identify yourself? 
1. Mexican 
2. Chicano 
3. Mexican American 
4. Spanish American, Latin American, Hispanic American, American 
5. Anglo American or other 

4. Which ethnic identification does (did) your mother use? 
1. Mexican 
2. Chicano 
3. Mexican American 
4. Spanish American, Latin American, Hispanic American, American 
5. Anglo American or other 

5. Which ethnic identification does (did) your father use? 
1. Mexican 
2. Chicano 
3. Mexican American 
4. Spanish American, Latin American, Hispanic American, American 
5. Anglo American or other 

6. What was the ethnic origin of the friends and peers you had, as a child up to age 6? 
1. Almost exclusively Mexicans, Chicanos, Mexican Americans (LA RAZA) 
2. Mostly Mexicans, Chicanos, Mexican Americans 
3. About equally Raza (Mexicans, Chicanos, or Mexican Americans) and Anglos or 

other ethnic groups 
4. Mostly Anglos, Blacks, or other ethnic groups 
5. Almost exclusively Anglos, Blacks, or other ethnic groups 
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7. What was the ethnic origin of the friends and peers you had, as a child from 6 to 18? 
1. Almost exclusively Mexicans, Chicanos, Mexican Americans (LA RAZA) 
2. Mostly Mexicans, Chicanos, Mexican Americans 
3. About equally Raza (Mexicans, Chicanos, or Mexican Americans) and Anglos or 

other ethnic groups 
4. Mostly Anglos, Blacks, or other ethnic groups 
5. Almost exclusively Anglos, Blacks, or other ethnic groups 

8. Whom do you now associate with in the outside community? 
1. Almost exclusively Mexicans, Chicanos, Mexican Americans (La Raza) 
2. Mostly Mexicans, Chicanos, Mexican Americans 
3. About equally Raza (Mexicans, Chicanos, or Mexican Americans) and Anglos or 

other ethnic groups 
4. Mostly Anglos, Blacks, or other ethnic groups 
5. Almost exclusively Anglos, Blacks, or other ethnic groups 

9. What is your music preference? 
1. Only Spanish 
2. Mostly Spanish 
3. Equally Spanish and English 
4. Mostly English 
5. English only 

10. What is your TV viewing preference? 
1. Only programs in Spanish 
2. Mostly programs in Spanish 
3. Equally Spanish and English programs 
4. Mostly programs in English 
5. Only programs in English 

11. What is your movie preference? 
1. Spanish-language movies only 
2. Spanish-language movies mostly 
3. Equally English/Spanish 
4. English-language movies mostly 
5. English-language movies only 

12. a. Where were you born? 
1. Mexico 
2. US 
3. Other 

b. Where was your father born? 
1. Mexico 
2. US 
3. Other 
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12. c. Where was your mother born? 
1. Mexico 
2. US 
3. Other 

d. Where was your father's mother born? 
1. Mexico 
2. US 
3. Other 

e. Where was your father's father born? 
1. Mexico 
2. US 
3. Other 

f. Where was your mother's mother born? 
1. Mexico 
2. US 
3. Other 

g. Where was your mother's father born? 
1. Mexico 
2. US 
3. Other 

13. Where were you raised? 
1. In Mexico only 
2. Mostly in Mexico, some in U.S. 
3. Equally in U.S. and Mexico 
4. Mostly in U.S., some in Mexico 
5. In U.S. only 

14. What contact have you had with Mexico? 
1. Raised for one year or more in Mexico 
2. Lived for less than 1 year in Mexico 
3. Occasional visits to Mexico 
4. Occasional communications Oetters, phone calls, etc.) with people in Mexico 
5. No exposure or communications with people in Mexico 

15. What is your food preference? 
1. Exclusively Mexican food 
2. Mostly Mexican food, some American 
3. About equally Mexican and American 
4. Mostly American food 
5. Exclusively American food 
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16. In what language do you think? 
1. Only in Spanish 
2. Mostly in Spanish 
3. Equally in English and Spanish 
4. Mostly in English 
5. Only in English 

17. Can you read Spanish? 
1. Yes 
2. No 
Can you read English? 
1. Yes 
2. No 
What do you read better? 

1. I read only Spanish 
2. I read Spanish better than English 
3. I read both Spanish and English equally well 
4. I read English better than Spanish 
5. I read only English 

18. Can you write in English? 
1. Yes 
2. No 
Can you write in Spanish? 
1. Yes 
2. No 
Which do you write better? 
1. I write only in Spanish 
2. I write in Spanish better than in English 
3. I write in both Spanish and English equally well 
4. I write in English better than in Spanish 
5. I write only in English 

19. If you consider yourself a Mexican, Chicano, Mexican American, member of La Raza, 
or however you identify this group, how much pride do you have in this group? 
1. Extremely proud 
2. Moderately proud 
3. Little pride 
4. No pride but does not feel negative toward group 
5. No pride and feels negative toward La Raza 

20. How would you rate yourself? 
1. Very Mexican 
2. Mostly Mexican 
3. Bicultural 
4. Mostly Anglicized 
5. Very Anglicized 



Indique con un circulo la respuesta que considere mas adecuada. 

1. l,Que idioma habla usted? 
1. Solamente Espanol 
2. Mas Espanol, menos Ingles 
3. Igual en Espanol y en Ingles (bilingiie) 
4. Mas Ingles, menos Espanol 
5. SoIamente Ingles 

2. l,En que idioma prefiere hablar? 
1. Solamente Espanol 
2. Mas Espanol, menos Ingles 
3. Igual en Espanol y en Ingles (bilingiie) 
4. Mas Ingles, menos Espanol 
5. Solamente Ingles 

3. l,C6mo se identifica usted? 
1. Mexicano 
2. Chicano 
3. Mexico Americano 
4. Espanol Americano, Latino Americano, Hispanico Americano, Americano 
5. Anglo Americano u otro 

4. l,CuaI identificaci6n etnica tiene (ten fa) su madre? 
1. Mexicana 
2. Chicana 
3. Mexico Americana 
4. Espanol, Latina Americana, Hispanica, Americana 
5. Anglo Americana u otro 

5. l,CuaI identificaci6n etnica tiene (tenfa) su padre? 
1. Mexicano 
2. Chicano 
3. Mexico Americano 
4. Espanol, Hispanico, Latino Americano, Americano 
5. Anglo Americano u otro 

6. l,CuaI era el origen etnico de sus amigos y companeros hasta la edad de seis (6) anos? 
1. Exclusivamente Mexicanos, Chicanos, Mexico Americanos (LA RAZA). 
2. En su mayorfa Mexicanos, Chicanos, Mexico Americanos (LA RAZA). 
3. Casi igual (Mexicanos, Chicanos, Mexico Americanos 0 RAZA) Y otros grupos 

etnicos. 
4. En su mayorfa Anglo Americanos, Negros u otros grupos etnicos. 
5. EXclusivamente Anglo Americanos, Negros u otros grupos etnicos. 
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7. ~CmU era el origen etnico de sus amigos y companeros hasta de 6 a 18? 
1. Exclusivamente Mexicanos, Chicanos, Mexico Americanos (LA RAZA). 
2. En su mayorCa Mexicanos, Chicanos, Mexico Americanos (LA RAZA). 
3. Casi igual (Mexicanos, Chicanos, Mexico Americanos 0 RAZA) Y otros grupos 

etnicos. 
4. En su mayorCa Anglo Americanos, Negros u otros grupos etnicos. 
5. Exclusivamente Anglo Americanos, Negros u otros grupos etnicos. 

8. ~Con quien se asocia ahora en la comunidad? 
1. Exclusivamente Mexicanos, Chicanos, Mexico Americanos (Raza). 
2. En su mayorCa Mexicanos, Chicanos, Mexico Americanos (Raza). 
3. Casi igual (Mexicanos, Chicanos, Mexico Americanos 0 Raza) y otros grupos 

etnicos. 
4. En su mayorCa Anglo Americanos, Negros u otros grupos etnicos. 
5. Exclusivamente Anglo Americanos, Negros u otros grupos etnicos. 

9. ~CmU musica prefiere? 
1. Solamente musica en Espanol 
2. Por la mayor parte en Espanol 
3. Casi igual en espanol como Ingles 
4. Por la mayor parte en Ingles 
5. Solamente Ingles 

to. ~Que tipo de programas de televisi6n prefiere? 
1. Solamente programas en Espanol 
2. Por la mayor parte program as en Espanol 
3. Igual programas en Espanol como Ingles 
4. Por la mayor parte en Ingles 
5. Solamente programas en Ingles 

11. ~Que tipo de pelfculas prefiere? 
1. Solamente pelfculas en Espanol 
2. Por la mayor parte pelfculas en Espanol 
3. Igual Ingles y Espanol 
4. Por la mayor parte en Ingles 
5. Solamente pelfculas en Ingles 

12. a. ~En d6nde naci6 usted? 
1. Mexico 
2. Estados Unidos 
3. Otro PaCs 

b. ~En d6nde naci6 su padre? 
1. Mexico 
2. Estados Unidos 
3. Otro PaCs 
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c. l,En d6nde naci6 su madre? 
1. Mexico 
2. Estados Unidos 
3. Otro Pafs 

d. l,En d6nde naci6 la mama de su padre? 
1. Mexico 
2. Estados Unidos 
3. Otro Pafs 

e. l,En d6nde naci6 el papa de su padre? 
1. Mexico 
2. Estados Unidos 
3. Otro Pafs 

f. l,En d6nde naci6 la mama de su madre? 
1. Mexico 
2. Estados Unidos 
3. Otro Pafs 

g. l,En d6nde naci6 el papa de su madre? 
1. Mexico 
2. Estados Unidos 
3. Otro Pars 

13. l,En d6nde creci6 usted? 
1. En Mexico 
2. La mayor parte del tiempo en Mexico y la menor parte en los Estados Unidos 
3. La misma cantidad de tiempo en los Estados Unidos y en Mexico 
4. La mayor parte del tiempo en los Estados Unidos y la menor parte en Mexico 
5. En Los Estados U nidos 

14. l,Que contacto ha tenido usted con Mexico? 
1. Criado un aDo 0 mas en Mexico 
2. Criado menos de un ano en Mexico 
3. Vistas ocasionales a Mexico 
4. Comunicaciones ocasionales (cartas, llamadas telef6nicas, etc.) con gente de Mexico 
5. Ningt1n contacto 0 comunicaci6n con gente de Mexico 

15. l,Que tipo de comida prefiere? 
1. Solamente comida Mexicana 
2. Por la mayor parte comida Mexicana, parte Americana 
3. Lo mismo Mexicana y Americana 
4. Por la mayor parte comida Americana 
5. Solamente comida Americana 



16. l.En que idioma piensa usted? 
1. Solamente en Espaiiol 
2. La mayor parte en Espaiiol 
3. Igual en Ingles y Espaiiol 
4. La mayor parte en Ingles 
5. Solamente en Ingles 

17. l.Puede leer en Espaiiol? 
1. Sf 
2. No 
l.Puede leer en Ingles? 
1. Sf 
2. No 
l.En cu~ lenguaje lee mejor? 
1. Solamente Espaiiol 
2. mejor Espaiiol que en Ingles 
3. igual en Ingles que en Espaiiol 
4. mejor en Ingles que en Espaiiol 
5. Solamente en Ingles 

18. l.Puede escribir en Ingles? 
1. Sf 
2. No 
l.Puede escribir en Espaiiol? 
1. Sf 
2. No 
l.En cu~ lenguaje escribe mejor? 
1. Solamente Espaiiol 
2. mejor Espaiiol que en Ingles 
3. igual en Ingles que en Espaiiol 
4. mejor en Ingles que en Espaiiol 
5. Solamente en Ingles 

19. l.Sf se considera usted como Mexicano, Chicano, Mexico Americano, Miembro de la 
Raza, 0 cualquiera que sea su indentidad con este grupo, que tan orgulloso se siente de 
ser un miembro de este grupo? 
1. Extremo orgullo 
2. Orgulloso moderadamente 
3. Poco de orgullo 
4. Nada de orguIlo, pero tampoco no se siente negativo respecto a este grupo 
5. Nada de orgullo y tiene sentimientos negativos bacia miembros de La Raza 
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20. l.Que clasificaci6n se dada a usted mismo? 
1. Muy Mexicano 
2. En gran parte Mexicano 
3. Bicultural en gran parte 
4. En gran parte Americanizado 
5. Muy Americanizado 



APPENDIXD 

HIV/AIDS OPINION SURVEY 
(Grade 3) 
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Please place a check mark next to the responses that apply to 
you. 

Are you a 

Girl? or a __ Boy? 

What grade are you in? 

3 4 5 6 

How old were you at your last birthday: 

____ 8 years old. 
____ 9 years old. 
____ 10 years old. 
_ 11 years old. 
____ 12 years old. 
____ 13 years old. 
_. 14 years old. 
____ more than 14 years old. 

7 8 



Which one of these groups do you belong to? 

Hispanic 
Anglo-American (White) 
Afro-American 
Asian 
Native American 
All Others 

Do you personally know anyone who has HIV / AIDS? 

No. 

_ Yes, it has happened to someone I didn't know very 
well. 

_ Yes, it has happened to a friend. 

_ Yes, it has happened to a relative. 

Place a check mark next to the one sentence you most agree 
with? 

When I think about AIDS, no special type of person 
comes to mind. 

When I think about AIDS, a type of person comes to 
mind who could get it, but the image is not very clear. 

When I think about AIDS, a clear picture comes to 
mind of a particular type of person who could get it. 
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PART I 

For each of the following statements about HIV and AIDS, let 
me know if you think the statement is (l) True, (2) Probably 
True, (3) Not Sure, (4) Probably False, (5) False, by circling 
the appropriate number. 

T PT NS PF F 

1. AIDS leads to death. 1 2 3 4 5 

2. Teenagers cannot get AIDS 1 2 3 4 5 

3. AIDS is a very serious 1 2 3 4 5 
disease. 

4. Looking at a person is 1 2 3 4 5 
enough to tell if 
he or she has the AIDS virus. 

5. AIDS is very common in 1 2 3 4 5 
older people. 

6. There is no medicine that 1 2 3 4 5 
protects a person 
from getting the AIDS virus. 

7. A person who has the 1 2 3 4 5 
AIDS virus can look and 
feel well and healthy. 



166 

T PT NS PF F 

8. AIDS is especially common 
among Hispanics. 1 2 3 4 5 

9. AIDS is especially common 
among Afro-Americans. 1 2 3 4 5 

10 AIDS is especially common 
among Anglo Americans. 1 2 3 4 5 

11 AIDS is especially common 
among Asians. 1 2 3 4 5 

12 AIDS is especially common 
among Native Americans. 1 2 3 4 5 

For each of the following statements about how people can get 
HIV and AIDS, let me know if you think the statement is (1) 
True, (2) Probably True, (3) Not Sure, (4) Probably False, (5) 
False, by circling the appropriate number. 

A person will get HIV I AIDS or the HIV I AIDS virus 
infection from: 

T PT NS PF F 

1. Shaking hands, touching, 1 2 3 4 5 
or kissing on the cheek 
someone who has the AIDS virus. 
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T PT NS PF F 

2. Attending school with a 1 2 3 4 5 
classmate who has 
the AIDS virus. 

3. Sharing plates, forks, or 1 2 3 4 5 
glasses with someone 
who has the AIDS virus. 

4. Using public toilets. 1 2 3 4 5 

5. Being coughed on or 1 2 3 4 5 
sneezed on by someone who 
has the AIDS virus. 

6. From mosquitoes or other 1 2 3 4 5 
insects. 
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PART II 

For each of the following statements let me know if you (1) 
strongly disagree, (2) disagree, (3) not certain, (4) agree, or 
(5) strongly agree. 

SD D NC A SA 

1. AIDS is a punishment 1 2 3 4 5 
from God. 

2. God allows people to 1 2 3 4 5 
suffer with AIDS, 
because suffering brings 
us closer to Him. 

3. Suffering with bad 1 2 3 4 5 
things like AIDS is God's 
way of telling us that 
we should change our ways. 

4. God is compassionate 1 2 3 4 5 
towards those with AIDS. 

5. AIDS is God's way of 1 2 3 4 5 
punishing everybody 
for what they do. 

Thank you for taking the time to help with this project. The 
results will help design future programs dealing with the 
HIV/AIDS problem. 



HIV/AIDS OPINION SURVEY 
(Grade 4) 
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Please place a check mark next to the responses that apply to 
you. 

Are you a ... 

Girl? or a __ Boy? 

What grade are you in? 

3 4 5 6 

How old were you on your last birthday: 

____ 8 years old. 
____ 9 years old. 
____ 10 years old. 
____ 11 years old. 
____ 12 years old. 
____ 13 years old. 
____ 14 years old. 
____ more than 14 years old. 

7 8 



Which one of these groups do you belong to? 

__ Hispanic 
__ Anglo-American (White) 

Afro-American 
Asian 
Native American 
All Others 

Do you personally know anyone who has HIV / AIDS or who 
has been diagnosed HIV positive? 

No. 

_ Yes, it has happened to someone I didn't know very 
well. 

_ Yes, it has happened to a friend. 

_ Yes, it has happened to a relative. 

Place a check mark next to the one sentence you most agree 
with? 

When I think about AIDS, no special type of person 
comes to mind. 

When I think about AIDS, a type of person comes to 
mind who could get it, but the image is not very 
clear. 
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When I think about AIDS, a clear picture comes to 
mind of a particular type of person who could get it. 
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PART I 

For each of the following statements about HIV and AIDS, let 
me know if you think the statement is (1) True, (2) Probably 
True, (3) Not Sure, (4) Probably False, (5) False, by circling 
the appropriate number. 

T PT NS PF F 

1. People can get AIDS by 1 2 3 4 5 
exchanging body fluids, 
such as blood with 
a person who has AIDS. 

2. AIDS leads to death. 1 2 3 4 5 

3. A pregnant woman who 1 2 3 4 5 
has the AIDS virus cannot 
give the AIDS virus to her baby. 

4. Teenagers cannot get 1 2 3 4 5 
AIDS 

5. AIDS is a disease caused 1 2 3 4 5 
by a virus. 

6. AIDS can reduce the 1 2 3 4 5 
body's natural defense 
against disease. 
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T PT NS PF F 

7. Looking at a person is 1 2 3 4 5 
enough to tell if he or she 
has the AIDS virus. 

8. AlDS is very common in 1 2 3 4 5 
older people. 

9. There is no medicine 1 2 3 4 5 
available to the public that 
protects a person 
from getting the AIDS virus. 

lOA person who has the 1 2 3 4 5 
AIDS virus can look and 
feel well and healthy. 

11 AIDS usually leads 1 2 3 4 5 
to heart disease. 

12 AIDS is especially 1 2 3 4 5 
common among Hispanics. 

13 AIDS is especially 1 2 3 4 5 
common among 
Afro-Americans. 

14 AIDS is especially 1 2 3 4 5 
common among 
Anglo Americans 
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15 AIDS is especially 1 2 3 4 5 
common among Asians 

16 AIDS is especially 1 2 3 4 5 
common among 
Native Americans. 
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For each of the following statements about how people can get 
HIV and AIDS, let me know if you think the statement is (1) 
True, (2) Probably True, (3) Not Sure, (4) Probably False, 
(5) False, by circling the appropriate number. 

A person will get mv I AIDS or the mv I AIDS virus 
infection from: 

T PT NS PF F 

1. Living near a home 1 2 3 4 5 
or hospital for 
AIDS patients. 

2. Shaking hands, touching, 1 2 3 4 5 
or kissing on the 
cheek someone who 
has the AIDS virus. 

3. Attending school with 1 2 3 4 5 
a classmate who 
has the AIDS virus. 

4. Working near someone 1 2 3 4 5 
with the AIDS virus. 

5. Sharing plates, forks, 1 2 3 4 5 
or glasses with someone 
who has AIDS. 
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T PT NS PF F 

6. Eating in a restaurant 1 2 3 4 5 
where the cook has 
the AIDS virus. 

7. Using public toilets. 1 2 3 4 5 

8. Being coughed on or 1 2 3 4 5 
sneezed on by someone who 
has the AIDS virus. 

9. From mosquitoes or 1 2 3 4 5 
other insects. 

10 Sharing needles from 1 2 3 4 5 
drug use with someone 
who has the AIDS virus. 
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PART II 

For each of the following statements indicate whether you (1) 
strongly disagree, (2) disagree, (3) not certain, (4) agree, or 
(5) strongly agree. 

SD D NC A SA 

1. AIDS is a punishment 1 2 3 4 5 
from God. 

2. God allows people 1 2 3 4 5 
to suffer with AIDS, 
because suffering brings 
us closer to Him. 

3. Suffering with bad 1 2 3 4 5 
things like AIDS is God's 
way of telling us that 
we should change our ways. 

4. God is compassionate 1 2 3 4 5 
towards those with AIDS. 

5. AIDS is God's way 1 2 3 4 5 
of punishing everybody for 
what they do. 
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For each of the following statements concerning who should 
be responsible for dealing with the HIV / AIDS situation, 
indicate whether you (1) strongly disagree, (2) disagree, 
(3) not certain, (4) agree, or (5) strongly agree. 

SD D NC A SA 

1. My community has a duty 1 2 3 4 5 
to care for all those who have 
contracted the AIDS virus. 

2. It is the duty of the 1 2 3 4 5 
Catholic Church to minister 
to those who have 
contracted the AIDS virus. 

3. Catholics should be 1 2 3 4 5 
compassionate to all those 
who have contracted the 
AIDS virus. 

4. My parish church should 1 2 3 4 5 
spend more money on AIDS 
education programs. 

5. My community should 1 2 3 4 5 
spend more money on AIDS 
education programs. 

6. The state of Arizona 1 2 3 4 5 
should spend more money 
on AIDS education programs. 



SD D NC A SA 

7. The federal government 1 2 3 4 5 
should spend more money 
on AIDS education programs. 

Thank you for taking the time to help with this project. The 
results will help design future programs dealing with the 
HIV / AIDS problem. 
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HN/AIDS OPINION SURVEY 
(Grades 5 and 6) 

Please place a check mark next to the responses that apply to you. 

Are you? 

__ Girl or a __ Boy 

What grade are you in? 

3 4 5 6 

How old were you on your last birthday: 

_ 8 years old. 
_ 9 years old. 
_ 10 years old. 
_ 11 years old. 
_ 12 years old. 
_ 13 years old. 
_ 14 years old. 
_ more than 14 years old. 

Which ethic group do you belong to? 

__ Hispanic 
__ Anglo-American (White) 

Afro-American 
Asian or Pacific Islander 
Native American 
All Others 

7 8 
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Do you personally know anyone who has HIV/AIDS or who has been diagnosed HIV 
positive? 

No. 

_ Yes, it has happened to someone I didn't know very well. 

_ Yes, it has happened to a friend. 

_ Yes, it has happened to a relative. 

Place a check mark next to the one statement you most agree with? 

When I think about AIDS, no special type of person comes to mind. 

When I think about AIDS, a type of person comes to mind who could get it, but the 
image is not very clear. 

When I think about AIDS, a clear picture comes to mind of a particular type of person 
who could get it. 
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PART I 

For each of the following statements about HIV and AIDS, let me know if you think the 
statement is (1) True, (2) Probably True, (3) Not Sure, (4) Probably False, (5) False, by 
circling the appropriate number. 

T PI' NS PF F 

1. People can get AIDS by exchanging 2 3 4 5 
body fluids, such as blood with 
a person who has AIDS. 

2. AIDS leads to death. 2 3 4 5 

3. A pregnant woman who has the AIDS 2 3 4 5 
virus cannot give the AIDS virus 
to her baby. 

4. Teens cannot get AIDS. 2 3 4 5 

5. AIDS is an infectious disease 2 3 4 5 
caused by a virus. 

6. AIDS can reduce the body's 1 2 3 4 5 
natural protection against disease. 

7. Looking at a person is enough to 1 2 3 4 5 
tell if he or she has the AIDS virus. 

8. AIDS is very common in 1 2 3 4 5 
older people. 

9. There is no vaccine available to 2 3 4 5 
the public that protects a person 
from getting the AIDS virus. 

10. A person who has the AIDS virus 1 2 3 4 5 
can look and feel well and healthy. 

11. AIDS usually leads to heart disease. 1 2 3 4 5 

12. AIDS can damage the brain. 1 2 3 4 5 

13. AIDS is especially common 1 2 3 4 5 
among Hispanics. 
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T PT NS PF F 

14. AIDS is especially common 2 3 4 5 
among Afro-Americans. 

15. AIDS is especially common 2 3 4 5 
among Anglo Americans (whites). 

16. AIDS is especially common 2 3 4 5 
among Asians. 

17. AIDS is especially common 2 3 4 5 
among Native Americans. 
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For each of the foilowing statements about the ways people can get HN and AIDS, let me 
know if you think the statement is (1) True, (2) Probably True, 
(3) Not Sure, (4) Probably False, (5) False, by circling the appropriate number. 

A person will get IllV/AIDS or the HIV/AIDS virus infection from: 

T PT NS PF F 

1. Living near a home or hospital 2 3 4 5 
for AIDS patients. 

2. Shaking hands, touching, or kissing 2 3 4 5 
on the cheek someone who 
has the AIDS virus. 

3. Attending school with a child who 2 3 4 5 
has the AIDS virus. 

4. Working near someone with 1 2 3 4 5 
the AIDS virus. 

5. Sharing plates, forks, or glasses 1 2 3 4 5 
with someone who has the AIDS virus. 

6. Eating in a restaurant where the 2 3 4 5 
cook has the AIDS virus. 

7. Using public toilets. 2 3 4 5 

8. Being coughed on or sneezed on 1 2 3 4 5 
by someone who has the AIDS virus. 

9. From mosquitoes or other insects. 2 3 4 5 

to. Sharing needles from drug use 1 2 3 4 5 
with someone who has the AIDS virus. 
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PARTll 

For each of the following statements indicate whether you (1) strongly disagree, (2) disagree, 
(3) not certain, (4) agree, or (5) strongly agree. 

SD D NC A SA 

1. AIDS is a punishment from God. 2 3 4 5 

2. God allows people to suffer with 2 3 4 5 
AIDS, because personal suffering 
brings us closer to Him. 

3. Suffering personal tragedies like 2 3 4 5 
AIDS is God's way of telling us that 
we should change our ways. 

4. God is compassionate towards those 2 3 4 5 
with AIDS. 

5. God is !!Ql punishing people with 2 3 4 5 
AIDS because of their life-style. 

6. AIDS is God's way of punishing society 2 3 4 5 
for its actions. 

For each of the following statements concerning who should be responsible for dealing with 
the HIV/AIDS situation, indicate whether you (1) strongly disagree, (2) disagree, (3) not 
certain, (4) agree, or (5) strongly agree. 

SO D NC A SA 

1. My community has a responsibility 2 3 4 5 
to care for all those who have 
contracted the AIDS virus. 

2. It is the duty of the Catholic Church 1 2 3 4 5 
to minister to those who have 
contracted the AIDS virus. 

3. Catholics should be compassionate to 2 3 4 5 
all those who have contracted 
the AIDS virus. 
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SD D NC A SA 

4. My parish church should spend more 1 2 3 4 5 
money on AIDS education and 
prevention programs. 

5. My community should spend more 1 2 3 4 5 
money on AIDS education and prevention 
programs. 

6. The state of Arizona should spend 1 2 3 4 5 
more money on AIDS education and 
prevention programs. 

7. The federal government should spend 1 2 3 4 5 
more money on AIDS education and 
prevention programs. 

Thank you for taking the time to help with this project. The results will help design future 
programs dealing with the HIV / AIDS problem. 



HIV I AIDS OPINION SURVEY 
(Grades 7 and 8) 

Please place a check mark next to the responses that apply to you. 

Are you a: 

Girl? or a _ Boy? 

Which grade are you in? 

3 4 5 6 

How old were you on your last birthday: 

_ 8 years old. 
_ 9 years old. 
_ 10 years old. 
_ 11 years old. 
_ 12 years old. 
_ 13 years old. 
_ 14 years old. 
_ more than 14 years old. 

Which ethic group do yo belong to? 

__ Hispanic 
__ Anglo-American (White) 

Afro-American 
Asian or Pacific Islander 
Native American 
All Others 

7 8 
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Do you personally know anyone who has HIV/AIDS or who has been diagnosed HIV 
positive? 

No. 

_ Yes, it has happened to someone I didn't know very well. 

_ Yes, it has happened to a friend. 

_ Yes, it has happened to a relative. 

Place a check mark next to the one statement you most agree with? 

_ When I think about AIDS, no special type of person comes to mind. 

When I think about AIDS, a type of person comes to mind who could get it, but the 
image is not very clear. 

_ When I think about AIDS, a clear picture comes to mind of a particular type of person 
who could get it. 
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PART I 

For each of the following statements about HIV and AIDS, let me know if you think the 
statement is (1) True, (2) Probably True, (3) Not Sure, (4) Probably False, (5) False, by 
circling the appropriate number. 

T PT NS PF F 

1. Any person with the HN / AIDS virus 2 3 4 5 
can pass it on to someone else 
through sexual intercourse. 

2. AIDS leads to death. 2 3 4 5 

3. A pregnant woman who has the AIDS 2 3 4 5 
virus cannot give the AIDS virus 
to her baby. 

4. Teens cannot get AIDS. 2 3 4 5 

5. AIDS is an infectious disease 2 3 4 5 
caused by a virus. 

6. AIDS can reduce the body's 2 3 4 5 
natural protection against disease. 

7. Looking at a person is enough to 2 3 4 5 
tell if he or she has the AIDS virus. 

8. AIDS is very common in 2 3 4 5 
older people. 

9. There is no vaccine available to 1 2 3 4 5 
the public that protects a person 
from getting the AIDS virus. 

10. A person who has the AIDS virus 2 3 4 5 
can look and feel well and healthy. 

11. AIDS usually leads to heart disease. 2 3 4 5 

12. AIDS can damage the brain. 2 3 4 5 

13. AIDS is especially common 2 3 4 5 
among Hispanics. 
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T PT NS PF F 

14. AIDS is especially common 2 3 4 5 
among Afro-Americans. 

15. AIDS is especially common 2 3 4 5 
among Anglo Americans (whites). 

16. AIDS is especially common 2 3 4 5 
among Asians. 

17. AIDS is especially common 2 3 4 5 
among Native Americans. 
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For each of the following statements about how people can get HIV and AIDS, let me know 
if you think the statement is (1)~, (2) Probably True, (3) Not Sure, (4) Probably False, 
(5) False, by circling the appropriate number. 

A person will get IHV/AIDS or the IHV/AIDS virus infection from: 

T PT NS PF F 

1. People can get AIDS by exchanging 1 2 3 4 5 
body fluids, such as blood with 
a person who has AIDS. 

2. Living near a home or hospital 2 3 4 5 
for AIDS patients. 

3. Shaking hands, touching, or kissing 2 3 4 5 
on the cheek someone who 
has the AIDS virus. 

4. Attending school with a child who 2 3 4 5 
has the AIDS virus. 

5. Working near someone with 2 3 4 5 
the AIDS virus. 

6. Sharing plates, forks, or glasses 2 3 4 5 
with someone who has the AIDS virus. 

7. Eating in a restaurant where the 2 3 4 5 
cook has the AIDS virus. 

8. Using public toilets. 2 3 4 5 

9. Being coughed on or sneezed on 2 3 4 5 
by someone who has the AIDS virus. 

10. From mosquitoes or other insects. 2 3 4 5 

11. Sharing needles from drug use 2 3 4 5 
with someone who has the AIDS virus. 

12. Having sex with a person who 2 3 4 5 
has the AIDS virus. 
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PART II 

For each of the following statements indicate whether youel) strongly disagree, (2) disagree, 
(3) not certain, (4) agree, or (5) strongly agree. 

SD D NC A SA 

1. AIDS is a punishment from God. 2 3 4 5 

2. God allows people to suffer with 2 3 4 5 
AIDS, because personal suffering 
brings us closer to Him. 

3. Suffering personal tragedies like 2 3 4 5 
AIDS is God's way of telling us that 
we should change our ways. 

4. God is compassionate towards those 2 3 4 5 
with AIDS. 

5. God is nQt punishing poople with 2 3 4 5 
AIDS because of their life-style. 

6. AIDS is God's way of punishing society 2 3 4 5 
for its actions. 

For each of the following statements concerning who should be responsible for dealing with 
the HIV/AIDS situation, indicate whether you (1) strongly disagree, (2) disagree, (3) not 
certain, (4) agree, or (5) strongly agree. 

SD D NC A SA 

1. My community has a responsibility 1 2 3 4 5 
to care for all those who have 
contracted the AIDS virus. 

2. It is the duty of the Catholic Church 2 3 4 5 
to minister to those who have 
contracted the AIDS virus. 

3. Catholics should be compassionate to 2 3 4 5 
all those who have contracted 
the AIDS virus. 
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SO D NC A SA 

4. My parish church should spend more 1 2 3 4 5 
money on AIDS education and 
prevention programs. 

5. My community should spend more 1 2 3 4 5 
money on AIDS education and prevention 
programs. 

6. The state of Arizona should spend 1 2 3 4 5 
more money on AIDS education and 
prevention programs. 

7. The federal government should spend 1 2 3 4 5 
more money on AIDS education and 
prevention programs. 

Thank you for taking the time to help with this project. The results will help design future 
programs dealing with the HIV/AIDS problem. 



Dear Teacher, 

APPENDIX E 
Teacher's Instructions for the 

Administration of the AIDS OPINION SURVEY 
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Thank you for taking time out of your regular schedule to administer this questionnaire 
to your students. Please follow the directions as closely as possible. Deviations from these 
instructions may contaminate the results. 

BEFORE ADMINISTERING THE QUESTIONNAIRE 

1. Assign each child a code number from the list you have been given. The code will be 
on (a) the consent letter, (b) the parent's packet, and (c) the student's packet. It is not 
necessary for me know the names of your students, but it will be necessary for you to 
match the surveys from the student with his or her parent's survey. 

2. Give each student a consent letter to bring home to their parents. Please have them 
bring the consent letter to school the next school day. 

3. When you receive the completed consent letter from the student, send their parent's 
surveys home with them. Remind those students whose parents gave their consent that 
the completed survey must be returned by November 23rd. 

4. Schedule a period when you will give your students the survey. So as not to calI undo 
attention to the student(s) whose parents did not give their consent, there will be empty 
manilla envelopes available for you to give these students an exercise instead of the 
survey. I will put an artificial code on these envelopes. 

ADMINISTERING THE QUESTIONNAIRE 

1. TeII your students that some of them have a survey intended to get their ideas and 
opinions about some important issues. Others have an equally important task to do. Let 
them know that we only want them to tell us what they know, and it is alright if they do 
not know or understand some of the information. Just fiII out the survey as best they 
can. Try to reduce their anxiety about "getting it right." Even though there are right 
and wrong responses, they do not need to know this. You may tell them that their 
answers will not be "graded." 

2. Have the students read to themselves the instructions for each section carefully. 
NOTE: The order of the sections are switched across the surveys. This is on purpose. 
Unfortunately, this means that you will not be able to go through each section with all 
the students at the same time. If they have any questions, tell them to raise their hand 
and you will come over and answer their questions. Make sure that your students know 
what each number signifies. For example, if they mark ai, that means that they think 
the statement is "really true" and a 2 means that they think the statement is "probably 
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true, but they aren't completely sure." This applies to the Agree and Disagree sections. 

3. IMPORTANT: If they have any questions about the meaning of a word, it is alright to 
define the word. DO NOT, however, explain any statement - that is, DO NOT 
interpret the statements for the students. For example, if you are asked what being 
"compassionate" means, defining that word is acceptable. But, if someone asks if people 
can get the HIV virus from mosquitoes, just tell them to put down whatever they think. 
If they are not sure they can circle number 3. 

4. When the students are finished, have them place their completed surveys in the envelope 
and seal it. You can do the sealing however you feel is the most hygienic and 
convenient. It is important that NO ONE, including yourself, have access to this 
information except myself and my staff. When we receive the completed packets, your 
principal will be given the results for your entire class. No individual student's results 
will be available. 

One of my assistants or I will pick up the packets from your principal on either 
November 24th or 25th. I know that this time of year is very hectic for you. Again, thank 
you for allowing your students to take part in this project. The results will be immeasurably 
helpful for you and your school, as well as other schools, in designing effective curriculums 
for HIV and AIDS education. 

If you have any questions or concerns, please contact me at the University (621-1318) or 
at my home (722-4555). 

Thank you for your time and cooperation. 

Sincerely, 

Edwin J. Dawson 
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