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ABSTRACT 

Acquired Immune Deficiency Syndrome (AIDS) has in 

only a few years become the nation's major public 

health threat, and one which impacts on families in 

a multitude of ways. This disease has been 

associated most closely with homosexuals and 

intravenous drug users in this country, groups which 

have already experienced a great deal of 

stigmatization. Public attitudes toward persons 

with AIDS (PWAs) have often been negative and 

judgmental. 

This study assessed current attitudes of family 

therapists toward PWAs. It is believed that family 

therapists are one group of professionals who will 

have responsibility for treating PWAs and their 

families. 

Survey data collected from a random sample of 

clinical members of the American Association for 

Marriage and Family Therapy are presented. 

Specifically, the study addressed the following 

hypotheses: 1) There is a significant relationship 

between therapists' attitudes toward PWAs and 

knowledge regarding AIDS; 2) there is a significant 

relationship between therapists' attitudes toward 
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PWAs, level of knowledge regarding AIDS, and level 

of contact with both homosexuals and PWAs; 3) there 

is a significant relationship between therapists' 

attitudes toward PWAs and therapists' theoretical 

orientation. 

Results indicated that the first two hypotheses 

were supported. Therapists who had a higher degree 

of knowledge regarding AIDS expressed less phobic 

attitudes toward PWAs. Additionally, therapists who 

had a greater amount of contact with homosexuals and 

PWAs in therapeutic and personal relationships 

expressed less phobic attitudes toward PWAs. The 

third hypothesis was not supported, as no 

significant differences in attitudes were found 

between therapists of differing theoretical 

orientation. 

These results have important implications for 

training/educational programs and institutions which 

seek to prepare family therapists to work with this 

population. Knowledge is a critical component in 

enhancing the quality of care provided to PWAs and 

their families. However, increased knowledge must 

not be regarded as an encompassing solution. 

Contact with the target population and a comfort 

level in dealing with PWAs are also crucial in 

effective treatment. 
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The field of family therapy faces a difficult 

task in treating PWAs and their families. 

These findings may enhance the ability of training 

and educational programs to respond in a humane and 

therapeutic manner to this crisis. 
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CHAPTER I 

INTRODUCTION 

Statement of the Problem 

Acquired Immune Deficiency Syndrome (AIDS) is 

a disease which affects individuals and families in 

many aspects of life: physiological, psychosocial, 

financial, intellectual, and emotional. It has 

progressed from a relatively unknown ailment to 

become the major universal threat to public health 

(Bouton, Gallaher, Garlinghouse, Leal, Rosenstein, & 

Young, 1987). Additionally, the view of the disease 

has expanded from being largely an affliction of 

homosexual men and intravenous drug users (IVDUs) to 

being seen as a potential threat to the general 

population. In developed nations, however, AIDS is 

still principally limited to homosexual men and 

IVDUs. As of March 1988, 64.1% of all cases 

reported were homosexual men, and 18.4% were IVDUs 

(Centers for Disease Control, 1988a). 

Regrettably, societal response to AIDS has often 

been negative and judgmental (Bouton, et al., 1987). 

People suffering from the disease have been the 

victims of ostracism and discrimination (Morgan, 

1987) . 



As a majority of those initially diagnosed with 

AIDS in this country were gay men, the disease came 

to be associated with homosexuality. Subsequently, 

public opinion regarding homosexuals has become 

increasingly negative in a variety of visible ways. 

Antihomosexual campaigns have flourished as many 

American men and women publicly express their fear, 

dislike, and distrust of homosexuals. Reactions to 

homosexuality range from overt hostility, to quiet 

acceptance, to benign neglect (Forstein, 1988). 

Additionally, the disease itself elicits highly 

charged emotional, prejudicial, and often hysterical 

reactions from the public (Kelly, Lawrence, Hood, 

Smith, & Cook,1988). Infected hemophiliacs are 

barred from attending school, ministers speak of 

AIDS as divine intervention deserved by sinners, and 

hospital personnel refuse to provide care for AIDS 

patients except when completely covered by scrubs, 

masks, and gloves (Kubler-Ross, 1987; Moffatt, 

1986). In New York, a mail carrier refused to 

deliver mail to an AIDS Task Force office for fear 

of contracting the disease (Herek & Glunt, 1988). 

The number of harassment incidents against gay 

people reported to the National Gay and Lesbian Task 

Force totaled 1,042 in 1987. Many local groups 

reporting such incidents expressed the belief that 



fear of AIDS has fostered antigay violence (NGLTF, 

1988). The threat of contacting a fatal disease 

produces unwarranted fears and potentially violent 

reactions. 

Impact on Psvchotherapy 

Such responses have particular implications for 

the field of psychotherapy. AIDS is a disease which 

results in the progressive physical and emotional 

deterioration of its victims (Plotkin & Domanski, 

1987). Additionally, the social stigma, isolation, 

and prejudice associated with the disease often 

leave persons with AIDS (commonly referred to as 

PWAs) with little or no support from family, 

friends, or even services and agencies which might 

otherwise be available. 

The impact of the AIDS crisis on families has 

received somewhat limited attention in the broad 

and largely medically based focus of AIDS research 

(Feldman & Johnson, 1986) . However, it is clear 

that families of AIDS patients will be affected in a 

dramatic way as they face the potential deaths of 

family members from a brutal disease which ravages 

the body prior to death. The importance of the 

family in treating PWAs cannot be overemphasized, 

and will be addressed at length in this study. 



Families will play a crucial role in support, 

educational efforts, and attitudinal change 

regarding AIDS (Macklin, 1988). Family members 

become an invaluable source of support when they are 

able to care for the PWA in the home, thus avoiding 

extended hospital stays and expenses. Furthermore, 

as families of PWAs learn more about the disease, 

they may help to alter stigmatized attitudes through 

education and outreach to other families of PWAs. 

PWAs represent a minority population, and many 

of these individuals are in a sense "double 

minorities," in that they are also homosexuals 

and/or intravenous drug users. Clearly, both groups 

have been stigmatized by society. According to 

Goffman (1963), stigma refers to an attribute that 

is deeply discrediting to the individual or group. 

The stigmatized person is reduced in the minds of 

the "normal" population from "a whole and usual 

person to a tainted, discounted one" (Goffman, 1963, 

p. 3). 

In the United States, AIDS is largely a disease 

of already stigmatized groups (Herek & Glunt, 1988). 

Almost 66% of AIDS patients in this country are 

homosexual or bisexual males, whose sexual behaviors 

have not received societal acceptance (Kelly, et al., 

1988). The second group most commonly affected is 



that of intravenous drug users (18%), and a small 

percentage of PWAs fit both categories (8%). 

Hispanics and Blacks are represented 

disproportionately in the total number of cases, 

accounting for 70% of women, and 75% of children 

with AIDS (Centers for Disease Control, 1988). 

Thus, the disease is associated with marginalized 

groups, and the stigma attached to AIDS is added to 

preexisting stigma (Herek & Glunt, 1988). 

Such stigma has important implications for the 

therapeutic care of the PWAs and their families. 

It has been noted by a variety of researchers 

that minority groups often receive ineffective and, 

in some cases, harmful mental health treatment 

(Acosta, Yamamoto, & Evans, 1982). Therapists often 

lack the knowledge and understanding of the minority 

client's cultural and community experience needed to 

provide effective care. Prejudicial attitudes 

toward minority clients may be reflected in 

uninvested, uninterested, and unenthusiastic therapy 

(Lorion, 1974). Therapists who mirror the 

judgmental and negative attitudes of society are 

not likely to provide positive, therapeutic services 

to these clients. Even therapists who are aware of 

their prejudices may fail to recognize the influence 



of the client's larger context on the goals and 

expectations for therapy (Acosta, et al., 1982). 

When therapists hold stereotypical views and 

misinformation regarding minority clients' 

communities and standards of behavior, treatment is 

likely to be negatively affected (Goldstein, 1971; 

Karno, 1966; Lorion, 1973). The therapist's 

judgment regarding therapeutic goals, presenting 

problem, length of treatment, and need for treatment 

may be hampered or biased by such stereotypes and 

lack of knowledge. Determination of the client's 

presenting problem may be a derivative of the 

therapist's value assumptions, applied without 

thought to the client's context (King, 1978). 

Cultural sensitivity in assessment and treatment is 

essential, as ignorance of the client's lifestyle 

often leads to faulty and disadvantageous 

assiimptions regarding therapeutic care (Acosta, et 

al., 1982; Malgady, Rogler, & Costantino, 1987). 

The impact of negative attitudes and cultural 

ignorance on therapy is likely to be particularly 

severe for therapists working with PWAs and their 

families. Homosexuals have long been exposed to 

negative attitudes and stereotyping, not only from 

society in general but from the therapeutic 



community as well (Garfinkle, 1973). PWAs 

constitute a relatively new minority group which 

will almost certainly face many negative 

consequences of prejudicial attitudes. 

It is anticipated that increasing numbers of 

PWAs will be presenting for therapy with the 

primary issue of confronting a terminal, or at best 

chronic, disease. Many of these PWAs will be gay 

men who are struggling with the disease within the 

context of their homosexual relationship (Stein, 

1988) . Some of these persons will have been 

rejected by family and friends when it was learned 

that they had AIDS (Macklin, 1988). Thus, the 

attitudes of psychotherapists toward homosexuals in 

general, and toward PWAs in particular, are of utmost 

importance in terms of the quality of therapy 

offered to these individuals and their families. 

Current Attitudes toward Homosexuals 
and Persons with AIDS (PWAs) 

Intensified by the strong link between AIDS and 

homosexual practices, public attitudes toward 

homosexuals have taken a dramatic negative turn in 

recent years. According to a poll published in the 

New York Times (Bouton, et al., 1987), 37% of those 

polled reported that they were less favorably 

disposed toward homosexuals as a result of the AIDS 
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epidemic. It seems that the AIDS crisis has 

activated not only a fear of contagion, but also 

increased negativity and prejudice toward 

homosexuals (Douglas, Kalman, & Kalman, 1985). 

Such negative attitudes, however, are not 

limited to the general public. Professionals in the 

medical, legal, social, and mental health 

professions also represent a segment of the general 

population that may share many of the community's 

social attitudes and stereotypes (Kelly, et al., 

1987). These professionals will have a growing 

responsibility to provide assistance to PWAs and 

their families. The quality of that assistance may 

be directly influenced by attitudes toward such 

patients. 

Recent research in the area of attitudes toward 

PWAs has largely focused on the medical profession 

(Amchin & Polan, 1986; Bouton, et al., 1987; 

Douglas, et al.,1985; Elford, 1987). Several 

studies have found a large degree of irrational fear 

and, at times, hysteria among health care workers 

regarding the treatment of AIDS patients (Amchin & 

Polan, 1986; Ebbesen, Melby, & Beclcmann, 1986) . 

Additionally, the attitudes of professionals 

responding to the AIDS challenge have been found to 

parallel society's reactions, ranging from limited 



support to antagonism and withdrawal (Cleveland, 

Walters, Skeen, & Robinson, 1988; Furstenberg & 

Olsen, 1984; Sagemon, 1983). 

It appears that negative attitudes conceming 

PWAs not only stem from misinformation about 

transmission of the disease, but also may reflect 

prejudice toward the victims of AIDS. A vicious 

cycle becomes apparent, in which the fear of AIDS 

increases and prejudice mounts toward homosexuals, 

IVDUs, and other minority groups. The danger of 

this cycle is clear: in the AIDS epidemic, many 

lives may depend on the understanding of people's 

attitudes, as these attitudes help determine the 

response to the epidemic (Turner, 1988). 

Kelly et al. (1988) observed that medical 

personnel who maintain negative notions and 

attributions toward PWAs may have a decreased 
V 

ability to develop constructive relationships with 

patients, and are less likely to interact in a 

positive and comforting manner with these patients, 

Negative attitudes related to AIDS patients appear 

to interfere with the professional's interest, 

knowledge, and ability to deal with such patients. 

These negative attitudes are not the sole 

property of the medical community, nor are medical 

personnel the only professionals who will be 
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treating AIDS patients and their families. 

Psychotherapists, including family therapists, will 

become an essential element of the AIDS response, as 

feunilies, friends, and employers struggle to help 

PWAs through the process of dying. 

It is important, then, to examine attitudes 

of these mental health professionals who will 

encounter PWAs in their practice. Considering the 

interrelated nature of attitudes regarding AIDS and 

homosexuals, the measurement of attitudes concerning 

homosexual men and women is extremely important at 

this time. Herek (1984a) observed that as prejudice 

against homosexuals becomes increasingly apparent as 

a social issue, the assessment of such prejudice 

also gains relevance. 

Longstanding negative attitudes toward 

homosexual men and women have been well documented 

in the literature (Rooney & Gibbons, 1966; Alston, 

1974; Levitt & Klassen, 1974). During the 1960s, 

homosexuals were rated in a survey of the general 

public as the third most dangerous group of people 

in the United States, ranking behind communists and 

atheists (Wilson, Strong, Clarke, & Johns, 1977). 

In a 1970 national survey by the Institute for Sex 

Research, the majority of the adult population 

polled did not believe homosexuals had the right to 
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maintain private homosexual relationships (Levitt & 

Klassen, 1974). 

While changes in attitudes have certainly 

occurred since these early studies, more recent 

studies have examined the relationship between 

attitudes toward homosexuality and attitudes toward 

persons with AIDS, and have found increasingly 

negative attitudes regarding homosexuals since the 

emergence of AIDS (Morton & McManus, 1986; Douglas, 

et al., 1985). In a poll by the Los Anaeles Times, 

approximately one-fourth of the respondents 

consistently agreed that "AIDS is a punishment God 

has given homosexuals for the way they live" (Herek 

& Glunt, 1988). Other researchers have reported 

that those individuals who express negative 

attitudes toward homosexuals are less likely to be 

well-educated about AIDS and are more likely to 

stigmatize PWAs (Gabay & Morrison, 1985; Lennon & 

McDevitt, 1987; O'Donnell, et al., 1987). An 

understanding of prejudicial attitudes towards PWAs 

will necessarily involve an examination of attitudes 

toward homosexuals. 

However, current research in the area of 

attitude measurement, regarding AIDS patients 

specifically, has been extremely limited (Royse, 

Dhooper, & Hatch, 1987). Scales used to measure 
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attitudes toward homosexuals have been criticized 

for their failure to report reliability and validity 

data (Hansen, 1982; Price, 1982), inadequate item 

sampling (Nyberg & Alston, 1976), and limited 

response choices (Dressier, 1979, Nyberg & Alston, 

1977). As noted by Gold-Neil (1989), there is a 

lack of consistency in attitude measurement. 

Studies that focus specifically on attitudes of 

psychotherapists toward homosexuality are also some

what limited, and have similar measurement problems. 

The relationship between the homosexual community 

and the psychotherapy profession has, at times, been 

viewed as adversarial (Garfinkle & Morin, 1978). A 

heterosexual bias has been pervasive in the field, 

and, as a result, the gay community has been sus

picious of therapists. The belief that a hetero

sexual orientation is preferable, or even superior, 

to a homosexual orientation has often been reflected 

in the language, problem definition, and treatment 

goals of psychotherapy (Morin & Batchelor, 1984; 

Morin & Charles, 1983; Morin, 1977; Garfinkle & 

Morin, 1978; Meredith & Riester, 1980). However, in 

reviewing studies of professional attitudes toward 

homosexuals, Meredith and Riester (1980) report more 
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positive attitudes of physicians and mental health 

professionals as compared with those of the general 

public. 

Recent research conducted by Gold-Neil and 

Dixon (1989) produced an instrument which measures 

significant attitudinal variables regarding AIDS and 

homosexuality. The scale, which was used in the 

present study, examines the dimensions of 

homophobia, homonegativism, AIDSphobia, and 

knowledge about AIDS. Further explanation of these 

concepts will be provided in a later chapter. While 

research regarding knowledge levels about AIDS has 

been conducted, few studies have attempted to 

explore the relationship between knowledge and 

attitudes toward persons with AIDS (Gold-Neil, 1989; 

Reed, Wise, & Mann, 1984; Douglas, et al., 1985; 

Searle, 1987; Morton & McManus, 1986). This scale 

provides a means for examining that relationship as 

well. 

Current Response to PWAs 

Some programs have been developed specifically 

to provide therapy for PWAs and their families. 

These programs, including the AIDS Project at the 

Ackerman Institute for Family Therapy in New York 

City, The Gay Men's Health Crisis in New York City, 
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and The Shanti Project and Visiting Nurses and 

Hospice of San Francisco, have developed models 

aimed at the difficult emotional aspects of dealing 

with the disease, and provide options for community 

care (Macklin, 1988; Mohr, et al., 1988; Walker, 

1987; Walker, 1988). The programs are located in 

major metropolitan areas, but may provide models for 

future programs in a variety of geographic locations. 

A limited number of studies have addressed the 

ability of training workshops to impact attitudes 

toward homosexuals and AIDS patients (Anderson, 

1981; Elford, 1987). Some success has been reported 

in the area of attitude change deriving from 

exposure to information as well as the opportunity 

for direct contact with members of these stigmatized 

groups. 

However, it is essential that needs assessment 

occur prior to planning and implementation of such 

training. If stigmatized attitudes are found 

through assessment of current attitudes, this would 

demonstrate the need for specific training to 

address the psychological, attitudinal and 

interpersonal aspects of treating PWAs and their 

families. The existence of stigmatized attitudes 

regarding these groups must be examined to determine 

whether such prejudice is based on fear of the 
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disease itself or on lack of comfort with the sexual 

preference of a majority of the victims (Kelly, et 

al., 1988). Researchers must also determine whether 

increased contact with these groups enhances 

positive reactions, and whether attitudes become 

less harsh as a result of increased knowledge 

regarding AIDS (Kelly, 1987). 

A thorough and accurate understanding of 

attitudes toward PWAs is essential if the field of 

psychotherapy in general, and family therapy in 

particular, is to contribute to the AIDS crisis. As 

noted by Ebbesen et al. (1986) , research regarding 

the psychological and sociological aspects of AIDS 

has been sparse, with few resources allocated for 

such studies. General ignorance coupled with 

stigmatized beliefs regarding AIDS patients may 

contribute to rejection and discrimination of PWAs 

by the general public as well as the medical and 

psychotherapeutic communities (Elford, 1987). 

The need for professionals working with 

homosexuals and with PWAs to examine their own 

attitudes and biases toward these individuals has 

been addressed quite broadly (Kelly et al., 1988; 

Morin & Batchelor, 1984; Price, Omizo, & Hammett, 

1986; Stein, 1988; Young, 1988). As the 
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systemic impact of AIDS is going to be powerful for 

many years, it is the responsibility of the 

psychotherapeutic community to address the 

relational needs of these individuals and their 

families (Morin & Batchelor, 1984). This can only 

happen in the context of positive attitudes toward 

PWAs and a treatment approach which assumes respect 

and consideration of the special needs of this 

population. 

Purpose of the Study 

It is evident that if the field of 

faunily therapy is to provide adequate care for the 

burgeoning numbers of AIDS patients and their 

families, an understanding of the current state of 

attitudes within the field is necessary. Only with 

such an assessment can training and educational 

programs be developed to address the specific needs 

of clinicians; needs which must be met in order for 

optimal therapeutic care to become a reality. 

Awareness of current needs is a necessity if 

planning and implementation of training efforts are 

to be effective. 

This study provides an assessment of current 

attitudes of psychotherapists in regard to 
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homosexuality, AIDS, and PWAs (persons with AIDS). A 

scale (Gold-Nell & Dixon, 1989) developed 

specifically to measure such attitudes, as well as 

knowledge of AIDS, was distributed to clinical 

members of the American Association for Marriage and 

Family Therapy. This is one of the professional 

organizations whose members will likely have 

increasing responsibility for the therapeutic care 

of PWAs and their families. 

Descriptive statistics were derived regarding 

the attitudes of this group of professionals (family 

therapists) working with this population. These 

attitudes were examined in relation to a variety of 

professional and personal variables, including but 

not limited to age, ethnicity, professional 

affiliation, religiosity, geographic location, 

knowledge of AIDS, and amount of contact with PWAs. 

Through this analysis of attitudes toward PWAs and 

related factors, implications for future research as 

well as training and education needed for clinicians 

were determined and are reported in this study. 



CHAPTER II 

REVIEW OF THE LITERATURE 

This chapter reviews current literature regard

ing the impact of AIDS on families, including the 

emotional, financial, physical, and psychological 

effects. A review of the theoretical literature 

regarding the development of attitudes and stigma is 

presented. The nature of the AIDS crisis in rela

tion to families is explored, as well as the re

sponse of the therapeutic community. Additionally, 

the effects of attitudes toward AIDS patients and 

the theoretical assumptions underlying such attitude 

formation are discussed. The impact of knowledge 

about the disease on therapist efficacy is examined, 

and the state of the field of psychotherapy regard

ing the AIDS crisis is detailed. An emphasis is 

placed on current research, educational efforts, 

workshops, and training programs for professionals 

working with PWAs and their families. Finally, a 

number of variables that are likely to impact on 

attitudes toward homosexuals, AIDS, and PWAs are 

discussed. 

Stioma and the Development of Attitudes 

As noted in the previous chapter, a stigma has 

been defined as a mark of discredit or shame, and 

18 
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within the context of social psychological research, 

the emphasis is on the relationships within which 

that mark is defined as shameful (Goffman, 1963; 

Herek & Glunt, 1988). As Walker (1988) notes, the 

experience of AIDS is dominated by stigmatization. 

The disease is associated with behavior and 
symptoms for which society has the most complex 
ambivalence and dread — drug usage and sexual 
deviance, disfigurement and physical dependency. 
(Walker, 1988, p. 27) 

AIDS in our society is contextualized by a dual 

stigma: it is a lethal disease that is most 

commonly spread by behaviors prevalent among 

homosexual men and intravenous drug users. The 

stigma inherent in having a serious and 

transmissable illness is compounded by 

identification with members of previously 

stigmatized groups (Des Jarlais, Friedman, & 

Hopkins, 1985; Herek, 1984b). PWAs are exposed to 

societal and interpersonal hostility at the exact 

time when they most need social support (Herek & 

Glunt, 1988). 

The notion of stigma has been addressed at 

length by Goffman (1963), and by a host of 

sociologists and psychologists in prior years who 

examined the predicament of individuals who are 
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disqualified from full social acceptance (Lemert, 

1951; Lewin, 1948; White, Wright, & Dembo, 1948; 

Wright, 1960). According to Goffman (1963), society 

develops a means of categorizing individuals and 

characteristics, or attributes, into classes assumed 

to be ordinary and natural. Utilizing this 

categorization, the processes of social interaction 

are simplified, as no special thought or 

consideration is necessary upon meeting strangers: 

they are quickly classified according to normative 

expectations. These expectations then become 

demands upon others to possess a particular social 

identity. If individuals are seen to possess 

attributes that differentiate them from the norm, 

those persons are reduced from whole and normal 

persons to inferior, unaccepted ones. An attribute 

such as this is termed a stigma, and its effects may 

be extensive (Goffman, 1963) .. 

The stigma is an attribute that is deeply 

discrediting. However, it is the relationships 

between individuals and attributes that are 

crucial, as an attribute that stigmatizes one may 

credit another. For example, while intellectual 

curiosity may be a credit to an academician, it is 

likely to be viewed as stigmatic for a street gang 

member. 



21 

Goffman (1963) refers to several different 

types of stigma, including physical deformities, 

stigma of race, tribe, and nationality. Stigmas are 

considered: 

blemishes of individual character perceived 
as weak will, domineering or unnatural 
passions, treacherous and rigid beliefs, and 
dishonesty, these being inferred from a known 
record of, for example, mental disorder, 
imprisonment, addiction, alcoholism, 
homosexuality, unemployment, suicidal attempts, 
and radical political behavior. (Goffman, 
(1963, p. 5) 

The attitudes held toward persons possessing the 

mark of stigma are represented in a variety of 

actions. These persons are viewed as not quite 

human, and on this assumption various types of 

discrimination are exercised (Goffman, 1963). 

Theories are constructed to explain the inferiority 

of the offending individual or group, and to account 

for the danger they represent. When those who are 

stigmatized respond defensively, this is taken as a 

direct expression of their defect, and one which 

justifies the treatment they receive. Minor 

failings are often over-interpreted as further 

evidence of the stigma (Goffman, 1963). 

It is apparent that the lives of stigmatized 

individuals and groups are affected in a multitude 

of ways by the attitudes of those considered to be 

members of the "normal" population. The development 
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of such attitudes has received considerable 

attention from social scientists for many years, 

though total consensus has not been reached 

regarding the definition of attitude. Gordon 

Allport (1935) stated that "the concept of attitude 

is probably the most distinctive and indispensable 

concept in contemporary American social psychology" 

(cited in Fishbein, 1967, p. 3). A number of 

operational definitions of attitude have been 

proposed, including that of Thurstone (1928), who is 

credited with constructing the first method of 

attitude measurement. Thurstone (1928) defined 

attitude as "the sum total of a man's inclinations 

and feelings, prejudice and bias, preconceived 

notions, ideas, fears, threats, and convictions 

about any specified topic" (p. 531). Later the 

definition was revised to simply "the affect for or 

against a psychological object" (Thurstone, 1931, p. 

261) . 

These early definitions have been expanded upon 

by Mueller (1986), who defines attitude as "1) 

affect for or against, 2) evaluation of, 3) like or 

dislike of, or 4) positiveness or negativeness 

toward a psychological object" (p.3). It is 

important to note that these definitions of attitude 

have included a tendency to respond or behave in a 
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particular way (Allport, 1935; Campbell, 1950), 

although some researchers refute any consistent 

relationship between attitudes and behaviors 

(Linton, 1945; Mueller, 1986). 

The question of attitude-behavior consistency is 

perhaps the most controversial of all issues in 

attitude research (Kahle, 1984). While Mueller 

(1986) noted that attitudes and behaviors may be 

but are not necessarily related, Kahle (1984) 

observed that "the basic rationale for understanding 

attitudes hinges on the notion that attitudes will 

reveal something about probable behavior" (p. 105). 

Kahle (1984) also reported that when methodologically 

sound studies are examined, many reviewers infer a 

relationship between attitudes and behavior. 

However, a more comprehensive conceptualization of 

attitude includes evidence that behaviors and 

attitudes at times do not appear to be related 

(Deutscher, 1966; Wicker, 1969), as well as the 

classic views of attitude proposed by Allport (1935) 

and by Campbell (1950). 

Recent trends in attitude definition have 

emphasized cognition and the more theoretically 

based assumptions of attitude formation (Kahle, 

1984). This emphasis on cognition has been 

influenced by the work of Piaget (1929, 1930, 1952), 
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who viewed the function of a cognition as that of 

facilitating the process of adaptation to the 

environment. Kahle (1984) applies this conception 

of attitude by stating: 

Attitudes are adaptation abstractions, or 
generalizations, about functioning in the 
environment, especially the social environment, 
that are expressed as predispositions to 
evaluate an object, concept, or symbol. This 
abstraction process emerges continuously from 
the assimilation, accommodation, and 
organization of environmental information by 
individuals, in order to promote interchanges 
between the individual and the environment 
that, from the individual's perspective, are 
favorable to preservation and optimal 
functioning. (Kahle, 1984, p. 5) 

While the stigmatizing characteristic is considered 

to reside within the individual, i.e., physical 

disability, homosexuality, mental illness, etc., the 

attitudes toward that stigmatized individual develop 

as others of the "normal" population assimilate 

cultural standards and attempt to function optimally 

within their environment. 

Several types of cognition related to the 

notion of attitude have been examined by 

researchers, including the concepts of attribution, 

belief, and value. Attributions have been 

defined within the context of social cognition as 

the specific reasons for the occurrence of a 

behavior (Kahle, 1984). For example, an individual 

may attribute another's success or failure to a 
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particular characteristic of the person, or to 

external or situational factors. Thus, research 

guided by attribution theory tends to focus either 

on self-attribution (Miller, Brickman, & Bolen, 

1975), or on other attributions (Eagly, Wood, & 

Chaiken, 1978). 

Related to attributions is the concept of 

belief, which can be said to summarize a number of 

attributions. According to Fishbein and Ajzen (1975), 

beliefs "link an object to some attribute" (p. 12). 

Kahle (1984) conceptualizes the continuum of these 

constructs in the following manner: attributions 

combine to form a belief, which is linked with an 

evaluation in order to form an attitude. Values are 

somewhat more abstract than beliefs and attitudes, 

but can be considered as social cognitions and 

adaptation abstractions. They involve evaluations, 

and as opposed to attitudes, values are not directed 

toward some object, person, or idea (Kahle, 1984). 

As noted by Rokeach (1973), individuals hold 

thousands of attitudes but only a small number of 

values. 

A number of researchers have examined 

attitudinal change and have attempted to explain 

such change from a wide range of perspectives. 

Kahle (1984) provides a sort of typology for these 
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varying theories, distinguishing between person-

oriented theories of attitude change, situation-

oriented theories, and an interactive theory of 

change. Person-oriented theories deal primarily 

with the thoughts of the individual, and explain 

attitudinal change from the perspective of the 

subjective experience of the person. Such theories 

include balance theory (Heider, 1946, 1958), 

cognitive dissonance theory (Festinger, 1957), 

cognitive response theory (Greenwald, 1968; Petty, 

Ostrom, & Brock, 1981), and functional theory (Katz, 

1960). 

In recent years, functional theory has been 

reexamined and refined in research by Herek (1986; 

1987) regarding heterosexuals' attitudes toward 

lesbians and gay men. This theory holds as its 

central tenet the notion that individuals maintain 

particular attitudes because they benefit 

psychologically from doing so, and thus that 

attitudes should be examined from the point of view 

of the functions they serve (Katz, 1960, 1968; Katz 

& Stotland, 1959; Sarnoff & Katz, 1954; Smith, 

1947) . 

Alternatively, situation-oriented theories 

infer that some outside source is responsible for 

attitudinal change in the individual, and derive 
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from such theoretical bases as classical 

conditioning (Staats & Staats, 1957), operant 

conditioning (Taffel, 1955), self-perception theory 

(Bem, 1965, 1967, 1972; Cooley, 1922), and 

attribution theory (Kelley, 1967; Miller, Brickman, 

& Bolen, 1975; Ross, 1977). 

An interactive theory of attitude change, which 

considers the importance of both the social situation 

and personal influences, is proposed by Kahle 

(1984), and draws largely from the interactive and 

cognitively based work of Piaget. From this view, 

the "primary function of attitudes and other social 

cognitions is adaptation" (p. 38). As adaptation is 

considered an interactional process, what is defined 

as adaptive is dependent on both the situation and 

on the person. 

Such a cognitively based approach is most 

appropriate for the purposes of examining attitudes 

in this study. The attitudes of family therapists 

working with PWAs and their families are viewed 

within the context of both social and personal 

factors which may contribute to their development. 

As noted by Kahle (1984), attitudes and cognitions 

are not static, but are often changed and adjusted. 

The more an individual interacts with the target of 

an attitude, the more complex that attitude 
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becomes. This continuous process of taking in 

information and adapting attitudes and cognitions 

is an interactive one in which the situation and 

the person are inherent components (Kahle, 1984). 

In this study, information was obtained 

regarding the person and the situation in which the 

individual interacts with the target (homosexuals 

and PWAs). Thus, the interaction between such 

personal variables as education and theoretical 

orientation and situational variables such as 

contact with PWAs in varying contexts was addressed. 

AIDS and the Familv 

During the early days of the AIDS epidemic, the 

focus of care was almost exclusively on the patient: 

how to provide medical treatment in order to prolong 

life and reduce suffering. More recently, the role 

of the family in helping PWAs deal with their 

disease has begun to receive attention. It has been 

estimated that by the year 1991 there will be 

324,000 AIDS cases in the United States (Mohr, et 

al., 1988). When the numbers of spouses, parents, 

children, lovers, friends, and others who are 

emotionally involved with these persons are 

considered, it is apparent that the disease will 
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have a direct and powerful impact on the lives of 

millions of people (Mohr, et al., 1988; Macklin, 

1988) . 

Beyond the social negativity attached to 

the disease, PWAs and their families and loved ones 

face many other problems which have been addressed 

by a number of researchers (Martelli, Peltz, & 

Messina, 1987; Moffat, 1986; Mohr, et al., 1988; 

Peabody, 1986; Salisbury, 1986). Perhaps the most 

paralyzing of these difficulties is the fear of 

contagion. While medical reports consistently 

refute any basis for the fear of contracting AIDS 

through casual contact, those in the position of 

caring for a family member or loved one with AIDS 

must deal with their own fears, however irrational. 

The PWAs themselves may harbor concerns regarding 

the intimacy of their contact with those close to 

them, and are likely to be sensitive to any 

reluctance on the part of others to maintain close 

contact. Additionally, if the caregiver is or has 

been a sexual partner, both will face the fear of 

the partner's potential infection. The possibility 

of continued physical intimacy will have to be 

addressed in the context of fear and the need for 

protection. 
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Both PWAs and those closest to them must deal 

with feelings of guilt and anger in varying degrees 

throughout the course of the illness (Macklin, 1988; 

Kubler-Ross, 1987). The patients themselves may 

experience guilt about past behaviors which put 

them at risk for contracting the disease, and 

potentially exposed their partner(s) to the disease. 

In some cases, the partner may have been unaware of 

any high risk behaviors. Decisions regarding 

disclosure and openness about past actions present 

serious dilemmas, and may threaten the stability and 

trust of the relationship. 

Anger at the injustice of death at a young age 

is an almost universal response on the part of both 

PWAs and their loved ones (Peabody, 1986; Macklin, 

1988; Kubler-Ross, 1987). The patient may 

experience anger at the disease, at former friends 

and family who have failed to be supportive, at the 

person who infected him/her, and at society in 

general for a judgmental and unsupportive stance 

(Macklin, 1988). Family members, lovers, and 

friends also must deal with anger toward these 

targets, as well as toward the patient for becoming 

ill, for dying, and perhaps for infecting others. 

As many PWAs experience rejection and 

isolation from family and friends, they also must 

deal with the concern for who will care for them as 
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they become increasingly dependent. Some family 

members may be unable to handle the news that the 

patient is gay, while some are accepting but find 

themselves pulling away from watching the death of 

the person they love (Macklin, 1988). The "double 

death" syndrome, as discussed by Carl (1986), refers 

to the dilemma faced by parents who must deal with 

the knowledge that their child is homosexual, i.e., 

not "normal," while at the same time learning to 

accept the fact that the child will die from AIDS. 

The social changes often forced on the PWA as 

the disease progresses may seem catastrophic and 

overwhelming. Many of these changes derive from 

societal homophobia, overt discrimination against 

PWAs, and fear of contagion (Altman, 1986; Tross & 

Hirsch, 1988). Included among these potential 

changes are loss of job, eviction from apartments 

and homes, denial of insurance and public services, 

lack of sufficient and affordable health care, 

mandatory HIV testing, and job restriction (Dalton, 

1987; Rubenfeld, 1987; Tross & Hirsch, 1988). 

Clearly, these dilemmas arise at a time when the PWA 

is most vulnerable in terms of resources, physical 

abilities, and financial solvency. 

It is apparent, then, that dependence is not 

only a matter of physical illness and the need for 
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health care; many PWAs lose their occupational and 

financial status, as well as insurance benefits, 

when the nature of their illness is learned (Morin & 

Batchelor, 1984). The extremely high cost of 

medical care combined with the lack of financial 

stability and assistance may further deplete the 

PWAs' sense of independence, a vital element of 

their emotional well-being (Salisbury, 1986; 

Macklin, 1988). 

In addition to the difficulties directly 

related to AIDS as a disease, homosexual men with 

AIDS must deal with the social dilemma of 

maintaining a gay identity in a predominantly 

heterosexual environment which has become 

increasingly hostile toward gays (Tross & Hirsch, 

1988). Disclosure issues and "coming out" may be 

forced onto PWAs before they are ready to openly 

discuss their lifestyle with family and friends. 

This may be a particularly difficult challenge for 

bisexual men, who may be married and outwardly 

living a heterosexual lifestyle. As noted by 

Nichols (1983), disclosing the AIDS diagnosis is 

likely to be experienced as a second coming out, one 

which intensifies and revives the emotions 

associated with disclosing one's homosexuality. 

The effects of AIDS on the patient, family, and 

loved ones are severe, and at times devastating. 
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The difficulties are compoiinded by the necessity of 

dealing with the issues of death and dying. 

According to Kubler-Ross (1969), the primary 

psychological task of coping with a life-threatening 

diagnosis is adaptation to death and the process of 

dying. This process involves the repeated 

experience of several responses, including denial, 

anger, bargaining, depression, and finally 

acceptance. As with any life-threatening disease, 

PWAs must learn to deal with the fear of death, loss 

of future plans, and the challenge of finding hope 

and purpose during their remaining life (Tross & 

Hirsch, 1988). 

During this time, the PWAs' grief and 

management of death issues may extend beyond the 

scope of their own death. Particularly in large 

cities with a high incidence of AIDS, PWAs are 

likely to experience the deaths of many of their 

friends from AIDS even as they are learning to cope 

with their own illness. Thus, the social network 

they might otherwise have depended upon may itself 

diminish as a result of AIDS (Tross & Hirsch, 1988). 

Family members, lovers, and friends must manage 

their grief at the loss of a young person. PWAs 

must balance the issues of living with AIDS as long 
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as that remains a possibility, and ultimately of 

dying with AIDS (Kelly, 1987; Kubler-Ross, 1987; 

Peeibody, 1986) . 

Response of the Therapeutic pomminî .y 

The initial response to the AIDS crisis 

occurred within the medical community. The most 

urgent concern, as the seriousness of the disease 

emerged, was the health care of its victims. 

Unfortunately, a cure for AIDS may never be possible 

and a vaccine is not imminent. As the number of 

people affected continues to rise, medical as well 

as lay people are beginning to recognize the 

need for support groups, holistic treatment which 

considers the comprehensive needs of PWAs, 

counseling, and family therapy (Casper, 1986). This 

awareness is occurring slowly, and its impact will 

arrive too late for some, but its importance cannot 

be denied. As noted by a gay writer: 

For an epidemic with unparalleled overtones of 
social and political disaster, what AIDS does 
to the mind could well outstrip the 
considerable horror it wreaks on the body, 
both to the individual, and to the community 
of gay men who are (nearly) three out of four 
of its victims. (Fain, 1983, p. 22) 

The message clearly stated is that AIDS is not 

simply a medical problem. A comprehensive response 

to this crisis will involve collaborative work 
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between medical practitioners and researchers, 

family therapists, psychologists, social workers, 

public health researchers, families, and volunteers 

(Feldman & Johnson, 1986). The massive adjustment 

required in being transformed from a young, active, 

independent adult to a debilitated, dependent, and 

possibly dying individual requires special care from 

a variety of professionals (Christ & Weiner, 1985). 

The importance of using a broad spectrum, 

multidisciplinary team in dealing with the AIDS 

crisis cannot be overemphasized (Plotkin & Domanski, 

1987). Therapists have an obligation to respond to 

this challenge through therapeutic support as well 

as by providing education and direction to high-risk 

clients in an effort to contain the spread of AIDS 

through sexual contact (Kaplan, Sager, & Schiavi, 

1985). 

In 1987, the National Coalition on AIDS and 

Families was organized to provide a working 

association of professionals and organizations 

concerned with the effects of AIDS on families 

(Caron, Macklin, & Rolland, 1987, 1988). This 

coalition, comprised of family therapists and 

educators, developed guidelines for professionals 

working with families of PWAs, and acknowledged the 

vital importance of including the family in 

education, treatment, prevention and attitudinal 
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change regarding AIDS. The family is viewed as the 

unit of treatment, and the effect of the disease on 

the entire family both during the illness and beyond 

the death of the patient is stressed (Caron, et al., 

1987; Macklin, 1988). 

The Ackerman Family Institute AIDS Project in 

New York City became one of the first in the 

therapeutic community to enlist the help of the 

family in dealing with AIDS. In their collaborative 

work with the medical profession, they have stressed 

the importance of joining families in an alliance 

with other health care workers; an alliance which 

they believe has helped lessen the burnout 

experienced by both medical professionals and 

fcunilies (Walker, 1988) . 

As the response of the therapeutic community to 

the AIDS challenge is relatively new, there is 

currently a dearth of empirical research which 

addresses the ability of family therapy to impact 

positively with PWAs and their families. However, 

the benefit of both individual and conjoint family 

sessions in dealing with the fears and anxiety 

experienced by PWAs and their families has been 

demonstrated in recent work (Cleveland, 1987; 

Cleveland, et al., 1988). Support groups have been 

found to be an important component of effective 
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treatment (DeVita, 1985; Lopez & Getzel, 1984; Morin 

& Batchelor, 1984). Such groups have been 

established for PWAs, parents, lovers, and families. 

Within these support groups, strengths and resources 

can be mobilized, and the grief, anger, fear, and 

pain inherent in the disease process can be 

addressed (Furstenberg & Olsen, 1984; Cleveland et 

al., 1988). 

Support group therapy can be an effective tool 

for dealing with the emotional impact of AIDS, 

particularly when joined with family or individual 

therapy (Crandles et al., 1988; Gold, Seymour & 

Sahl, 1986; McKusick, 1988). Additionally, such 

groups can be a source of accurate information and 

education—a necessity for PWAs and their families. 

The types of psychosocial support and therapy 

needed by PWAs and their families cover a broad 

range of needs. As many of the patients are 

homosexual men, there are particular concerns 

regarding fear of disease, changing pattems of 

sexual behavior, and changing needs and expectations 

within relationships (Stein, 1988). Therapists 

dealing with this population have a growing 

responsibility to provide preventive education and 

suggestions for low risk sexual activities. 

Guidelines for such educational efforts have been 
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established by a variety of researchers (Miller & 

Green, 1985; Stein, 1988; Kaplan, et al., 1985). 

The care of PWAs is highly stressful, and 

presents overwhelming challenges for the 

professionals involved. Through the use of a broad 

base of professionals in a multidisciplinary 

approach, teams have learned to pool resources in 

providing comprehensive care needs. These include 

education about transmission, medical and mental 

health care, nutrition, peer and family support, 

rehabilitation, as well as social, environmental, 

and spiritual concerns (Plotkin & Domanski, 1987). 

The therapeutic needs of PWAs have been 

distinguished by Miller and Green (1985) as falling 

into the following categories of care: 1)- men who 

already have AIDS; 2) sexual partners of PWAs; 

3) those who test positive for the virus but have 

not been diagnosed with AIDS; and 4) both 

homosexual and heterosexual persons who are 

afraid they have AIDS but who have no medical 

indication of such. Each of these categories 

presents particular concerns for the therapist 

involved, and requires sensitivity to the particular 

issues of PWAs and their families. The progression 

of AIDS is unpredictable, and the therapist must be 

aware of this continuing uncertainty as it affects 
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the emotional well-being of the client over time 

(Miller & Green, 1985). 

The prospect of facing death at an early age 

creates fears that cannot realistically be 

minimized or alleviated through therapy, support 

groups, or education. Attempts by medical or 

mental health professionals to dismiss the fears of 

persons facing this challenge are likely to be 

ineffective and ultimately inappropriate (Kelly & 

St. Lawrence, 1988). While such fears cannot be 

eliminated, current research indicates that 

therapeutic interventions can improve the quality of 

life and the ability to handle the inherent crises 

of the disease (Abrams, Dilley, Maxey, & 

Volberding, 1986; Coates & McKusick, 1987). 

Therapists' Attitudes and Knowledge 
Regarding AIDS 

The role of the helping professional in dealing 

with the AIDS crisis has been noted by several 

researchers (Furstenberg & Olson, 1984; Lopez & 

Getzel, 1984; Caputo, 1985). However, there is 

currently a paucity of research which investigates 

specifically the attitudes or knowledge of 

professionals who deal with AIDS and PWAs (Gold-

Neil, 1989; Royse, Dhooper, & Hatch, 1987). 

Research which has been done has noted the 
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relationship between attitudes toward homosexuals 

and attitudes toward AIDS, with a recommendation 

against treating these attitudes as unidimensional 

(McDevitt, Sheehan, & Lennon, 1987; Herek, 1984a). 

Gold-Neil (1989) observes that attitudes toward PWAs 

derive from many sources, including the attachment 

of PWAs to stigmatized groups such as homosexuals, 

and the fear of illness and death. 

Mental health professionals have been found in 

some studies to be both ignorant of and negative 

toward homosexuals (Davison & Wilson, 1973; Larsen, 

Reed, & Hoffman, 1980), although professional 

attitudes have been changing in recent years, as 

evidenced by the deletion of homosexuality from the 

American Psychiatric Association's list of mental 

diseases (Richardson, 1987). Medical workers 

express reactions to the PWAs they treat which range 

from pity to disgust to revulsion (Young, 1988). 

For both homosexuality and AIDS, however, 

knowledge and level of contact with the target 

population consistently seem to play a role in more 

positive attitudes. Several studies have noted the 

positive impact of increased knowledge and contact 

regarding attitudes toward homosexuals (Anderson, 

1981; Davison & Wilson, 1973; Glassner & Owen, 1976; 

Morin, 1977). In these studies, increased knowledge 
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and personal contact with homosexuals were 

demonstrated to be related to more positive 

attitudes toward homosexuals. More recently, a few 

studies have examined the relationship between 

knowledge of AIDS and contact with PWAs as it 

impacts attitudes. In a majority of cases, subjects 

who personally met PWAs, were able to converse with 

them, or who were given accurate information 

regarding the disease subsequently reported more 

positive attitudes (Elford, 1987; Pleck, et al., 

1988; Turner, 1988). 

Related Variables 

A plethora of studies have documented 

consistencies among persons with negative attitudes 

toward homosexuals in terms of a variety of personal 

characteristics. For example, those with negative 

attitudes toward homosexuals have been shown to have 

had less personal contact with lesbians or gay men 

(Bowman, 1979; Glassner & Owen, 1976; Hansen, 1982; 

Millham, San Miguel, & Kellogg, 1976; Weis & Dane, 

1979). They also have been found to be older, less 

well-educated (Bowman, 1979; Glenn & Weaver, 1979; 

Nyberg & Alston, 1976, White, 1979), more religious, 

more frequent church attenders, and more religiously 
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conservative (Alston, 1974; Cameron & Ross, 1981; 

Glassner & Owen, 1976; Herek, 1984a; Larsen, Cate, & 

Reed, 1983; Nyberg & Alston, 1976; Weis & Dane, 

1979; White, 1979). 

Finally, those with more negative attitudes 

toward homosexuals have been found to be less 

sexually permissive and to express more guilt or 

negative attitudes regarding sexuality (Brown & 

Amoroso, 1975; Levitt & Klassen, 1974; Mosher & 

O'Grady, 1979; Nyberg & Alston, 1976; Sorenson, 

1973; Young & Whertvine, 1982). These findings have 

particular relevance for the present study when 

considered within the context of increasingly 

negative attitudes toward homosexuals which have 

been observed in the wake of the AIDS crisis 

(Douglas, et al., 1985). 

State of the Field 

The current response of social systems which 

could potentially serve PWAs and their families is 

in need of investigation (Coates, Temoshok, & 

Mandel, 1984). As noted above, the medical 

community has been the first and most obvious to 

respond, but psychosocial needs of the individuals 

involved are often left unmet (Dardick & Grady, 

1980; Morin & Batchelor, 1984). Those professionals 

who treat PWAs must be aware of their own biases and 
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limitations, as well as the particular 

characteristics of the subculture treated (Price, et 

al., 1986). 

The field of family therapy has an opportunity 

to advance as new modes of therapy are developed to 

deal specifically with AIDS-related concerns, to 

address concerns of the "worried well" and the 

seropositive {those who test positive for the HIV 

virus}, and to train health care workers who have 

difficulty treating PWAs (Baum & Nesselhof, 1988). 

The mental health field has been sluggish in 

responding to the interpersonal and psychological 

needs of PWAs, and has not begun to provide 

sufficient education and training for helping its 

members effectively treat such clients (Thompson, 

1987). From the few workshops which have been 

effectively evaluated, it can be expected that 

increased knowledge and contact can enhance the 

ability of professionals to deal with the AIDS 

crisis. However, a necessary preliminary step 

involves the assessment of current attitudes, 

leading to new training and educational efforts. 

Rationale for the Studv 

It has been seen that the attitudes of 

therapists toward clients have particular 
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implications for the appropriate therapeutic care of 

those clients. When the clients are members of 

stigmatized groups, optimal care is threatened. 

PWAs are considered one of current society's most 

marginalized groups, by association with terminal or 

chronic transmissable disease, intravenous drug use, 

and homosexuality. 

It was deemed important in this study to 

examine the attitudes of professionals who are 

likely to be actively involved in providing therapy 

to PWAs and their families. The role of contact 

and knowledge regarding homosexuality and AIDS was 

considered an essential area of investigation, as 

these variables were expected to contribute to 

specific attitudes toward these groups of 

people. 

Hypotheses 

In light of the research presented above, the 

following specific hypotheses were addressed in 

this study: 

1. There would be a significant relationship 

between therapists' attitudes toward PWAs and 

knowledge regarding AIDS. Specifically, therapists 

who had greater knowledge regarding AIDS were 

expected to have less phobic attitudes toward PWAs. 
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For the purposes of this study, attitudes toward 

PWAs were measured by scores on the Gold-Dixon AIDS 

and Related Attitudes Scale (ARAS). 

2. There would be a significant relationship 

between therapists' attitudes toward PWAs, level of 

knowledge regarding AIDS, and level of contact with 

both homosexuals and PWAs. Specifically, it was 

expected that therapists who had greater knowledge 

regarding AIDS, more contact with homosexuals and 

PWAs as clients, and more contact with homosexuals 

and PWAs in a non-professional relationship, would 

have less phobic attitudes toward PWAs. 

3. There would be a significant relationship 

between therapists' attitudes toward PWAs and 

therapists' theoretical orientation. As this was an 

exploratory hypothesis, no direction was predicted. 



CHAPTER III 

METHODOLOGY 

Research Design 

Subi ects 

Data analyzed in this study were collected 

through a mail suirvey of 1,000 clinical members of 

the American Association for Marriage and Family 

Therapy (AAMFT). A randomized list of clinical 

members was obtained from the national office of 

AAMFT. The instruments described below were mailed 

to the therapists, along with postage paid return 

envelopes and a request for their prompt 

participation. With an anticipated response rate of 

approximately fifty percent (N=500), it was expected 

that an acceptable sample size would be achieved. A 

total of 457 usable questionnaires were returned, 

for a response rate of approximately 46%. 

Therapists received a cover letter (see 

Appendix A) describing the study and requesting 

their participation. Additionally, they received a 

demographic questionnaire (see Appendix B) and the 

Gold-Dixon AIDS and Related Attitudes Scale (see 

Appendix C). A follow-up letter (see Appendix E) 

was sent two weeks after the initial mail-out to 

those who had not responded, again requesting their 

46 
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participation in the study. Response to this 

follow-up was quite good, as an additional 105 

questionnaires were received after the follow-up 

letter was sent, bringing the total to that 

previously noted (N=457). 

Measures 

The demographic questionnaire used in this 

study gathered information regarding therapists' 

educational level and major area of study, 

professional identity, theoretical orientation, 

length of time in practice, level of religiosity, as 

well as amount and type of contact with the target 

population. A form of this questionnaire has been 

used previously in family therapy research 

(Rait, 1988; Strano, 1989; Stulberg, 1988), and 

provides a substantial amount of information 

regarding professional identity. 

The Gold-Dixon AIDS and Related Attitudes Scale 

(ARAS) was developed specifically to measure 

attitudes toward AIDS and homosexuals, and has been 

normed largely on college student populations to 

date. In creating the original version of the 

scale, items from existing scales measuring 

attitudes toward PWAs were examined in terms of the 

concepts of homophobia, homonegativism, AIDSphobia, 

and AIDSnegativism. 
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Specifically, homophobia refers to "personal 

affective responses of disgust, anxiety, aversion, 

discomfort, fear, and anger with respect to . . . 

contact or involvement with homosexual individuals" 

(Hudson & Ricketts, 1980, pp. 366-367). 

Homonegativism is defined for the purposes of this 

study as "those attitudes which reflect cognitions 

in the following areas: social, legal, religious, 

and stereotypical or cultural norms, and includes 

any attitude which supports negative myths and 

stereotypes about homosexuals" (Gold-Neil, 1989). 

AIDSphobia, like homophobia, refers to 

"personal affective responses of disgust, anxiety, 

aversion, discomfort, fear, and anger toward persons 

with AIDS" (Gold-Neil, 1989). AIDSnegativism refers 

to judgments "concerning the morality of 

contracting the syndrome, decisions about personal 

or social relationships, or any other responses 

concerning beliefs, preferences, legality, or social 

desirability (Gold-Neil, 1989). 

For both AIDS and homosexuality, the term 

phobia applies largely to responses of an 

interpersonal nature, directed toward particular 

individuals. Negativism infers a more global 

response applied to the larger social context 

surrounding AIDS or homosexuality. As further 
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Clarification, Gold-Neil (1989) refers to homophobia 

as the "fear of being in close quarters with gay men 

and lesbians" (p. 15), while homonegativism is said 

to refer to "attitudes which maintain discrimination 

on the basis of sexual orientation as justifiable 

and/or perceive heterosexual lifestyles to be 

superior to gay/lesbian lifestyles" (Gold-Neil, 

1989, p. 16). 

Items from scales developed by Gentry (1986), 

Hudson and Ricketts (1980), Larsen, Reed, and 

Hoffman (1980), and Levitt and Klassen (1974) were 

used by Gold-Neil and Dixon in the creation of 

subscales measuring homophobia, AIDSphobia, and 

AIDSnegativism. Additionally, items from the 

Templer (1970) Death Anxiety Scale (DAS) and the 

1987 NHIS AIDS Knowledge and Attitude Questionnaire 

were modified for use in the scale. 

In a factor analysis performed by Gold-Neil and 

Dixon (1989), six subscales emerged, including 

Homonegativism, AIDS Phobia, Morality/Sexuality, Gay 

Phobia, Lesbian Phobia, and Death Phobia. 

Elimination of items with a factor loading below .40 

as well as those items which duplicated other 

questions, resulted in a 74-item scale with high 

reliability which also provides sound measurement of 

attitudes toward PWAs (Gold-Neil & Dixon, 1989). 



50 

All items on the scale are equally weighted for the 

purposes of data analysis. 

The specific items for each subscale are 

provided in Appendix F. A post hoc factor analysis 

performed by this author confirmed the results on 

three of the subscales (Homonegativism, AIDS Phobia, 

and Death Phobia), while the three remaining 

subscales (Homophobia/Lesbian, Homophobia/Gay, and 

Morality/Sexuality) did not emerge as clearly. The 

factor loadings for the various items as indicated 

in this post hoc analysis are also provided in 

Appendix F. 

Reliability for the overall scale has been 

established at .97 using Cronbach's alpha, and 

reliability for five of the separate subscales 

ranges from .88 to .96, also using Cronbach's alpha 

(Dixon & Gold-Neil, personal communication, January 

20, 1989) . The Death Phobia subscale achieved 

reliability of .74. 

A pilot study performed by this author 

administered the Gold-Dixon ARAS to a sample of 

marriage and family therapy graduate students. 

Reliability data were obtained from the pilot study 

which confirmed previous findings by Gold-Neil and 

Dixon (1989). The pilot study also examined the 

proposed hypotheses and provided information for 

revision of questionnaire items. 
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Data Analyses 

Preliminary Analvses 

Descriptive variables, i.e., gender, race, 

theoretical orientation, educational level, etc., 

were correlated with the Gold-Dixon ARAS scores in 

order to arrive at a preliminary assessment of the 

relationships between the variables under 

consideration. Those variables which were found to 

be correlated with the Gold-Dixon ARAS were 

subsequently used in the regression analysis of 

the study. 

The variables regarding amount and type of 

contact with both PWAs and homosexuals 'were 

examined in the preliminary analysis, also by means 

of Pearson correlation. In the pilot study of this 

work, an insufficient number of therapists were 

found to have had substantial contact with either 

homosexuals or PWAs. Thus, this relationship could 

not be properly examined. However, in the 

major study, sufficient levels of contact with 

both homosexuals and PWAs were found to warrant 

inclusion in the main analysis of the study. 

Main Analyses 

Hypothesis 1, examining the relationship 

between therapists' attitudes towards AIDS and 

knowledge regarding AIDS, as measured by the 
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knowledge of AIDS scale (see Appendix D), was 

assessed via Pearson correlation between the Gold-

Dixon ARAS and the knowledge of AIDS scale. 

Hypothesis 2, which stated that there would be a 

significant relationship between therapists' 

attitudes toward AIDS, knowledge about AIDS, and the 

amount and type of contact with the target 

population, was evaluated using a stepwise multiple 

regression analysis. Specifically, the Gold-Dixon 

ARAS served as the dependent variable, with 

knowledge of AIDS, frequency and type of contact, 

and percent of practice comprised of PWAs and 

homosexuals serving as the independent variables in 

the regression analysis. 

Hypothesis 3, examining the relationship 

between therapists' theoretical orientation and 

attitude toward AIDS, was assessed using analysis of 

variance (ANOVA), with the therapists' self-reported 

theoretical orientation as the independent variable 

and the Gold-Dixon ARAS as the dependent variable. 

Additional Analyses 

Upon completion of the main analyses, several 

post hoc analyses were performed which were believed 

to add significantly to the study. These additional 

analyses involved hypothesized relationships between 
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knowledge regarding AIDS, level of contact with 

homosexuals and PWAs, and attitudes toward both gay 

men and lesbians. Stepwise multiple regression 

analyses were used to examine these relationships, 

with knowledge and contact serving as the 

independent variables, and attitudes toward gay men 

and lesbians, respectively, as the dependent 

variables. 

Additionally, it was expected that gender 

differences would be found with respect to attitudes 

toward both gay males and lesbians. A oneway 

Analysis of Variance (ANOVA) was used to determine 

whether there were significant differences between 

male and female respondents in terms of attitudes 

toward male versus female homosexuals. 



CHAPTER IV 

RESULTS 

This chapter provides a detailed 

description of the results found in the study. 

First, the results and implications of the pilot 

study are discussed, including the sample 

characteristics, major findings, and results which 

led to revisions of the scale used in the final 

study. Secondly, the completed study is 

described in depth, including demographic 

characteristics of the sample, response rate, 

and preliminary analyses. Finally, results of the 

main analyses which were outlined in Chapter III 

are delineated. Additional analyses which were 

deemed necessary as a result of the findings in the 

main analyses are also described. 

Pilot Study 

Subjects 

A pilot study was conducted prior to the major 

research described in this dissertation. Subjects 

included in the pilot study were 93 Marriage and 

Family Therapy (MFT) graduate students from three 

major MFT programs in the state of Texas. Subjects 

were recruited through the directors of their 

54 
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programs and were asked to participate voluntarily 

in the study. This was not a random sample of 

family therapists; however, data collected were used 

primarily for the purposes of refining the scale for 

use in the final study. 

The sample for the pilot study consisted of an 

almost equal distribution of females (49.5%) and 

males (50.5%). The subjects were largely Caucasian 

(85%), with 7% of the sample comprised of Mexican-

Americans. The remainder of the sample included 

3% Black, 1% Asian, and 3% other. Subjects ranged 

in age from 22 to 53 years, with a mean age of 34 

years. Table 1 provides an overview of the pilot 

study subjects with regard to basic informational 

characteristics. 

Over half of the subjects (59.8%) reported that 

they had been acquainted with someone they knew to 

be a homosexual for morel than one year. They 

considered themselves to be quite knowledgeable 

regarding the topic of AIDS, as 32.3% reported their 

factual knowledge regarding AIDS to be "somewhat 

comprehensive," and 30.1% reported such knowledge to 

be "adequate." 

A very small percentage of the sample had had 

any contact with PWAs as clients. Only 2.3% 

reported that they had dealt with families of PWAs 

in a therapeutic setting, while 20.3% reported that 
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Table 1 

Frequencies of General Information Variables 
Pilot Study 

Gender: 
Male 
Female 

Age: 
22-29 
30-39 
40-49 
50-59 

years 
years 
years 
years 

47 
46 

27 
43 
18 
5 

(50.5%) 
(49.5%) 

(29.2%) 
(46.5%) 
(19.6%) 
( 3.5%) 

Ethnicity: 
Caucasian: 
Mexican-American 
Black 
Asian 
Other 

79 
7 
3 
1 
3 

(84.9%) 
( 7.5%) 
( 3.2%) 
( 1.1%) 
( 3.2%) 

Professional 
MS/MA 
Other 

Degree: 
21 
72 

(22.3%) 
(75.8%) 

Primary Professional Identity; 
MFT 
Clergy 
Social Work 
Nursing 
Psychology 
Other 

30 
11 
7 
4 
3 
39 

(31.9%) 
(11.7%) 
( 7.4%) 
( 4.3%) 
( 3.2%) 
(41.5%) 

Years in Practice: 
0 
1-5 
6-10 
11-20 
21-25 

Theoretical Orientation: 
Systemic (Papp) 
Systemic (Milan) 
Structural 
Strategic (MRI) 

23 
15 
19 
4 
4 

(four 
21 
15 
9 
9 

(29.5%) 
(19.2%) 
(24.5%) 
( 5.2%) 
( 5.2%) 

most common) 
(25.9%) 
(18.5%) 
(11.1%) 
(11.1%) 
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they had dealt with individual PWAs in therapy. 

However, of this 20.3%, 16.3% had had only one PWA 

as a client. 

Revisions of the Scale 

As previously stated, the primary purpose of 

the pilot study was that of refining the scale and 

providing reliability data. That information will 

be presented here, as well as revisions of the 

knowledge and contact portions of the scale. 

Data collected in the pilot study confirmed 

earlier findings regarding the reliability of the 

Gold-Dixon ARAS. The overall scale achieved a 

reliability of .97, using Cronbach's alpha. 

The reliability for the various subscales ranged 

from .75 to .95, also using Cronbach's alpha. 

Revisions of knowledge scale. For purposes of 

analysis, the knowledge portion of the scale was 

revised to include only 3 3 items (from a previous 

total of 55), which improved the reliability of this 

scale from .71 to .79. Only those items which 

specifically addressed factual knowledge were 

included in the final version of the scale. Those 

questions which related to sources of information 

regarding AIDS, level of communication regarding 

AIDS with family and friends, and likelihood of 
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being tested for AIDS were eliminated from the know

ledge scale at this point. Three questions were 

also deleted which were vulnerable to misinterpreta

tion by health care professionals possessing a more 

sophisticated knowledge base regarding AIDS than the 

lay population. Specifically, the following items 

were omitted from the knowledge scale (Appendix D) 

for purposes of analysis: 76, 84, 85, 86, 87, 88, 

94a, 94f, 98, 99, 100, 101, 102, 103, 104, 105c, 

106, 108, 109, 110, 111. 

Knowledge scale items were coded such that the 

most accurate answer was assessed the highest number 

of points, while the most inaccurate answer was 

assessed the least number of points. A response of 

"don't know" was assessed an intermediate number of 

points. For example, on a scale of one to five, 

with five points awarded for the most correct answer 

and one point for the least correct answer, a "don't 

know" response would receive three points. 

The answer "don't know" was assessed a 

greater number of points than the most incorrect 

answer, as it was believed that for clinical 

purposes, admission to lack of knowledge is far less 

problematic than the provision of misinformation. 

In fact, an answer of "don't know" is more 

knowledgeable than an incorrect answer; i.e., 
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knowing that one doesn't know indicates more 

knowledge than unawareness of ignorance. Thus, it 

was determined that it was more appropriate to score 

"don't know" answers in this way than to either 

eliminate them or score them as "0." 

The total knowledge score was ascertained by 

summing the scores on each question. The maximum 

possible score on the knowledge scale was 175. 

Knowledge scores for the respondents in this study 

ranged from 90 to 163, with a mean knowledge score of 

14 6. These scores are fairly high, with the mean 

score representing 83.4% correct answers. In 

examining the frequencies of knowledge scale scores, 

it was determined that 81% of the subjects scored 

80% or higher on the knowledge scale, indicating a 

relatively high level of knowledge among the 

respondents. 

Revision of items measuring contact. The 

method for determining amount and type of contact 

with PWAs and homosexuals was revised and clarified 

for the final study. Upon reviewing the pilot study 

data, it was determined that the items addressing 

contact with homosexuals and PWAs were ambiguous, 

and did not provide adequate information to assess 

levels of contact. 
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In the revised demographic questionnaire, 

contact was measured by a series of items which 

directly assessed levels of contact with homosexuals 

and PWAs both as clients and within the context of 

personal relationships (items 12-15, Appendix B). 

These relationships were reported in terms of 

duration (less than one year, one year, one year or 

more, or no contact). In addition, respondents were 

asked to estimate the percentage of their current 

practice which included homosexuals or PWAs. These 

items provided a more comprehensive and accurate 

description of respondents• level of contact with 

the target population, rendering the data more 

useful and interpretable. 

Major Study 

Subj ects 

As previously noted, the subjects for the 

major study were obtained from a random sample of 

1,000 clinical members of AAMFT. Of the 1,000 

therapists who were mailed questionnaires, a total 

of 466 responded to the survey. Nine of these were 

unusable due to missing data. Thus, a total of 457 

questionnaires (46%) was included in the data 

analysis. Subjects from 47 states participated, 

Arkansas, Nebraska, and Wyoming excluded. The 

states most highly represented included California 
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(12%), Texas (9.5%), Florida (6.3%), New York 

(5.6%), and Pennsylvania (5.4%). Responses from 

these five states constituted approximately 39% of 

the total. 

Subjects ranged in age from 28 to 78 years, 

with a mean age of 48 years. A virtually equal 

distribution of females (50.7%) and males (49.1%) 

was obtained. Ninety-six percent of the subjects 

were Caucasian. The remainder of the sample was 

made up of 1.4% Black, .7% Asian, .5% American 

Indian, and .2% Mexican American. 

A Master's degree had been completed by 32% of 

the subjects (M.S. or M.A.), while 30.4% had 

completed the Ph.D. Twenty-one percent of the 

subjects reported receiving a Master's in Social 

Work (MSW), and 1.6% of the sample reported the 

degree of M.D. A variety of disciplines was 

represented, including MFT (32%), psychology (24%), 

social work (21%), education (9%), nursing (1.1%), 

and medicine (.7%). Fifty-six percent of the 

subjects listed Marriage and Family Therapy as their 

primary professional affiliation. The remaining 

affiliations included psychology (15%), social work 

(12.3%), clergy (7.5%), nursing (1.1%), medicine 

(.5%), and psychiatry (.5%). Subjects' number of 

years in practice ranged from 0-40 years, with a 

mean of 14 years in practice. 
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The subjects were quite diverse in terms of 

theoretical orientation, with the following 

categories reported: structural (15%), systemic-

Papp (12%), experiential (11%), psychodynamic (9%), 

intergenerational (9%), symbolic-experiential (5%), 

strategic-Haley (5%), systemic-Milan (4%), 

behavioral (4%), and strategic-MRI (3%). Twenty-one 

percent of the subjects reported other orientations, 

with a majority of those indicating an eclectic 

approach drawing from a variety of theoretical 

bases. 

Table 2 provides a summary of demographic and 

informational data collected in the study as 

compared with data obtained from a 1987 AAMFT 

national survey of the overall population of 

clinical members of AAMFT (N=11,000). The response 

rate for this 1987 survey was 95% (Prister, personal 

communication, 1989). As evidenced in Table 2, the 

demographic and informational data regarding the 

sample for the current study are extremely similar to 

those reported by AAMFT. The sample appears to be 

quite representative of the overall population of 

AAMFT clinical members. 

The religious affiliation of the subjects was 

varied, with 15% reporting a Catholic affiliation, 
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Table 2 

Frequencies of General Information Variables: 
Major Study as Compared with National 
Population of AAMFT Clinical Members 

Variable 

Gender: 
Female 
Male 

Age: 
20-29 years 
30-39 years 
40-49 years 
50-59 years 
60-69 years 
70-79 years 

Ethnicity: 
Caucasian 
Black 
Asian 
American Indian 
Mexican American 
Other 

Professional Degree: 
Ph.D. 
MS/MA 
MSW 
MD 
Other 

Primary Professional 
MFT 
Psychology 
Social Work 
Clergy 
Nursing 
Medicine 
Psychiatry 
Other 

Years in Practice: 
0 
1-10 
11-20 
21-30 
31-40 

Sample 
N 

231 
223 

4 
92 
168 
107 
51 
14 

423 
6 
3 
2 
1 
3 

133 
140 
94 
7 
63 

% 

50.5 
49.1 

< 1.0 
21.1 
38.5 
24.5 
11.7 
3.2 

96.6 
1.4 
.7 
.5 
.2 
.7 

30.4 
32.0 
21.5 
1.6 

14.4 
Identity: 
245 
65 
54 
33 
5 
2 
2 
32 

6 
178 
178 
43 
18 

Theoretical Orientation: 
Structural 
Systemic (Papp) 
Experiential 

(Satir) 
Other (eclectic) 

62 
50 

49 
89 

55.9 
14.8 
12.3 
7.5 
1.1 
.5 
.5 

7.3 

1.4 
41.5 
41.5 
10.0 
4.2 

(4 most common) 
14.4 
11.6 

11.4 
20.7 

Population 
N 

5,016 
6,094 

(not ava 

10,505 
99 
88 
66 

% 

45.6 
55.4 

lilable) 

95.5 
.9 
.8 
.6 

(not available) 
231 

3,652 
3,751 
2,464 

143 
(not ava 

5,654 
1,705 
1,397 

693 
209 

2.1 

33.2 
34.1 
22.4 
1.3 

lilable) 

51.4 
15.5 
12.7 
6.3 
1.9 

(not available) 
99 .9 

(not available) 

154 
5,049 
4,411 
1,210 

1.4 
45.9 
40.1 
11.0 

(not available) 

1,584 
220 

638 
4,565 

14.4 
2.0 

5.8 
41.5 
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14% Jewish, and 14% indicating no religious 

affiliation. The remainder of the subjects reported 

affiliations of Methodist (8%), Episcopal (7%), 

Baptist (7%), Lutheran (5%), Unitarian (3%), Church 

of Christ (3%), Assembly of God (1.1%), Disciples of 

Christ (1%), and Pentecostal (.2%). An additional 

13% of subjects reported other religious 

affiliations, including Latter Day Saints, Buddhist, 

and Moslem. 

Forty-three percent of the respondents reported 

attending church on a weekly basis. However, 89% 

reported that they did not consider themselves to be 

religious fundamentalists. 

Contact with target population. This sample 

had considerable contact and experience in dealing 

with homosexuals, and at least some-experience with 

PWAs. Fifty-three percent of subjects reported that 

they had treated for more than one year a client 

whom they knew to be homosexual. Thirty-eight 

percent had treated a homosexual client for one year 

or less, and only 8% had never treated a homosexual 

client. In regard to PWAs, 22% reported having 

treated a client for one year or less whom they knew 

to have been diagnosed with AIDS. Ten percent of 

subjects had treated a PWA for more than one year, 

and 68% of subjects had treated no PWAs in therapy. 
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This study also measured respondents' amount of 

contact with both homosexuals and PWAs in terms of 

personal (non-professional) relationships. Results 

indicated that 70% of subjects had had a personal 

relationship for more than one year with someone 

whom they knew to be homosexual. Six percent of the 

respondents had had a personal relationship with a 

homosexual for one year or less, while 24% had not 

had a personal relationship with a homosexual. 

Results also indicated that 19% of the respondents 

had had a personal relationship for more than one 

year with a person they knew to be diagnosed with 

AIDS. Thirty-six percent of subjects had had a 

personal relationship with a PWA for one year or 

less, while 45% had not had a personal relationship 

with a PWA. However, 70% of the respondents 

reported that they did not currently have PWAs in 

their practice. Ten percent of the subjects 

reported that one-tenth of their current practice 

involved treating PWAs. 

In terms of homosexual clients, 72% of the 

subjects reported that up to one-tenth of their 

practice involved homosexuals. Approximately 20% 

reported no homosexual clients in their current 

practice. 
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Self-assessment of knowledge. Respondents 

considered themselves to be quite knowledgeable 

regarding AIDS. Forty percent (40%) of the sample 

reported their factual knowledge about AIDS to be 

adequate. Thirty-five percent (35%) reported their 

factual knowledge to be somewhat comprehensive, and 

12% reported their knowledge level to be very 

comprehensive. 

As previously indicated, respondents scored 

relatively high on the actual knowledge scale 

(X=144, SD=12.04). In order to assess the 

relationship between actual knowledge and self-

report of knowledge, responses on two scale items 

(item 16, Appendix B; item 77, Appendix D), which 

assessed self-report of knowledge regarding AIDS 

were correlated separately with the actual knowledge 

score. No significant correlations were found in 

either case (r=.08,ns; r=.06,ns). As previously 

stated, inaccurate beliefs concerning knowledge 

level regarding AIDS can be dangerous in terms of 

clinical practice. The implications of this finding 

will be discussed later in this chapter. However, 

it is important to note that self-report knowledge 

scores were clustered around two major response 

choices, providing little variance among scores. 

This small amount of variance could partially 

account for the insigificant correlations between 
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self-report and actual knowledge. Table 3 provides 

means and standard deviations for the major 

variables in the study. 

The main analyses in this study were assessed 

using the overall scale (Gold-Dixon ARAS^ as the 

dependent variable. While the AIDS Phobia subscale 

specifically assesses attitudes toward AIDS, it was 

believed that the scale as a whole provides a more 

comprehensive measure of the variety of components 

involved in attitudes toward AIDS and PWAs. Table 4 

provides the correlation matrix for the AIDS Phobia 

subscale with the Gold-Dixon ARAS and with the major 

variables included in the analysis of data in this 

study. 

Main Analyses 

Hypothesis 1: Knowledge. The first 

hypothesis predicted that there would be a 

significant relationship between therapists' 

attitudes toward PWAs and knowledge regarding AIDS. 

Specifically, therapists who had greater levels of 

knowledge regarding AIDS were expected to have less 

phobic attitudes toward PWAs, as measured by the 

Gold-Dixon ARAS. As this scale refers to levels of 

negative attitudes, or phobia, the relationship was 

predicted to be an inverse one. 
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Table 3 

Means and Standard Deviations 
of Major Variables 

Variable X SD 

Gold-Dixon ARAS 142.13 14.97 

Homophobia (Lesbian) 15.62 6.27 

Homophobia (Gay) 14.41 5.74 

Knowledge of AIDS 146.02 12.04 

Self-report of 
Knowledge 3.44 .93 

Contact 3.28 1.46 
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Table 4 

Correlation Matrix for AIDS Phobia Subscale 
with Gold-Dixon ARAS and Major Variables 

AIDS Phobia 

Gold-Dixon ARAS .85 
p=.000 

PWA Client -.16 
p=.001 

Homosexual Friend -.2 0 
p=.000 

PWA Friend -.03 
(ns) 

% PWAs in Practice -.11 
(ns) 

% Homosexuals in Practice -.19 
p=.000 

Knowledge of AIDS -.26 
p=.000 
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This hypothesis was assessed by means of a 

Pearson correlation between the Gold-Dixon ARAS and 

the knowledge if AIDS scale. Hypothesis 1 was 

supported, as there was a significant correlation in 

the predicted direction between attitudes toward 

AIDS and knowledge regarding AIDS {r=-.21 (p<.000)) 

(See Table 5). 

Hypothesis 2; Contact. The second hypothesis 

proposed that there would be a significant 

relationship between therapists' attitudes toward 

PWAs, level of knowledge regarding AIDS, and amount 

of contact with both homosexuals and PWAs. 

Specifically, it was predicted that therapists who 

had more knowledge regarding AIDS, more contact with 

homosexuals and PWAs as clients, and more contact with 

homosexuals and PWAs in non-professional (personal) 

relationships, would have less phobic attitudes 

toward PWAs, as measured by the Gold-Dixon ARAS. 

Pearson correlations conducted in the 

preliminary analysis indicated that there were 

significant relationships between the level of 

contact variables and attitudes toward PWAs (see 

Table 5). Specifically, there were significant 

correlations between attitudes toward PWAs and: 

length of treatment of homosexual clients (r=-.16 

(p<.001)); length of treatment of PWAs (r=-.13 

(p<.006)}; personal relationship with homosexuals 
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Table 5 

Correlation Matrix for Knowledge, Contact Variables 
and Attitudes toward PWAs (Gold-Dixon ARAS) 

Gold-Dixon ARAS 

Homosexual Client 

PWA Client 

Homosexual Friend 

PWA Friend 

% PWAs in Practice 

% Homosexuals in Practice 

P= 

P= 

.15 

.001 

.12 

.006 

-.21 
p=.000 

-.01 
p=.780 (ns) 

-.12 
p=.010 

-.19 
p=.000 

Knowledge of AIDS -.20 
p=.000 



72 

{r=-.22 (p<.000)}; and proportion of practice 

involving homosexuals {r=-.19 (p<.000)). 

Based on these results, a level of contact 

subscale was computed using the sum of scores from 

the three contact-oriented variables which achieved 

significance in the preliminary analysis (treatment 

of homosexual clients, treatment of PWAs, and 

personal relationship with homosexuals; items 12, 

13, and 14 of Appendix B). Reliability for this 

subscale was found to be .93, using Cronbach's 

alpha. A stepwise multiple regression analysis was 

run, with the Gold-Dixon ARAS as the dependent 

variable. Independent variables included knowledge 

of AIDS, the contact subscale, and percentage of 

homosexuals and PWAs in practice. 

Results indicated that amount of contact with 

homosexuals and PWAs was a significant predictor of 

less phobic attitudes toward PWAs (F(l,429) = 44.51, 

p<.0000}. Additionally, level of knowledge 

regarding AIDS was shown to be a significant 

predictor of less phobic attitudes toward PWAs (F 

(2, 428) = 37.38, p<.0000}. Percentage of 

homosexuals in practice {F(3,427) = 30.49, p<.0000}, 

and percentage of PWAs in practice {F(4,426) = 

23.14, p<.0000}, were also found to be predictors of 

less phobic attitudes attitudes toward PWAs. Thus, 

Hypothesis 2 was supported (see Table 6). 
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Hypothesis 3: Theoretical orientation. The 

third hypothesis, which predicted that there would 

be a significant relationship between therapists' 

attitudes toward PWAs and therapists' theoretical 

orientation, was assessed by means of analysis of 

variance (ANOVA), with the Gold-Dixon ARAS serving 

as the dependent variable, and therapists' 

theoretical orientation as the independent variable. 

The initial ANOVA was run using each reported 

theoretical orientation independently. As indicated 

in Table 7, there were no significant differences in 

attitudes toward AIDS between the various 

theoretical orientations reported by subjects. 

A subsequent analysis of variance was performed 

after collapsing the reported theoretical 

orientations into the categories of 

"structural/strategic," "systemic," "psychodynamic," 

and "behavioral." As indicated in Table 8, again 

there were no significant differences found 

regarding attitudes toward AIDS by theoretical 

orientation. Thus, Hypothesis 3 was not supported. 

Additional Analvses 

Based on the results of the main analyses 

described above, a number of ancillary research 
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Table 6 

Stepwise Multiple Regression Analysis 
on Knowledge, Levels of Contact 
with PWAs and Homosexuals, and 

Attitudes Toward PWAs 

Variable 
Mult. 
R BETA 

Step 1: 
Level of 
Contact 0.31 -9.37 -.307 -6.67*** 

Step 2: 
Knowledge 
of AIDS 0.38 -1.00 -.235 -5.24*** 

Level of 
Contact -8.66 -.283 -6.32*** 

Step 3: 
% Homosexuals 
in Practice 

0.42 - .91 -.189 -3.79*** 

Level of 
Contact -6.65 -.217 -4.59*** 

Knowledge 
of AIDS 01.06 -.248 -5.61*** 

*** p < .0001 

F(l,429) = 44.51 
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Table 7 

Analysis of Variance Comparing Attitudes 
toward PWAs by Therapists' 
Theoretical Orientation 

Source of Variance df SS F 

Between groups 10 27576.18 1.3862* 

Within groups 410 815601.47 

Total 420 

* ns 



Table 8 

Analysis of Variance Comparing 
Therapists' Attitudes Toward PWAs by 
Theoretical Orientation (Categorized) 
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Source of Variance 

Between groups 

Within groups 

Total 

df 

3 

328 

331 

SS 

6503.87 

661837.17 

F 

1.0744* 

* ns 
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questions were generated and examined. The results 

of those analyses will be presented in this section. 

Level of contact with homosexuals and PWAs and 

its effects on attitudes toward PWAs was a major 

component of this study. Results previously 

presented indicated that contact with PWAs and 

homosexuals does indeed serve as a predictor of 

attitudes toward PWAs. Previous research has 

indicated differences in attitudes toward male 

versus female homosexuals (Page & Yee, 1986). 

Specifically, greater levels of homophobia have been 

reported toward gay males than toward lesbians 

(Herek, 1984a). Additionally, males have typically 

expressed greater levels of homophobia in general 

than have female subjects (Herek, 1984a; Kite, 1984; 

Kurdek, 1988). The advent of the AIDS crisis has 

further intensified reports of homophobia, 

particularly toward gay men (Kelly, et al., 1988). 

Based on these earlier findings, as well as the 

major results reported in this study, it was deemed 

important to examine the predictive ability of 

contact with homosexuals and PWAs in relation to 

attitudes toward male and female homosexuals. 

Specifically, it was expected that the independent 

variables of contact and knowledge would have 

similar predictive abilities in attitudes toward 

male and female homosexuals as were found with PWAs. 
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Preliminary analyses indicated that there were 

significant correlations between the specified 

contact variables and the subscale scores of 

Homophobia/Gay and Homophobia/Lesbian (see Table 9). 

A stepwise multiple regression analysis was used to 

determine the role of contact with homosexuals and 

PWAs and knowledge regarding AIDS in predicting 

attitudes toward lesbians. This analysis indicated 

that contact with homosexuals and PWAs was a 

significant predictor of less phobic attitudes 

toward lesbians {F(l,429) = 45.74, p<.0000)}. 

Knowledge regarding AIDS was also demonstrated to 

serve as a significant predictor of less phobic 

attitudes toward lesbians (F(3,427) = 23.11, 

p<.0000)}. Additionally, percentage of 

homosexuals in practice served as a predictor of less 

phobic attitudes toward lesbians {F(2,428) = 28.17, 

p<.0000)}, again indicating that contact was related to 

attitudes toward homosexuals (see Table 10). 

Similarly, a stepwise multiple regression 

analysis examining the predictive ability of contact 

with homosexuals and PWAs and knowledge regarding 

AIDS on attitudes toward gay males indicated that 

contact {(F(l,429) = 47.47, p<.0000)}, and knowledge 

((F(2,428) = 30.58, p<.0000)} both served as 
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Table 9 

Correlation Matrix for Contact Variables 
and Subscales Measuring Homophobia/Gay 

and Homophobia/Lesbian 

Homophobia/Gay Homophobia/Lesbian 

Homosexual Client -.14 -.16 
p=.002 p=.000 

PWA Client -.12 -.13 
p=.003 p=.008 

Homosexual Friend -.21 -.21 
p=.000 p=.000 

% of Homosexuals -.19 -.19 
in Practice p=.000 p=.000 



Table 10 

Stepwise Multiple Regression Analysis 
on Knowledge, Levels of Contact 
with PWAs and Homosexuals, and 

Attitudes Toward Lesbians 
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Variable 
Mult, 

R BETA 

Step 1: 
Level of 
Contact .31 -1.34 -0.310 -6.76*** 

Step 2: 
% of Homosexuals 
in Practice 34 -0.11 -0.151 -3.11*** 

Level of 
Contact -1.10 -0.256 -5.26*** 

Step 3: 
Knowledge 
of AIDS 37 -0.09 -0.154 -3.41*** 

% of Homosexuals 
in Practice -0.11 -0.164 -3.41*** 

Level of 
Contact -1.02 -0.236 -4.87*** 

*** p < .0001 

F(l,429) = 45.74 
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predictors of attitudes toward gay males. 

Percentage of homosexuals in practice also served as 

a predictor of attitudes toward gay males {(F(3,427) 

= 25.39, p<.0000)} (see Table 11). 

Gender of respondent has also been found to affect 

attitudes toward homosexuals (Herek, 1984b). As noted 

earlier, males tend to express greater homophobia 

toward gay males than toward lesbians (Herek, 

1984a), and males tend to express greater amounts of 

homophobia in general than do females (Herek, 1984b; 

Kite, 1984; Kurdek, 1988). Thus, a oneway ANOVA was 

used to determine whether there were significant 

differences between male and female therapists with 

respect to attitudes toward both male and female 

homosexuals (see Table 12). The results of this 

analysis indicated a significant difference between 

males and females in terms of attitudes toward 

lesbians {F(l,452) = 7.86, p<.005)}. Additionally, 

there was a significant difference between between 

males and females in terms of attitudes toward gay 

males {F(l,452) = 29.22, p<.0000)}. Table 13 

provides the results of this analysis. These 

differences can be understood more completely by 

examining the means for each group. 

Consistent with previous research, mean scores 

were significantly higher for males than for females 



Table 11 

Stepwise Multiple Regression Analysis 
on Knowledge, Levels of Contact 
with PWAs and Homosexuals, and 

Attitudes Toward Gay Men 
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Variable 
Mult. 
R BETA 

Step 1: 
Level of 
Contact 0.32 -1.25 -0.316 -6.89*** 

Step 2: 
Knowledge 
of AIDS 0.35 -0.09 -0.160 -3.52*** 

Level of 
Contact -1.19 -0.299 -6.59*** 

Step 3: 
% of Homosexuals 
in Practice 0.39 -0.11 -0.1774 -3.64*** 

Knowledge of 
AIDS -0.09 -0.174 -3.85*** 

Level of 
Contact -0.93 -0.235 -4.90*** 

*** p < .0001 

F(l,429) = 47.47 
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Table 12 

Analysis of Variance Comparing 
Attitudes toward Lesbians by 

Gender of Therapist 

Source of Variance 

Main effects (gender) 

Explained 

Residual 

Total 

df 

1 

1 

452 

453 

SS 

305.155 

305.155 

17539.363 

17844.478 

F 

7.86** 

7.86 

** p < .005 
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Table 13 

Analysis of Variance Comparing 
Attitudes toward Gay Men by 

Gender of Therapist 

Source of Variance 

Main effects 

Explained 

Residual 

Total 

(gender) 

df 

1 

1 

452 

453 

SS 

906 

906 

14020 

14927 

.488 

.488 

.613 

.101 

29 

29 

F 

.22*** 

.22 

**ie p < .001 
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regarding homophobia toward both gay males (t = -5.39, 

p< .001) and lesbians (t = -2.80, p < .005). Table 

14 provides means and standard deviations for males 

and females on subscales regarding homophobia toward 

gay males and toward lesbians. 

Male respondents appeared to be more homophobic 

toward both gay males and lesbians than did female 

respondents. However, as indicated, mean scores 

were higher for both genders in terms of homophobia 

toward lesbians than for homophobia toward gay men 

(see Table 14). These results are in opposition to 

the expected results, and are particularly 

surprising in light of the focus of this study on 

AIDS. 

While contact with homosexuals and PWAs and 

knowledge regarding AIDS were demonstrated to 

predict attitudes toward PWAs, there were no 

significant correlations between contact with 

homosexuals and PWAs and knowledge regarding AIDS. 

However, there were consistently high correlations 

between contact with homosexuals and PWAs and self-

report of AIDS knowledge, as measured by item 16 of 

Appendix B (see Table 15), indicating that those 

therapists who had a great deal of contact with 

homosexuals and PWAs assumed they had a high level 

of knowledge regarding AIDS. This did not prove to 



86 

Table 14 

Means and Standard Deviations 
for Males and Females on Gay/Lesbian 

Subscales 

Subscale 

Homophob i a/Gay 

Homophobia/Lesbian 

Males 

15.87 

16.48 

X 
Females 

13.04 

14.84 

SD 
Males Females 

1.44 -1.39 

.83 - .81 
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Table 15 

Correlation Matrix for Level of Contact Variables 
and Self-Report of AIDS Knowledge 

Knowledge Self-Report 

Homosexual Client 
P= 

.68 

.000 

PWA Client 
P= 

.68 

.000 

Homosexual Friend 
P= 

.59 

.000 

PWA Friend 
P= 

.16 

.000 

% of PWAs in Practice 
P= 

.60 

.000 

% of Homosexuals in Practice 
P= 

.63 

.000 
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be the case, as demonstrated by the nonsignificant 

correlations between level of contact and actual 

knowledge scores. However, it is important to note 

that there was limited variability in contact 

scores. Thus, this lack of correlation may be 

influenced to some extent by methodological 

concerns. 

Further examination of the data indicated that 

age, which has been associated with less positive 

attitudes toward homosexuals (Bowman, 1979; Glenn & 

Weaver, 1979) was not significantly correlated with 

attitudes toward PWAs (r=-.01, ns). A wide range of 

ages was represented in the sample (28-78). 

Subjects were middle-aged to older, indicating that 

if age differences existed in terms of attitudes, 

this sample would provide sufficient variability to 

demonstrate those differences. Based on these 

results, there is no indication that younger 

therapists will necessarily be more open or 

accepting toward PWAs or homosexual clients than 

will older therapists. 

Summary 

In conclusion, the major Hypotheses 1 and 2 

were supported. Knowledge levels regarding AIDS 

were significantly correlated with attitudes toward 
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AIDS and PWAs. Additionally, knowledge level and 

amount of contact with PWAs and homosexuals served 

as significant predictors of attitudes toward AIDS 

and PWAs. Hypothesis 3 was not supported; there was 

no significant relationship between therapists' 

theoretical orientation and attitudes toward AIDs 

and PWAs. 

Further examination of the data revealed that 

contact and knowledge also serve as significant 

predictors of attitudes toward gays and lesbians. 

Significant differences were found in attitudes 

toward gays and lesbians in terms of gender of 

respondent. It was also noted that there was no 

significant correlation between age of respondent and 

attitudes toward PWAs. 

The following chapter provides a discussion 

of these results, as well as considerations for 

future research in the area of family therapists' 

potential contribution to the AIDS crisis. 



CHAPTER V 

DISCUSSION AND CONCLUSIONS 

This study makes a number of significant 

contributions to the field of family therapy, and 

particularly to the knowledge base regarding the 

response of family therapists to the AIDS crisis. 

Very few studies have addressed the notion of 

professionals' attitudes toward this target 

population (Royse, et al., 1987). The findings of 

this study provide directions for future studies to 

pursue in examining ways in which attitudes may 

impact clinical practice. This chapter will 

delineate the limitations of the study, and will 

provide a thorough discussion of the findings which 

have been presented. Implications for future 

research will also be indicated. 

Limitations of the Studv 

Several factors must be observed in considering 

the generalizability of the results of this study to 

the larger population. First, the response rate for 

the study was 46%. While this was the approximate 

predicted response rate for the study, there may be 

basic differences inherent between respondents and 

non-respondents which would prohibit generalizabi-

90 
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lity to the population of family therapists. 

However, as seen in the previous chapter, the 

respondents in this study were closely matched in 

terms of demographics with the total population of 

AAMFT clinical members. 

In examining the respondents, it should 

be noted that only three states were not represented 

in this study (Arkansas, Nebraska, and Wyoming). 

From the 1,000 member random sample, only one 

potential subject was provided from Nebraska, and 

no potential subjects were provided from either 

Arkansas or Wyoming. Thus, the respondents can be 

said to be representative of the random sample 

obtained from AAMFT. 

Of the 47 states which were represented, a mean 

of 53% of potential subjects from each state 

responded to the survey. In examining the states 

individually, the percentages ranged from 33 to 100% 

per state, indicating that no state was highly 

underrepresented. These findings indicate that 

geographically, respondents are again representative 

of the larger sample, although the results may not 

be generalizable to the overall population of family 

therapists. 

The study sampled only clinical members of the 

American Association for Marriage and Family 

Therapists. The members of this sample are cjuite 
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homogeneous in comparison to the general population. 

Ninety-six percent of the sample were Caucasian, and 

a majority held Ph.D. degrees. However, this study 

attempted only to examine the attitudes of this 

specific population. A comparison with other mental 

health professionals could expand the results 

obtained through this study. It should also be 

pointed out that although a number of professional 

affiliations were represented in this study, there 

was great homogeneity between these groups in terms 

of attitudes. Thus, comparing across professions 

may yield similar findings. 

While subjects in this study had significantly 

more contact with both homosexuals and PWAs than did 

those of the pilot study, high degrees of contact 

with PWAs were not the norm. For example, 68% of 

the sample reported no AIDS cases in their current 

practice. Contact with homosexuals, both as clients 

and as friends, was much more common. Thus, 

findings regarding contact should be viewed with 

some caution. 

This study did not address the sexual 

preference of respondents. Due to the sensitive 

nature of items included in the scale, as well as 

the necessary complexity of questions related to 

sexual preference, it was determined that such an 
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analysis was beyond the scope of this study. 

Research conducted by Gold-Neil & Dixon (1989) 

addressed this issue through an extensive list of 

items related to reported sexual preference as well 

as previous sexual experiences. It was believed 

that to preserve the efficiency of the current 

scale, the inclusion of such items was not 

advisable. However, it should be noted that 

therapists' sexual preference could have an impact 

on attitudes toward PWAs and homosexuals, on 

knowledge levels regarding AIDS, and on amount of 

contact with the target population. Such 

information would be a valuable extension of the 

present study. 

While the results of the post hoc factor 

analysis performed by this author on the Gold-Dixon 

ARAS confirmed previous findings by Gold-Neil and 

Dixon (1989) regarding three of the subscales, the 

three remaining subscales did not emerge clearly. 

The scale was initially normed on a more 

heterogeneous college student population. Findings 

of this study indicate the need for further 

assessment of the scale with a variety of 

populations. 

Finally, this study provided no measure of 

previous exposure to educational or training efforts 
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directed at enhancing treatment of PWAs and their 

families. Thus, there is no way to ascertain 

whether some respondents had significantly greater 

experience with such programs, and if so, what 

impact this had on their attitudes. However, the 

study does provide baseline data for the current 

sample regarding knowledge and attitudes toward 

PWAs. This information may provide a model for 

future programs in terms of data which should be 

obtained prior to initiating training aimed at 

enhancing existing attitudes and levels of 

knowledge. 

Discussion of Findings 

Knowledge Regarding AIDS 

Analysis of the first hypothesis in this study 

indicated that knowledge was significantly correlated 

with attitudes toward PWAs. However, knowledge 

alone does not predict less phobic attitudes toward 

PWAs, and a causal relationship between knowledge 

and phobic attitudes toward PWAs cannot be inferred 

from these results. While knowledge is an important 

factor in dealing with PWAs, it should not be viewed 

as sufficient for assuring quality therapeutic care. 

A strong knowledge base, however, may be enhanced by 

a variety of other factors which may all contribute to 

optimal care. 
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As noted by Bateson and Goldsby (1988), human 

beings adapt to the environment through change in 

shared knowledge which is expressed in behavior 

change. In referring to Piaget's (1929) work on 

adaptation, Kahle (1984) stresses that attitudes 

enable individuals to adapt to and function in their 

environment. This adaptation occurs through 

interaction and exchange of new information such 

that the indivdual develops attitudes which enhance 

optimal functioning in a particular environment. 

Thus, actions are guided by attitudes developed 

through interchange with the social context. 

When examined from this perspective, it becomes 

apparent that increased accuracy of knowledge 

regarding AIDS may be integrated into attitudinal 

and behavioral changes in dealing with PWAs. 

Knowledge is thus an integral element in enhancing 

cjuality therapeutic care for PWAs. 

Perhaps as important as actual knowledge are 

therapists' accurate assessments of their own 

knowledge level. Recognizing that one's knowledge 

level is inadequate to deal effectively with PWAs 

may be more therapeutic than assuming a sufficient 

knowledge base. This latter assumption is likely to 

reduce the possibility that therapists will seek 

advanced training and education in the area, and 
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perhaps increase the possibility of providing 

misinformation to clients who are already at risk. 

However, as previously noted, the scores 

regarding self-assessment of knowledge in this study 

were not widely varied. It is suggested that a more 

comprehensive measure of knowledge self-assessment 

could enhance future studies' ability to evaluate 

this issue. It is possible that due to limited 

means of evaluation, an accurate picture of self-

assessment in relation to actual knowledge was not 

obtained. 

Level of Contact 

Contact with PWAs and homosexuals is an area 

which has not been addressed in depth within the 

family therapy literature addressing treatment of 

AIDS cases. The second major hypothesis in this 

study predicted a significant relationship between 

attitudes toward PWAs and level of contact with both 

homosexuals and PWAs. Results indicated that 

contact was significantly related to attitudes of 

family therapists toward PWAs. Therapists who had 

both clients and friends who were homosexual and/or 

PWAs were less likely to express phobic attitudes 

toward PWAs. These results are congruent with 

previous research involving health care providers 

and graduate students in clinical programs who had 
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opportunities to interact with a target population 

of PWAs or homosexuals (Herek, 1984a; Elford, 1987; 

Pleck, et al., 1988; Turner, 1988). 

In studies regarding medical personnel, 

opportunities for contact with PWAs have been found 

to reduce anxiety and to enhance attitudes toward 

patients (Elford, 1987; Pleck, et al., 1988). 

Additionally, Herek (1984a) has recommended positive 

interactions with gays and lesbians as a means of 

altering negative attitudes toward homosexuals. 

Such contact with the target population may 

provide therapists with an awareness and 

understanding of the social milieu surrounding AIDS 

which cannot be obtained through reading, workshops, 

or training efforts which do not incorporate direct 

contact. PWAs and their families have needs which 

are specific to the population. Dealing with these 

needs on a personal level may provide opportunities 

for clinicians to enhance their understanding of the 

client's particular obstacles and resources. 

Theoretical Orientation 

The hypothesis which predicted a significant 

relationship between therapists' theoretical 

orientation and attitudes toward PWAs was not 

supported. It seems apparent from these results 
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that no specific model of therapy is more likely to 

produce or attract therapists with more positive 

attitudes toward the target population. In 

examining the data, a large amount of within-group 

variance was noted. As the mean scores were cjuite 

similar across theoretical orientations, it is clear 

that differences in attitudes toward PWAs are not 

related to therapists' theoretical orientation. 

This finding in fact bodes well for the field, 

as any number of therapeutic orientations are 

potentially useful in providing cjuality care for 

PWAs and their families. Rather than focusing on 

one style of therapy as a panacea for dealing with 

AIDS, a more important research cjuestion would 

concern how the attitudes and knowledge levels of 

therapists across orientations affect the cjuality of 

therapy provided. 

Attitudes toward Homosexuals 

The results of this study regarding attitudes 

toward homosexuals largely confirm previous findings 

which have reported gender differences in such 

attitudes (Herek, 1984a; 1984b; Kite, 1984; Kurdek, 

1988; Page & Yee, 1986). Males were found in this 

study to report greater levels of homophobia in 

general. However, levels of homophobia were greater 
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toward lesbians than toward gay males. As previous 

studies have noted an increase in negative attitudes 

toward gay men subsecjuent to the advent of AIDS, 

these results are somewhat surprising. Future 

research efforts should examine in greater detail 

the impact of gender of both target person and 

respondent on homophobia in the AIDS era. 

Most relevant to this study, however, are the 

findings that levels of knowledge and contact with 

homosexuals and PWAs serve as predictors for less 

phobic attitudes toward both lesbians and gay men. 

The relationship between attitudes toward 

homosexuals and PWAs has been noted by a number of 

earlier researchers (Bouton, et al., 1987; Douglas, et 

al., 1985). These findings further confirm the 

relevance of contact in dealing with PWAs and 

homosexuals. While a causal relationship cannot be 

implied, i.e., there is no way to ascertain whether 

greater contact causes less phobic attitudes, the 

importance of a variety of interactions with the 

target population is suggested. 

It is important to note here that the actual 

range of attitude scores in this study did not 

indicate high levels of phobia toward PWAs or toward 

homosexuals (either gay males or lesbians). For 

example, the maximum possible score on the overall 
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scale (Gold-Dixon ARAS) was 450 points, which would 

indicate the highest possible phobia toward PWAs. 

However, scores on the overall scale in this study 

ranged from 88-361. The mean score for this scale 

was 142, and 60% of respondents scored between 100 

and 165, indicating relatively low levels of phobia 

toward PWAs. Only 10% of the respondents scored 

above 200 on the scale. These scores are 

encouraging, as they indicate that at least for this 

particular group of family therapists, highly phobic 

attitudes toward PWAs do not seem to be the norm. 

Implications for Future Research 

Needs Assessment and Evaluation 

As has been noted, this study did not obtain 

baseline data indicating previous exposure to 

information regarding AIDS or the amount of prior 

training received by the respondents in this area. 

Future research should assess the state of the 

field in terms of training and educational efforts 

which are being provided to family therapists. 

Several programs have been noted which provide some 

type of guidance and support for family therapists 

dealing with AIDS families (Caron, et al., 1988; 

Macklin, 1988). However, no programs to date have 

assessed the level of needs prior to training in 
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order to determine what specific areas of training 

would be most helpful. 

In addition to needs assessment, future 

programs need to more effectively evaluate the 

efficacy of both training and educational efforts. 

The field has been slow to respond with empirical 

research which clarifies directions for subsequent 

programming. Much of the training to this point has 

not been guided by data which indicate deficiencies 

in therapists' ability to deal with PWAs. 

Increased Information and Contact 

The significant correlation between knowledge 

and attitudes gives credence to the importance of 

knowledge in therapeutic care for PWAs and their 

families. Training which expands the knowledge base 

of therapists working with this population is 

essential if optimal care is to be a possibility. 

However, increased knowledge must not be 

regarded as an encompassing solution for the dilemma 

of treating AIDS families. Familiarity with the 

culture and specific problems faced by this 

population, as well as sensitivity to the 

particular emotional and relational needs of PWAs, 

do not derive wholly from factual knowledge. 

Studies dealing with both the medical profession and 

with student populations have indicated that 

personal contact with PWAs and homosexuals enhances 
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attitudes and comfort level with the target 

population (Elford, 1987; Pleck, et al., 1988; 

Turner, 1988). 

As previously discussed, attitudes become 

increasingly complex as individuals interact with 

the target of the attitude. The successful 

integration of contact and increased levels of 

information may enhance family therapists' ability 

to effectively deal with PWAs and their families. 

Program Development and Implementation 

In light of the findings reported regarding 

contact and knowledge, family therapy training 

programs which successfully address the challenge of 

working with PWAs will include educational efforts 

in the areas of sexuality, health issues relating to 

AIDS, and relational issues specific to this 

population. Additionally, contact with the target 

population as part of training will be an important 

aspect of preparing student clinicians for this 

role. 

Future programs which have as their goal the 

enhancement of family therapists' abilities to work 

successfully with PWAs and their families will need 

to orient curriculum and program objectives in this 

direction. These findings, as well as results of 

earlier studies, indicate the need for both increases 
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in objective knowledge and in levels of contact with 

the target population. AAMFT accredited programs 

are now required to offer course content in Human 

Sexuality, either as part of another course or as a 

separate course. These course offerings provide an 

opportunity to address the issues of AIDS and 

homosexuality in a direct manner. Course curricula 

should combine current information regarding AIDS 

with opportunities to interact with both homosexuals 

and PWAs. Suggestions include panel discussions 

regarding homosexual lifestyles (provided by 

homosexuals who are willing to speak in this type of 

format), PWAs and family members as guest speakers, 

and small group interactions involving clinical 

graduate students and members of the target 

population. 

In order to enhance the effectiveness and 

value of such programs, pre- and post-tests should 

be implemented in connection with these activities. 

Such evaluation could provide an analysis of the 

levels of knowledge and attitudes toward homosexuals 

and PWAs both prior and subsecjuent to direct contact 

with these individuals. 

Similarly, workshop leaders in the areas of 

AIDS and family therapy need to consider the impact 

of both knowledge and actual contact experiences in 
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enhancing the effectiveness of their programs. As 

noted by Herek (1984a), positive interactions with 

homosexuals are suggested as a means for enhancing 

attitudes. "Positive" interactions are never a 

given in a classroom or workshop setting, 

particularly when the target group consists of 

socially stigmatized individuals. However, the 

instructor or workshop leader's responsibility 

includes providing a context most conducive to such 

positive encounters. Guests representing the target 

population should be carefully chosen, with an 

emphasis on providing an experience which can 

expand, rather than limit the participants' view of 

the subculture. 

In classroom instruction, workshops, and 

clinical training, pre- and post-evaluation are 

important in determining the specific types of 

contact opportunities and knowledge provision which 

are most effective in enhancing professionals' 

attitudes and knowledge base. Effective evaluation 

will enhance the credibility of programs and will 

indicate target directions for future program 

development. 

Family Therapy Research 

Educational and training programs are not the 

only areas which reciuire evaluation. Family therapy 
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efficacy research is also important in assessing 

the ability of family therapists to deal with the 

particular challenges faced by PWAs and their 

families. A variety of methodologies must be 

employed, as this is a sensitive area in which 

clients may be averse to traditional methods of data 

collection. Ethnographic and process research can 

provide information which may enhance the ability of 

clinicians to make a difference in the therapy room. 

It will also be important for future research 

to compare family therapists with health care 

workers in terms of attitudes, as the types of 

services provided are cjuite different and may 

recjuire a different perspective in terms of 

attitudes. The potential health risks inherent in 

providing medical treatment may have a negative 

impact on attitudes. For example, drawing blood and 

dealing directly with bodily fluids as an integral 

part of one's job may increase the fear associated 

with treating PWAs. As previously indicated, such 

negative attitudes have disturbing effects on the 

quality of care provided (Kelly, et al., 1988). 

Family therapists are unlikely to provide services 

which invoke health risks, and thus may be less 

inclined to develop or report highly phobic 
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attitudes. However, it will be important for future 

studies to examine the contrast between the two 

fields, as family therapists may in fact be 

susceptible to similar sorts of negative attitudes 

and stereotypes as those which influence the medical 

profession. 

The response to AIDS is necessarily a 

multidisciplinary one. While health care workers 

provide basic physical care for PWAs, family 

therapists provide an intensely personal, and often 

emotionally charged service for these families and 

individuals. This type of treatment demands that 

professionals maintain an awareness of factors which 

may inhibit their abilities to provide quality care. 

Lack of knowledge is a serious problem; however, it 

is a problem which can be addressed in a fairly 

straightforward manner. Attitudes represent a much 

less concrete arena in which to work. Future 

research needs to carefully evaluate the state of 

current attitudes in the area of AIDS, and from 

there, determine the types of intervention which may 

be most successful in modifying negative, homophobic 

or AIDSphobic attitudes. 

While not all researchers concur that behaviors 

are directly related to attitudes, the classic 

definitions of attitudes have included a tendency to 
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behave in particular ways (Allport, 1935; Campbell, 

1950). As observed by Kahle (1984), a primary 

motivation for examining attitudes is the 

possibility of learning something about behaviors 

which may derive from those attitudes. Through the 

modification of negative attitudes toward this 

target population, it is anticipated that more 

functional, and thus more therapeutic, behaviors 

would become a part of the family therapist's 

repertoire. 

Extent of Involvement 
by Family Therapists 

It should be noted that while the numbers of 

AIDS cases continue to increase rapidly, there is 

still a somewhat low base rate of such cases in 

relation to the overall population. In other words, 

there may be such small actual numbers of AIDS cases 

in a particular area that many family therapists 

never encounter clients who have been diagnosed with 

AIDS. 

AIDS currently receives a great deal of 

publicity; however, certainly the actual numbers of 

patients with other terminal or chronic illnesses 

are much higher. Thus, family therapists may be 

less likely to encounter AIDS cases than those 

involving other serious illnesses. The potential 
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for seeing large numbers of AIDS cases is also 

higher in major metropolitan areas where the 

incidence of AIDS is higher than in less densely 

populated areas. 

However, while the numbers of PWAs are not 

extremely high in relation to the general 

population, this group of individuals has specific 

and often dramatic needs for therapeutic services. 

Thus, the percentage of PWAs presenting for therapy 

may in fact become surprisingly high. As family 

therapists begin to be confronted with increased 

numbers of AIDS cases in their practice, replication 

of this study may provide an important measure of 

changing behaviors and attitudes among therapists. 

Conclusions 

The field of family therapy has a significant 

challenge in facing the AIDS crisis. Training 

programs must be influenced and curriculum shaped by 

findings such as these which direct efforts toward 

the most potentially impactful areas. 

AIDS is a disease which affects the larger 

system of the PWA in a variety of dramatic ways. In 

treating PWAs and their families, clinicians may 

gain a greater understanding of the manner in which 

terminal or chronic illnesses impact on the system. 
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The awareness derived from treating the PWA within 

the context of family members, lovers, friends, and 

a potentially hostile social climate may in fact 

provide opportunities for therapists to develop 

further their abilities to treat clients with other 

terminal or chronic illnesses. As some similarities 

are likely in terms of the emotional and relational 

impact of a debilitating disease, therapists may be 

able to integrate their previous experience in 

dealing with terminally ill clients into therapeutic 

work with PWAs. 

This study has highlighted significant 

implications and directions for future research and 

training programs to enhance family therapy's 

ability to help families in the current AIDS crisis. 

Bateson and Goldsby (1988) observe that "AIDS moves 

along the fault lines of our society and becomes a 

metaphor for understanding that society" (p. 2). An 

examination of those fault lines may lead to increased 

awareness of the stigma which plagues the people 

afflicted with this disease: stigma which reduces 

them in the eyes of society to inferior, unaccepted 

individuals (Goffman, 1963). 

As the field examines its own response to this 

crisis, we would do well to note the harmful and 

prejudicial attitudes which may impact negatively on 
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our ability to deal with our clients. Knowledge of 

our limitations can then become a foundation from 

which to challenge ourselves to learn more and to 

respond in ways which enhance the effectiveness of 

our own and our clients' resources. This challenge 

provides the first step toward a more human, more 

therapeutic response to those suffering from the 

disease and stigma of AIDS. 
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February 10, 1989 

Dear Colleague: 

AIDS (Accjuired Immune Deficiency Syndrome) 
represents perhaps the most challenging crisis 
to face our nation. It has been identified 
as the number one public health threat. The 
epidemic has particular implications for the 
field of family therapy, as family therapists will 
increasingly be called upon to work with persons 
with AIDS (PWA's) and their families. 

The enclosed (questionnaire is an attempt to 
examine attitudes of family therapists toward 
AIDS and PWA's. This (questionnaire will take 
approximately 25 minutes to complete. Your 
participation will be highly beneficial in 
evaluating current attitudes and needs of 
therapists in this area. 

Please complete the survey as soon as possible 
and return it in the enclosed, pre-paid 
envelope. Thank you for your help in this 
endeavor. 

Sincerely, 

Shelley K. Green, Ph.D. Candidate 
Dept. of Human Development and Family Studies 
P.O. Box 4170 
Texas Tech University 
Lubbock, TX 79409-1162 
(806) 742-3000 
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Dear Colleague: 

Thank you for your willingness to participate in this study. This scale is 
an attempt by the researchers to explain attitudes toward persons with AIDS 
as well as attitudes toward persons popularly regarded as being most 
affected by AIDS. As there are some rather sensitive questions included on 
the survey, please be assured that your name will not be included anywhere 
on the questionnaire. Your honesty and cooperation are sincerely 
appreciated. The results will help us better understand the impact of the 
AIDS epidemic on the field of family therapy. 

The questionnaire will take approximately 25 minutes of your time to 
complete. 

Please respond to each item on the scale provided. 

Only your personal opinions are required. 

Please be sure to answer ALL questions. 

THANK YOU FOR YOUR PARTICIPATION IN THIS STUDY. 



L Age (in years) ^^^ 

2. Gender: Female Male 

3. Race or ethnicity: 
^Caucasian 
^Mexican-American 
Asian 
Black .American Indian 

.Other 

4. Highest degree received: 
M.D. 
Ph.D. 
MSW 
.M.S./M.A. 
.Other (please specify). 

5. In what area was degree received? (check only one) 
Education 
Mairiage and Family Therapy .Medicine 

.Nursing 
Psychology 

.Social Woric 

.Other (please specify). 

6. Primary professional identity: (check only one) 
Clergy 
^Marriage and Family Therapist 
M.D. 

.Psychiatrist 

.Psychologist 

.Nurse 

.Social Worker 

.Other (please specify). 

7. Length of time in practice: (in years) 

8. What is your primary theoretical orientation as a family therapist? 
(check only one) 

structural (Minuchin, Montalvo) 
strategic (Haley, Madanes) 
stragegic (Watzlawick, Weakland, Fisch. MRI) 
systemic (Milan Associates) 
.systemic/strategic (Papp, Silverstein, Ackennan Inst) .intergenerational (Bowen) 
.symlxjlic-experiential (Whitaker) 
.experiential (Satir) 
.behavioral (Stuart, Patterson) 
.psychodynamic (Framo, Boszormenyi-Nagy) 
.other (please specify) 



9. Religious affiliation: 
Assembly of God ^Methodist 
^Baptist Metropolitan Comm. Church 
(Catholic Pentecostal 
Church of Christ Presbvterian 
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Disciples of Christ Unitarian 
.Episcopal Other (specify). 
.Jewish None 
Lutheran 

10.1 attend church: 
once a week or more 
ônce a montii 
f̂our times or less a year 
ônly for ceremonies 

never 

IL I consider myself a religious fundamentalist 
yes n̂o 

12.1 have treated a client whom I know to be a homosexual for: 
ône year or less 

more than one year 
Î have not treated homosexual clients 

13.1 have treated a client whom I know to have been diagnosed with AIDS 
for: 

ône year or less 
more than one year 
Î have not treated persons with AIDS 

14.1 have had a personal (non-professional) relationship with someone 
whom I know to be a homosexual for. 

ône year or less 
more than one year 
I have not had a personal relationship with a homosexual 

15.1 have had a personal (non-professional) relationship with someone 
whom I know to have been diagnosed with AIDS for: 

ône year or less 
m̂ore than one year 

16.1 consider my factual knowledge regarding AIDS to be: 
v̂ery comprehensive 

somewhat comprehensive 
adequate 
somewhat lacking 
^minimal 

17. The proportion of my total practice which involves treating PWA's is: 

18. The proportion of my total practice which involves treating homosexuals is: 
%. 
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(;OLb-mXON Alb^ AND RELATED ATTITUDES SCALE (ARAJ;) 

DO NOT PUT YOUR NAME ON THIS FORM 
INSTRUCTIONS: The following items are designed to measure what you think and feel 
about persons with Acquired Immune Deficiency Syndrome (AIDS) and persons commonly 
considered rnost affected by AIDS. Remember your response is anonymous. Do not put your 
name on this form. The best answer to every question is your personal opinion, the amount 
of actual knowledge you have conceming the question is not important in the answering of the 
question. Mark each item according to how much you agree or disagree. If an 
item does not directly apply to you answer it as if it did apply to you. For example, 
for the question - "I would feel disappointed if I learned that my child was homosexual." - if you 
do not have a child you would answer as if you did have a child. Do not skip any items and 
please note that there are questions on both the front and the back of the form. 
Mark each item as carefully and accurately as you can by placing the appropriate number in the 
answer space provided beside each item as foUows: 

6-1 agree strongly 3-1 tend to disagree 
5-1 agree 2 -1 disagree 
4-1 tend to agree 1 -1 disagree strongly 

1. Lesbians should not be allowed to be members of churches or synagogues. 

2. If I learned that my neighbor had AIDS I would feel fearful of catching AIDS because 

of the nearness of my neighbors house to my house. 

3. I would feel comfortable working closely with someone I knew to be a lesbian. 

4. At a party I would feel at ease talking widi a man I knew to be gay. 

5. lamvery muchaftaidtodieofAIDS. 

6. Lesbians are dangerous as teachers because they try to get sexually involved with children. 

7. I would feel uncomfortable if I learned that my male boss was gay. 

8. I would feel uncomfortable if I learned that my child's teacher had AIDS for fear 
my child would get AIDS. 

9. It would not bother me to walk through a section of town I knew to be predominantly 

inhabited by gay men. 

10. It would disgust me to have a person with AIDS over for dinner, y 

11. I would feel uncomfortable if I learned that my female boss was a lesbian. 

12. Because of fear of contagion I would thoroughly clean anything a person with AIDS 

touched while that person was in my home. 
13. It would disturb me to find out that my male doctor was gay. 
14. I dread to think about finding out I have AIDS. 
15. Gay men are dangerous as teachers because they try to get sexually involved with 

children. 

PT.F.ASF n o TO THF. REVFRSF STDF, OF THTS PACE 



1 3 2 

6 -1 agree strongly 3 -1 tend to disagree 
5 -1 agree 2 -1 disagree 
4 -1 tend to agree 1 -1 disagree strongly 

_16. Lesbians should be given social equality. 

_17. Gay men try to play sexually with children if they cannot get an adult partner. 

_18. It would disturb me to find out that my female doctor was a lesbian. 

_19. Gay men should not be denied adoption of children. 

_20. Gay men are a viable part of our society. 

_21. A person who has AIDS is being punished by God. 

_22. Lesbians are a viable part of our society. 

_23. Gay men are committing a sin by being homosexual. 

_24. Lesbians have unusually strong sex drives. 

_25. The thought of death from AIDS never bothers me. 

_26. Intellectually I accept gay men as being equal to heterosexuals but emotionally I 

find them disgusting. 

_27. Gay men are endangering the institution of the family. 

_28. Persons with AIDS should be allowed to organize support groups. 

_29. I would feel nervous being in a group of persons all of whom I knew to have 

AIDS, due to fear of contagion. 

_30. If I saw a person whom I believed had AIDS in a public setting I would feel disgusted. 

_31. A hemophiliac who has AIDS got what he/she deserves, 

_32. I would feel comfortable working closely with someone I knew to be a gay male. 

_33. I would enjoy attending social functions at which I was aware a lesbian was present. 

_34. It would make me angry to be assisted by a sales person whom I knew had AIDS. 

_35. If I saw two women holding hands in public I would feel disgusted. 

_36. I would feel uncomfortable if I learned that my neighbor was a lesbian. 

_37. I fear dying painfiilly from AIDS. 

_38. It would disgust me to drive alone in a car with someone I knew had AIDS. 

_39. I would enjoy attending social functions at which I was aware a gay man was present. 

.40. I would be uncomfortable having someone I knew to have AIDS as an overnight guest 

for fear of catching AIDS. 

_41. At a party I would feel at case talking with a woman I knew to be a lesbian. 

_42. It would bother me to live in the same house with a person with AIDS for fear of 

catching AIDS. 
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6 -1 agree su^ngly 3 -1 tend to disagree 
5 -1 agree 2 -1 disagree 
4-1 tend to agree 1 -1 disagree strongly 

_43. I often think about how shi re really is. 

_44. I would feel uncomfortable if 1 learned that my neighbor was a gay man. 
_45. If my sibling had AIDS it would make me angry for him/her to have contact with my 

children. 

_46. It would not bother me to walk through a section of town I knew to be predominantiy 
inhabited by lesbians. 

_47. I would not spend time with with someone who has AIDS because he/she would be 

avcrsive to me. 

_48. I would be very anxious if there was a child with AIDS in the same school with my child. 

_49. The sexual behavior of lesbians is a social corruption that can cause the downfall of 
civilization. 

_50. Lesbians try to play sexually with children if diey cannot get an adult partner. 
_51. A prostitute who has AIDS got what he/she deserves. 
_52. There is no reason to restrict the places in which gay men are allowed to work. 
_53. Lesbians should not be denied adoption of children. 
_54. Gay men should be free to date whomever they please. 
_55. If my sibling had AIDS it would disgust me. 
.56. All bars where lesbians go should be closed down. 
_57. Gay men should not be allowed to be members of churches or synagogues. 
_58. There is no reason to restrict the places in which lesbians are allowed to work. 
_59. I feel the future holds nothing for me to fear. 
_60. Lesbians are committing a sin by being homosexual. 
.61. It would make me anxious for fear of catching AIDS if I was left alone in a 

room with someone I knew to have AIDS. 
_62. A heterosexual who has AIDS got what he/she deserves. 
_63. Gay men have unusually strong sex drives. 
.64. A person who has AIDS deserves to die. 
.65. The sexual behavior of gay men is a social corruption that can cause the downfall of a 

civilization. 
.66. A person who has AIDS should be quarantined. 
.67. Lesbians should be free to date whomever they please. 
.68. A child with AIDS got what he/she deserves. 
.69. All bars where gay men go should be closed down. 
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6-1 agree strongly 3-1 tend to disagree 
5-1 agree 2-1 disagree 
4-1 tend to agree 1 -1 disagree strongly 

.70. Lesbians are endangering the institution of the family. 

_71. Having AIDS is a sin. 

_72. Gay men should be given social equality. 

__73. A person who has AIDS should be allowed to work as a teacher. 

__74. A person with AIDS should be allowed in public places. 

_75. A gay or lesbian person who has AIDS has gotten what he/she deserves. 
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INSTRUCTIONS: THESE QUESTIONS ARE DESIGNED TO MEASURE YOUR 
KNOWI^F.PfiF CONCERNING AIDS. Circle die number that best answers the question 
according to what you cunentiy know about AIDS. 
PQ NOT CONSIDER YOUR FEELINGS OR OPINIONS WHEN ANSWERING. 

76. Have you ever heard of AIDS? When was the last time you saw, heard, or 
read something about AIDS? 

0-3 days ago 1 
4-7 days ago 2 
8-14 days ago 3 
15-31 days ago 4 
More than 31 days ago 5 
Never heard of AIDS 6 
Don't know 7 

77. Compared to most people, how much would you say you know about 
AIDS? 

A lot 1 
Some 2 
litde 3 
Nothing 4 
Don't know 5 

78 . AIDS is a disease caused by a virus. 
Definitely tme 1 
Probably true 2 
Probably false 3 
Definitely felse 4 
Don't know 5 

79. AIDS can cripple the body's natural protection against disease. 
Definitely true 1 
Probably true 2 
Probably false 3 
Definitely false 4 
Don't know 5 
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80 . AIDS is especially common in older people. 
Definitely true 1 
Probably true 2 

Probably false 3 

Definitely false 4 
Don't know 5 

8 1 . The AIDS virus can damage the brain. 
Definitely true 1 
Probably true 2 
Probably false 3 
Definitely false 4 
Don't know 5 

82 . AIDS usually leads to heart disease. 
Definitely trac 1 
Probably true 2 
Probably false 3 
Definitely false 4 
Don't know 5 

8 3 . AIDS leads to death. 
Definitely true 1 
Probably true 2 
Probably false 3 
Definitely £alse 4 
Don't know 5 

84 . Where do you get most of your information about AIDS? (circle all that 
apply) 

Television 1 

Newspapers 2 

Magazines 3 
Radio 4 
Relatives and fiiends 5 
Brochures/fliers/pamphlets 6 

Doctor/HMO/clinic 7 
Other 8 
Don't know 9 
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85 . Of the sources you just told me, from which one do you get the most 
information? (circle only one) 

Television 1 
Newspapers 2 
Ms^azines 3 
Radio 4 
Relatives and fiiends 5 
Brochures/fliers/pamphlcts 6 
Doctor/HMO/clinic 7 
Other 8 
Don't know 9 

86 . If you wanted more specific information about AIDS, where would you get 
it? 

Doctor/HMO/clinic 1 
Public health department 2 
Library 3 
AIDS hot line 4 
Other 5 
Don't know 6 

87. Which one source would you most likely use? (circle only one) 
Doctor/HMO/clinic 1 
Public health department 2 
Library 3 
AIDS hot line 4 
Other 5 
Don't know 6 

88. A person can be infected by the AIDS antibodies and not have the disease 
AIDS. 

Definitely true 1 
Probably true 2 
Probably false 3 
Definitely false 4 
Don't know 5 
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89. You can tell if people have the AIDS virus just by looking at them. 
Definitely trae 1 
Probably true 2 
Probably false 3 
Definitely fialse 4 
Don't know 5 

90. Any person with the AIDS virus can pass it on to someone else during 
sexual intercourse. 

Definitely tme 1 
Probably true 2 
Probably false 3 
Definitely felse 4 
Don't know 5 

91 . A pregnant woman who has the AIDS virus can give AIDS to her baby. 
Definitely true 1 
Probably true 2 
Probably false 3 
Definitely £Edse 4 
Don't know 5 

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

Definitely trae 1 
Probably trae 2 
Probably false 3 
Definitely false 4 
Don't know 5 

93 . There is no cure for AIDS at present. 
Definitely trae 1 
Probably trae 2 
Probably false 3 
Definitely false 4 
Don't know 5 
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94. H o w LIKELY DO YOU THINK IT IS THAT A PERSON WILL GET THE AIDS 

VIRUS FROM-— 

94a. Receiving a blood transfusion? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

94b. Donating or giving blood? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

94c. Living near a hospital or home for AIDS patients? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5. 
Don't know 6 

94 d. Working near someone with AIDS? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 
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9 4 . H o w LIKELY DO YOU THINK IT IS THAT A PERSON WILL GET THE AIDS 

VIRUS FROM— 

94e. Eating in a restaurant where the cook has AIDS? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

94f. Kissing-with exchange of saliva-a person who has AIDS? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

94g. Shaking hands with or touching someone who has AIDS? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very luilikely 4 
Definitely not possible 5 
Don't know 6 

94h. Sharing plates, forks, or glasses with someone who has AIDS? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Vciyimlikely 4 
Definitely not possible 5 
Don't know 
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94 . HOW UKELY DO YOU THINK IT IS THAT A PERSON WILL GET THE AIDS 
VIRUS FROM— 
94 i. Using public toilets? 

Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

94j. Sharing needles for drug use with someone who has AIDS? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

94k. Kissing on the cheek a person who has AIDS? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

941. Being coughed or sneezed on by someone who has AIDS? 
Very likely 1 
Somewhat likely 2 
Somewhat imlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 
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9 4 . H o w LIKELY DO YOU THINK IT IS THAT A PERSON WILL GET THE AIDS 

VIRUS FROM— 

94m. Attending school with a child who has AIDS? 
Very likely 1 
Somewhat likely 2 
Somewhat imlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

94n. Mosquitoes or other insects? 
Very likely .1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

94o. Pets or animals? 
Very likely 1 
Somewhat likely 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

94p. Having sex with a person who has AIDS? 
Very likely 1 
Somewhat likely ^ 2 
Somewhat unlikely 3 
Very unlikely 4 
Definitely not possible 5 
Don't know 6 

95 . Have you ever heard of a blood test for infection with the AIDS antibodies? 

Yes ^ 
No 2 
Don't know 3 
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96 . Does this test tell whether a person has the disease AIDS? 
Yes 1 
No 2 
Don't know 3 

Never heard of test (no/don't know to q. 95) 4 
97. If a person has a positive blood test for infection with the AIDS 

antibodies, does this mean that he/she can give someone else the AIDS 
virus through sexual intercourse? 

Yes 1 
No 2 
Don't know 3 
Neverheardof test (no/don't know to q. 95) 4 

98 . Have you ever had your blood tested for infection with the AIDS 
antibodies? 

Yes 1 
Yes, in blood donation/transfusion 2 

No 3 
Don't know 4 
Never heard of test (no/don't know to q. 95)) 5 

99 . Have you ever thought about having this blood test? 
Already had test 1 
Yes 2 
No 3 
Don't know 4 
Never heard of test (no/don't know to q. 95) 5 

100. Do you plan to be tested in the next 12 months? 

Yes 1 
No 2 
Don't know 3 
Never heard of test or thought about having test 
(no/don't know to q. 95) 4 
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101. Where would you go to have a blood test for the AIDS antibodies? 
Nowhere/wouldn't take the test 1 
AIDS clinic 2 
Other clinic 3 
Doctor/HMO 4 
Red Cross/blood bank 5 
Other 6 
Don't know 7 

102. Have you donated blood since 1985? 
Yes 1 
No 2 
Don't know 3 

103. Have you ever personally known anyone who had the blood test for the 
AIDS antibodies? 

Yes.... 1 
No 2 
Don't know 3 

104. What are the chances of someone you know getting the AIDS virus? 

High... 1 
Medium 2 
Low 3 
None 4 
Refused 5 
Don't know 6 

1 0 5 . HERE ARE METHODS SOME PEOPLE USE TO PREVENT GETTING THE AIDS 

VIRUS THROUGH SEXUAL ACTIVITY. HOW EFFECTIVE IS-

105a. Using a diaphragm? 
Very effective 1 
Somewhat effective 2 
Not at all effective 3 
Don't know how effective 4 
Don't know method 5 
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105b. Using a condom? 
Very effective 1 
Somewhat effective 2 
Not at all effective 3 
Don't know how effective 4 
Don't know method 5 

105c. Using a spermicidal jelly, foam, or cream? 
Vciy effective 1 
Somewhat effective 2 
Not at all effective 3 
Don't know how effective 4 
Don't know method 5 

105d. Being celibate, that is, not having sex at all? 
Very effective 1 
Somewhat effective 2 
Not at all effective 3 
Don't know how effective 4 
Don't know method 5 

105e. Two people who do not have the AIDS virus having a completely 
monoogamous relationship, that is, having sex only with each 
other. 
Very effective 1 
Somewhat effective 2 
Not at all effective 3 
Don't know how effective 4 
Don't know method 5 

106. Have you ever discussed AIDS with a friend or relative? 
Yes 1 
No 2 
Don't know 3 
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107. When was the last time you discussed AIDS with a friend or . . 
relative? 

0-3 days ago 1 
4-7 days ago 2 
8-14 days ago 3 
15-31 days ago 4 
More than 31 days ago 5 
Never discussed (no/don't know to q. 107) 6 
Don't know 7 

108. Have you ever discussed AIDS with any of your children age 10 to 
17? 

Yes 1 
No 2 
Don't know 3 
No children 10-17 years of age 4 

109. Have your children had any instruction at school about AIDS? 
Yes 1 
No 2 
Don't know 3 
No children 10-17 years of age 4 

110. Have you ever personally known anyone who had the AIDS . . . 
antibodies? 

Yes 1 
No 2 
Don't know 3 

111. Have you ever personally known anyone with AIDS? 

Yes 1 
No 2 
Don't know 3 
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March 23, 1989 

Dear Colleague: 

Recently you received a questionnaire examining 
family therapists' attitudes toward AIDS and 
persons with AIDS. If you have already 
completed and returned this survey, I sincerely 
appreciate your help. If not, please take a few 
moments to complete it now, and return it in the 
envelope provided. 

Your participation will be of great benefit in 
this effort. Thank you for your time. 

Sincerely, 

Shelley K. Green, Ph.D. Candidate 
Dept. of Human Development and Family Studies 
P.O. Box 4170 
Texas Tech University 
Lubbock, TX 79409-1162 
(806) 742-3000 
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Post-Hoc Factor Analysis of 
Gold-Dixon AIDS and Related 

Attitude Scale 

Subscales with Factor Loadings 

Factor #1-The gay/lesbian lifestyle factor (homonegativism) 
_ _ _ _ _ 

Question: Loading 

1. Lesbians should not be allowed to be members 
of churches or synagogues. .36 

16. * Lesbians should be given social equality. .41 
19. Gay men should not be denied adoption of 

children. .58 
20. * Gay men are a viable part of our society. .66 
22. * Lesbians are a viable part of our society. .61 
23. Gay men are committing a sin by being 

homosexual. .80 
27. Gay men are endangering the institution of 

the family. .79 
52. * There is no reason to restrict the places 

in which gay men are allowed to work. .50 
53. * Lesbians should not be denied adoption of 

children. .61 
54. * Gay men should be free to date whomever they 

please. •51 
56. All bars where lesbians go should be closed 

down. •69 
57. Gay men should not be allowed to be members of 

of synagogues. , -46 
58. * There is no reason to restrict the places in 

which lesbians are allowed to work. .53 
60. Lesbians are committing a sin by being 

homosexual. -77 
67. * Lesbians should be free to date whomever they 

please. -, j '̂ ^ 
69. All bars where gay men go should be closed 

down• .o y 
70. Lesbians are endangering the institution of the 

family. -̂ ^ 
72. * Gay men should be given social equality. .57 
* Item is reversed for scoring 
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Factor #2 - The AIDS factor (AIDS Phobia) 

Factor 
Question: Loading 

2. If I learned that my neighbor had AIDS, I would 
feel fearful of catching AIDS because of the 
nearness of my neighbor's house to my house. .45 

8. I would feel uncomfortable if I learned that my 
child's teacher had AIDS for fear my child would 
get AIDS. .72 

10. It would disgust me to have a person with AIDS 
over for dinner. .69 

12. Because of fear of contagion, I would thoroughly 
clean anything a person with AIDS touched while 
that person was in my home. .70 

29. I would feel nervous being in a group of persons 
all of whom I knew to have AIDS, due to fear of 
contagion. .78 

30. If I saw a person whom I believed to have AIDS 
in a public setting I would feel disgusted. .59 

34. It would make me angry to be assisted by a sales 
person whom I knew had AIDS. ^ .70 

38. It would disgust me to drive alone in a car with 
someone I knew had AIDS. .74 

40. I would feel uncomfortable having someone I knew 
to have AIDS as an overnight guest for fear of 
catching AIDS. -78 

42. It would bother me to live in the same house with 
a person with AIDS for fear of catching AIDS. .77 

45. If my sibling had AIDS it would make me angry 
for him/her to have contact with my children. .79 

47. I would not spend time with someone who has AIDS 
because he/she would be aversive to me. .67 

48. I would be very anxious if there was a child with 
AIDS in the same school with my child. .75 

55. If my sibling had AIDS it would disgust me. .67 
61. It would make me anxious for fear of catching 

AIDS if I was left alone in a room with someone 
I knew to have AIDS. ^. ^ 'fl 

66. A person who has AIDS should be quarantined. .68 
73. * A person who has AIDS should be allowed to work 

as a teacher. •̂ '7 
74. * A person with AIDS should be allowed m public 

places. 

* Item is reversed for scoring 

57 
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Factor 3: The morality factor (AIDS and sexual behavior) 

Factor 
Question: Loading 

6. Lesbians are dangerous as teachers because they 
try to get sexually involved with children. N/A 

15. Gay men are dangerous as teachers because they 
try to get sexually involved with children. .37 

17. Gay men play sexually with children if they 
cannot get an adult partner. N/A 

21. A person who has AIDS is being punished by God. N/A 
24. Lesbians have unusually strong sex drives. N/A 
28. * Persons with AIDS should be allowed to organize 

support groups. N/A 
31. A hemophiliac who has AIDS got what he/she 

deserves. N/A 
49. The sexual behavior of lesbians is a social 

corruption that can cause the downfall of 
civilization. N/A 

50. Lesbians try to play sexually with children 
if they cannot get an adult partner. .39 

51. A prostitute who has AIDS got what he/she 
deserves. .36 

62. A heterosexual who has AIDS got what he/she 
deserves. .56 

63. Gay men have unusually strong sex drives. N/A 
64. A person who has AIDS deserves to die. .51 
65. The sexual behavior of gay men is a social 

corruption that can cause the downfall of a 
civilization. N/A 

68. A child with AIDS got what he/she deserves. .43 
71. Having AIDS is a sm. .52 
75. A gay or lesbian person who has AIDS has 

gotten what he/she deserves. .44 

* Item is reversed for scoring 
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Factor 4: The lesbian factor (Homophobia-Lesbian) 

Factor 
Question: Loading 

3. * I would feel comfortable working closely with 
someone I knew to be lesbian. N/A 

11. I would feel uncomfortable if I learned that my 
female boss was a lesbian. N/A 

18. It would disturb me to find out that my female 
doctor was a lesbian. N/A 

33. * I would enjoy attending social functions at which 
I was aware a lesbian was present. .66 

35. If I saw two women holding hands in public I would 
feel disgusted. N/A 

41. * At a party I would feel at ease talking with a 
woman I knew to be a lesbian. .41 

46. * It would not bother me to walk through a section 
of town I knew to be predominantly inhabited by 
lesbians. .35 

Factor 5: The gay factor (Homophobia - gay) 

Factor 
Question: Loading 

4. At a party I would feel at ease talking with a 
man I knew to be gay. .72 

7. I would feel uncomfortable if I learned that my 
male boss was gay. N/A 

9. * It would not bother me to walk through a section 
of town I knew to be predominantly inhabited by 
gay men. .46 

13. It would disturb me to find out that my male 
doctor was gay. N/A 

32. * I would feel comfortable working closely with 
someone I knew to be a gay male. .32 

39. * I would enjoy attending social functions at which 
I was aware a gay man was present. N/A 

44. I would feel uncomfortable if I learned that my 
neighbor was a gay man. N/A 

Factor 6: The death factor (fear of dying) 

Factor 
Question: Loading 

5. I am very much afraid to die of AIDS. .74 
14. I dread to think about finding out I have AIDS. .72 
25! *The thought of death from AIDS never bothers me. .70 
37! I fear dying painfully from AIDS. .80 
43. I often think about who short life really is. .41 
59. *I feel the future holds nothing for me to fear. .34 

* Item is reversed for scoring 




