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ABSTRACT 

The purpose of this study was to determine if college 

adolescents are an emerging risk group for acquiring 

HIV/AIDS. A somewhat diversified sample (7 0% white, 2% 

African. American, 7% Asian American, 13% Hispanic, and 8% 

Other) of 172 college students age 18-24, completed 

questionnaires assessing: knowledge of HIV/AIDS, risk-

taking behavior or attitudes, identity and sensation 

seeking. Despite high levels of knowledge (consistent with 

previous studies), many misconceptions (e.g. believing 

mosquitoes can pass the HIV virus) and high risk habits 

(not using a condom every time when engaging in sex) 

established this sample as putting themselves at risk for 

HIV/AIDS. A proposed relationship between either identity 

and risk-taking or risk-taking and sensation seeking 

showed no practical significance. 
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CHAPTER 1 

INTRODUCTION 

As cited by Di Clemente (1990), since its recognition 

in 1981 (Gottlieb et al., 1981; Siegel et al., 1981), 

acquired immune deficiency syndrome (AIDS) has reached 

epidemic proportions causing widespread social concern. 17 

million people worldwide are estimated to be infected with 

human immunodeficiency virus (HIV), and approximately 4 

million cases of AIDS (World Health Organization, 1994). 

By the year 2000, the number of people estimated to be 

infected by HIV is expected to rise from 17 million to 

between 30 to 40 million (Manning, 1995). In the United 

States the cumulative number of AIDS cases reported by 

state and territorial health departments are 612,078. 

Blacks (43%) accounted for a larger proportion of new AIDS 

cases, and the proportion of female AIDS patients continued 

to rise, particularly in the 25-44 (66% of all reported 

female cases) age group (CDC, June 1997). Several 

cautionary measures should be considered when interpreting 

statistics of HIV/AIDS cases. The Center For Disease 

Control makes it very clear that the statistics it provides 



are: (1) estimations, not exact figures; (2) based upon 

revised definitions of what constitutes a person diagnosed 

as carrying the HIV virus or having AIDS; (3) not adjusting 

for incomplete reporting; (4) estimated to be more than 85 

% complete; and (5) minimum estimates for the number of HIV 

infections in the 29 states which offer anonymous HIV 

testing (CDC, 1S97). It is thus hypothesized that while 

HIV/AIDS is found to be at pandemic proportions, it is 

still greatly underreported. 
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CHAPTER 2 

LITERATURE REVIEW 

Scientists hypothesize that the AIDS' virus (HIV) 

initially may have originated in Africa and was transmitted 

through heterosexual activity and blood transfusions. One 

theory suggests that the virus was first carried to Haiti 

and subsequently the United States. How and by whom the 

virus was carried remains pure speculation. What remains 

clear is that by the late 1970s cases of a "gay flu" and 

"gay cancer" began being reported in large metropolitan 

areas such as San Francisco, Los Angeles, and New York. 

The link between all these cases was that all patients were 

suffering from weakened immune systems. Initially, doctors 

named this condition GRID (gay-related immune deficiency). 

Later, when the virus began showing up in heterosexual 

groups (e.g., intravenous drug users and their partners), 

the name was changed to acquired immune deficiency 

syndrome, or AIDS (Manning, 1995). 

Most early research began focused upon AIDS in the gay 

population. As inroads were made into the heterosexual 

community primarily the result of intravenous drug users 
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sexual behavior, it became apparent that AIDS was not 

restricted to sexual orientation. It is interesting to 

note that while the largest share of new cases in the 

United States consists of men having sex with men (38%), 75 

% of HIV infections worldwide have been acquired through 

heterosexual intercourse (DiClemente, 1990) . 

In the 1980s, most persons diagnosed as HIV positive 

or with opportunistic infections considered themselves in 

an incurable situation and in some ways a death sentence. 

Prior to 1996, the survival rates of AIDS diagnosed 

patients were: 50% after one year and almost none survived 

five years. It is important to note that this was after an 

individual was actually classified with an "AIDS-defining 

illness" as opposed to being test HIV positive. Due to the 

unknown rate of the HIV virus development within the body, 

some individuals have been known to show no signs of 

opportunistic infection for as many as 8-12 years (with an 

average of about eight years) after testing positive for 

the virus. 

The year 1996 became a breakthrough year in drug 

treatment for HIV-infected patients. AZT (azidothymidine), 

an antiviral drug, had been used in the past to delay 

immune system failure and is still used effectively to 
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reduce transmission of the virus from infected mothers to 

their newborns (Jussim, 1997). Although AZT was found to 

be effective in delaying immune system failure, 

shortcomings as a treatment for AIDS cases included: 

toxicity to healthy cells and ineffectiveness once the HIV 

virus has mutated. A new antiviral drug emerged in 1996 

called protease inhibitors. Protease inhibitors are 

essentially drugs, which block the enzyme protease which 

the HIV virus uses to reproduce. Unlike more singular 

treatments such as AZT, protease inhibitors are being used 

as part of a three drug cocktail consisting of: a protease 

inhibitor, AZT, and another drug known as 3TC. Although 

there has been a great deal of success using this tri-fold 

drug therapy in fighting the AIDS virus, problems with this 

treatment include: cost (drug therapy can cost tens of 

thousands of dollars), many patients (in particular poor 

minorities) are without health insurance, serious side 

effects from the drugs (nausea, diarrhea, and fatigue), 

cumulative toxicity from continued use, as well as patients 

who do not respond to protease inhibitors (Jussim, 1997). 

Sufficient data have not been generated to accurately 

estimate the impact of antiretroviral treatments, however, 

1996 marked the first time that mortality rates of persons 



15 

with AIDS or person diagnosed with an AIDS opportunistic 

infection (AIDS-OI) declined. In addition, the number of 

AIDS cases or persons who are living with AIDS increased by 

approximately 10% between 1995 and 1996 (CDC, 1997). It is 

hypothesized that this increase could be due in part to the 

success of antiretroviral treatments, however, additional 

research is still necessary to establish a firm 

relationship between treatments and survival rates. 

Despite the positive results that have precipitated 

from antiretroviral treatments, this medical breakthrough 

may have inadvertently triggered complacency among some 

known risk groups. According to an article in an issue of 

Newsweek (September 29, 1997), a small but growing minority 

of gay men have begun not only having unsafe sex, but also 

actively seeking it out. One method of connecting with 

individuals interested in unsafe sex has been to include as 

part of their online biographic profile a term known as 

"bareback" sex. While this situation in itself is alarming 

in terms of risk-taking behavior, men in at least one 

barebacking chat room have suggested that "hardly anyone 

practices safe sex now" and " that HIV is as easy to treat 

as the flu." Considering the open access the Internet 

provides to users of all ages, and without structure to 
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differentiate between facts and falsehoods, the potential 

impact of such false information could be staggering. 

HIV and AIDS 

In order to completely understand the AIDS epidemic, 

it is crucial to understand the distinction between HIV and 

AIDS. HIV (human immunodeficiency virus) is essentially a 

microscopic packet of genetic material wrapped in a coat of 

protein, and it is looking for a way to reproduce itself. 

Because HIV is a retrovirus (having only RNA) in order to 

reproduce it requires that the virus find its missing 

nucleic acid, and it does so by infecting a healthy cell. 

After using the healthy cell as a breeding grounds, the 

virus begins to reproduce quite rapidly and eventually 

breaks the cell wall, thus releasing countless copies of 

itself which will seek out healthy cells to infect 

(Manning, 1995). Normally, an individual's body fights off 

viruses and most infections, and does so with the aid of 

white cells called lymphocytes or T-cells and white cells 

known as macrophages. The virus attacks these white cells 

destroying them, which diminishes the body's ability to 

fight off the HIV virus as well as other infections. 



17 

Whereas HIV is a virus responsible for weakening the 

body's immune system, AIDS is the condition or disease 

(also known as AIDS-defining illnesses) that develops or 

takes hold due to the immune system's inability to defend 

itself. One type of AIDS-defining illness is the 

opportunistic infection, also referred to as AIDS-OI. This 

is a type of infection which has nothing directly to do 

with the HIV virus, but is instead an infection caused by a 

microbe which would normally pose no serious health risk 

for someone with an intact immune system. However, when an 

individual has an immune system crippled by the HIV virus 

taking hold, an opportunistic infection such as pneumonia 

(Pneumocystis) can develop and the body in unable to defend 

itself, resulting in death (Jussim, 1997). 

The definition of an AIDS case has been modified 

several times over the years, which makes comparisons from 

year to year confusing. The 1987 version, for example, 

included within its definition: 23 clinical conditions, HIV 

encephalopathy, laboratory-confirmed HIV infection, and 

other indicator diseases that were diagnosed presumptively. 

The revised 1993 definition includes all 23 clinical 

conditions in the 1987 definition, plus HIV-infected 

persons with CD4* T-lymphocyte counts of less than 200 
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cells/|iL or CD4 percentage of less than 14, as well as 

individuals diagnosed with pulmonary tuberculosis, 

recurrent pneumonia, and invasive cervical cancer. An 

additional provision of the 1993 definition is that all 

conditions require confirmation of HIV infection. In the 

event a patient meets criteria for more than one definition 

category, they are classified in the followed ordered 

manner: pre-1987, 1987 and 1993 (CDC, 1997). 

HIV._ Facts and Myths 

In late spring of 1988, Surgeon General Koop's 

brochure "Understanding AIDS" was distributed to all 

households in the United States. Yet, in spite of this 

mass media blitz, there are still misconceptions and myths 

regarding HIV, AIDS, and the transmission of the HIV 

infection. The most important thing to know is that 

anybody can become infected with HIV. It does not 

distinguish between age, race, gender, or religion. HIV is 

in the blood, semen, or vaginal secretions of an infected 

person. The two primary ways of spreading HIV are having 

sex and using contaminated needles to inject drugs. In 



addition, infected women can pass HIV infection to their 

newborns. 

Unprotected sex is extremely dangerous because HIV can 

be in semen and vaginal fluids. Even if ejaculation does 

not occur, HIV can be in the first drop of fluid. Certain 

sexually transmitted diseases (referred hereafter as STDs) 

such as herpes or syphilis produce open sores making it 

easier for HIV to be transmitted during sex. Other STDs 

such as gonorrhea and chlamydia increase the risk of HIV 

infection due to compromised mucosal or cutaneous surfaces 

of the genital tract, increased shedding of the HIV virus, 

and common associated risk-taking behavior (Eng & Butler, 

1997) . Engaging in sex with more than one partner 

dramatically increases the risk of becoming infected due 

primarily to the fact that a person is being exposed to 

each partner's sexual history. Any type of unprotected sex 

that involves exchanging body fluid is considered risky. 

The most effective way of preventing AIDS is to abstain 

from sex, however, the use of a latex condom is strongly 

recommended for all sexual activity, including oral sex. 

In addition, a spermicide known as nonoxynol-9 has been 

effective in inactivating the HIV virus (Atwood, 1993). An 

effective (but not guaranteed) method of practicing safe 
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sex would be a coiabination of a latex condom, and nonoxynol-

9 for intercourse, and flavored latex condoms for oral sex. 

Using or sharing contaminated needles to inject drugs 

is very risky. When a person injects drugs into her/his 

body, some of that person's blood remains in the needle or 

syringe. If another individual uses the same needle or 

syringe to inject drugs, she/he could be shooting HIV 

directly into the bloodstream. In addition to the risk of 

sharing needles or syringes, drug use in general may 

increase a person's risk of unsafe behavior. When under 

the influence of a drug an individual may experience 

impairment in thinking and reasoning skills that may lead 

to risk-taking behavior, such as having unprotected sex or 

indiscriminate choice of partners. 

Women infected with HIV can infect their newborn 

babies. Approximately one in every four babies born to 

infected women will have HIV infection (Surgeon General's 

Report on AIDS, 1993) . The time from birth until the 

development of AIDS in these infected children may vary 

from weeks to years, and most often the mother passes the 

HIV infection to her baby before it is born. During the 

time period from July 1996 to June 1997, over 90 percent of 



children who were HIV infected were infected perinatally 

(CDC, 1997). 

Though there has been one at least one case reported 

where patients were infected by their dentist, infection of 

HIV by health care workers and blood transfusions is 

considered very rare. Nearly all people infected with HIV 

through blood transfusions received those transfusions 

prior to 1985, the year blood screening began (Surgeon 

General's Report on AIDS, 1993). 

There have been a variety of myths concerning the 

transmission of HV. The virus is not transmitted from: 

kissing (even French kissing is considered low risk, 

depending upon such things as sores or open wounds), 

mosquito bites or bites from other bugs, animal bites, 

sharing toilets, telephones, clothes, sweat from an HIV-

infected athlete, sharing eating or drinking utensils, 

contact (touching & hugging) with an HIV-infected person, 

or eating food handled, prepared, or served by somebody 

with HIV infection. In addition, an individual will not be 

infected from donating blood (equipment used to draw blood 

is only used once), using a water fountain, or using the 

same computer keyboard. The AIDS virus is in fact quite 

fragile. It can live in the body, but dies in minutes when 
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fragile. It can live in the body, but dies in minutes when 

exposed to air. There have been more than twelve extensive 

studies which conclude that the only way the virus is 

transmitted to others in the same household is through sex 

and shared needles (Jussim, 1997). 

Adolescents as a Risk Group 

Although the reported number of AIDS cases among 

adolescents have been relatively low (2,953 cases for ages 

13-19, CDC, 1997), it appears that this segment of the 

population is particularly vulnerable to HIV infection. 

The statistics for reported cases of AIDS among adolescents 

is dangerously misleading because HIV can have a varied 

inciibation period with upper limits of ten years or more 

(DiClemente, 1990). Thus, adolescents who are HIV-infected 

may not manifest symptoms until their twenties or later. 

It is interesting to note that while the Center For Disease 

Control (1997) reports only 2,953 cases for the age group 

of 13-19, the number of AIDS cases increases to 107,281 for 

age group 20-29. These figures include both male and 

female cases. By the end of June 1997, HIV was the number 

one cause of death for all sexes and races ages 25-44 
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ages 15-24 years. This trend has been consistent since at 

least 1994 when the HIV was the number two cause of death 

for all races & sexes for the age group of 25-44 (CDC, 

1994, 1997). Considering the lengthy incubation period of 

HIV, the actual infection for many of the 25-44 age group 

occurred in adolescence and statistics would indicate that 

Black and Hispanic adolescents as being highly at risk. 

Another alarming statistic involves the rate of 

sexually transmitted diseases (STDs) in adolescents. 

Annually, there are estimated to be more than 12 million 

new cases of STDs with about 3 million of whom are 

teenagers Eng & Butler, 1997). Statistics for Los Angeles 

County with a population of approximately 9 million, 

indicated that in 1994 adolescents (15-19) accounted for 

40% of all reported cases of sexually transmitted diseases. 

This percentage is probably conservative in nature with 

regard to all adolescents for the following reasons: (1) 

depending upon ethnicity, only one-half to two thirds of 

adolescents are sexually active; and, (2) there is a 

reluctance to report STDs for a 15 or 16 year old (Choi & 

Richwald, 1995). Young adolescents have the highest rates 

not only of gonorrhea, but also of syphilis, chlamydia, and 

pelvic inflammatory disease (Atwood, 1993). As discussed 
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in the section dealing with facts and myths of HIV, STDs 

like gonorrhea, chlamydia, and syphilis increase the risk 

of transmitting HIV. In addition to the exposure of open 

sores associated with these STDs, the associated routes of 

transmission (vaginal, anal and oral sex, and mother-to-

infant) are virtually identical to that of HIV transmission 

(Eng & Butler, 1997). Another STD, genital herpes, has 

increased fivefold since the late 1970's among white 

teenagers and doubled among whites in their twenties as 

reported by the Center For Disease Control in an issue of 

the New York Times (October 16, 1997). The data used as a 

basis for the latter report was gathered from 1988 to 1994 

and compared to the time period 197 6 to 1980. According to 

this same article, herpes sores make a person more 

vulnerable to infection by the AIDS virus. The high rate 

of STD transmission is also indicative of the risky 

behavior of having unprotected sex. 

Adolescents make up approximately 17% of the 

population in the United States and about a third of them 

belong to racial or ethnic minorities (Rogers & Ginzber, 

1992). Though the high rates of STDs alone would be 

substantial enough to establish adolescents as a risk group 

for HIV, the very nature of adolescence is a period of life 
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associated with risk taking. When discussing adolescents 

as a risk group, it is necessary to look at them in terms 

of both development and behavior. 

The second decade known as adolescence is marked by 

tremendous change: physical, emotional, and cognitive. 

During adolescence, for example, there is physical growth 

(e.g. increase in height, weight, penis size, development 

of breasts) as well as the development from a state of 

reproductive immaturity to full reproductive competence. 

More adolescents are having sexual intercourse at earlier 

ages than their counterparts did 10 years ago, and are 

therefore placing themselves at risk for STDs, unplanned 

pregnancies, and HIV at earlier ages than ever before 

(Boyer & Kegeles, 1991). Adolescents are at risk not just 

because they engage in sexual intercourse or oral sex, but 

because they do not do so safely. Throughout adolescence 

60% of White males have sexual intercourse by age 18 and 

60% of White females by age 19. Among Black adolescents, 

60% of males have engaged in sexual intercourse by age 16 

and 60% of females by age 18 (DiClemente, 1990) . Other 

risky sexual practices of adolescents include: multiple 

partners, homosexual experiences, and anal intercourse. In 

addition, there have been some changes in the norms of 
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adolescent sexual behavior with regard to oral sex. 

According to an article in The New York Times (April 5, 

1997), while intercourse to many teens is perceived as 

dangerous, oral sex is not. The article claims that in 

interviews with many young people that there is the 

repeated message stating "the idea that intercourse is 

dangerous and potentially fatal" but they have little 

awareness of the health risks of oral sex. This is 

particularly disturbing in light of the fact that not only 

is unprotected oral sex considered a risk for HIV 

transmission, but risky for acquisition of STDs as well. 

Though the focus in this section has been primarily 

upon adolescents and risky sexual behavior, there are 

additional facets of adolescent behavior that place 

individuals in this age group at risk. There is a sense of 

hopelessness among youth in the age group of 15-24 as 

indicated by their high rate of suicides. For the year 

ending 1995, suicide was the third highest cause of death 

for persons in the age group of 15-24 (CDC, Monthly Vital 

Statistics Report, December 1996). 

In addition to sex and suicide, adolescents are known 

to experiment with alcohol and drugs. There can be a 

correlation between alcohol and/or drug use and the 
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acquisition of HIV. When under the influence of either 

alcohol or drugs, an individual is not thinking clearly 

which can lead to multiple partners, unprotected sex due to 

inability to negotiate safer sex practices, or sharing 

contaminated needles or syringes. Among IV drug users in 

New York City (which has 20% of all reported AIDS cases 

(Rogers & Ginzber, 1992), HIV infection is most commonly 

associated with being young, sexually active, and a 

minority male (Boyer & Kegeles, 1991). 

Other influences in the life of an adolescent that 

further establishes her/him as being at risk for HIV 

infection include: peer groups (the need to fit in whether 

it be sex, drugs, clothing, or truancy); a sense of 

invulnerability (see suicide statistics on previous page) 

believing that "it cannot happened to me"; seeing very few 

adolescents who have developed AIDS while still in 

adolescence; low esteem (due both to the transition of 

physical changes and how adolescents construct their 

"imaginary audience"); and, the lack of acquired formal 

operational thinking (especially in poor urban areas which 

traditionally have high concentrations of minorities who 

have been denied equal access to educational opportunities 

(Kozol, 1991).) 
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Adolescents are as diverse as adults. In addition to 

the risk factors discussed here, there are differences 

among adolescents within specific cultures, not to mention 

homeless adolescents, runaways, gay adolescents, and 

adolescents who are incarcerated. While there appears to 

be very little solid data with regard to these latter 

groups and their risk for HIV acquisition, they are 

believed to be at high risk. It is estimated, for example, 

that 187,000 runaways are involved in illegal activities 

such as drug use, selling drugs, and prostitution (Atwood, 

1993). One study (as cited by Rotheream-Borus & Koopman, 

1991) found that young minority gay and bisexual adolescent 

males are engaging in frequent, unprotected sexual 

intercourse, while another study found that incarcerated 

adolescents were: most likely to be sexually active, have 

multiple sex partners, initiate sex at an early age, have a 

high prevalence of intravenous drug use, and use condoms 

inconsistently (DiClemente, Lanier, Horan, Se Lodic, 1991) . 

Although sexual abstinence is clearly the most 

effective way to prevent transmission of STDs and HIV, 

consistent use of latex condoms (or latex condoms and 

nonoxynol-9) is considered an effective way to reduce the 

risk of infection. There have been few studies concerning 
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adolescents' attitude toward condom use. One study 

(DiClemente, Zorn, & Toemoshok, 1986, 1987b) conducted with 

1,326 high school age adolescents found that 92% of the 

test group corrected identified sexual intercourse as the 

primary route of HIV transmission, but only 60% were aware 

that using condoms during sex could reduce risk of 

infection. Another study (DiClemente, 1990b) found that 

there was an increase in the awareness of the protective 

value of condoms among adolescents, but there has not been 

a corresponding increase in consistent condom use (Hingson, 

Strunin, & Berlin, 1990, Kegeles, Adler, & Irwin, 1988). 

Instruments 

Each instrument was carefully selected for individual 

characteristics as well as for correlation purposes. It 

was expected that the instrumentation would provide 

information (e.g. knowledge of HIV, AIDS) as well as 

defining relationships between specific measurements from 

each instrument. For example, if this study were to follow 

the same pattern as previous studies (Atwood, 1993, 

DiClemente, et al., 1991, and Boyer & Kegeles, 1991), a 

very small relationship should be found between the 

knowledge base of the sample and actual risk-taking 



behavior. Previous studies have shown that even when 

adolescents have increased knowledge about disease 

transmission or in some cases changed their attitude about 

persons infected with HIV, there has not been a 

corresponding change in lessening risk-taking behavior 

including unprotected sexual intercourse (Hernandez & 

DiClemente, 1992). The reason this relationship may exist 

could be explained in terms of how individuals acquire 

knowledge. It is possible to memorize facts and figures 

without having the ability to apply this accumulated 

knowledge. Despite the differences in format, it was 

pertinent to first compare the instrxament sampling 

knowledge base with the instrument attempting to measure 

attitudes and risk-taking behavior, and then compare 

knowledge base with sensation seeking. In each case, it 

was expected that there would be a minimal relationship 

between a high level of knowledge and high levels of both 

risk-taking and sensation seeking behavior. Sensation 

seeking was included in addition to the risk-taking 

behavior and attitudes instrument because high sensation 

seeking was considered to be an important construct 

representing greater interest in sex and risk-taking 

(Hernandez & Smith, 1991). 
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The OMEIS was included in the packet of instriiments in 

an effort to see if there was a relationship between 

identity status and each of the other three variables: 

knowledge level, risk-taking behavior, and sensation 

seeking. These were important relationships to explore 

considering the fact that many of the adolescent HIV/AIDS 

studies have been focused upon knowledge base, perceptions 

of risk, and to a lessor extent, behavior (Boyer & Kegeles, 

1991). Hernandez & DiClemente (1992) found that "higher 

cumulative ego identity scores found among those who did 

not engage in unprotected sex indicate more goal-

directedness and more self-assuredness." Therefore, it was 

expected that the sampling would show a relationship 

between high risk-taking and individuals whose status 

indicate being in diffusion or moratorium. Due to the 

similarity of behavior being measured, it was expected that 

there would also be a strong relationship between 

individuals in diffusion or moratorium status and high 

levels on the sensation seeking scale. Conversely, 

individuals who were categorized as either foreclosure or 

achievement were expected to produce lower scores on the 

risk-taking behavior scale as well as the sensation seeking 

scale. Knowing an individual's identity status is one 
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method of determining the current cognitive map each 

individual is following. As mentioned previously, there is 

a difference between memorizing facts and figures and 

having the cognitive abilities with which to use these 

"tools" to effect behavior. Examination of identity status 

may help delineate between those individuals who have 

knowledge and those individual who are more self-assured, 

self-directed, and able to transfer knowledge into safer 

behavior choices. As Bandura (1990) aptly points out, 

translating health knowledge into effective self-protection 

action against AIDS infection requires a perceived sense of 

self-efficacy. Essentially what Bandura suggests is that 

individuals need to believe "that they can exert control 

over their motivation and behavior and over their social 

environment" (Bandura, 1990) . 
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CHAPTER 3 

METHODS 

It appears clear that due to a variety of reasons that 

adolescents are at risk not only for acquisition of HIV and 

AIDS, but also may be currently carrying and transmitting 

the HIV virus. In an effort to test this hypothesis, a 

study was designed to sample college age adolescents. 

College adolescents were selected for the following 

reasons: (1) researchers suggest this population is known 

to have a high rate of sexually transmitted diseases as 

well as a tendency for sexual risk-taking behavior 

(DiClemente, Forest, & Michkler, 1990; Hernandez & 

DiClemente, 1992); (2) the Center For Disease Control 

estimates approximately 12 million cases of STDs occur in 

the United States annually with an estimated two-thirds 

occurring in individuals under age 25; and (3) 

approximately 7,1 million 18-24 year olds (a quarter of all 

individuals 18-24 in the United States) are currently among 

the more than 12 million students enrolled full-time or 

part-time in the 3600 colleges and universities nationwide. 

The sample was taken from undergraduate classes at the 
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University of Arizona that were enrolled in one of the 

following disciplines: psychology, mathematics, or 

educational psychology. The sample was taken on four 

separate mornings, from three different disciplines and 

within less than 30 days of each other. First 

considerations were given to sampling high school students 

within the 15-18 year range, but due to the controversial 

and sensitive nature of the inquiry, it became apparent 

that an undergraduate college sample would be more 

appropriate. Age of the participants was an important 

factor for selecting the sample, thus an undergraduate 

class would seemingly yield participants within the age 

parameters of 18-24. Although the age span for defining 

adolescence varies depending upon the study (usually ages 

13-19), a decision was made to use 15-24 as the age span in 

this study which is consistent with reporting parameters by 

the Center For Disease Control. It is acknowledged that by 

extending the upper limits to age 24, participants included 

students in both upper adolescence and early adulthood. 

This was not problematic considering the fact that there 

are marked similarities in terms of both sexually 

transmitted diseases rates and causes of death, and that 

both adolescents and college students are thought of as 
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risk takers (Brown, DiClemente, & Reynolds, 1991; Hernandez 

& DiClemente, 1992). 

Procedures 

Questionnaire packets each containing four different 

instruments were distributed to intact classes of students 

on three separate days. The classes that participated 

included: an undergraduate psychology class, an 

undergraduate mathematics class, and two undergraduate 

educational psychology classes. There were a total of 230 

questionnaire packets distributed of which 172 satisfied 

the age requirement of 18-24. The author of this study was 

solely responsible for distributing, scoring and collecting 

all questionnaires as well as providing oral instructions 

to each group. Questionnaires were completed within a 

regular classroom over a 30-minute time period from late 

January 1998 to mid-February 1998. 

Instrxjments 

The instruments used were: two untested questionnaires 

dealing with knowledge, attitudes and behavior associated 

with risk of HIV and AIDS, the Zuckerman's Sensation 
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Seeking Scale V (SSS-V), and the Objective Measure of Ego 

Identity Status (OMEIS). The first two questionnaires 

consisted of two slightly different formats. The 21-item 

knowledge base questionnaire was constructed using a "yes", 

"no", or "not sure" response. This "not sure" response was 

designed to deter subjects from guessing within a simple 

"yes" or "no" format. The aim of the survey was to 

demonstrate young adults' actual knowledge of HIV and AIDS. 

The 20-item attitude and sexual behavior questionnaire was 

designed as a Likert type scale with four choices for each 

statement ranging from "strongly agree" to "strongly 

disagree." It was hypothesized that this instrument would 

yield data illustrating individual risky behavior. 

OMEIS data were collected to see if there was a 

relationship between identity status and risk-taking 

behavior. The instrument yields subscores for the ego-

development constructs of: diffusion, foreclosure, 

moratorium, and achievement (see Glossary for definitions). 

The total score of each subscore is used to classify 

subjects into a single identity status. The instrument was 

developed with a normative population and the initial 

sample used college freshman as subjects. This 24-item 

instrument was designed to match the three domains 



(occupation, religion and politics) originally sampled by 

Marcia's semistructured clinical interviews (1966). There 

have been a least 30 published studies using this 

instrument in addition to 8 preliminary psychometric 

studies. Internal consistency from 14 studies produced a 

median alpha of .66, however, this includes statistics from 

revised versions of the OMEIS which included both 

ideological and interpersonal subscales. The OMEIS that 

was used for this study included only the ideological 

subscale which when administered separately tends to 

produce higher internal consistency than using combined 

subscales. Available estimates of test-retest reliability 

have reported a median alpha of .76. 

The Sensation Seeking Scale V (SSS-V) consisted of 40 

items with four different factors represented by 10 items 

each. The factors being measured included: Thrill and 

Adventure Seeking, Experience Seeking, Disinhibition, and 

Boredom Susceptibility (see Glossary for definitions of 

each factor). Instead of four separate scores, the scale 

is based upon the sum of all four factors. The reason for 

using a total score rather than four subscales can be 

traced back to the revision of the instrument from Form IV 

to Form V. In Form IV, there had been a General scale and 
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four factors, which consisted of 72 forced-choice items. 

The General scale was not a total score, but instead it was 

unequally weighted with the other factors. The General 

scale proved to be an unsatisfactory measure of overall 

sensation due to the imbalance resulting from the unequal 

weighting of factors. Thus, a total score of the four 

factors would be more indicative of overall sensation with 

each factor being represented equally by 10 items per 

factor (Zuckerman, 1979). This scale was included to 

complement the author's instrument attempting to measure 

sexual behavior and attitudes due to its use in measuring 

risk-taking. Zuckerman (1979) defines sensational seeking 

as "a trait defined by the need for varied, novel, and 

complex sensations and experiences and the willingness to 

take physical and social risks for the sake of such 

experiences." It should be noted that norms for the SSS V 

were based upon an undergraduate sample of male and female 

students in an introductory psychology course at the 

University of Delaware with the age range being 17-21 years 

old. Internal reliability and retest reliability are shown 

in Table 1. These reliabilities resulted from two 

different studies; one sampling English twins (ages 16-70) 

and the other sampling 65 male and female undergraduates at 
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different studies; one sampling English twins (ages 16-70) 

and the other sampling 65 male and female undergraduates at 

Table 1 

Scale Reliabilities on SSS Form V 

English  ̂ American'̂  American" 

Scale Male Fem Male Fern Form V 

TAS .81 .82 .77 .77 .94 

ES .65 .67 .61 .61 .89 

Dis .78 .77 .74 .76 .91 

BS .65 .59 .57 .56 .70 

Total .83 .86 .84 .86 .94 

^Alpha coefficients used. N = 254 males and 693 females. 

"^Internal consistency coefficients (from inter-item r's). N 
= 97 males and 122 females. 

^Retest reliabilities. N = 65 males and females for form V. 

(information for Tabie 1 used with permission from: M. 
Zuckerman (1994): 

Behavioral Expressions and Biosocial Bases of Sensation 
Seeking. New York: 

Cambridge University Press.) 
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University of Delaware. A copy of each instrument can be 

found in the Appendix. 

Data Analysis 

Before data could be analyzed, scales needed to be 

constructed with which to score Form I (the questionnaire 

measuring knowledge of HIV/AIDS) and Form II 

(the questionnaire sampling risky attitudes or behavior). 

Form I initially consisted of 21 statements. Upon re

examination, it was decided that one statement (If I am HIV 

positive I will probably die from AIDS) was more indicative 

of a belief or opinion rather than sampling actual 

knowledge. Thus, it was eliminated from scoring 

considerations. Scoring Form I consisted of assigning 3 

points for every correct answer, 2 points for every "not 

sure" response, and 1 point for each incorrect answer. A 

score for each subject was based upon a total number of 

points. The scale for Form I can be found in Table 2. 

Form II originally consisted of 20 statements with 

four possible responses for each statement ranging from 

"strongly agree" to "strongly disagree." Prior to scoring 

the data collected with this instriament, it was decided 
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the data collected with this instrument, it was decided 

that four statements (1,16,18,and 20) did not appear to 

sample the desired constructs. These four statements were 

eliminated from the scoring process. Scoring for each 

Table 2 

Scale For Form I Measuring Knowledge of HIV/AIDS 

Point Total Level of Knowledge 

54-60 High 

48-53 Moderate 

42-47 Average 

36-41 Below Average 

35 or less Poor 

remaining statement consisted of assigning points ranging 

from 1-4 with 1 considered to be of least risk and 4 being 

of greatest risk. This is important to note because 

answering "strongly agree" for some statements was 

considered highest risk, while for other statements 
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answering "strongly agree" was keyed as being of least 

risk. The scale for Form II is found in Table 3. 

Table 3 

Scale For Form II Measuring Risk-Taking Behavior and 
Attitudes 

Point Total Level of Risk-Taking 

57-64 Extremely High Risk 

49-56 High Risk 

41-48 Moderate Risk 

33-40 Low Risk 

25-32 Extremely Low Risk 

16-24 Least Risk 

Data in this study were analyzed by first scoring each 

instrioment by hand for all 172 subjects. Scores for each 

student were entered into a data bank using MINITAB. In 

addition to the numerical totals for Form I and Form II, 

separate totals for each subscale of Forms III and Form IV 

were entered as well. Statistics (n and a) were calculated 

using MINITAB (see Table 4) and it was apparent that the 

three separate samples could be justifiably merged. 



Table 4 

bescriptive Stafcistics For Form I and Form II Before Merging Into One Sample 

N MEAN MEDIAN tRMEAN STDEV SEMEAN MIN MAX Q1 Q3 

49 54.30 55.00 54.82 5,036 0.719 25.70 60.00 53.00 57.00 

49 28.04 27.00 27.96 5.829 0.833 18.00 40.28 23,50 33.00 

31 54.52 54.00 54.56 2.920 0.524 49.00 60.00 53.00 57.00 

31 30.32 31.00 30.48 6.380 1.150 16.00 41.00 25.09 35.00 

50 54.27 54.00 54.47 3,092 0,437 45.00 59.00 53.00 57.00 

50 26.20 26.50 26.16 5.506 0.779 16,00 38.57 21.75 30.25 

41 54.29 . 55.00 54.54 3.642 0.569 44.00 59.00 51.50 57.00 

41 28.13 28.00 28.25 5.990 0.935 16.00 38.00 24.50 32.50 

Sample I (N= 49) 
Sample II (N= 32) 
Sample III (M= 50) 
Sample IV (M= 41) 
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Determining the estimated identity status of each subject 

required comparing the column totals for each subscale 

(DIF, FOR, MORT and ACHV) to the cut-off score provided in 

the instrument manual. The cut-off score had been 

determined from previous research using this instrument, 

and consisted of combining the mean and standard deviation 

for each column of each subscale. Although subscales of 

Form IV (SSSV) were calculated and entered into the data 

bank, only the total scores were used in analysis to 

determine if there was a relationship between risk-taking 

behavior and sensation seeking. 

One critical issue which demanded resolution, involved 

questionnaires where subjects left one or more responses 

blank. In an effort to assess what effect blank items had 

on the sample, it was decided to devise a course of action 

to complete each questionnaire, and compare results. 

Adjusting data for Form I and Form II consisted of 

substituting each unanswered response with an average score 

that was derived by dividing each individual's total score 

by the number of responses (i.e. total score of subject 

(27) divided by the number of completed responses (19) 

equals 1.42 points for each unanswered question). Due to 



the scoring framework of Form III and Form IV, wherever a 

blank occurred, an average for each subscale was derived in 

the same manner as for Form I and Form II (total score 

divided by number of responses) on an individual basis. 

The average for each subscale was then substituted for each 

blank and a new total calculated for each subscale. 

Three separate worksheets were created in MINITAB. 

The worksheets consisted of the following: (1) original 

raw data for all 172 subjects; (2) data for all 172 

subjects with adjustments made for incomplete questionnaire 

responses; and (3) original data minus incomplete 

questionnaires {n= 150). Statistical analyses were run on 

all three worksheets in order to observe the impact of 

incomplete questionnaires (See Appendix F). Means and 

standard deviations were calculated for Forms I, II and IV. 

Form III contained categorical data and the results can be 

found in Figure 1. Correlations were calculated on most 

variables (see Tables 5, 6, & 7) for all three worksheets 

in an effort to observe any significant relationships. The 

primary reason for running correlations was to test the 

following premises mentioned earlier in this study: (1) 

High level of knowledge about HIV/AIDS does not translate 

to safer attitudes and behaviors; (2) With regard to 
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Talile 5 

Variables Correlated Using Adjusted Data (N= 172) 

CLASS AGE GENDER ETHN FI FII DIF FOR MORT ACHV TAB ES DI BS 

AGl:^ .724 
GENDER .069 .242 
ETHN .114 .250 .077 
FI .040 -.084-, 122 - . 167 
FII .000 .113 ,246 . 027 . 127 
DIF .140 - . 136 .034 .010 .010 .273 
FOR .165 - .148 .005 .001 -.171 -.062 .111 
MORT -.233 -.217 .000 .023 .076 .233 .712 .133 
ACHV .109 .064 .002 .011 .164 -.020 • -.249 -.041 • - .213 
TAS .063 -.097 .028 - .165 .029 .140 .162 - . 102 .142 -- .016 
ES . 021 - .056 .008 .033 .162 .399 .298 - . 143 . 331 .044 .389 
DI .133 - . 126 .149 .002 . 124 . 561 .390 - .009 .337 -- . 146 .297 . 420 
DS .031 -.011 .061 -.002 .017 .271 .156 - .155 .094 .010 .097 .200 
TOTL -.096 - .113 .091 - .062 .110 .487 .364 - .137 .327 -- . 040 .702 .737 

. 360 

.764 .560 



Table 6 

Variables Correlated Using Adjusted Data (N= 172) 

CLASS AGE GENDER ETHN FI FII DIF FOR MORT ACHV TAS ES DI BS 

AGE .724 
GENDER .069 .242 
ETHN .114 .250 .077 
FI .029 -.085-.084 -.113 
FII -.018 . 104 .247 .028 .066 
DIF -.140 -.136 .034 .010 .075 .232 
FOR -.165 1 C

D
 

.005 .001 -.071 -.078 .111 
MORT -.233 -.217 .000 .023 . 134 .159 .712 . 133 
ACHV .109 .064 .002 .011 . 148 -.015 -.249 -.041 -.213 
TAS -.058 -.090 .032 -.154 .061 .176 .155 -.103 .132 -.024 
ES -.015 -.048 .009 .043 . 156 .389 .296 -.146 .328 .042 .381 
DI -.130 -.122 .154 .000 .071 .541 .385 -.008 .330 - . 148 .304 .424 
BS -.028 -.008 .058 -.010 .030 .274 .151 -.159 .089 .009 .087 .282 
TOTL -.099 -.105 .095 -.050 .113 .493 .358 -.139 .318 -.054 .701 .731 

00 



Table 7 

Variables Correlated Using Data From Complete Questionnaires (N= 150) 

CLASS AGE GENDER ETHN FI FIX DIF FOR MORT ACHV TAS ES DI BS 

AGE .705 
GENDER .037 .245 
ETHN .107 .229 .101 
FI .091 -.062-.104 -.157 
FIX -.023 .124 .260 .051 .035 
DIF -.118 -.114 .073 .000 -.013 .232 
FOR -.188 -.150-.024 .003 -.203 -.121 .084 
MORT -.210 -.192 .020 .024 .018 .148 .700 .085 
ACHV .083 .077-.030 .079 .175 -.021 -.292 -.050 -.230 
TAS -.037 -.100 .026 -.185 .069 .148 .147 -.126 .141 .019 
ES -.007 -.046 .033 .049 .180 .397 .264 -.187 .314 .015 .368 
c: -.141 -.142 .166 -.036 .120 .571 .377 -.006 .326 -.143 .298 .434 
BS -.035 -.015 .044 .015 .080 .286 .181 -.173 .117 .020 .093 .336 
TOTL -.084 -.118 .101 -.073 .157 .498 .348 -.164 .322 -.038 .684 .740 
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identity development, higher risk takers are more likely to 

be in diffusion or moratorium; (3) Foreclosed or achieved 

identity statuses are more likely to be low risk takers; 

and (4) Risk taking attitudes and behavior are similar 

measures as sensation seeking. 
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RESULTS 

Knowledge 

All of the statements used for Fom I were taken from 

facts and myths that were discussed in the review of the 

literature. For the total sample of 172 subjects, the mean 

level of knowledge was 54.34 (SD 3.80) which translates to 

answering roughly 91% correct responses. Comparing the 

level of knowledge in each classroom, there was little 

difference (see Table 4) in level of knowledge. The 

average score was on the lower end for high level of 

knowledge, and the scores ranged from 44 for a low to 60 

for a high. As anticipated, college students were expected 

to have a high level of knowledge about HIV/AIDS. Despite 

a fairly high mean level of knowledge, there were some 

disturbing misconceptions were noted in the data. One 

statement, which read "STDs such as herpes or syphilis make 

it easier for HIV to be transmitted during sex", was 

selected because of the high rate of sexually transmitted 

diseases in the sample age group. Only 29% answered this 

question correctly, 54% were "not sure" and 17% answered 

incorrectly. Similar errors in knowledge were found in six 



52 

other statements (see Table 8). The reliability 

coefficient using Cronbach alpha was .67. 

Risk-takj,ng Attitudes and Behaviors 

Risk-taking was assessed using the scores from Form II 

and Form IV. The mean for Form II was 27.98 (SD 6.00) . 

The mean put subjects in the "extremely low risk" bracket. 

Even when considering the SD of 6, scores still place most 

subjects in the lowest end of low risk behavior. The 

results indicate the subjects as low risk-taker. 

Correlations of Risk-taking Attitudes and Behavior with 

other variables produced no practical relationship (see 

Table 6). The reliability coefficient using Cronbach alpha 

was found to be .75 

Identity 

Identity status for the subjects ranged from diffusion 

(15.7%) to discriminating (1.7%). In all there were twelve 

possible classifications (see Figure 1) with 42% identified 

as "low profile moratorium." Raw scores for each identity 

status were correlated with every other variable in the 

study and the only moderate relationship (.71) appeared 

between diffusion and moratorium. Judging by the mean of 



Table 8 

HIV/AIDS Knowledge Misconceptions^'^'^ 

Statements From Form I Yes No NS 

STDS such as herpes or syphilis make it easier for HIV to be 
transmitted during sex. 29 17 54 

I believe HIV can be transmitted by mosquito bites. 62 12 26 

Menstrual blood is more likely to transmit AIDS than blood 
from a leg wound. 54 2 44 

The risk to young adults (14-21) actually becoming HIV positive 
has proven to be very low. 1 80 19 

Young adults (ages 14-21) have the largest percentage of STDs 
(sexually transmitted diseases) of any group in the U. S. 61 6 33 

I would know if I had a STD (sexually tranmitted disease). 44 36 20 

I understand what is meant by the word "chlamydia." 64 13 27 

'Yes-
^No-
^NS-

indicates % of correct responses 
indicates % of incorrect responses 
indicates not sure if statement is correct or incorrect 



the entire sample, the subjects appeared to be very low 

risk-takers, yet only 23% were classified as being in 

foreclosure, achievement or a transition status (e.g. 

foreclosure-achievement). The percentage of subjects 

classified as being in diffusion, moratorium, or a 

transition status was 77.9% (counting one subject twice who 

was in a status of moratorium-achievement). Calculations 

for the chi-squared procedure produced a x~ of 2.8. The 

critical value of x~ with an alpha of .05 and df =3 is 7.82. 

From the data in this sample it appeared that there was not 

a defined relationship between risk-taking and Identity. 

The 2 by 4 contingency table showed no subjects in the 

foreclosure Identity status, so a 2 by 3 contingency table 

was constructed, this time with a degree of freedom equal 

to 2 instead of 3. The results were similar (x~ = 2.8) with 

the critical value being 5.99 (with an alpha of .05). It 

was concluded that there was no relationship of practical 

importance between risk taking and identity in this 

particular sample. 

Sensation Seeking 

Based upon the norming samples for this instrument, 

the subjects in this sample appeared to have less than 
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average sensation seeking tendencies. The mean for the 

norming samples averaged 21.2, and the mean score for 

subjects in this study was 17.11. Correlations were run 

between the four subscales of this instrument in addition 

to the total score. Disinhibition (.56), Experience 

Seeking (.39), and Total score (.49) showed somewhat 

moderate relationships with risk-taking (Form II). There 

was a positive relationship between Thrill and Adventure 

Seeking and risk-taking, but it was a mere .14. 
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CHAPTER 5 

DISCUSSION 

The purpose of this study was to assess the extent 

which college adolescents are a risk group for HIV/AIDS 

acquisition. The statistics found in the literature review 

(for subjects in this age range 18-24) indicate that 

adolescents in this age group are at risk. In 1997, for 

example, the difference between the number of AIDS cases 

for the age group af 13-19 was only 2,953 but increased to 

107, 281 for ag£ group 20-29. Soiae of this may be explained 

by the often-lengthy incubation period of the HIV virus. 

Findiogs 

General Averages and Results 

Overall, the results of this study suggest several 

things. The subjects had a high level of knowledge with 

regards to HIV/AIDS. The means for risk-taking and 

sensation seeking indicated subjects as both low risk 

taking and less than average sensation seeking. Identities 

of the sample varied. Data from the OMEIS produced 12 

different identity statuses including several transition 

identity types. Empirical evidence provided by the OMEIS 
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manual, suggests collapsing transition identity types into 

four basic identity status groups. This procedure was 

perfoinued by collapsing dowQward into the less 

sophisticated identity. Collapsing the identities into 

the four major identity statuses produced the following 

results: Diffusion-55 (32%), Foreclosure-4 (3%), 

Moratorium-80 (47%), and Achievement-30 (18%). 

Specific Items 

Students' mean level of knowledge was quite high, 

however, some students had serious misconceptions. 72% 

were not sure or responded incorrectly when asked if STDs 

made it easier for HIV to be transmitted during sex. 

Additional misconceptions included the following: (1) 4 6% 

responded incorrectly or not sure to the statement 

"menstrual blood is more likely to transmit AIDS than blood 

from a leg wound (the correct answer is no); (2) 36% felt 

they would know if they had a sexually transmitted disease 

(some STDs like chlamydia are nearly undetectable without a 

special test; also true for the HIV virus in its dormant 

stage); (3) 39% were either unsure or did not know that 

young adults (14-21) have the larg^t percentage of STDs; 

(4) nearly 20% did not know that the risk for young adults 

(14-21) of becoming HIV positive was high; and (5) 38% of 
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the subjects were either unsure or incorrect in believing 

that mosquitos can transmit the HIV virus. One question 

that was part of Form I but that was not used in any of the 

analyses stated "If I am HIV positive I will probably die 

from AIDS," Nearly half of the subjects (53%) answered yes 

to this statement, 18 % responded "not sure" and 29% 

answered no. 

Although the mean for risk-taking (27.98) placed 

subjects in the bracket of "extremely low risk," responses 

to several ques-tiana indi.cat:e.d. serious. risJc-taking 

behavior. For example, 41% admitted that they did not use 

a condom every time they engaged in sex. 25% believed that 

it was unlikely any sexual partner they chose could be HIV 

positive. Nearly 9% claimed they had sex with a person 

they had just met for the first time. 

Iir5>l i ca ti ons 

It is important to note that gender was not a 

controlled variable in this study. However, when 

discussing the ramifications of knowledge misconceptions 

and risk-taking behavior, it is pertinent to consider 

gender perceptions in this study due to the fact that the 
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83% of the subjects were female. In terms of condom use, 

for a female to begin to insist that her partner use a 

condom, she must recognize that by not doing so she is 

putting herself at risk for HIV. Translating recognition 

of inconsistent condom use into behavioral change is the 

key element in reducing risk of HIV transmission. What is 

apparent from examining these specific items is that 

subjects who are generally not risk takers, nevertheless 

engage in occasional acts or attitudes that place them at 

risk for HIV infection. 

Based upon this sample, there seems to be less 

information being provided young adults regarding STDs 

other than AIDS. This lack of information is apparent both 

in terms of susceptibility to STDs as well as how they 

increase the risk for transmission of HIV. One solution 

might be to encourage primary sources of HIV/AIDS 

information (schools, clinics, churches, etc.) to include 

information about other STDs including long term and short 

term consequences. 

Qualifications 

One question that should be raised here is what should 

or could be done differently if this study were 



reconstructed from the beginning? Controlling for gender 

is one issue that should be addressed. Rather than 

selecting a sample or samples from intact classrooms, 

encouraging an equal amount of males and females 

participants would be advisable. Another consideration 

when selecting subjects might be to control for ethnicity. 

This option would depend upon desired generalizability. It 

is possible that persons choosing coursework in the 

disciplines sampled attracts students who are conservative 

in nature, thus explaining low risk-taking behavior. 

Perhaps a more diversified sample encompassing numerous 

disciplines (e.g. Fine Arts, Theater, Sociology, etc.) 

would yield marked different results. 

Two additional variables which may have affected the 

results in this study, are age and class status. This 

sample was heavily weighted with older students (|i = 20) and 

upperclassmen. Perhaps restricting future samples to 

something like 18-year-old freshman would produce different 

results. Generalizability for this sample would most 

likely be limited to 20 year old, white (70%),female, 

upperclassmen with leanings toward education or educational 

psychology. 
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This study has explored the possibility of college 

adolescents as an emerging risk group for HIV/AIDS 

acquisition. For reasons discussed earlier (knowledge 

misconceptions and risk-taking behavior) it is reasonable 

to say that college adolescents put themselves at risk for 

HIV infection. There are some implications here for future 

research. 

One future research project could narrow its focus to 

college adolescents and risk-taking, using gender as a 

variable. This is important to establish whether females 

or males tend to be higher risk takers at the college 

level. Previous research has established male subjects to 

be substantially higher than females in sensation seeking. 

Although it may be suspected that college males tend to be 

higher risk takers than college females, suspicions are no 

substitute for solid research data. 

This study did not provide the opportunity for 

siibjects to state whether they might be married or in a 

long-term relationship. Perhaps designing a research 

proposal that targets college students, risk-taking and 

different types of relationships would provide insight into 
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areas needing intervention. It is possible, among other 

things, that people in long-term relationships or who are 

married perceive risks for HIV and STDs quite differently 

than their single classmates. Without research data to 

support such a premise, it remains mere conjecture. 

In this study all efforts focused upon knowledge of 

HIV/AIDS, risk-taking, identity and sensation seeking. 

With implications that college adolescents put themselves 

at risk for HIV infection, designing some sort of 

intervention plan would be appropriate. Intervention plans 

require several important components. Included in these 

list of components are such items as: targeted population, 

means of intervention, resources with which to intervene, 

cooperation with such entities as school, church, parents 

or organizations and appropriate means to evaluate the 

program. Evaluating a program is crucial to short term and 

long term effectiveness as well as program efficiency. 

Peer groups often exert a great deal of pressure on 

adolescent behavior, thus involving peer groups from each 

targeted ethnic group might be crucial in impacting change. 

Studies (as cited by DiClemente, 1993) have shown peer-

assisted school or community-based prevention programs 
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important in modifying adolescent substance use such as: 

cigarettes, alcohol, and marijuana. 

One of the more disturbing behavioral problems that 

emerged from this study was inconsistent condom use. Some 

behaviors are difficult to change or modify depending upon 

perceptions. For example, inconsistent condom use among 

college adolescents may be due to the fact it is associated 

more with getting a partner pregnant then contracting a 

serious disease. The perception may be that if the female 

partner uses birth control there is no reason to use a 

condom because college students do not get AIDS. A study 

should be undertaken exploring the reasons behind 

inconsistent condom use. This valuable information could 

be used to address the first line of defense in preventing 

transmission of both STDS and HIV. 
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APPENDIX A; GLOSSARY OF TEPMS 

Diffusion- indicating total confusion as to who one is and 
what one stands for, and is an unhealthy state. 

Foreclosure-- occurring when one adopts the cognitive and 
behavioral patterns of others without making any insightful 
decisions. 

Moratorium- indicating a period of confusion and lack of 
commitment to any particular self-image, but it is a path 
to achievement. 

Achievement- the outcome of numerous crises and their 
resolution when permanent commitments to goals and to 
people are made. 

Thrill and Adventure Seeking (TAS)- consists of items 
expressing desires to engage in sports or activities 
involving some physical danger or risk such as mountain 
climbing, parachute jumping, scuba diving, and speeding in 
a car, etc. 

Experience Seeking (ES)- contains items describing the 
desire to seek new experiences through the mind and senses 
by living in a nonconforming life style with unconventional 
friends, and through travel. 

Disinhibition (Dis)- was named for the items describing the 
need to disinhibit behavior in the social sphere by 
drinking, partying and seeking variety in sexual partners. 

Boredom Susceptibility (BS)- items indicate an aversion for 
repetitive experience of any kind, routine work, or even 
dull or predictable people. Other items indicate a 
restless reaction when things are unchanging. 
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APPENDIX B: FORM I 

Please read the directions carefully and keep all 
questionnaires stapled together. If for some reason they 
become detached, fasten together wich packet number on top. 
The data generated by this instrument will be analyzed and 
used solely for the purpose of a study, which examines 
college students with regard to their knowledge of .A.IDS/HIV 
and risk taking behavior. It is a department and 
university sanctioned study, and there will be great care 
taken to respect anonymity (no names will be on any 
questionnaires, just numbers). The only people who will 
have access to the data generated here are: the author, his 
Master's thesis committee, and a statistician. By 
completing this survey, you are giving permission for the 
data to be used in the study. Please feel free to leave 
any questions blank or to stop answering questions at any 
point in time should the process as a whole feel too 
personal or uncomfortable. 

Age: (in years as of last birthday) 
Gender: 
College status: (e.g. freshman, etc.) 
Please circle one choice (e.g. 1 for Caucasian) or fill in 
an appropriate response under number 5: 
I am (1) Caucasian (2) African .^^merican (3) Asian 
American (4) Hispanic (5) Other (Please fill 
in) . 

FORM 1 
The following questions are to be answered by circli.ng 
after each statement only one of three choices, Y (Yes), NS 
(Not Sure), or N (No). 

1. HIV is always transmitted by sexual 
intercourse. 

Y NS N 

2. The most effective method of preventing AIDS 
is refraining from having sex. V NS N 

3. Pregnant women can pass HIV to their newborn 
child. 

V NS N 

4 . A latex condom should be used to protect 
against HIV and STDs (sexually transmitted 
diseases) . 

Y NS N 



5. STDs such as herpes or syphilis nta.^e ic easier 
for KIV to be transmitted during sex. Y NS N 

6. Giving or receiving oral sex puts you at risk 
for transXiissir.-. of HIV. NS N 

7. When a persc.n injects drugs into her/his bocy, 
some of that person's biood remains i.n the needle 
or svrince. 

V  NS N 

c .  .^IDS can be transmitted by shaki.ng hands. V  NS 
•••' 

9. Only gays and drug users get .-.IDS. V  NS N 

10. I believe .HIV can be transmitted by mosquito 
bites. 

NS N 

11. Tra.ns.mission of HIV can occur by eating food 
handled, prepared, or served by somebody carrying 
ch6 HIV vi rus. 

V  NS .N 

12. Once exposed to HIV by sexual contact, symptoms 
of .A.IDS appear within 2-4 weeks in nearly all 
cases. 

V  NS N 

13. You can tell by as.king an individual if they 
have had mere tha.n one se.xual partner. V  NS N 

14. I knew the type of person who gets AIDS. V  NS N 

15. Menstrual blood is more likely to transmit AIDS 
than blocd from a leg wound. V  NS N 

15. You can tell by looking at an individual if 
they are HIV positive. 

-
NS N 

17.The risk to you.ng adults (ages 14-21) actually 
becoming HIV positive has been proven to be very 
low. 

Y NS N 

13. You.ng adults (ages 14-21) have the largest 
percentage of STDs {sexually transmitted diseases! 
of any age crouo in the U. S. 

Y NS N 

19. I would know if I had a STD isexually 
transmitted disease). V  NS . N 

20. If I am HIV positive I will probably die from 
•AIDS. 

Y  NS N 

21. I understand what is meant by the word 
"chlamvdia." 

Y NS N 
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APPENDIX C: FORM II 

The following questions are to be answered by circling 
after each statement only one of four choices, SA (strongly 
agree), A (agree), D (disagree), or SD (strongly disagree). 

1. I believe those persons with AIDS or 
HIV should be identified in order to 
protect the rest of us. 

SA A D SD 

2. I would like to try marijuana. SA A D SD 

3. At a party, I usually have at least 
two alcoholic drinks. 

SA A D SD 

4. I would consider myself a "social" 
drinker (e.g. I drink with friends, on a 
date, at a bar). 

SA A D 3D 

5. I prefer to drink alone. SA A D SD 

6. I drink on a date with someone who I 
have just met or know casually. SA A D SD 

1. If I drink, I am more likely to have 
sex than when I do not drink. SA A D SD 

8. I use a condom every time I have sex. SA A D SD 

9. I use a condom when I first begin a 
sexual relationship. SA A D SD 
10. I am reluctant to use a condom if my 
partner suggests that sex is less 
satisfying compared to not using a 
condom. 

SA A D SD 

11. I would ask my partner to be tested 
for HIV or STDs (sexually transmitted 
diseases) before engaging in a sexual 
relationship. 

SA A D SD 

12. I am not seriously concerned about 
having unprotected sex. 

SA A D SD 
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13. Information about AIDS and STDs 
(including risks involved with each) 
makes a difference in my sexual activity. 

SA A D SD 

14. I have had sex with a person I have 
just met for the first time. 

SA A D 3D 

15. I believe it is unlikely any sexual 
partner I choose could be HIV positive. SA A D SD 

16. I am more likely to engage in the 
risky activities (e.g. sexual, drinking, 
drugs) with the people who I consider to 
be my friends. 

SA A D SD 

17. I believe that there is little chance 
of my contracting AIDS from unprotected 
sex. 

SA A D SD 

18. Substances other than alcohol (e.g. 
marijuana) make me feel more inclined to 
engage in sexual activity. 

SA A D SD 

19. I completely understand what is meant 
by the term "safe sex." SA A D SD 

20. My friends influence my choice in 
sexual partners. 

SA A D SD 
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APPENDIX D: FORM III 

Read each item and indicate to what degree it reflects your 
own thoughts and feelings. If a statement has more than 
one part, please indicate your reaction to the statement as 
a whole. Indicate your answer by circling one of the 
responses below each statement. SA- Strongly Agree, MA-
Moderately Agree, A- Agree, D-Disagree, MD- Moderately 
Disagree, or SD- Strongly Disagree. 

1. I haven't really considered politics. It just doesn't 
excite me much. 

SA MA A D MD SD 

2. I might have thought about a lot of different jobs but 
there's never really been any question since my 
parents said what they wanted. 

SA MA A D MD SD 

3. When it comes to religion I just haven't found any 
that I'm really into myself. 

SA MA A D MD SD 

4. My parents had it decided a long time ago what I 
should go into for employment and I'm following their 
plan. 

SA MA A D MD SD 

5. There are so many different political parties and 
ideals. I can't decide which to follow until I figure 
it all out. 

SA MA A D MD SD 

6. I don't give religion much thought and it doesn't 
bother me one way or the other. 

SA MA A D MD SD 
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SA- Strongly Agree, MA- Moderately Agree, A- Agree, D-
Disagree, MD- Moderately Disagree or SD- Strongly Disagree. 

7. I guess I'm pretty much like my folks when it comes to 
politics. I follow what they do in terms of voting 
and such. 

SA MA A D MD SD 

8. I haven't chosen the occupation I really want to get 
into, and I'm just working at whatever is available 
until something better comes along. 

SA MA A D MD SD 

9. A person's faith is unique to each individual. I've 
considered and reconsidered it myself and know what I 
can believe. 

SA MA A D MD SD 

10. It took me a long time to decide but now I know for 
sure what direction to move in for a career. 

SA MA A D MD SD 

11. I really never was involved in politics enough to have 
to make a fim stand one way or the other. 

SA MA A D MD SD 

12. I'm not sure what religion means to me. I'd like to 
make up my mind but I'm not done looking yet. 

SA MA A D MD SD 

13. I've thought my political beliefs through and realize 
I may or may not agree with many of my parents' 
beliefs. 

SA MA A D MD SD 
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SA- Strongly Agree, MA- Moderately Agree, A- Agree, D-
Disagree, MD- Moderately Disagree, or SD- Strongly 
Disagree. 

14. It took me awhile to figure it out, but now I really 
know what I want for a career. 

SA MA A D MD SD 

15. Religion is confusing to me right now. I keep 
changing my views on what is right and wrong to me. 

SA MA A D MD SD 

16. I'm sure it will be pretty easy for me to change my 
occupational goals when something better comes along. 

SA MA A D MD SD 

17. My folks have always had their own political and moral 
beliefs about issues like abortion and mercy killing 
and I've always gone along accepting what they have, 

SA MA A D MD SD 

18. I've gone through a period of serious questioning 
about faith and can now say I understand what I 
believe in as an individual. 

SA MA A D MD SD 

19. I'm not sure about my political beliefs, but I'm 
trying to figure out what I can truly believe in. 

SA MA A D MD SD 

20. I just can't decide how capable I am as a person and 
what jobs I'll be right for. 

SA MA A D MD SD 
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SA- Strongly Agree, MA- Moderately Agree, A- Agree, D-
Disagree, MD- Moderately Disagree or SD- Strongly Disagree. 

21. I attend the same church as my family has always 
attended- I've really never questioned why. 

SA MA A D MD SD 

22. I just can't decide what to do for an occupation. 
There are so many that have possibilities. 

SA MA A D MD SD 

23. I've never really questioned my religion. If it's 
right for my parents it must be right for me. 

SA MA A D MD SD 

24. Politics are something that I can never be too sure 
about because things change so fast. But I do think 
it's important to know what I believe in. 

SA MA A D MD SD 
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APPENDIX E: FORM IV 

DIRECTIONS: Each of the items below contain two choices, A 
and B. Please indicate on your test by circling one choice 
which most describes your likes or the way you feel. In 
some cases you may find items in which both choices 
describe your likes or feelings. In some cases you may 
find items in which you do not like either choice. In 
these cases mark the choice you dislike least. Do not 
leave any items blank. 

It is important you respond to all items with only one 
choice, A or B. We are interested only in your likes or 
feelings, not in how others feel about these things or how 
one is supposed to feel. There are no right or wrong 
answers as in other kinds of tests. Be frank and give your 
honest appraisal of yourself. 

1. A. I like "wild" uninhibited parties. 
B. I prefer quiet parties with good conversation. 

2. A. There are some movies I enjoy seeing a second or 
even a third time. 
B. I can't stand watching a movie that I've seen 
before. 

3. A. I often wish I could be a mountain climber. 
B. I can't understand people who risk their necks 

climbing mountains. 

4. A. I dislike all body odors. 
B. I like some of the earthy body smells. 

5. A. I get bored seeing the same old faces 
B. I like the comfortable familiarity of everyday 
friends. 

6. A. I like to explore a strange city or section of town 
by myself, even if it means getting lost. 
B. I prefer a guide when I am in a place I don't know 

well. 
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7. A. I dislike people who do or say things just to shock 
or upset others. 
B. When you can predict almost everything a person will 

do and say he or she must be a bore. 

8. A. I usually don't enjoy a movie or play where I can 
predict what will happen in advance. 
B. I don't mind watching a movie or play where I can 

predict what will happen in advance. 

9. A. I have tried marijuana or would like to. 
B. I would never smoke marijuana. 

10. A. I would not like to try any drug which might produce 
strange and dangerous effects on me. 
B. I would like to try some of the new drugs that 

produce hallucinations. 

11. A. A sensible person avoids activities that are 
dangerous. 
B. I sometimes like to do things that are a little 

frightening. 

12. A. I dislike "swingers" (people who are uninhibited and 
free about sex). 
B. I enjoy the company of real "swingers." 

13. A. I find that stimulants make me uncomfortable. 
B. I often like to get high (drinking liquor or smoking 

marijuana) . 

14. A. I like to try new foods that I have never tasted 
before. 
B. I order the dishes with which I am familiar, so as to 

avoid disappointment and unpleasantness. 

15. A. I enjoy looking at home movies or travel slides. 
B. Looking at someone's home movies or travel slides 

bores me tremendously. 

16. A. I would like to take up the sport of water skiing. 
B. I would not like to take up water skiing. 

17. A. I would like to try surf board riding. 
B. I would not like to try surf board riding. 
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18. A. I would like to take off on a trip with no 
preplanned or definite routes, or timetables. 
B. When I go on a trip I like to plan my route and 

timetable fairly carefully. 

19. A. I prefer the "down to earth" kinds of people as 
friends. 
B. I would like to make friends in some of the "far out" 

groups like artists or "punks." 

20. A. I would not like to learn to fly an airplane. 
B. I would like to learn to fly an airplane. 

21. A. I prefer the surface of the water to the depths. 
B. I would like to go scuba diving. 

22. A. I would like to meet some people who are homosexual 
(men or women). 
B. I stay away from anyone I suspect of being "gay or 

lesbian." 

23. A. I would like to try parachute jumping. 
B. I would never want to try jumping out of a plane with 

or without a parachute. 

24. A. I prefer friends who are excitingly unpredictable. 
B. I prefer friends who are reliable and predictable. 

25. A. I am not interested in experience for its own sake. 
B. I like to have new and exciting experiences and 

sensations even if they are a little frightening, 
unconventional or illegal. 

26. A. The essence of good art is in its clarity, symmetry 
of form and harmony of colors . 
B. I often find beauty in the "clashing" colors and 

irregular forms of modern paintings. 

27. A. I enjoy spending time in the familiar surroundings 
of home. 
B. I get very restless if I have to stay around home for 

any length of time. 
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28. A. I like to dive off the high board. 
B. I don't like the feeling I get standing on the high 

board (or I don't go near it at all). 

29. A. I like to date members of the opposite sex who are 
physically exciting. 
B. I like to date members of the opposite sex who share 

my values. 

30. A. Heavy drinking usually ruins a party because some 
people get loud and boisterous. 
B. Keeping the drinks full is the key to a good party. 

31. A. The worst social sin is to be rude. 
B. The worst social sin is to be a bore. 

32. A. A person should have considerable sexual experience 
before marriage. 
B. It's better if two married persons begin their sexual 

experience with each other. 

33. A. Even if I had money I would not care to associate 
with flighty rich persons like those in the "jet set." 
B. I could conceive of myself seeking pleasure around 

the world with the "jet set." 

34. A. I like people who are sharp and witty even if they 
do sometimes insult others. 
B. I dislike people who have their fun at the expense of 

hurting the feelings of others. 

35. A. There is altogether too much portrayal of sex in 
movies. 
B. I enjoy watching many of the "sexy" scenes in movies. 

36. A. I feel best after taking a couple of drinks. 
B. Something is wrong with people who need liquor to 

feel good. 

37. A. People should dress according to some standard of 
taste, neatness, and style. 
B. People should dress in individual ways even if the 

effects are sometimes strange. 
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38. A. Sailing long distances in small sailing crafts is 
foolhardy. 
B. I would like to sail a long distance in a small but 

seaworthy sailing craft. 

39. A. I have no patience with dull or boring persons. 
B. I find something interesting in almost every person I 

talk to. 

40. A. Skiing down a high moiintain slope is a good way to 
end up on crutches. 
B. I think I would enjoy the sensations of skiing very 

fast down a high mountain slope. 

Please use the space below for any comments concerning the 
questions, the questionnaires, the study, or anything you 
feel might be pertinent. Comments are both encouraged and 
appreciated. Thank you for participating in this study. 



APPENDIX F: MEANS AND STANDARD DEVIATIONS FOR THE THREE 
WORKSHEETS 

OD AOD ODWB 
FX 
M, SD 54.A9, 3.12 54.34, 3.SI 54.81, 3.04 

FII 
M, SD 2*7.05, 6.47 27.98, 6.00 28.13, 5.89 

AGE 
M, SD 20.45, 1.62 20.45, 1.62 20.43, 1.65 

TAS 
M, SD 6.74, 2.72 6.76, 2.72 6.79, 2.70 

ES 
M, SD 4.87, 1.98 4.88, 1.98 4.96, 2.00 

DI 
M, SD 3.16, 2.49 3.16, 2.50 3.30, 2.56 

BS 
M, SD 2.29, 1.78 2.30, 1.76 2.33, 1.83 

TOIL 
M, SD 17.06, 6.27 17.11, 6.26 17.37, 6.38 

OD- Original Data 

AOD- Adjusted Original Data 

ODWB- Original Data Without Blanks 
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