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ABSTRACT 

This study examined attitudes of psychologists in training 

toward working with persons with AIDS. Clinical and counseling 

psychologists in training (N = 266) from eight different 

psychology graduate programs read one of four possible vignettes 

that described a hypothetical patient. The vignettes were 

identical except that the patient was described as having either 

AIDS or leukemia and his sexual orientation was described as 

being either heterosexual or homosexual. After reading the 

vignette, subjects completed a short scale that measured 

reactions to the hypothetical patient, and then completed a 

measure of AIDS knowledge, a measure of homophobia, and a 

demographic questionnaire. It was expected that subjects who 

rated a vignette describing an AIDS patient would have more 

negative attitudes toward that patient than subjects who rated a 

vignette describing a leukemia patient. It was also expected that 

higher levels of homophobia would be related to more negative 

attitudes toward both the hypothetical AIDS and homosexual 

patients, and that greater AIDS knowledge would be related to 

more positive attitudes toward the AIDS patients. Results of an 

analysis of variance indicated that the subjects who rated a 

vignette describing an AIDS patient were less likely to attend a 

party where he had prepared food and considered him to be more 

more responsible for his illness, to be more deserving of what 

happened to him, and to be more dangerous to others than 
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subjects who rated an identically described leukemia patient. 

However, subjects were more willing to talk to the hypothetical 

AIDS patient than the leukemia patient, and subjects were equally 

willing to accept the hypothetical patient as a psychotherapy 

client regardless of whether he was described as an AIDS patient 

or as a leukemia patient. Problems with the measures of 

homophobia and AIDS knowledge made it difficult to assess the 

relationship between those two variables and attitudes toward 

the hypothetical patients. The results of this study are 

discussed, and implications of these findings for future research 

are presented. 
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CHAPTER I 

INTRODUCTION 

Acquired Immune Deficiency Syndrome (AIDS) has been 

described as the "public health threat of the century." In fact, the 

U.S. Surgeon General has declared it as the nation's number one 

health priority (Nichols & Ostrow, 1984). Recent data provided by 

the Centers for Disease Control (CDC) indicate that in the United 

States through December 31, 1992, there have been 253,448 

reported AIDS cases, and AIDS has resulted in 171,890 (Centers 

for Disease Control, 1993). Therefore, 68% of the reported AIDS 

cases have resulted in death so far. As bleak as these figures 

may seem, the actual number of AIDS cases will grow much 

higher as over 1 million Americans are estimated to be currently 

infected with the human immunodeficiency virus (HIV), the virus 

that causes AIDS (Navarro, 1992). 

The devastating physical manifestations of AIDS are so 

great that AIDS is considered by many to be a concern only for the 

medical field. However, AIDS and HIV infection also take a great 

toll on one's mental health. Being seropositive for HIV or 

receiving a diagnosis of AIDS is often a crushing psychological 

event. Moreover, living with AIDS and its medical and social 

consequences presents a great psychological struggle that is 

often overlooked. Being notified that one is seropositive for HIV 

is strongly associated with an adverse impact on mental health 
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(Kelly & Murphy, 1992). Such notification will often result in a 

short period of shock as the person has a feeling of numbness and 

disbelief that HIV infection has actually happened (Forstein, 

1984; Nichols, 1985). A majority of these individuals who test 

positive for HIV are young (20s and 30s), often just beginning 

their lives as independently functioning adults, and are suddenly 

confronted by the very real possibly of their own death (Christ, 

Wiener, & Moynihan, 1986). 

Following shock, a person with HIV/AIDS frequently enters 

into a period of denial (Barret, 1989; Faulstich, 1987; Forstein, 

1984; Nichols, 1985; Perry & Markowitz, 1986). During this stage 

those with HIV/AIDS remain unreasonably hopeful and positive 

despite the fact that they have been diagnosed with a life-

threatening condition (Perry & Markowitz, 1986). Such massive 

denial in those with HIV and/or AIDS can lead to negative 

consequences for both themselves and for others. Their denial 

may often preclude them from seeking medical attention, or from 

following their prescribed medication plan (Perry & Markowitz. 

1986). Moreover, such denial may lead those with HIV or AIDS to 

return to or increase the behaviors that lead to their infection in 

the first place, putting others at great risk for infection (Barret. 

1989; Batki, 1990; Forstein, 1984; Perry & Markowitz, 1986). 

A diagnosis of AIDS or HIV seropositivity also elicits a full 

range of depressive symptoms (Tross & Hirsch, 1988). Persons 

with AIDS/HIV frequently have a dysphoric mood, anhedonia, and 



feel both hopeless and helpless toward their situation. In 

addition, notification of one's HIV seropositive status or AIDS 

diagnosis also produces many fears. Such fears commonly include 

the fear of death and dying, fear of infecting others, and a fear of 

what is going to happen to them medically. Such fears may lead 

to great depression and anxiety in a person with HIV/AIDS. 

Moreover, these depressive and anxious feelings may also be 

increased by the loss of one's health and sexuality (Batki, 1990: 

Morin, Charles, & May Ion, 1984). 

Once diagnosed with AIDS, there are several reasons that a 

person is likely to have a large loss in self-esteem (Kelly & 

Murphy, 1992; Perry & Markowitz, 1986; Tross & Hirsch, 1988). 

Frequently such a loss in self-worth by a person with AIDS may 

arise out of the strong feeling of guilt and discrimination 

resulting from having an illness that is transmitted primarily 

through sexual behavior or through drug use (Perry & Markowitz, 

1986). In addition, AIDS causes a serious decline in physical 

functioning, and often an altered appearance. These changes, 

combined with the fact that many AIDS patients in the latter 

stages of their illness, may become totally dependent on others 

also seem to lower self-esteem (Nichols, 1985, Tross & Hirsch, 

1988). 

The depression, guilt, and reduced self-esteem among 

persons with AIDS often lead to pronounced suicidal ideation. In 

addition, suicidal ideation is also increased by many AIDS 



patients who have already seen friends die a long debilitating and 

painful death from AIDS and do not wish to go through the same 

drawn out disease process themselves. Moreover, many do not 

wish to be a burden to their family, friends, or lovers, and feel 

that it would be best if they died as soon as possible (Barret. 

1989; Faulstich, 1987; Kelly & Murphy, 1992; Nichols, 1985). 

In summary, a person with AIDS has not only to deal with a 

debilitating physical disease, but also with a pronounced decline 

in mental health as well. The AIDS patient will frequently 

encounter a vast array of emotions from shock, to denial, to 

anger, to guilt, to extreme sadness and anxiety, and even thoughts 

of suicide. 

Besides dealing with the devastating physical and 

psychological effects of AIDS, persons with AIDS or who are 

seropositive for HIV must also endure great prejudice, which 

makes their struggle against the disease even more difficult. In 

an article that appeared in the American Psychologist's special 

issue on AIDS, Herek and Glunt (1988) declared that 

"understanding the AIDS epidemic in the United States requires 

understanding the phenomenon of widespread intensely negative 

reactions to HIV persons" (Herek & Glunt, 1988, p. 886). A large 

source of AIDS-related stigma in the United States results from 

AIDS being socially defined as a disease of already marginalized 

groups. The largest group of those suffering from AIDS has been 

homosexual men, and the disease was initially referred to as GRID 



or gay-related immunodeficiency. In addition, 23% of the present 

AIDS patients were infected as a result of IV drug use, and Blacks 

and Hispanics are also overrepresented among persons with AIDS 

(Centers for Disease Control, 1993). Thus, AIDS has often been 

viewed by society as a disease of IV drug users. Blacks, 

Hispanics, and gay men. Therefore, the stigma attached to the 

disease is "layered upon" the pre-existing stigma and prejudice 

already associated with these groups, especially the homosexual 

men (Herek & Glunt, 1988). 

Because transmission of HIV occurs primarily through 

sexual behavior or IV drug use, those with AIDS or who are 

seropositive for HIV are frequently blamed for causing their 

condition, and as a result, receive little support or understanding. 

As a result of such prejudice, many AIDS patients suffer great 

discrimination, and may often be rejected by their friends and 

families, forced to face the consequences of their disease alone 

(Bing et al., 1990; Dowell, Lo Presto, & Sherman, 1991; Herek & 

Glunt, 1988; Kelly & Murphy, 1992; Triplet & Sugarman, 1987). 

Not only has the great prejudice and social stigma toward 

AIDS patients affected the general public's view of AIDS, but it 

has also influenced the people who are supposed to care for AIDS 

patients (Crawford, Humfleet, Ribordy, Ho, & Vickers, 1991: 

Dowell et al., 1991). Several recent investigations have shown 

that health care providers hold many of these prejudices, as they 

consider AIDS patients as more responsible and deserving of their 



illness, and less deserving of medical care than similarly 

described patients with other diseases (Douglas, Kalman, & 

Kalman, 1985; Kelly, St. Lawrence, Smith, Hood, & Cook, 1987a: 

O'Donnell, O'Donnell, Pleck, Snarey, & Rose, 1987: Royse & Birge, 

1987). 

Although having AIDS or being seropositive for HIV takes a 

great toll on the individual's mental health, often such persons do 

not receive the psychological services they need. AIDS patients 

have repeatedly stressed that although their medical needs are 

being addressed, their psychological needs are not (Morin, 1988; 

Morin et al., 1984). This neglect may be a result of psychologists 

and other mental health providers having negative attitudes 

toward AIDS patients and a reluctance to work with them 

(Crawford et al., 1991; Dow & Knox, 1991; Royse, Dhooper, & 

Hatch, 1987; St. Lawrence, Kelly, Owen, Hogan, & Wilson. 1990). 

St. Lawrence et al. (1990) examined the attitudes that 

licensed psychologists held toward persons with AIDS. The study 

included 126 licensed psychologists with a mean age of 49.3 

years and an average of 18.6 years in professional practice. The 

psychologists were given vignettes of a hypothetical male who 

was suffering health problems due to a disease, and was having 

trouble in coping with his disease. The vignettes were varied 

according to disease (AIDS vs. leukemia) and sexual preference 

(homosexual vs. heterosexual) (St. Lawrence et al., 1990). 



Results indicated that the psychologists held negative 

attitudes toward the hypothetical person with AIDS. They were 

less willing to see the person with AIDS as a patient in their 

practices than the leukemia patient, and viewed the AIDS patient 

as being more responsible for his illness, more dangerous to 

others, more likely to have suicide as the best solution, and more 

deserving of quarantine. In addition, the psychologists were less 

willing to interact socially with a person with AIDS than a person 

with leukemia (St. Lawrence et al., 1990). 

The authors argue that few psychologists outside of AIDS 

epicenters are likely to have had education about AIDS and about 

caring for AIDS patients. Therefore, this lack of knowledge may 

have resulted in the negative attitudes held toward the 

hypothetical AIDS patient (St. Lawrence et al., 1990). Although 

not noted by the authors, the fact that most of the subjects were 

older, had been in professional practice for an average of 18.6 

years, and most likely were out of formal training programs long 

before the beginning of the AIDS epidemic, seems to support this 

hypothesis . 

Using a methodology similar to the St. Lawrence et al. 

(1990) study, Crawford et al. (1991) further examined the degree 

to which clinical and counseling psychologists and clinical social 

workers across the United States prejudicially evaluated persons 

with AIDS. Results showed a significant main effect for disease 

as the subjects were less likely to take on the AIDS patient as a 



client, more likely to refer him to another therapist, and less 

likely to make physical contact with him than the leukemia 

patient. In addition, although they rated the AIDS patient's 

disease as more traumatic, and involving more pain and suffering, 

they also perceived him to be significantly more responsible for 

his illness, less deserving of sympathy, and more dangerous to 

others compared to the patient with leukemia (Crawford et al., 

1991). 

The Crawford et al. (1991) study also examined the effect 

of having received education about AIDS on the dependent 

variables, and found a significant main effect for education. The 

subjects with previous AIDS education were more likely to take 

on the AIDS patient as a client, to be comfortable with him, and 

to make physical contact with him compared to those without any 

previous AIDS education. Moreover, subjects without any 

previous AIDS education were more likely to agree that the AIDS 

patient was dangerous to others, and less likely to view his 

illness as traumatic (Crawford et al., 1991). The study also 

assessed the effect of homophobia, and found that the subjects 

who rated high on a scale of homophobia were less likely to take 

the hypothetical homosexual patient on as a client, were 

uncomfortable in working with him, and were significantly less 

willing to interact with him (Crawford et al., 1991). 

Therefore, this study's findings were similar to that of the 

St. Lawrence et al. (1990) study. Although the psychologists and 
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social workers viewed the AIDS patients as undergoing a 

traumatic and painful experience, they indicated that they were 

less willing accept these patients as psychotherapy clients than 

identically described leukemia patients. In addition, they viewed 

these patients as being more responsible for their illness, more 

dangerous to the general public, and less deserving of sympathy 

than patients with leukemia. An interesting finding in the 

Crawford et al. (1991) study is that those subjects with previous 

AIDS education were less likely to hold such negative attitudes 

towards persons with AIDS. Moreover, the mental health workers 

in the Crawford et al. (1991) study were similar to the ones in 

the St. Lawrence et al. (1990) study as the mean age of the 

subjects was 47.4 years, and they averaged 17.4 years in 

professional practice. Therefore, they had also completed formal 

training long before the beginning of the AIDS epidemic and were 

less likely to have received AIDS education. 

An extended literature review can be found in Appendix A. 

The extended review of the literature more thoroughly describes 

the medical and psychological complications of AIDS. In addition, 

the extended literature review includes a more detailed 

description of the research studies that have examined the 

prejudicial attitudes toward persons with HIV/AIDS that are held 

by the general public, health care workers, and mental health 

workers. Finally, the extended review of the literature examines 



studies that have investigated the effects of AIDS education on 

decreasing negative attitudes toward persons with AIDS. 

Rationale for Present Study 

From a review of the literature, it seems apparent that 

persons with HIV/AIDS need help with psychological as well as 

medical problems. Although psychologists could play a great role 

in meeting such a need, research shows that many psychologists 

are reluctant to do so. The few research studies indicate that 

psychologists and mental health workers are less likely to accept 

persons with AIDS as clients, and often view these patients as 

being more responsible for their illness and less deserving of 

sympathy than patients with other terminal illnesses. Although 

the literature in this area is still in its early stages, such 

negative attitudes toward persons with AIDS/HIV by mental 

health workers, as well as health care workers and the general 

public appear to be quite problematic. 

However, a recent study did show that psychologists who 

had previous AIDS education were more likely to work with 

persons with AIDS and less likely to hold negative attitudes 

toward them (Crawford et al., 1991). Moreover, the studies that 

have examined the attitudes of psychologists and mental health 

workers towards persons with HIV/AIDS have used as subjects 

professionals who have been out of formal training programs for 

over 15 years, and therefore are less likely to have received as 
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much education on HIV/AIDS as psychologists who are either in 

training or have recently completed it. Psychologists and mental 

health workers who are presently in training are more likely to 

have been exposed to some AIDS education and may be more likely 

to have known or worked with a person with HIV/AIDS than a 

psychologist who completed formal training many years before 

the beginning of the AIDS epidemic. 

Therefore, this study will examine to what degree clinical 

and counseling psychologists in training are willing to work with 

persons with AIDS. This study will use vignettes similar to the 

ones used by St. Lawrence et al. (1990), and will compare the 

effects of type of disease the client has (AIDS vs. leukemia) and 

the client's sexual preference (heterosexual vs. homosexual) on 

willingness to accept a hypothetical psychotherapy client. In 

addition, an AIDS/HIV knowledge scale will be given to all 

subjects to measure effects of AIDS/HIV knowledge on attitudes 

toward persons with AIDS. Also, all subjects will complete a 

homophobia scale to examine effects of negative attitudes 

toward homosexuals on willingness to accept the hypothetical 

c l ient . 

Hypotheses 

1. Subjects will be shown to hold more negative attitudes 

toward the hypothetical AIDS clients than the hypothetical 

leukemia clients. 
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2. Subjects with greater homophobia will hold more 

negative attitudes toward AIDS clients and homosexual clients 

than subjects with less homophobia. 

3. Subjects with greater AIDS knowledge will hold more 

positive attitudes toward the hypothetical AIDS patient than 

subjects with lower AIDS knowledge. 
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CHAPTER 11 

METHODS 

Subjects 

All 266 subjects were graduate students enrolled in 

doctoral programs in either clinical or counseling psychology. 

The subjects were recruited from several graduate psychology 

programs located at universities throughout the country. The 

universities included Texas Tech University, Oklahoma State 

University, the University of Oklahoma, the University of Illinois-

Champaign, the University of Notre Dame, George Mason 

University, Nova University, and the University of Missouri-

Columbia. Participation by the subjects was strictly voluntary, 

and the subjects received no compensation for their participation. 

Procedure 

Participants received an experimental packet in their 

departmental mailbox. Each packet included a cover letter 

explaining that they were being asked to participate in a study of 

how therapists deal with different treatment issues and that all 

information collected would remain confidential. Each subject 

also received a case vignette to read, three scales, and a 

demographic information questionnaire (included in Appendix B) 

to complete. One scale measured attitudes related to the case 
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vignette, one scale measured AIDS knowledge, and one scale 

measured homophobia. 

It was believed that if the subjects read or completed the 

AIDS knowledge scale, homophobia scale, or demographic 

questionnaire before reading the vignette, that they would easily 

realize that this was a study dealing with AIDS attitudes and may 

not have responded as honestly to the questions that related 

directly to the vignette. Therefore, to prevent the subjects from 

determining the purpose of the study by reviewing the AIDS 

knowledge scale, demographic questionnaire and homophobia 

scale before filling out the questions related to the case 

vignette, the measures were enclosed in separate envelopes. The 

case vignette and the scale that measures attitudes related to 

the vignette were enclosed in a sealed envelope labeled "1 . " The 

AIDS knowledge scale, the homophobia scale, and the demographic 

questionnaire were enclosed in a separate envelope labeled "2." 

Subjects were instructed to first open envelope "1 , " to read 

the vignette, and then answer the questions related to it. After 

completing the questions directly related to the vignette that 

were enclosed in envelope "I," the subjects were instructed to 

open envelope "2" and to complete the remaining measures. Upon 

finishing all measures, subjects were instructed to return all 

forms to the main packet, which, depending on the particular 

graduate program, was to be either placed in a faculty member's 

mailbox or sent by US mail directly to the experimenter. 
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Case Vignette 

The vignette that was used in this study was modeled after 

the one originally devised by Kelly et al. (1987a). The vignette 

described an individual named "Mark" who was a college graduate 

and had advanced to a management position in the computer firm 

for which he had worked. He was also described as an outgoing 

person with many interests. However, he had been developing 

recurrent health problems and had recently learned from his 

doctor that he had a terminal illness. His family had been having 

a difficult time dealing with the news of Mark's illness. Initially, 

the illness had drawn his romantic partner closer to him, but as 

time passed, his partner grew distant and was unable to cope 

with Mark's illness. 

The vignettes that the participants received were identical 

except for two aspects: Mark's illness was identified as either 

leukemia or AIDS, and his romantic partner was described as 

either Robert or Roberta. Thus, each participant received one of 

four vignettes: a heterosexual AIDS patent, a homosexual AIDS 

patient, a heterosexual leukemia patient, or a homosexual 

leukemia patient. Each participant read only one vignette, and the 

vignettes were randomly distributed among the participants. 

After reading the vignette, all subjects were instructed to first 

respond to the scales measuring attitudes related to the case 

vignette, then to respond in order to the scale of AIDS knowledge. 
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the measure of homophobia, and the demographic questionnaire. 

The case vignette is included in Appendix B. 

Measures 

Prejudicial Evaluation Scale - Revised (PES-R) 

The Prejudicial Evaluation Scale-Revised is a 6-item scale 

adapted from Kelly et al. (1987a). The original PES constructed 

by Kelly et al. (1987a) was based on previous research assessing 

interpersonal judgments of victims of sexual assaults (Malamut, 

Haber, & Feshback, 1980) as well as reports from AIDS patients 

of the types of prejudice they have encountered. The scale is 

intended to assess prejudiced attitudes toward the hypothetical 

patient described in the vignette. Each item is rated on a 7-point 

Likert-type scale (i.e., 1 = strongly agree, 7 = strongly disagree). 

Lower scores on this scale indicate more positive attitudes 

toward the hypothetical patient. In a pilot study for this 

research project, the scale was administered to 183 

undergraduate students and internal consistency was .66 using 

Cronbach's alpha. The scale had a mean of 13.9 with a standard 

deviation of 6.0. This scale is included in Appendix B. 

Social Interaction Scale-Revised (SIS-R) 

The Social Interaction Scale-Revised (SIS-R) was also 

adapted from Kelly et al. (1987a). This is a 5-item scale that 

describes possible social interaction that might take place with 
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the person described in the vignette. Each item is rated on a 7-

point Likert-type scale (i.e., I = most definitely, 7 = definitely 

not). The lower the score, the more willing the subject is to 

interact with the hypothetical patient. In a pilot study for this 

research project, the scale was administered to 183 

undergraduate students and internal consistency was .90 using 

Cronbach's alpha. The mean was 10.8 with a standard deviation of 

5.5. The full scale can be found in Appendix B. 

Prejudicial Evaluation/Social 
Interaction Scale-Revised 

The PES-R assesses one's prejudiced attitudes toward a 

person with AIDS over a range of areas, while the SIS-R assesses 

one's willingness to interact with that person in different 

situations. Therefore, both the PES-R and the SIS-R measure 

similar attitudes towards AIDS patients. If the PES-R and the 

SIS-R are combined, the scale has an internal consistency of .81 

with the 183 subjects using Cronbach's alpha. Because the 

internal consistency of the PES-R was found to be only .66, the 

PES-R and the SIS-R were combined in this study and treated as 

one scale of prejudicial attitudes to take advantage of its more 

robust internal consistency. Therefore, the inventory used to 

assess attitudes toward the case vignette was the 11-item 

PES/SIS-R, a merger of the PES-R and SIS-R. 
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Index of Homophobia (IHP) 

The Index of Homophobia (IHP) is a 25-item scale developed 

by Hudson and Ricketts (1980). The authors have defined 

homophobia as affective responses, including disgust, fear, anger, 

and discomfort, that individuals may experience in dealing with 

homosexuals. Therefore, the IHP is designed to measure this 

particular dimension of personal anxiety about homosexuals. The 

scale includes items such as "I would feel nervous being in a 

group of homosexuals" and "I would feel comfortable working 

closely with a male homosexual." 

Each item is rated on a 5-point Likert-type scale ranging 

from I = strongly agree to 5 = strongly disagree. The IHP is a 

scale with scores ranging from 0 - 100. The higher one's score, 

the more dread or fear one has of being near homosexuals. The 

IHP has been found to have good reliability, with an alpha 

coefficient of .90 (Hudson & Ricketts, 1980). The scale has also 

shown good construct validity, as the IHP was significantly 

correlated (r = .53) with the Sexual Attitude Survey, which 

measures the extent to which an individual has conservative 

beliefs about the expression of sexuality. In addition, the scale 

has shown good content validity as the items have been shown to 

conform to the author's definition of homophobia (Hudson & 

Ricketts, 1980). A copy of the IHP can be found in Appendix B. 
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AIDS Knowledge Assessment-Revised (AKA-R) 

The final measure that was used is the AIDS Knowledge 

Assessment-Revised (AKA-R). The original AIDS Knowledge 

Assessment (AKA) was a l6-item questionnaire developed by 

Hargraves et al. (1987) to assess hemophiliacs' knowledge of 

AIDS. A revised version, the AKA-R, was developed by Huszti 

(1987) and was designed to be used among the general public. 

Therefore, six items which related specifically to hemophiliacs 

were removed from the AKA by Huszti (1987) and replaced by 

more general questions about AIDS. Each question of the AKA-R 

is followed by several alternative answers. For example, "AIDS 

can be spread by: sexual intercourse, sharing eating utensils, 

touching and hugging, changing dirty diapers, kissing." Each 

alternative answer is rated on a 5-point Likert-type scale 

ranging from 1 = definitely yes to 5 = definitely no. 

Answers to the AKA-R questions are assigned weighted 

scores based on the correctness of the answers. The most 

correct answer receives five points, a response of "Don't Know" is 

given three points, and the most incorrect answer receives one 

point. The total score on the AKA-R can range from 53 to 265, 

with higher scores indicating greater AIDS knowledge. The AKA-

R was administered by Huszti (1987) to undergraduate psychology 

students, and the mean score was found to be 185 with a standard 

deviation of 13. The internal consistency of this measure was 
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found to be adequate with a Cronbach's alpha of .73 (Huszti. 

1987). A copy of the AKA-R can be found in Appendix B. 
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CHAPTER III 

RESULTS 

The results section will present the findings of this study 

in the following order: (a) demographic characteristics of the 

subjects, (b) data analyses used to test the three hypotheses, (c) 

differences among schools, and (d) other supplemental analyses. 

Demographic Characteristics 

Table 1 displays information about the overall response 

rate for the study as well as the response rate associated with 

each graduate school that participated in the research project. A 

total of 572 research packets were distributed to potential 

subjects, and 275 packets were returned. However, nine of the 

packets returned were incomplete. In addition, a cut-off date 

was set after which no packets returned would be used, and two 

packets were received after this date. Therefore, although 277 

packets were returned, only 266 (47%) completed packets were 

returned before the cut-off date and used in this study. The 

response rates among the individual graduate programs that 

participated in the study ranged from 32% to 72%. 

The remaining demographic characteristics are summarized 

in Table 2. The respondents included 82 men (31%) and 184 

women (69%) with a mean age of 28.7 (ranging from 22 to 50 

years). Fifty-two (20%) participants were from counseling 
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Table 1 

Response Rates 

Graduate 

Program 

Texas Tech 

Oklahoma State 

Oklahoma 

Pac kets 

Returned 

Illinois-Champaign 

George Mason 

Notre Dame 

Nova 

Missouri-Columl bia 

37 

21 

19 

3 1 

24 

13 

9 6 

25 

Packets 

Distributed 

58 

40 

30 

47 

40 

18 

300 

39 

Response 

Rate 

64% 

53% 

63% 

66% 

60% 

72% 

32% 

64% 

Total 266 572 47% 
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Table 2 

Subject Demographic Information 

Age 

Years in Graduate Training 

Years Seeing Psychotherapy Clients 

M SD 

28.7 

3.2 

2.4 

5.8 

1.7 

2.4 

Gender 

Male 

Female 

Number of Subiect.s 

82 

184 

Type of Program 

Counseling Psychology 

Clinical Psychology 

52 

2 14 

Received AIDS Education in Graduate School 

Yes 

No 

14 1 

125 

Known Someĉ ne with HIV/AIDS 

Yes 

No 

135 

131 
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psychology doctoral programs, and 214 (80%) were from clinical 

psychology programs. The subjects had an average of 3.2 years of 

graduate training in psychology (ranging from 1 to 9 years) and 

had been seeing psychotherapy clients for an average of 2.4 years 

(ranging from 0 to 20 years). When asked whether they had 

received any AIDS education while in graduate school, 141 (53%) 

subjects reported that they had received such training. In 

addition, 135 (51%) subjects reported that they had known 

someone with HIV/AIDS, and 44 (17%) subjects stated that they 

had seen a psychotherapy client who had HIV/AIDS. 

Tests of the Hypotheses 

Hypothesis I 

The first hypothesis stated that the subjects would be less 

likely to take on the hypothetical AIDS clients than the 

hypothetical leukemia clients, have less sympathy for them, and 

hold them more responsible for their illness. Therefore, subjects 

were expected to have more negative attitudes toward the 

hypothetical AIDS clients than the hypothetical leukemia clients. 

The experimental design used to test the first hypothesis was a 

2 x 2 x 2 analysis of variance (ANOVA) with disease (AIDS vs. 

leukemia), sexual orientation (homosexual vs. heterosexual) and 

gender of subject (male vs. female) as the independent variables 

and the PES/SIS-R as the dependent variable. 
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No significant differences were found for sexual orientation 

or gender, and there were no significant interactions (see Table 

3). However, there was a significant main effect for disease, 

F(l, 258) = 28.49, p<.0001. Subjects who rated a vignette in 

which the hypothetical patient had AIDS had higher scores on the 

PES/SIS-R, M= 20.19, SD = 5.94, than subjects who rated a 

vignette where the hypothetical patient had leukemia, M = 16.70, 

SD = 4.59. Therefore, the first hypothesis was confirmed as the 

significantly higher PES/SIS-R scores for the subjects rating a 

hypothetical AIDS patient on the PES/SIS-R demonstrate less 

positive attitudes among these subjects than for subjects rating 

a hypothetical leukemia patient. 

To determine which items of the PES/SIS-R were 

significantly different across the different experimental 

conditions, ANOVAs were performed for each item, with sexual 

orientation, disease, and gender of subject again used as the 

independent variables. The means for the individual items of the 

PES/SIS-R that showed significant differences for the two 

disease groups can be found in Table 4. 

A significant effect for disease, F(l, 258) = 154.21, p<.0001 

was found on the first item of the scale, "Mark is responsible for 

his illness." Those subjects rating the AIDS vignettes again had 

significantly higher scores, M = 3.11, SD = 1.58 than the subjects 

who rated the leukemia vignettes, M = 1-25, SD = 4.59. The higher 

mean on this item indicates greater agreement with the 
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Table 3 

Analysis of Variance of PES/SIS-R Scores 

Source df MS 

Orientation (0) 

Disease (D) 

Gender (G) 

O x D 

O x G 

D x G 

O x D x G 

Error 258 

1.94 

807.31 

74.87 

77.54 

38.15 

1.95 

49.47 

28.33 

0.07 

28.49* 

2.64 

2.74 

1.35 

0.07 

1.75 

£<.0001 
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Table 4 

Mean Ratings on Items of the PES/SIS-R that Showed Statistically Significant 
Differences Based on the Type of Disease 

3. Deserves what 

5. Dangerous to 

6. Deserves best 

Disease 

AIDS Leukemia 

Item M SD M SD 

1. Responsible for 

illness 3.11 1.58 1.25 0.69 154.21 

has happened 1.45 0.91 1.23 0.76 4.67 

others 2.92 1.65 1.36 0.69 102.66 

medical care 1.33 0.88 1.61 1.29 4.13 

8. Willing to strike 

up a conversation 1.61 0.71 1.84 0.92 5.55 

10.Attend party where 

Mark prepared food 2.17 1.24 1.59 0.80 21.19' 

Note: For items 1, 3, 5 higher means indicate greater agreement; 
for items 6, 8, 10 lower means indicate greater agreement 

*p<.05; **p<.0001 
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statement, "Mark is responsible for his illness." Therefore, the 

hypothetical patients with AIDS were rated as significantly more 

responsible for their illness than the hypothetical leukemia 

pa t ien ts . 

A significant effect for disease, F(l, 258) = 4.67, p<.05 was 

also found on the third item of the PES/SIS-R, "Mark deserves 

what has happened to him." Subjects who rated an AIDS vignette 

had higher scores on this item, M = 145, SD = 0.91, than subjects 

who rated a leukemia vignette, M = 123, SD = 0.76. The 

significantly higher mean indicates that the subjects rated the 

hypothetical AIDS patients as more deserving of what happened to 

them than the hypothetical leukemia patients. 

The fifth item, "Mark is dangerous to other people" was also 

found to have a significant main effect for disease, F(l . 258) = 

102.66, p<.0001. Higher scores corresponded to greater 

agreement with the item. Therefore, subjects who believed they 

were rating an AIDS patient, M = 2.92, SD = 1.65, considered Mark 

to be more dangerous to other people than did subjects who 

believed they were rating a leukemia patient, M = 1-36, SD = 0.69. 

A significant main effect for disease, F(l, 258) = 4.13, 

P<.05, was found on the sixth item of the PESSIS-R, "Mark 

deserves the best medical care possible." However, the direction 

was opposite of what was expected. On this item, lower scores 

indicate greater agreement with the statement. The mean of 

subjects rating the leukemia vignettes, M = \.6\, SD = 1.29, was 
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higher on this item than the mean for subjects rating the AIDS 

vignettes, M = 1.33, SD = 0.88. Such a result indicates that the 

subjects reading an AIDS vignette more strongly viewed Mark as 

being deserving of quality medical care than did those reading a 

leukemia vignette. 

The ANOVA that examined differences in the PES/SIS-R 

total score across different levels of sexual orientation, disease, 

and gender of the subject produced no significant interactions. 

However, when ANOVAs were performed for each item of the 

PES/SIS-R, a significant interaction between sexual orientation 

and disease, F(l , 258) = 5.56, p<.05, was found for the seventh 

item, "Would you be willing to take on Mark as a Psychotherapy 

Client?" Tukey's procedure for multiple comparisons between 

means (Hinkle, Wiersma, & Jurs, 1988) was used to examine 

differences between responses on this item across the four 

possible combinations of sexual orientation and disease. 

Results of the Tukey comparisons showed that there was a 

significant difference in the means between the subjects who 

rated the vignette depicting Mark as a heterosexual leukemia 

patient, M = 1-81, SD = 0.73, and those who rated the vignette 

describing Mark as a heterosexual AIDS patient, M. = 148, SD = 

0.70. Mean scores on this item across the four possible 

combinations of sexual orientation and disease are shown in 

Table 5. Because lower scores indicate a greater willingness to 

take the hypothetical patient on as a psychotherapy client, this 
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Table 5 

Mean Scores on the Seventh Item of the PES/SIS-R, "Would You Be 
Willing to Take on Mark as a Psychotherapy Client?" Across the 
Four Possible Combinations of Sexual Orientation and Disease. 

Vignette Combination M SD 

1. Homosexual X AIDS 1.66 0.71 

2. Heterosexual x AIDS 1.48 0.70 

3. Homosexual x leukemia 1.57 0.79 

4. Heterosexual x leukemia 1.81 0.73 
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significant difference indicates that the subjects who believed 

Mark to be a heterosexual AIDS patient were significantly more 

willing to accept him as a psychotherapy client than the subjects 

who believed he was a heterosexual leukemia client. 

Analysis of the eighth item, "If you met Mark would you be 

willing to strike up a conversation with him?" resulted in 

significant main effects for disease, F(l, 258) = 5.55, p<.05, and 

gender, F(l,2 85) = 5.32, p<.05. Lower scores on this item 

indicated a greater willingness to "strike up a conversation" with 

Mark. Subjects who were told Mark was an AIDS patient had a 

lower mean, M = 1.61, SD = 0.71, than subjects who were told 

Mark was a leukemia patient, M = 1-84, SD = 0.92. Therefore, 

subjects who were told that Mark was an AIDS patient were more 

willing to talk with Mark than subjects who were told he was a 

leukemia patient. The female subjects, M = 1-65, SD = 0.77 were 

significantly more willing to speak with Mark than the male 

subjects, M = 1-88, SD = 0.93, independent of the disease or sexual 

orientation of Mark. 

Both a significant main effect for disease, F(l, 258) = 

21.19, p<.000l, and a significant interaction between disease and 

orientation, F(l , 258) = 4.01, p<.05, were found for the tenth item 

of the PES/SIS-R, "Would you attend a party where Mark was 

preparing food?" The main effect for disease was stronger than 

the interaction and indicated that the subjects who were told 

that Mark was an AIDS patient were less willing to attend a party 
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in which Mark had prepared food, M = 2.17, SD = 1.24, than the 

subjects who were told that Mark was a leukemia patient, M = 

1.59, SD = 0.80. Lower scores for this item corresponded to a 

greater willingness to attend the party. 

Due to the significant disease by orientation interaction, 

Tukey's procedure (Hinkle et al., 1988) was used to examine the 

differences between the means on this item for the four possible 

vignette conditions. Subjects who were told that Mark was a 

homosexual AIDS patient were significantly less willing to 

attend a party where Mark was preparing food, M = 2.37, SD = 

1.33, than subjects who were told that Mark was either a 

homosexual leukemia patient, M = 1-53, SD = 0.79, or a 

heterosexual leukemia patient, M = 1-66, SD = 0.80. Mean scores 

on this item across the four possible combinations of sexual 

orientation and disease are shown in Table 6. 

As the above results indicate, the psychologists in training 

sampled in this study considered the hypothetical AIDS patients 

to be more responsible for their illness, more deserving of what 

happened to them, more dangerous to others, more deserving of 

good medical care, more likely to be spoken to, and more likely to 

cause others to not attend a party where they had prepared food 

than the hypothetical leukemia patients. Therefore, in six of the 

eleven areas addressed by the PES/SIS-R, the AIDS patients 

provoked significantly different responses than the identically 

described leukemia patients. Overall, although the 
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Table 6 

Mean Scores on the Tenth Item of the PES/SIS-R, "Would You 
Attend a Party Where Mark was Preparing Food?" Across the Four 
Possible Combinations of Sexual Orientation and Disease. 

Vignette Combination M SD 

1. Homosexual X AIDS 2.37 1.33 

2. Heterosexual x AIDS 1.99 1.13 

3. Homosexual x leukemia 1.53 0.79 

4. Heterosexual x leukemia 1.66 0.80 
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subjects were more likely to talk to the AIDS patients and to 

understand their need for medical care than the leukemia 

patients, they considered them more responsible for and 

deserving of their illness and more dangerous to others than the 

leukemia pafients. Thus, the first hypothesis was confirmed. 

Hypothesis II 

The second hypothesis stated that subjects with greater 

homophobia would have more negative attitudes toward AIDS 

clients and homosexual clients than subjects with less 

homophobia. To test this hypothesis. Pearson product-moment 

correlations were used to assess the relationship between level 

of homophobia, as measured by scores on the IHP, and attitudes 

toward the hypothetical patient, as measured by scores on the 

PES/SIS-R. 

A Pearson product-moment correlation assessed the 

relationship between scores on the IHP and PES/SIS-R among 

those subjects who rated a vignette in which Mark was described 

as an AIDS patient. There was a significant positive correlation 

between the PES/SIS-R and the IHP, r = .54, p<.0001. There was 

also a significant positive correlation between the PES/SIS-R and 

the IHP among subjects who rated a leukemia vignette, r = .24, 

p<.05. However, the correlation between the PES/SIS-R and IHP 

among subjects who rated an AIDS vignette was found to be 
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significantly greater than the correlation among those who rated 

the leukemia vignette, z = 2.90, p<.01. 

The relationship between homophobia and attitudes toward 

the hypothencal AIDS patient was significant regardless of 

gender. There was no significant difference, z = 0.84, p>.05 

among the correlations between the IHP and PES/SIS-R for the 

male subjects who rated an AIDS vignette, r = .60, p<.0001, and 

the female subjects who rated an AIDS vignette, r = .49, p<.0001. 

Therefore, there is an overall significant relationship between 

higher levels of homophobia and more negative attitudes toward 

the hypothetical AIDS patient. 

A Pearson product-moment correlation assessed the 

relationship between scores on the IHP and PES/SIS-R among 

those subjects who rated a vignette in which Mark's sexual 

orientation was homosexual. There was a significant positive 

correlation between the IHP and the PES/SIS-R, r = .29. p<.001. 

There was also a significant positive correlation between the 

PES/SIS-R and the IHP among subjects who rated a vignette in 

which Mark's sexual orientation was heterosexual, r = .42, 

P<.000l. However, there was no significant difference, z = -1.20, 

p>.05 among the correlations between the IHP and PES/SIS-R 

among those who rated a homosexual vignette, and those who 

rated a heterosexual vignette. 

The relationship between the IHP and the PES/SIS-R among 

those who rated a vignette in which Mark was described as a 
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homosexual was significant regardless of gender. There was no 

significant difference, z = 1.31, p>.05 among the correlations 

between the IHP and PES/SIS-R for the male subjects who rated a 

homosexual vignette, r = .44, p<.05, and the female subjects who 

rated a homosexual vignette, r = .22, p<.05. Moreover, there was 

no significant difference, z = 0.00, p>.05 among correlations 

between the IHP and the PES/SIS-R among men who rated a 

heterosexual vignette, r = .44, p<.0001 and women who rated a 

heterosexual vignette, r = .44, p<.0001. Therefore, although there 

is a significant relation between high levels of homophobia and 

more negative attitudes toward the hypothetical patient whose 

sexual orientation was described as homosexual, there is also a 

significant relationship between high levels of homophobia and 

attitudes toward the hypothetical patient whose sexual 

orientation was described as heterosexual. 

As the positive correlations between the IHP and PES/SIS-R 

for both the hypothetical AIDS patients and the hypothetical 

homosexual patients were significant, these results partially 

support the second hypothesis. Higher levels of homophobia were 

definitely related to more negative attitudes toward the 

hypothetical AIDS patients, supporting the second hypothesis. 

However, higher levels of homophobia resulted in more negative 

attitudes toward both the hypothetical homosexual patients and 

the hypothetical heterosexual patients, a finding that is 

inconsistent with the second part of the second hypothesis. 
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Hypothesis III 

The third hypothesis was that subjects with greater 

HIV/AIDS knowledge would be more willing to accept the AIDS 

patients as psychotherapy clients, would have more sympathy for 

them, and would hold them less responsible for their illness than 

subjects with less AIDS knowledge. Therefore, greater HIV/AIDS 

knowledge was expected to be associated with more positive 

attitudes toward the hypothetical AIDS patients. 

To test the third hypothesis, Pearson product-moment 

correlations were used to assess the relationship between the 

level of AIDS knowledge as measured by the AKA-R and attitudes 

toward the hypothetical AIDS patients as measured by the 

PES/SIS-R. There was a significant negative correlation, 

r = -0.30, p<.00l, between scores on the AKA-R and the PES/SIS-R 

for subjects who were told Mark was an AIDS patient. Therefore, 

there is a significant relationship between greater AIDS 

knowledge and more positive attitudes toward the hypothetical 

AIDS patients. However, while there was a significant negative 

correlation between scores on the AKA-R and PES/SIS-R among 

the female subjects who rated an AIDS vignette, r = -0.41, 

P<.000l, the correlation between the AKA-R and PES/SIS-R 

among the male subjects who rated an AIDS vignette was not 

significant, r = -0.17, p>.05. 

There was also a significant negative correlation between 

scores on the AKA-R and PES/SIS-R among those who rated the 
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leukemia vignette, r = -0.18, p<.05. There was a significant 

negative correlafion between scores on the AKA-R and PES/SIS-R 

among the female subjects who rated a leukemia vignette, 

r = -.22, p<.05, but the correlation between the AKA-R and 

PES/SIS-R among the male subjects who rated a leukemia 

vignette was not significant, r = -0.24, p>.05. Because the 

correlation among the male subjects is actually somewhat 

greater than the female subjects, it appears that the difference 

in their relative significance may be due to a difference in 

sample size (for males n = 36, for females, n = 98). Overall, 

although the correlation between the AKA-R and PES/SIS-R among 

all subjects who rated an AIDS vignette was stronger than the 

correlation between the AKA-R and PES/SIS-R among all subjects 

who rated a leukemia vignette, the two correlations were not 

found to be significantly different from one another, z = -1.03, 

P>.05. 

Therefore, although there is a significant relationship 

between greater AIDS knowledge and more positive attitudes 

towards the hypothetical AIDS patients, this relationship is 

clearly established only for the female subjects. In addition, a 

significant relationship was also found between greater AIDS 

knowledge and more positive attitudes toward the leukemia 

patient, a finding that was not expected. Thus, hypothesis three 

was only partially supported. 
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Differences Among Schools 

To determine if there were any differences in attitudes 

toward the hypothetical patients for subjects from different 

schools, an ANOVA was performed with the PES/SIS-R as the 

dependent variable and the eight different schools as the 

independent variable. The schools were not included as an 

independent variable in the original 2 x 2 x 2 ANOVA as this study 

did not have enough subjects for adequate statistical power 

(Cohen, 1992) to perform a 2 x 2 x 2 x 8 ANOVA. It was important 

to take into account the effect that the different combinations of 

disease and sexual orientation have on the PES/SIS-R. Therefore, 

a separate ANOVA was performed for each of the four vignettes 

that were used in this study. The results for the vignette that 

described a homosexual AIDS client, F(7, 57)= 0.84 , p>.05, a 

heterosexual AIDS client, F(7, 59) = 0.77, p>.05, a homosexual 

leukemia client, F(7, 62) = 0.57, p > .05, and a heterosexual 

leukemia client, F(7, 56) = 0.72, p>.05, were all not significant. 

Therefore, there were no significant differences in attitudes 

toward the hypothetical patients among the eight different 

graduate schools sampled. 

To determine if there were any differences in the level of 

homophobia between the eight schools, an ANOVA was performed 

with the IHP as the dependent variable and the eight different 

schools as the independent variable. Results of this ANOVA were 

significant, F(7, 258) = 3.75, p<.Ol. As a result of the significant 
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main effect, Tukey's procedure (Hinkle et al., 1988) was used to 

examine the differences between the IHP means for the different 

schools. Results indicated that the IHP scores for the subjects 

from the University of Illinois, M = 20.87, SD = 10.24. were 

significantly lower, indicating less homophobia, than the IHP 

scores of subjects from Texas Tech University, M = 36.97. SD = 

12.49, Oklahoma State University, M = 36.76, SD = 18.71, the 

University of Oklahoma, M = 35.21, SD = 17.03, and Nova 

University, M = 33.52, SD = 17.11. Although the IHP scores of 

these four southern universities were significantly higher than 

those from the University of Illinois, it is important to note that 

all scores indicate low levels of homophobia, and are much lower 

than those in the normative sample, M = 53.0 (Hudson & Ricketts, 

1980). 

To determine if there were any differences in the AIDS 

knowledge between the eight schools, an ANOVA was performed 

with the AKA-R as the dependent variable and the eight different 

schools as the independent variable. Results indicated that there 

were no significant differences in the level of AIDS knowledge as 

measured by the AKA-R among the different schools, F(7, 258) = 

1.18, p>.05. 

Other Supplemental Analyses 

In an early study of AIDS attitudes among graduate and 

undergraduate social work students, Royse et al. (1987) found 

40 



that chronological age was significantly related to empathy for 

AIDS patients. Specifically, a higher chronological age was found 

to predict lower ratings of empathy toward persons with AIDS 

(Royse et al., 1987). To determine the extent of the relationship 

between age and attitudes toward the hypothetical AIDS patient 

in the current study, a Pearson product-moment correlation was 

completed between the age of subjects and PES/SIS-R scores of 

the subjects who rated an AIDS vignette. The results showed 

that for this sample there was no significant relationship 

between age and attitudes toward the AIDS patients as measured 

by the PES/SIS-R, r = -0.13, p>.05. 

Empirical studies have frequently found more negative 

attitudes toward homosexuals in heterosexual men than in women 

(Herek, 1988). Therefore, to determine if the male subjects in 

this study held higher levels of homophobia, as measured by the 

IHP, an ANOVA was performed with gender of the subject as the 

independent variable, and IHP scores as the dependent variable. 

The results, F(l, 264) = 2.92, p>.05 were not significant. 

Therefore, there was no significant difference in the level of 

homophobia between the male, M = 34.72, SD = 16.69. and female, 

M = 31.04, SD = 15.99, subjects in this study. 

O'Donnell et al. (1987) found that greater contact with AIDS 

patients was associated with lower AIDS "stress" (refer to 

Appendix A for a more thorough description of this study) among 

hospital workers. The current investigation also desired to 
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assess the effect that knowing someone with HlV/AlDS had on 

one's attitudes toward AIDS patients. Therefore, the demographic 

information form used in this study asked the subjects, "Have you 

ever known anyone with HIV/AIDS?," to which the subjects were 

to respond with a "Yes" or "No." Analysis of this item showed that 

overall 135 (51%) subjects indicated that they knew someone 

with HIV/AIDS while 131 (49%) said that they did not know 

anyone with HIV/AIDS. 

An ANOVA was performed to determine whether knowing 

anyone with HIV/AIDS had an effect on the PES/SIS-R scores of 

the 132 subjects who had rated a vignette in which Mark was 

described as having AIDS. Contrary to the O'Donnell et al. (1987) 

study, the results showed that knowing someone with HIV/AIDS 

had no significant effect on attitudes toward the hypothetical 

AIDS patients as measured by the PESSIS-R, F(l, 130) = 3.59, 

p>.05. Therefore, subjects who reported that they knew someone 

with HIV/AIDS did not have significantly different attitudes 

toward the hypothetical AIDS patients, jM = 19.24, SD = 5.99, than 

subjects who reported that they did not know anyone with 

HIV/AIDS, M = 21.20, SD = 5.94. 

The demographic questionnaire also asked subjects, "Have 

you received any education focused on issues of HIV/AIDS during 

your graduate training?" An ANOVA was performed to determine 

if having received AIDS education during graduate school had an 

effect on the PES/SIS-R scores of the 132 subjects who rated a 
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vignette in which Mark was described as having AIDS. The results 

showed that receiving AIDS education during one's graduate 

training did not have a significant effect on attitudes toward the 

hypothetical AIDS patients, F(l, 130) = 1.73, p>.05. Subjects who 

reported that they had received HIV/AIDS education while in 

graduate school did not have significantly different attitudes 

toward the AIDS patients, M = 19.54, SD = 5.75, than subjects who 

reported that they had not received HIV/AIDS education while in 

graduate school, M = 20.91, SD = 6.29. 

In addition, the demographic questionnaire also asked 

subjects, "Have you ever seen a psychotherapy client who had 

HIV/AIDS?" An ANOVA was performed to determine if having 

seen a psychotherapy client with HIV/AIDS would have an effect 

on the PES/SIS-R scores of the 132 subjects who had rated a 

vignette in which Mark was described as having AIDS. The results 

showed that having seen a psychotherapy client with HIV/AIDS 

did not have a significant effect on the attitudes toward the 

hypothetical AIDS patients, F£l, 130) = 1.26, p >.05. 

However, the mean PES/SIS-R score for subjects who 

reported that they had seen a psychotherapy client with 

HIV/AIDS, M = 18.80, SD = 4.95, was lower than the mean for 

those who reported that they had not seen a psychotherapy client 

with HIV/AIDS, M = 20.44, SD = 6.18, indicating a trend for 

subjects who had seen a HIV/AIDS psychotherapy client to have 

more positive atntudes toward the hypothetical AIDS patient 
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than subjects who had not seen a HIV/AIDS psychotherapy client. 

Although 44 subjects reported that they had seen a psychotherapy 

client with HIV/AIDS, only 20 of those subjects rated a vignette 

in which Marie was described as a hypothetical AIDS patient. 

Thus, the nonsignificant finding for the ANOVA may have resulted 

from a lack of statistical power (Cohen, 1992). 
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CHAPTER IV 

DISCUSSION 

This secnon will begin with a discussion of the findings for 

each of the three hypotheses. A discussion of the general 

conclusions and limitations of the present study will follow. 

Finally, recommendations for future research in this area will be 

presented. 

Implications of the Hypothesis Testing 

Hypothesis I 

The first hypothesis predicted that the subjects would be 

less willing to take on the hypothetical AIDS clients than the 

hypothetical leukemia clients, have less sympathy for them, and 

hold them more responsible for their illness. Therefore, subjects 

were predicted to hold more negative attitudes toward the 

hypothetical AIDS clients than the hypothetical leukemia clients. 

The results of this study confirm that the psychologists in 

training held significantly less positive attitudes toward AIDS 

patients than the identically described leukemia patients. The 

subjects in this study considered the hypothetical AIDS patients 

to be more responsible for their illness, to be more deserving of 

what happened to them, and to be more dangerous to others than 

the leukemia patients. In addition, the subjects were also less 

willing to attend a party where the AIDS patients had prepared 
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food. Because the clients in the vignettes were identical except 

for their disease and sexual orientation, and no significant 

differences were found for sexual orientation, the less positive 

attitudes were due to the AIDS diagnosis. Therefore, the results 

of this study were similar to those reported by St Lawrence et al. 

(1990) in examining psychologists' attitudes toward AIDS and by 

Crawford et al. (1991) who examined attitudes toward persons 

with AIDS among mental health workers. 

It should be noted that for one of the variables (deserves 

what has happened) the ratings achieved statistical significance, 

but there was a relatively small difference between the means 

(AIDS, M = 1.45 vs. leukemia, M = 1.23). Thus, although there was 

a significant difference on this item between subjects who rated 

an AIDS vignette and subjects who rated a leukemia vignette, the 

actual differences were quite small and may not be of much 

practical importance. However, for the other items (responsible 

for illness, dangerous to others, attend a party where person with 

AIDS prepared food) the mean differences were substantial and 

are likely to hold both statistical and practical importance. 

In addition, although significant differences were found 

between attitudes toward the hypothetical AIDS patients and 

attitudes toward the hypothetical leukemia patients, the 

attitudes for both were in the positive, more favorable direction. 

The scale that measured responses toward the hypothetical 

patients was a 7-point Likert scale with ratings ranging from 1 
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to 7 with a lower score indicating more positive attitudes toward 

the hypothetical patient. In this study the highest mean for an 

individual item was M = 3.11 obtained by those rating an AIDS 

vignette for "Mark is responsible for his illness." A rating which, 

although significantly more negative then the mean obtained by 

those rating a leukemia vignette, M = 125, is still in the 

favorable direction, below the midpoint of the scale. Previous 

studies that examined psychologists' attitudes toward persons 

with AIDS had similar results. Although the psychologists 

sampled in those studies held significantly less positive 

attitudes toward the hypothetical AIDS patients than toward the 

hypothetical leukemia patients, the scores for all items were in 

the more favorable direction, below the midpoint of the scale 

(Crawford et al., 1991; St. Lawrence et al., 1990). Therefore, one 

cannot conclude that psychologists or psychologists in training 

have negative attitudes toward AIDS patients in general. Rather, 

the results indicate that the subjects' attitudes toward the AIDS 

clients were less favorable than toward the identically described 

leukemia clients. 

These less positive attitudes, although predicted, are still 

disappointing. One rationale for using psychologists in training 

as subjects in this study was that it was believed that since the 

subjects were receiving their graduate training during the AIDS 

epidemic they might have had more access to AIDS education and 

exposure to AIDS patients. As a result, psychologists in training 
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might not show the same pattern of less positive attitudes 

toward persons with AIDS that had been found in other studies 

(Crawford et al., 1991; St. Lawrence et al., 1990). Yet, the 

psychologists in training in this study did demonstrate the same 

patterns of less positive attitudes toward the hypothetical AIDS 

patients than identically described leukemia patients that were 

found in the other studies. 

However, on two items of the scale used to measure 

prejudicial attitudes, the subjects showed more positive 

attitudes toward the AIDS patients. The subjects believed that 

the AIDS patients were significantly more deserving of quality 

medical care than the leukemia patients, a finding that was again 

consistent with past research studies (Crawford et al., 1991; St. 

Lawrence et al., 1990). In addition, the subjects were more 

willing to talk to the hypothetical AIDS patients than to the 

leukemia patients. 

Past research has also demonstrated that psychologists are 

less willing to accept AIDS patients as psychotherapy clients 

than identically described leukemia patients (Crawford et al.. 

1991; St Lawrence et al., 1990). Therefore, a major question that 

this study set out to address was whether psychologists in 

training are willing to provide mental health services to 

HIV/AIDS patients. In the present study there was no significant 

difference in response to the item, "Would you be willing to 

accept Mark as a psychotherapy client?" for subjects who rated a 
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vignette describing an AIDS patient and subjects who rated a 

vignette describing a leukemia patient. Therefore, contrary to 

results of previous studies (Crawford et al., 1991; St. Lawrence 

et al., 1990), the subjects in this study were equally willing to 

accept the hypothetical patient as a psychotherapy client 

regardless of whether he was described as an AIDS patient or as a 

leukemia patient. 

Overall, it appears that the psychologists in training 

sampled in this study showed similar patterns of less positive 

attitudes toward persons with AIDS that has been found in 

several analogous studies (Crawford et al., 1991; Douglas et al.. 

1985; Kelly et al., 1987a; Kelly, St. Lawrence, Smith, Hood. & 

Cook, 1987b; Royse & Birge, 1987; St Lawrence et al., 1990). 

Although the subjects understood that the AIDS patients were 

definitely deserving of quality medical care, the AIDS patients 

were considered to be more responsible for their disease, more 

deserving of what happened to them, and more dangerous to 

others than identically described leukemia patients. 

However, it does not appear as if these more negative 

attitudes would manifest themselves behaviorally. As explained 

above, subjects were equally willing to accept Mark as a 

psychotherapy client regardless of whether he was described as 

an AIDS patient or as a leukemia patient. Moreover, if Mark was 

described as heterosexual, the subjects were more willing to 

take him on if he had AIDS than if he had leukemia, a finding that 
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differs from past research (Crawford et al., 1991; St Lawrence et 

al., 1990). Also, subjects who believed Mark to be an AIDS 

patient were more willing to start up a conversation with Mark 

than subjects who believed Mark to be a leukemia patient. 

Finally, there were no significant differences for disease or 

orientation for items such as "Would you be willing to work in the 

same office as Mark," and "Would you attend a party where Mark 

was present?" 

Therefore, although subjects held less positive attitudes 

toward the AIDS clients than the leukemia clients, the subjects 

still indicated that they would interact with the hypothetical 

AIDS clients and take them on as psychotherapy clients. Such a 

finding differs from previous research that showed psychologists 

and mental health workers to both hold less positive attitudes 

toward AIDS clients and to be less willing to interact with them 

or provide mental health services for them than identically 

described leukemia clients. (Crawford et al., 1991; St. Lawrence 

et al., 1990). Thus, it is encouraging to find that the 

psychologists in training sampled were willing to interact with 

the AIDS patients and provide services for them, especially since 

the number of persons with AIDS/HIV continues to increase 

(Centers for Disease Control, 1993). 

One explanation for the finding that the subjects in the 

current study were willing to interact with the hypothetical AIDS 

patients and to take them on as psychotherapy clients may be the 

50 



general increase in AIDS knowledge and awareness over the past 

few years. For example, although it did not have a significant 

effect on the results, 53% of the subjects indicated that they had 

received some form of AIDS education during their years in 

graduate training, and it is possible that more people presently 

realize that it is virtually impossible to become infected with 

HIV through the types of casual contact described in the PES/SIS-

R. Therefore, the subjects in the current study are willing to 

casually interact with and provide mental health services to 

someone with HIV/AIDS. 

Hypothesis II 

The second hypothesis stated that subjects with greater 

homophobia would have more negative attitudes toward AIDS 

patients and homosexual patients than subjects with less 

homophobia. Results initially supported this hypothesis as there 

was a significant correlation between greater homophobia and 

more negative attitudes toward both the hypothetical AIDS 

patients and the hypothetical homosexual patients. However, 

further analysis showed that higher levels of homophobia also 

resulted in more negative attitudes toward both the hypothetical 

leukemia patients and the hypothetical heterosexual patients, and 

these unexpected findings weakened support for this hypothesis. 

Although high homophobia was significantly related to more 

negative attitudes toward both the hypothetical AIDS patients 
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and hypothetical leukemia patients, the relationship between 

homophobia and attitudes toward the AIDS patients was 

significantly greater than the relationship between homophobia 

and the hypothetical leukemia patients. Thus, there is strong 

support for the first part of the hypothesis as high homophobia 

does seem to be strongly related toward more negative attitudes 

toward persons with AIDS. Such a finding does not seem 

surprising considering the strong association between AIDS and 

male homosexuality (Centers for Disease Control, 1993). 

Results of the second part of the hypothesis were more 

puzzling. High homophobia was related to more negative 

attitudes toward both the hypothetical homosexual patients and 

the hypothetical heterosexual patients. Moreover, although not 

significant, high homophobia was more strongly related to 

negative attitudes among subjects who believed the patient to be 

a heterosexual than subjects who believed the patient to be a 

homosexual. Not only is such a finding inconsistent with the 

second part of the second hypothesis but is contrary to the 

purpose of the scale that measured homophobia, as the IHP 

defined homophobia as affective responses including fear, disgust 

and discomfort that individuals may experience in dealing with 

homosexuals (Hudson & Ricketts, 1980). 

One explanation for such a finding is that the scale used to 

measure homophobia lacks discriminating validity. Although a 

previous study that used this scale did find a significant 

52 



relationship between high homophobia and more negative 

attitudes toward a similariy described homosexual patient, only 

subjects who rated a homosexual vignette were given the 

homophobia scale (Crawford et al., 1991). It is possible that 

rather than measuring only attitudes that people may have toward 

homosexuals, the IHP measures attitudes that one may have 

toward people in general. Therefore, one who scores higher on 

this scale might not only hold negative attitudes toward 

homosexuals (homophobia) but may also hold more negative, 

judgmental attitudes toward people in general, which would 

explain the scale being significantly correlated to negative 

attitudes toward the hypothetical patient across all four 

conditions of disease and sexual orientation. 

It should also be noted that the overall mean on the IHP for 

this study, M = 32.2, was much lower than that reported for the 

scale's normative sample, M = 53.0 (Hudson & Ricketts. 1980). 

Such a low mean on this scale indicates that the subjects in this 

study demonstrated very low levels of homophobia. In conclusion, 

it was encouraging to see that the psychologists in training 

sampled in this study demonstrated very low levels of 

homophobia. However, since the IHP was significantly related to 

attitudes toward the hypothetical patient across all four 

conditions of disease and sexual orientation, it was not a 

sensitive enough measure of homophobia to have much statistical 

or practical meaning. As a result, few conclusions can be drawn 
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regarding the second hypothesis as it appears that the hypothesis 

was not adequately tested. 

Hypothesis III 

The third hypothesis was that subjects with greater 

HIV/AIDS knowledge would be more willing to accept the AIDS 

patients as psychotherapy clients, would have more sympathy for 

them, and would hold them less responsible for their illness than 

subjects with less AIDS knowledge. Therefore, greater HIV/AIDS 

knowledge was expected to be associated with more positive 

attitudes toward the hypothetical AIDS patient. 

Results showed that there was a significant negative 

correlation between the measure of AIDS knowledge and attitudes 

toward the hypothetical AIDS patients. Thus, greater AIDS/HIV 

knowledge was significantly related to more positive attitudes 

toward the hypothetical AIDS patients, and conversely less AIDS 

knowledge was related to more negative attitudes toward the 

hypothetical AIDS patients. However, further analysis showed 

that this relationship was significant only for the female 

subjects. In addition, there was also a significant negative 

relationship between AIDS knowledge and attitudes toward the 

hypothetical leukemia patient demonstrating that higher AIDS 

knowledge was related to more positive attitudes toward the 

hypothetical leukemia patients. Such a finding was both 
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unexpected and somewhat confusing. Therefore, the third 

hypothesis was only partially supported. 

A major rationale for this study came from past research 

that found that greater AIDS/HIV knowledge was significantly 

related to more positive attitudes toward persons with HIV/AIDS 

(Crawford et al., 1991; Huszti, Clopton. & Mason, 1989; Royse et 

al., 1987; Wertz, Sorenson, Liebling, Kessler, & Heeren, 1987). 

Although there was an overall significant correlation between 

greater AIDS/HIV knowledge and more positive attitudes toward 

AIDS patients found in this study, the relationship was clearly 

established only for the female subjects. Such a finding may have 

resulted from the fact that there was a rather large discrepancy 

between the number of male and female subjects in this study 

(females, N = 184, males, N = 82). If more males had been 

included in the study, there would have been more statistical 

power and thus, a greater chance of finding a significant 

relationship for male subjects (Cohen, 1992). 

In addition, it was surprising to see a significant 

relationship between greater AIDS knowledge and more positive 

attitudes toward the hypothetical leukemia patients. One 

explanation for such a finding is that the scale used to measure 

AIDS knowledge lacks discriminative validity. It is possible that 

rather than measuring only AIDS knowledge, the AKA-R may also 

be measuring something else as well, such as a more general 

knowledge of or concern for medical issues in general. 
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It is also possible that the AKA-R may not have been a good 

measure of current AIDS knowledge. The scale was developed in 

1987 during the beginning of the AIDS epidemic and many 

subjects in this study indicated on their answer sheet that they 

viewed the test as either too simplistic or at times too confusing 

due to the more "out of date" terminology used on some questions. 

Also, the scores on the AKA-R in this study ranged from 176 to 

258 with a mean of 217, much higher than the mean reported by 

Huszti (1987) in a study using undergraduate students (M = 185). 

In conclusion, it appears that the AKA-R may not have been a 

current enough measure of AIDS knowledge to have much 

statistical or practical meaning and, as a result, the third 

hypothesis does not appear to have been adequately tested. 

Supplemental Analyses 

An early study of AIDS attitudes among graduate and 

undergraduate social work students found that a higher 

chronological age predicted lower ratings of empathy toward 

persons with AIDS (Royse et al., 1987). However, in this study no 

such relationship between age and attitudes toward the 

hypothetical AIDS patients was found. In addition, although 

empirical studies have frequently found more negative attitudes 

toward homosexuals in heterosexual men than in heterosexual 

women (Herek, 1988), in this study there was no significant 

difference in the level of homophobia between the male and 
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female subjects. Similariy, a study of AIDS attitudes found that 

males held more negative attitudes toward persons with AIDS 

than females (Lester, 1989). However, in this study there was no 

significant difference found for gender on the scale used to 

measure attitudes toward the hypothetical AIDS patient. 

A major rationale for using psychologists in training was 

that since they are going through graduate training during the 

AIDS epidemic that they might have more access to HIV/AIDS 

knowledge and persons with HIV/AIDS. Because previous studies 

had found that AIDS education (Crawford et al., 1991; Huszti et 

al., 1989) and knowing someone with HIV/AIDS (O'Donnell et al., 

1987) were associated with more positive attitudes toward 

persons with AIDS, it was hoped that similar relationship would 

be found among the psychologists in training used in this study. 

However, although 51% of the subjects in this study indicated 

that they knew someone with HIV/AIDS, and 53% of the subjects 

indicated that they had received some form of AIDS education 

during their graduate training, neither knowing someone with 

HIV/AIDS nor having received AIDS education had a significant 

effect on attitudes toward the hypothetical AIDS patients. 

General Conclusions 

The results of this study are both encouraging and 

discouraging. It was encouraging to see that the psychologists in 

training were willing to accept a hypothetical AIDS patient as a 
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psychotherapy client, and were willing to interact with him in a 

number of social situations. Since the number of persons with 

HIV/AIDS is expected to increase dramafically over the next few 

years, and many of them will seek out mental health services, it 

is good to see that psychology graduate training programs are 

producing individuals who are willing to meet this need. In 

addition, it was also encouraging to see that the psychologists in 

training did not hold negative attitudes toward terminally ill 

individuals who were described as being homosexual. 

Although predicted, it was still discouraging to see that the 

attitudes of psychologists in training toward persons with AIDS 

were less positive than toward identically described persons 

without AIDS. Thus, although the subjects are willing to work 

with persons with AIDS, they may bring with them a number of 

less positive attitudes toward persons with AIDS that may 

impede their effectiveness as psychotherapists. Therefore, 

psychology graduate training programs should be encouraged to 

more aggressively include issues of HIV/AIDS in their 

curriculums in order to foster a greater understanding of persons 

with AIDS and to hopefully promote more positive attitudes 

toward them. 

It is important to note that the two items of the 

PES/SIS-R that displayed the largest significant difference 

between subjects who rated an AIDS vignette and subjects who 

rated a leukemia vignette included, "Mark is responsible for his 
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illness," and "Mark is dangerous to other people." It can be argued 

that because AIDS is primarily a behaviorally transmitted 

disease, that a person with AIDS would be responsible for his or 

her illness and would also be dangerous to others. For example, 

79% of the AIDS cases reported so far have resulted from either 

male homosexual contact or IV drug use (Centers for Disease 

Control, 1993). As a result, one could assume that a person with 

AIDS became infected with HIV by engaging in such behaviors, 

making the person more responsible for his or her illness than one 

with leukemia. Such an assumption, does not necessarily indicate 

that the person holding such a view will automatically hold more 

globally negative attitudes toward persons with AIDS. 

However, judgments about responsibility and dangerousness 

about persons with HIV/AIDS are often not accurate. For 

example, due to the long incubation period associated with the 

disease, it is highly possible that one who has recently been 

diagnosed with AIDS may have been infected with HIV eight years 

ago during the early stages of the epidemic when AIDS knowledge 

and prevention efforts were at a minimum, and it is also possible 

that a married person may have become infected by an unfaithful 

spouse (Bartlett & Finkbeiner, 1991). Subsequently, AIDS can be 

transmitted in a number of different ways and is now infecting 

people across lines of gender, ethnicity, and sexual orientation 

(Centers for Disease Control, 1993). As a result, persons with 

AIDS deserve not to be blamed or judged for their illness. 
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Moreover, it should be noted that the vignettes used in this study 

did not explain how the hypothetical AIDS patients became 

infected with HIV. Therefore, even though the psychologists in 

training sampled in this study did not exhibit negative attitudes 

toward persons with AIDS per se, they still judged them 

significantly less favorably than identically described persons 

without AIDS. 

Limitations of the Current Study 

The present study has several important limitations. A 

major limitation of the study was the poor performance of the 

scale that was used to measure homophobia. The scale was 

significantly correlated with attitudes toward the hypothetical 

patient across all four conditions. Thus, the scale did not seem 

to be a discriminating measure of homophobia, and any 

conclusions to be drawn from it should be viewed with caution. 

In addition, the AKA-R may not have been an appropriate 

measure of AIDS knowledge for this population. The scale was 

devised in 1987, and, although it has been updated somewhat, 

numerous subjects indicated that several items were "out of 

date," and that some of the older AIDS terminology used made 

some questions confusing. Thus, for this population, the AKA-R 

may not have been a sensitive enough measure of AIDS knowledge. 

Also, this study tried to assess attitudes toward persons 

with AIDS by using a short, fictional case vignette. Therefore. 
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the study did not assess attitudes toward actual AIDS patients, 

nor was it able to assess actual behaviors toward AIDS patients. 

Although one might indicate that they would accept an AIDS 

patient as a psychotherapy client, it is not possible to determine 

if such a person would actually act in such a manner. 

Additionally, there may have been some demand characteristics 

on the PES/SIS-R, with subjects giving more socially appropriate 

answers as opposed to their true feelings, which, for some, may 

have been considered socially unacceptable. 

Finally, there are some issues of generalizability that must 

be addressed. This was a survey study and, although it sampled 

266 psychologists in training from eight different psychology 

graduate training programs in six different states, 53% of the 

potential subjects chose not to respond. As a result, the study 

only describes the attitudes of those who were motivated to 

respond, and their attitudes may not have been representative of 

all psychologists in training. However, no significant differences 

were found between the different graduate training programs 

used in this study on the attitudinal ratings of the different 

vignettes. 

Recommendations for Future Research 

One of the greatest disappointments in this study was the 

poor performance of the AKA-R, the scale that was used to 

measure AIDS knowledge. As a result, the current study was not 
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able to adequately test the hypothesis concerning the relationship 

between AIDS knowledge and attitudes toward persons with AIDS, 

a relationship that was part of the rationale for conducting this 

study. It is believed that the lack of discriminative validity of 

the AKA may have been due to the fact that some its items are 

outdated. This possibility points to a major dilemma in 

conducting AIDS research. 

The knowledge base concerning HIV/AIDS has continued to 

grow rapidly since the beginning of the epidemic (Robiner, Parker. 

Ohnsorg, & Strike, 1993). Therefore, the challenge is for 

researchers to reflect this rapidly changing knowledge base in 

their current research studies concerning HIV/AIDS. For example, 

the AKA-R was proven to be both a valid and reliable measure of 

AIDS knowledge when it was created in 1987 (Huszti, 1987), and 

when its results were first published in 1989. (Huszti et al., 

1989). However, when used in this study, six years after the 

scale's development and only four years after its emergence in 

the literature, many of its items were outdated, and, as a result, 

the scale's usefulness was severely limited. Thus, researchers 

should be encouraged to revise and update their measures so that 

they coincide with the most current information concerning 

HIV/AIDS. Although it may be more desirable to use an existing 

HIV/AIDS measure that has already been demonstrated to be 

statistically reliable and valid, if the items of that scale are not 
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revised to reflect the current state of HIV/AIDS knowledge, then 

that measure may prove to be limited in its usefulness. 

Moreover, it is recommended that studies examining the 

attitudes of psychologists and psychologists in training toward 

persons with AIDS should definitely be continued. As the 

epidemic continues to grow and change, it is likely that 

psychology's response to AIDS is likely to change as well. For 

example, a recent study that surveyed AIDS-related activities and 

education among doctoral psychology programs found that in the 

two-year period since a similar study had been done, doctoral 

psychology programs had substantially increased their provision 

of HIV/AIDS education, research, and training (Pingitore & 

Morrison, 1993). In addition, since the data for that study was 

collected in 1989, it is likely that some of the report's findings 

may already be outdated. Thus, HIV/AIDS researchers should be 

encouraged to replicate their findings over time as it appears 

that the current literature base on AIDS is changing and growing 

as fast as the epidemic itself. 

Therefore, the dilemma in conducting AIDS research is how 

to both replicate findings of studies to assess changes over time, 

and to be continually updating the measures used in such 

research. Although it is important to continuously update scales 

to reflect the changing AIDS knowledge base, such a practice 

makes it more difficult to draw conclusions about changes over 

time when the measures are constantly being revised. 
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Finally, although significant results were found in this 

study and several others (Crawford et al., 1991; Kelly et al., 

1987a; Kelly et al., 1987b, St. Lawrence et al., 1990) that used a 

vignette approach to determine attitudes toward hypothetical 

patients, future research should attempt to devise more realistic 

designs to assess the attitudes of psychologists and 

psychologists in training attitudes toward working with persons 

with AIDS. Rather than using vignettes, a recent study 

manipulated client sexual orientation and HIV status by using 

client actors on videotape, and measured male counselors' level 

of discomfort to the different clients (Hayes & Gelso, 1993). 

Such an approach, where the subject actually gets to see and 

listen to the hypothetical client describe his or her situation, 

may serve to elicit more accurate and meaningful responses than 

the approach used in this study where subjects had to make 

judgments about a hypothetical client after reading a short 

description of him. It is therefore recommended that future 

studies of psychologists' attitudes toward persons with AIDS use 

more "realistic" case presentations such as the videotape 

procedure used by Hayes and Gelso (1993). 
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APPENDIX A 

EXTENDED LITERATURE REVIEW 

Present State of the Epidemic 

Acquired Immune Deficiency Syndrome (AIDS) has been 

described as the public health threat of the century. In fact, the 

U.S. Surgeon General has declared it as the nation's number one 

health priority (Nichols & Ostrow, 1984). Recent data provided by 

the Centers for Disease Control (CDC) indicate that in the United 

States through December 31, 1992, there have been 253,448 

reported AIDS cases, and AIDS has resulted in 171,890 (Centers 

for Disease Control, 1993). Therefore, 68% of the reported AIDS 

cases have resulted in death so far. 

Of these reported AIDS cases, 88% are males, 12% are 

females. In addition, 4,249 children under the age of 13 have 

been diagnosed with AIDS accounting for 2% of all reported cases. 

Moreover, 52% of all reported cases were white, 30% were black, 

17% were Hispanic, and 1% were Asian. The CDC reports that 56% 

of AIDS cases were exposed to the disease by male homosexual 

contact, 23% by using Intravenous (IV) drugs, 6% by a combination 

of male homosexual sex and IV drug use, 5% were exposed by 

heterosexual contact, and 2% were exposed by receipt of 

transfusion of blood, blood component, or tissue (Centers for 

Disease Control, 1993). 
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As bleak as these figures may seem, the actual number of 

AIDS cases may be much higher than the official statistics 

(Navarro, 1992). Over 1 million Americans are estimated to be 

currenfly infected with the human immunodeficiency virus (HIV), 

the virus that causes AIDS. Moreover, the Worid Health 

Organization (WHO) estimates that 10 to 12 million people 

worldwide are infected by HIV, and that since the disease became 

known in the early 1980's nearly 2 million people have died of 

AIDS (Associated Press, 1992). 

AIDS is a terminal disease that will eventually become one 

of the nation's ten leading causes of death (Nichols, 1989), and by 

the end of the decade AIDS will leave up to ten million African 

children orphaned (Associated Press, 1992). Therefore, AIDS is a 

disease that definitely warrants attention from health care 

providers and researchers. 

Medical Aspects of AIDS 

The human immunodeficiency virus (HIV), the virus that 

causes AIDS, is named as such because, once in the bloodstream it 

infects and weakens the immune system of humans (Bartlett & 

Finkbeiner, 1991). People who are infected with HIV do not 

necessarily have AIDS, and in fact many show no obvious clinical 

symptoms of AIDS for a long time (Bartlett & Finkbeiner, 1991; 

Came, 1987; Jennings, 1988). However, once HIV enters the body 

it remains there and the infection usually follows a predictable 
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course. Approximately 2 to 6 weeks after transmission of HIV 

the person will have an acute infection that spontaneously 

dissipates, followed by seroconversion, an asymptomatic period, 

AIDS-related complex (ARC), and finally AIDS (Bartlett & 

Finkbeiner, 1991; Carne, 1987; Nichols, 1989). 

Transmission 

HIV infections are transmitted by one of two ways, and are 

often characterized by their mode of transmission. According to 

the principles of contagion, infectious diseases are caused by 

microbes such fungi, viruses, and bacteria, while contagious 

diseases are spread from person to person. Some diseases such 

as Legionnaire's disease, are infectious (caused by a microbe), but 

cannot be passed from person to person, and are therefore not 

contagious. HIV infection, like influenza, operates according to 

both principles, being an infectious disease as it is caused by a 

microbe, and a contagious one that can, under certain conditions, 

be transmitted from one person to the next. However, unlike 

influenza and most other infectious diseases, HIV has inefficient, 

yet specific modes of transmission and a long incubation period 

(BarUett & Finkbeiner, 1991). 

HIV is found in the highest concentrations in blood and 

semen. Subsequently, most cases of HIV infection have been 

primarily transmitted by sexual contact, sharing of HIV infected 

Intravenous (IV) drug needles, blood transfusions, and during 
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pregnancy when the virus is passed on from mother to child. 

Thus, HIV infecdon occurs through the transmission of infected 

blood or semen (Bartlett & Finkbeiner, 1991; Herek & Glunt, 1988; 

Jennings, 1988; Miller, 1987). In order for HIV to be transferred 

from one person to another, it must reach the inside of the other 

person with its RNA intact. The HIV will, upon entering the body, 

attach itself to certain sites on particular cells. Most commonly, 

the HIV will attach itself to the cell wall of a CD4 cell, which is 

a type of white blood cell called a lymphocyte more commonly 

referred to as a T-cell. T-cells are important parts of the body's 

immune system helping to coordinate the body's defense against 

infectious diseases by acting to elicit other parts of the immune 

system into action when a foreign substance (invader) enters the 

system (Bartlett & Finkbeiner, 1991; Miller, 1987; Nichols, 1989). 

Once attached to a CD4 cell, the HIV will enter the cell and 

become part of its genes. HIV has only RNA, and therefore, 

without DNA it cannot produce new viruses. However, HIV is a 

retrovirus, which enables its RNA to turn into a mirror image of 

itself, and become DNA. Once the DNA has been formed, the HIV 

kills the CD4 cell and produces new HIV viruses that attack other 

CD4 cells. The gradual loss of CD4 cells will eventually lead to a 

severe weakening of the immune system resulting in the many 

different diseases that comprise the spectrum of AIDS (Bartlett 

& Finkbeiner, 1991; Jennings, 1988). 
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As stated previously, one of the most common ways to 

transmit the HIV virus is through sexual contact, and 

transmission can occur through either homosexual or 

heterosexual sex. However, as reflected in the CDC figures. 56% 

of the reported AIDS cases to date were transmitted by male 

homosexual contact (Centers for Disease Control. 1993), and it 

was within this population that the epidemic first flourished. In 

fact, AIDS was originally named Gay-Related Immunodeficiency 

Syndrome or GRIDS (Coates, Stall, & Hoff, 1990; Herek & Glunt, 

1988; Miller, 1987; Nichols, 1989). However, transmission via 

homosexual sex among women is considered to be very rare as to 

date female to female transmission has been reported in only one 

case and suggested in another (Nichols, 1989). 

Most studies to date demonstrate that homosexual males 

who have many different sexual partners and who practice anal 

receptive intercourse, have a higher rate of HIV infection than 

other homosexual men (Chmiel, Detels, Kaslow, Van Raden. 

Kingsley, & Brookmeyer, 1987; Nichols, 1989). However, the data 

remain less clear for transmission of HIV via anal insertive 

intercourse or by oral-genital sex. Some argue that HIV can be 

transmitted by oral sex, as HIV-infected semen in the mouth 

could transmit the virus, especially if there are any open cuts or 

sores in the mouth. Yet, no studies to date have confirmed a case 

of HIV infection by oral sex. However, although the risk for 

infection via oral sex appears to be rather low, it must be noted 
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that most homosexual males who engage in oral sex also engage 

in both anal insertive and anal receptive sexual intercourse. 

Therefore, it is difficult to determine exactly how the 

transmission has taken place (Bartlett & Finkbeiner, 1991: 

Jennings, 1988; Nichols, 1989). 

Although the number of reported AIDS cases in the United 

States that were transmitted by heterosexual contact remains 

small (5%), the incidence of HIV infection from heterosexual 

contact is increasing (Centers for Disease Control, 1993). During 

vaginal intercourse, HIV can be transferred from man to woman 

and from woman to man. However, as is common with most 

sexually transmitted diseases such as herpes, syphilis, and 

gonorrhea, it appears that the path of transmission from man to 

woman is easier, and more common (Bartlett & Finkbeiner, 1991; 

Nichols, 1989). Subsequently, heterosexual activity is the only 

category of transmission in which woman outnumber men. as 

heterosexual contact accounts for 29% of AIDS cases among 

women, while it accounts for only 2% of reported AIDS cases 

among men (Guinan & Hardy, 1987; Nichols, 1989). 

In being passed from male to female in vaginal intercourse, 

the man deposits his HIV-infected semen into the woman's vagina. 

Since the woman's vaginal walls are lined with mucous 

membranes, the virus may be able to enter the outer surface of 

the mucous membranes, and reach the blood vessels inside. Also 

it has been hypothesized that the infected semen can pass 
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directly into the bloodstream through any small cuts that may be 

in the vagina (Jennings, 1988). In transmission from female to 

male, the method of transfer is less well understood. The male 

may contract the virus through contact with the infected woman's 

menstrual blood, or her vaginal and cervical secretions. The HIV 

may enter the man through a small cut on the head of the penis or 

through the mucous membranes lining the urethra (Jennings, 

1988). 

HIV has been found in other body secretions such as tears 

and saliva. Thus, some individuals have been concerned as to the 

possibility of the virus being transmitted via mouth contact such 

as deep kissing, or by being spat upon. However, in the few cases 

(between one and two percent) where HIV has been found in 

saliva, the concentration was so low that transmission via saliva 

is believed to be biologically impossible (Bartlett & Finkbeiner. 

1991; Jennings, 1988; Nichols, 1989). Moreover, there has been 

no transmission of HIV among people who have worked in the 

same office, or lived in the same household as a person with AIDS 

(Bartlett & Finkbeiner, 1991; Falloon, Eddy, Wiener & Pizzo, 

1989). 

Intravenous (IV) drug users represent the second largest 

group to have developed AIDS, as to date 23% of all reported AIDS 

cases are considered to have contracted HIV through their IV drug 

use (Bartlett & Finkbeiner, 1991; Centers for Disease Control, 

1993; Des Jariais & Friedman, 1990; Herek & Glunt, 1988; 

79 



Jennings, 1988; Nichols. 1989). IV drug users usually become 

infected with HIV by sharing of the needles and syringes they use 

for injecting their drugs, more commonly referred to as "the 

works." If any HIV-infected blood is left on the needle or in the 

syringe after their use, it can transmit the HIV to the next user 

once the needle is passed on and injected into the next person 

(Bartlett & Finkbeiner, 1991; Des Jariais & Friedman, 1990; 

Nichols, 1989). IV drug users are also the primary source of 

heterosexual transmission of HIV, as IV drug users may 

frequently acquire HIV from sharing infected needles and then 

transmit the disease to their sexual partners (Des Jariais & 

Friedman, 1990). 

Another way that HIV can be transmitted is through 

transfusions of blood and blood products, and to date this means 

of transmission has accounted for 2% of all reported AIDS cases 

(Centers for Disease Control, 1993). Most of these people are 

believed to have become infected by receiving blood transfusions 

during the period between 1978 - 1984. In March 1985, blood 

service organizations began to test for HIV and discard any blood 

that tested positive for the virus (Nichols, 1989). HIV has been 

found in whole blood, blood plasma, red blood cells and platelets, 

all of which can be transmitted during a blood transfusion. 

HIV is also found in clotting factors used in the treatment 

of hemophilia, which has resulted in a great number of 

hemophiliacs becoming infected and developing AIDS (Centers for 
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Disease Control, 1993; Kolata, 1991; Nichols, 1989). 

Hemophiliacs lack several blood proteins that are necessary for 

the blood to clot. As a result, they often bleed into their joints, 

causing great pain and discomfort, and often disability (Kolata. 

1991; Nichols, 1989). However, bleeding can be curtailed by 

infusion of clotting factors, one dose of which is often drawn 

from the blood of up to 2,000 donors (Kolata, 1991). Because 

most severe hemophiliacs often receive several doses of clotting 

factors per week, their risk of AIDS infection has been very high, 

and the Center for Disease Control estimates that 70 percent to 

90 percent of severe hemophiliacs are infected with HIV (Kolata, 

1991). 

The risk of being infected by HIV in the health care setting 

is very low. Such infection is most often the result of an 

accidental stick with an infected needle, or by infected blood 

being splashed onto an open wound or mucous membrane. 

However, there are very few cases in which HIV has been found to 

have been transmitted in the health care setting, and today's 

strict guidelines for handling blood and working in such settings 

will lower the possibility of infection even further (Centers for 

Disease Control, 1988; Nichols, 1989). 

Finally, HIV can be transmitted from an infected mother to 

her unborn baby. This mode of transmission magnifies the other 

modes as the mother can become infected either by sexual 

contact, by IV dmg usage, or by a blood transfusion, and may 
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transmit the HIV to her unborn child (Bartlett & Finkbeiner, 1991: 

Jennings, 1988; Nichols, 1989). Although it is estimated that an 

infected mother has a 35-50% chance of transmitting HIV to her 

child, the mother-to-child route of transmission is still unclear 

(Bartlett & Finkbeiner, 1991; Falloon et al., 1989). That 

transmission may possibly occur while the child is in the uterus, 

and in close contact with the mother's bodily fluids. 

Transmission may also occur in the birth canal during labor 

through exposure to the mother's maternal blood or genital tract 

excretions. Postpartum transmission from mother to infant may 

occur through breast feeding, as HIV has been found in human 

milk. However, this route of transmission does not appear to be 

very common (Bartlett & Finkbeiner, 1991; Falloon et al., 1989). 

Progression from HIV Infection to AIDS 

Once infected with HIV, it often takes several years for any 

AIDS-related symptoms to develop. During this time, one who is 

HIV infected will have no knowledge of such infection unless he 

or she has had the blood test to determine HIV status. This period 

of no medical symptoms following HIV infection is commonly 

referred to as the asymptomatic period, and it is estimated that 

70-80% of HIV-infected persons are presently at this stage of 

infection (Bartlett & Finkbeiner, 1991). The length of this 

asymptomatic period varies. However, most people will not 

develop symptoms of HIV infection until 5-8 years following 
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initial infection, and will not develop full-blown AIDS until 8-10 

years after initial infection. This long period from initial 

infection to actual clinical symptomatology is believed to be a 

result of the body's large number of CD4 cells. Although HIV does 

kill these cells, the process is slow and may account for the 

delay in observable clinical symptoms (Bartlett & Finkbeiner. 

1991). 

During the asymptomatic period, some with HIV infection 

may develop persistent generalized lymphadenopathy (PGL), which 

is a harmless condition defined by persistently swollen glands or 

lymph nodes. The lymph glands swell in the presence of a number 

of infections, and since HIV infection occurs all over the body, a 

person with HIV may have several swollen lymph glands. This is 

reflected in the diagnostic criteria for PGL, which require 

swollen glands in at least two different parts of the body that 

remain swollen for at least 6 months, and for which there is no 

explanation other than HIV (Bartlett & Finkbeiner, 1991; Kaslow 

et al., 1987; Nichols, 1989). 

Following the asymptomatic period, an infected person may 

develop a number of medical conditions and symptoms that are 

indicative of HIV infection, but do not warrant a diagnosis of 

AIDS. These symptoms and conditions are generally classified 

together as being part of AIDS-related complex or ARC (Bartlett 

& Finkbeiner 1991; Jennings, 1988; Nichols, 1989; Tross & Hirsch, 

1988). Two of the conditions, thrush and oral hairy leukoplakia, 
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are both infections in the mouth. Thrush is a yeast infection in 

the mouth that is characterized by white patches in the mouth, on 

the tongue, along the cheeks, or along the gums. Oral hairy 

leukoplakia is similar to thrush as it is an infection that appears 

as a white, raised patch with a hairy-like texture, often found on 

the sides of the tongue (Bartlett & Finkbeiner, 1991: Centers for 

Disease Control, 1985; Nichols, 1989). 

Herpes zoster, more commonly referred to as shingles, is 

another syndrome that falls under the category of ARC. Shingles 

is characterized by a rash of painful blisters along the path of 

sensory nerve fibers. Herpes zoster, the virus that causes 

shingles, is the same virus that causes chickenpox. After having 

chickenpox in childhood, the virus remains dormant in the body 

but can be activated to produce shingles during times of stress, 

or periods when the immune system has weakened (Bartlett & 

Finkbeiner, 1991; Nichols, 1989). Shingles is a relatively 

common condition that also occurs among those not infected with 

HIV, but a recent study showed that cases in which shingles 

involved the head and neck, were accompanied by severe pain, and 

occurred repeatedly, were associated with a greater chance of 

progression to AIDS (Melbye, Goedert, Grossman, Eyster, & Biggar, 

1987; Nichols, 1989). 

HIV wasting syndrome is the term used to describe the 

many constitufional symptoms of ARC. These symptoms include 

weight loss, diarrhea, fever, chronic weakness and fatigue. 
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Although these symptoms are common to many illnesses not 

related to HIV, what makes them unique in ARC is their chronic 

nature. Once initiated these symptoms persist without going 

away (Bartlett & Finkbeiner, 1991; Nichols, 1989). In 1987, the 

CDC added HIV wasting syndrome to its official definition of 

AIDS. According to the CDC the syndrome was defined by: 

profound involuntary weight loss greater than ten 
percent of baseline body weight plus either chronic 
diarrhea (at least two loose stools per day for 
more than or equal to 30 days) or chronic weakness 
and documented fever (for more than or equal to 30 
days, intermittent or constant) in the absence of a 
concurrent illness or condition other than HIV 
which could explain the findings. (Nichols, 1989, p. 62) 

As the infected person's immune system begins to weaken, 

he or she will begin to develop a number of medical conditions 

that define and warrant a diagnosis of AIDS. Most frequently 

these conditions are opportunistic infections and tumors that the 

body's immune system would normally be able to fight off. 

However, at this point the infected person's immune system will 

have become so weakened that it is unable to successfully fight 

them off (Bartlett & Finkbeiner, 1991; Jennings, 1988; Nichols, 

1989; Nichols & Ostrow 1984). 

One of the most common of these life threatening 

opportunistic infections characteristic of AIDS is Pneumocystis 

carinii pneumonia (PCP) (Bartlett & Finkbeiner, 1991; Jennings, 
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1988; Nichols 1989). PCP is a parasitic infection of the lung. 

Eariy signs or symptoms of PCP include fever, severe difficulty in 

breathing, and a dry cough. Early in the epidemic, PCP was often 

life threatening, but better treatments and earlier recognition of 

the disease have enabled over 90% of AIDS patients to survive 

their first episode of PCP (Nichols 1989). In addition, 95% of 

people who presently have PCP are HIV infected (Bartlett & 

Finkbeiner, 1991). 

Another AIDS-defining condition is Kaposi's Sarcoma (KS) 

(Bartlett & Finkbeiner 1991; Jennings, 1988; Nichols, 1989). KS 

is a tumor of the blood vessels that is seen on the skin as purple 

or black skin patches or bumps. These blotches can also appear in 

the gastrointestinal tract, the lymph glands, the lungs, or in the 

brain. KS is also the most common AIDS symptom among 

homosexual or bisexual men, as 90% of those with KS are either 

gay or bisexual (Bartlett & Finkbeiner, 1991; Jennings, 1988; 

Navarro, 1992; Nichols, 1989). 

Other AIDS-defining illnesses include tuberculosis, 

toxoplasmic encephalitis, an infection in the brain that causes 

seizures and neurological impairment, and several other bacteria 

or parasitic infections such as cryptococcosis, cytomegalovirus 

infection, and cryptosporidiosis (Bartlett & Finkbeiner, 1991; 

Navarro, 1992; Nichols, 1989). Once one has developed some of 

the AIDS-defining conditions (which are summarized in Table 7), 

the immune system is severely weakened, and eventually the 
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person will succumb to one or another of these opportunistic 

infections and progress toward death. However, the speed of that 

progression differs widely between AIDS patients. Although 

some drugs such as AZT have shown promise in extending the 

lives of persons infected by HIV by slowing down the depletion of 

the immune system, there is still no cure for AIDS, and 

progression toward death is inevitable (Kolata, 1992). 

Neuropsvcholgical Complications of HIV/AIDS 

Another medical complication of HIV infection, and a 

defining condition of AIDS, is neuropsychological impairment. 

Nearly 80% of people who have died from AIDS have shown signs 

of neuropathological abnormalities at the time of autopsy 

(Greenwood, 1991; Tross, 1990). During the final stages of AIDS, 

nearly two thirds of all AIDS patients will have developed a 

pattern of neuropsychological impairment referred to as the AIDS 

dementia complex (ADC) (Tross, 1990). However, unlike many of 

the other clinical symptoms of AIDS described above, ADC does 

not appear to be a secondary complication of a severely weakened 

immune system, but rather a direct effect of HIV infection in the 

brain (Tross et al., 1988). Neurologically, ADC's pattern of 

impairment produces changes in cognition, motor function, and 

behavior. The process of ADC begins with a slow, insidious 

course that is often hard to detect. Early cognitive symptoms can 

include forgetfulness, memory loss, problems in concentration, 
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Table 7 

Conditions Indicadve of AIDS-Related Complex and Defining 
Conditions for AIDS. 

Conditions Indicative of AIDS-Related Complex (ARC) 

Herpes Zoster (Shingles) 

Thrush (a yeast infection in the mouth) 

Oral Hairy Leukoplakia (a hairy-like infection on sides of the 
tongue) 

Defining Conditions for AIDS 

HIV Wasting Syndrome 

Pneumocystis Carinii Pneumonia (PCP) 

Symptoms include: Fever, severe difficulty in breathing, 
dry cough 

Kaposi's Sarcoma (KS) 

Symptoms include: Tumors that are seen on the skin as 
purple or black skin patches or bumps. 

Tuberculosis 

Toxoplasmic Encephalitis (an infection in the brain which 
causes seizures and neurological 
impairment) 

Other Bacteria or Parasitic Infections 

These include cryptococcosis, cytomegalovirus infection, 
and cryptosporidiosis 

(Bartlett & Finkbeiner, 1991; Navarro, 1992; Nichols, 1989) 
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mental slowing, and attention problems (having trouble following 

the plot of a book or movie). Often the deficits occur in recent 

memory, as the person with eariy ADC may "lose track" of their 

conversations or thoughts. Some patients have reported getting 

lost on short trips away from home because they had forgotten 

where they were going, or getting to a store and forgetting what 

they had come there for (Greenwood, 1991; Perry & Markowitz, 

1986; Tross & Hirsch, 1988; Tross et al., 1988). 

Early ADC-related impairments in motor function may often 

lead to problems in balance and coordination, and padents may 

subsequenUy begin to have problems with their gait. Changes in 

handwriting may also frequendy be observed, as it becomes more 

difficult to retain fine motor control. In addition, many ADC 

padents have problems in holding on to objects (Tross, 1990; 

Tross et al. 1988). 

Behaviorally, symptoms of ADC include social withdrawal, 

lethargy, and apathy (Greenwood, 1991; Perry & Markowitz, 1986; 

Tross, 1990; Tross & Hirsch, 1988; Tross et al., 1988). However, 

at this early stage, it is often difficult to differentiate the 

behavioral symptoms of ADC from depression, which an AIDS 

patient may also have. One way to distinguish between the two is 

that the apathy present in ADC is more an indifference or 

lethargy, and that in a patient with ADC there is very little 

affective distress (Greenwood, 1991). In a study that compared 

neuropsychological deficits in subjects who did not have HIV, 
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subjects who were HIV positive but asymptomatic, subjects who 

had been recently diagnosed with AIDS, and subjects at the later 

stages of AIDS, it was discovered that where neuropsychological 

deficits were found, major components of the deficits included 

mental slowing, reduced problem solving, and poor motor control. 

However, these impairments were mostly confined to the two 

AIDS groups, particularly those in the group of subjects who were 

in the late stage of AIDS. Moreover, the neuropsychological 

deficits were found were not to be related to the presence of 

major depression (Tross et al., 1988). Thus, it does seem as 

though ADC has a worsening progression from HIV seropositivity 

to later stages of full-blown AIDS, and is not merely a residual of 

major depression. 

As ADC progresses, the later neuropsychological 

manifestations "may resemble a full-blown, incapacitating, 

geriatric-like dementia" (Tross & Hirsch, 1988, p. 932). 

Symptoms of AIDS patients in the late phases of ADC may include 

tremors, incontinence, seizure-like activity, and a complete 

indifference to their surroundings (Greenwood, 1991; Tross & 

Hirsch, 1988). At this stage, padents are often greatly in need of 

direct care and social support, and are unable to funcdon 

producdvely by themselves (Greenwood, 1991; Holland & Tross, 

1985; Tross & Hirsch, 1988). 
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Psychological Aspects of HIV/AIDS 

The devastating physical manifestations of AIDS are so 

great that AIDS is considered by many to be a concern only for the 

medical field. However, AIDS and HIV infection also takes a great 

toll on one's mental health. Being seropositive for HIV or 

receiving a diagnosis of AIDS is often a crushing psychological 

event. Moreover, living with AIDS and its medical and social 

consequences presents a great psychological struggle that is 

often overlooked. 

Being nodfied that one is seroposidve for HIV is strongly 

associated with an adverse impact on mental health (Kelly & 

Murphy, 1992). Such nodficadon will often result in a short 

period of shock as the person has a feeling of numbness and 

disbelief that HIV infection has actually happened (Forstein. 

1984; Nichols, 1985). The fact that a majority of these 

individuals who test posidve for HIV are young (20s and 30s) 

adds to this feeling of shock and disbelief. These people are 

often just beginning their lives as independently functioning 

adults, and are suddenly confronted by the very real possibly of 

their own death (Christ, Wiener, & Moynihan, 1986). At this 

stage, intervention by mental health workers may be warranted to 

help people with HIV/AIDS to regain some sense of personal 

control over their lives (Forstein, 1984). 

Following shock, one with HIV/AIDS frequently enters into a 

period of denial (Barret, 1989; Faulsdch, 1987; Forstein, 1984; 
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Nichols, 1985; Perry & Markowitz, 1986). During this stage those 

with HIV/AIDS remain unreasonably hopeful and positive despite 

the fact that they have been diagnosed with a life-threatening 

condition (Perry & Markowitz, 1986). In addition, many will try 

to completely ignore the fact that they have HIV/AIDS or even 

firmly believe that their diagnosis was wrong (Forstein, 1984). 

This complete denial is most commonly expressed during the 

asymptomatic period of HIV infection. Because these persons 

with HIV are feeling healthy, they become reassured and their 

denial is strengthened and reinforced (Barret, 1989). 

Such massive denial in those with HIV and/or AIDS can lead 

to negative consequences for both themselves and for others. 

Their denial may often preclude them from seeking medical 

attention, or from following their prescribed medication plan 

(Perry & Markowitz, 1986). This can be very problematic as early 

medical intervention is strongly associated with increased life 

span in HIV/AIDS patients. Moreover, such denial may lead those 

with HIV or AIDS to return to or increase the behaviors that lead 

to their infection in the first place. Therefore it is not 

uncommon to see those recently diagnosed with HIV or AIDS 

condnue to engage in unsafe sex or further IV drug use, putting 

others at great risk for infecdon (Barret, 1989; Batki, 1990; 

Forstein, 1984; Perry & Markowitz, 1986). Intervention by 

psychologists or other mental health workers at this point is 

crucial and should be focused on helping to stop the reoccurrence 
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of such unsafe behaviors to prevent the spread of HIV infection to 

others (Barret, 1989; Batki, 1990). 

As the denial begins to fade, many with HIV and/or AIDS 

may begin to become filled with great anger and rage (Barret, 

1989; Faulstich, 1987; Nichols. 1985). Much of the anger results 

from a deep feeling of the unfairness of being struck by such a 

devastating, fatal illness at an eariy age. Frequently, AIDS 

patients are enraged at the perceived public discrimination 

against them, and what they believe is an inadequate effort of the 

government to find a cure. In addition, they are angry at society 

for blaming them rather than caring for them, and at their 

friends, families and lovers who often reject them after a 

diagnosis of AIDS (Barret, 1989; Batki, 1990; Faulstich, 1987). 

Many with HIV and/or AIDS also enter into a "why me?" 

period that is characterized by guilt and shame (Barret, 1989; 

Forstein, 1984; Kelly & Murphy, 1992; Moses, 1992; Nichols, 

1985). Frequently AIDS patients will begin to review their life 

and past behaviors in an attempt to understand what they may 

have done to deserve such a devastating, life-threatening illness 

(Barret, 1989; Nichols, 1985). Since a majority will have 

contracted HIV through IV drug use or sexual behavior, there is a 

great tendency to feel extreme guilt and to begin to blame 

themselves for their condition. In addition, for those who may 

have become infected after engaging in homosexual sex, many of 

the same painful emotions of guilt, shame and doubt that they had 
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to deal with in accepting their sexual orientation may again 

resurface at this dme (Barret, 1989; Forstein, 1984). Unless 

reduced, such feelings of guilt and shame may lead to social 

isolation and a reluctance to seek out both medical and 

psychological help (Cassens, 1985). 

A diagnosis of AIDS or HIV seropositivity elicits a full 

range of depressive symptoms (Tross & Hirsch, 1988). Persons 

with AIDS/HIV frequently have a dysphoric mood, anhedonia, and 

feel both hopeless and helpless toward their situadon. In 

addition, nodficadon of one's HIV seroposidve status or AIDS 

diagnosis also produces many fears. Such fears commonly include 

the fear of death and dying, fear of infecdng others, and a fear of 

what is going to happen to them medically. Such fears may lead 

to great depression and anxiety in a person with HIV/AIDS. 

Moreover, these depressive and anxious feelings may also be 

increased by the loss of one's health and sexuality (Batki, 1990; 

Morin, Charies, & Maylon, 1984). 

The resulting anxiety from a HIV/AIDS diagnosis is often 

manifested in the form of tension, agitation, and an inability to 

sleep. In addition, the person with AIDS is frequently besieged by 

persistent fears about the course of his or her illness, which 

serves to intensify the anxiety. Those recently notified of their 

HIV/AIDS status have been described as being in a constant state 

of vigilance for physical symptoms and disease progression (Kelly 

& Murphy, 1992; Tross & Hirsch, 1988). 
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The depression that frequently accompanies a diagnosis of 

HIV seropositivity or AIDS has been considered to be different 

from the more normal grief responses associated with having a 

fatal illness. Instead, the AIDS-related depression is considered 

to be a "pathological process" characterized by irrational guilt, 

alienation, diminished self-esteem and pronounced suicidal 

ideation (Perry & Markowitz, 1986). 

Once diagnosed with AIDS, a person is likely to have a large 

loss in self-esteem that is believed to occur for a number of 

reasons (Kelly & Murphy, 1992; Perry & Markowitz, 1986; Tross & 

Hirsch, 1988). Frequently such a loss in self-worth by a person 

with AIDS may arise out of the strong feelings of guilt and 

discrimination resulting from having an illness that is 

transmitted primarily through sexual behavior or through drug use 

(Perry & Markowitz, 1986). In addition, AIDS causes a serious 

decline in physical functioning, and often an altered appearance. 

These changes, combined with the fact that many AIDS patients in 

the latter stages of their illness may become totally dependent 

on others, also seem to lower self-esteem (Nichols, 1985; Tross 

& Hirsch, 1988). 

The depression, guilt, and reduced self-esteem often lead to 

pronounced suicidal ideation among persons with AIDS. In 

addidon, suicidal ideation is also increased by many AIDS 

patients who have already seen friends die a long debilitadng and 

painful death from AIDS and do not wish to go through the same 
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drawn out disease process themselves. Moreover, many do not 

wish to be a burden on their family, friends, or lovers, and feel 

that it would be best if they died as soon as possible (Barret, 

1989; Faulsdch, 1987; Kelly & Murphy, 1992; Nichols, 1985). 

Although suicide ideation among persons with AIDS/HIV is 

very common, the prevalence of suicide attempts remains 

uncertain. Eariy in the AIDS epidemic it was believed that 

suicides were uncommon among persons with AIDS (Holland & 

Tross, 1985). Although there are few studies, and the studies are 

based on small numbers of subjects, recent investigations have 

found that suicide rates among persons with AIDS may be greater 

than previously thought (Winiarski, 1991). A study of male AIDS 

patients between the ages of 20 to 59 found the suicide rate 

among that group (consisted of 12 suicides) was 66 times greater 

than that of the general population and 36 times greater than that 

of men without AIDS in the same age group (Marzuk et al., 1988). 

In addition, another investigation noted that the "relative risk" of 

suicide for California men with AIDS was 17 dmes greater than 

that of men without AIDS (Kizer, Green, Perkins, Doebbert, & 

Hughes, 1988). Therefore, suicidal ideation and subsequent risk 

of suicide among persons with AIDS/HIV is something that should 

be both assessed and seriously addressed by mental health 

workers . 

An often overlooked source of depression among persons 

with AIDS is that they must frequently deal with the death of 

96 



their closest friends. In many large AIDS epicenters, typically 

cides with large gay populations that have been hit hard by AIDS, 

it is very common for someone to have watched several of their 

friends and lovers die long and painful deaths (Tross & Hirsch. 

1988). This pattern of loss and subsequent grief in the AIDS 

epicenters is often so pervasive that it has been termed by some 

to be "the secondary epidemic of AIDS-related bereavement" 

(Kelly & Murphy, 1992). 

In summary, a person with AIDS has not only to deal with a 

debilitating physical disease, but also with a pronounced decline 

in mental health as well. The AIDS padent will frequendy 

encounter a vast array of emotions from shock, to denial, to 

anger, to guilt, to extreme sadness and anxiety, and even thoughts 

of suicide. Although the literature on the psychological 

complications of AIDS is just beginning to expand, the symptoms 

do seem to be pervasive ones that are often similar to adjustment 

disorders with depressed and anxious mood (Greenwood, 1991; 

Tross & Hirsch, 1988). 

AIDS/HIV and Its Effect on 
Interpersonal Relationships 

Adding to the psychological impact of AIDS is the effect 

that this disease has on one's interpersonal relationships. 

Notification of HIV infection or AIDS has an immediate effect on 

one's sexual reladonships. In order to halt the spread of the 

disease to others, HIV seropositivity demands restraints on one's 
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future sexual behavior and drug usage, which is often difficult lo 

achieve (Tross & Hirsch, 1988). For a couple in which one of the 

partners is infected with HIV, even "safe sex" will often induce 

great fear and anxiety. Moreover, the issue of safe sex and 

condom use alone is often a new variable that enters the 

relationship at an already stressful dme (Bing et al., 1990). 

Therefore, HIV infecdon also brings with it a demand for 

new social skills that the infected person may lack. In order to 

prevent spread of infecdon to others, one with HIV must develop 

skills for dealing with limit setting, negodation, and possibly 

even rejecdon and abandonment by his or her partner (Bing et al., 

1990; Tross & Hirsch, 1988). Such social skills also require 

psychological skills such as frustration tolerance, anxiety 

reduction, self-assurance in the face of rejection, and self-

control, which the newly infected HIV person may not have (Tross 

& Hirsch, 1988). 

AIDS/HIV infection can also affect non-sexual relationships 

in a negative way. Often a diagnosis of AIDS may bring out into 

the open what had previously been private homosexuality or drug 

use (Morin et al., 1984). If the person is homosexual or an IV drug 

user, this may be the first dme that family, friends, and co

workers find out. This discovery of one's diagnosis and 

previously private lifestyle may lead to discrimination at work, 

and ostracism and rejection by family and friends at a time when 

their support is needed most (Barret, 1989; Morin et al., 1984; 
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Tross & Hirsch. 1988). Such rejection is likely to be fostered by 

the stigma associated with the disease, as well as a fear of 

contagion (Christ, Wiener, & Moynihan, 1986). Even for those 

family members and friends who do not ostracize the infected 

person, the grief and sense of helplessness they experience 

frequently prevent them from being as supportive as they would 

like (Kelly & Murphy, 1992). 

Psychological Impact on Families 
and Children with AIDS 

As stated earlier, 4,249 children under the age of 13 have 

been diagnosed with AIDS (Centers for Disease Control, 1993). 

Although children only account for 2% of all AIDS cases, they are 

important to examine as they present a number of social and 

psychological complications that differ from adult AIDS cases. 

First, 80% of all pediatric AIDS cases occur among minority 

children (Bing et al., 1990). A majority of these children with 

AIDS come from poor Black and Hispanic homes, that are burdened 

by IV drug use. Therefore, these families are frequently the ones 

with the fewest resources available to deal effecdvely with a 

child with AIDS (Bing et al., 1990; Falloon et al., 1989). Often, 

the parents may themselves be infected with HIV, or already sick 

from full-blown AIDS, or possibly even dead. Thus, these parents 

are rarely able to provide for the medical and emotional support 

needed by their child (Bing et al., 1990; Falloon et al., 1989). 
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Having a child with AIDS presents the family with numerous 

psychological problems. Often if a baby is born seroposidve for 

HIV, it may be the first dme the mother discovers that she has 

been infected. Thus, she must not only deal with her child's new 

HIV status, but her own as well. The parents may also suffer 

from extreme guilt once they realize they may have passed the 

deadly HIV on to their newborn child. Moreover, the evaluation of 

an infant's HIV status is also complicated by the placental 

transfer of maternal antibodies to HIV. These maternal 

antibodies may circulate in the infant for up to 15 months. Undl 

the maternal antibodies drop out of the infant's serum or the 

child develops clinical symptoms of AIDS, the family will not 

know for sure if the child has tmly been infected. During this 

period of uncertainty, the family is frequently in a state of 

anxiety and guilt. If the child is eventually determined to be 

infected with HIV, or if it begins to develop clinical symptoms of 

AIDS, the anxiety will often turn to feelings of depression and 

despair (Bing et al., 1990; Falloon et al., 1989). 

A family with a child with HIV/AIDS, will not only have to 

deal with their own issues of guilt, depression, and despair, but 

must also deal with societal rejecdon as well. The family will 

often be ostracized from its community, school, and even from 

other family members (Bing et al., 1990; Falloon et al., 1989). In 

addition, if allowed to attend school, the child may be attacked 

and shamed by fellow classmates and neighbors. Such was the 
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plight of three brothers from Arcadia, Florida who had tested 

positive for HIV. The family minister suggested the family not 

attend Sunday church services, their barber refused to cut their 

hair, and the family's house was burned down (Robinson, 1987). 

Moreover, 72% of the families of HIV children seen at the National 

Institutes of Health believed that the stigma attached to HIV 

infection prevented them from receiving the support they needed 

(Falloon et al., 1989). 

Stigma and Prejudice Toward 
Persons with HIV/AIDS 

Besides dealing with the devastadng physical and 

psychological effects of AIDS, persons with AIDS or who are 

seropositive for HIV must also endure great prejudice, which 

makes their struggle against the disease even more difficult. In 

an article that appeared in the American Psychologist's special 

issue on AIDS, Herek and Glunt (1988) declared that 

"understanding the AIDS epidemic in the United States requires 

understanding the phenomenon of widespread intensely negative 

reacdons to HIV persons" (Herek & Glunt, 1988, p. 886). Sdgma 

has been frequently defined as being a mark of shame or discredit. 

AIDS-related sdgma is the socially created response to a deadly 

illness that has been most prevalent in groups that were already 

targets of prejudice (Herek & Glunt, 1988). 

In a study of older college students (ages 28-29), Ross 

(1988) found six distinct factors in people's atdtudes toward 
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AIDS which together accounted for 76.4% of the total variance. 

The largest factor or dimension of attitudes toward AIDS was 

"negative attitudes toward homosexuals and attribution of 

responsibility for contracting AIDS," which accounted for 38.9% 

of the variance. "Fear of death" and "lack of unrealisdc concerns 

about AIDS" (characterized by items such as "People with AIDS 

should be allowed to interact with other people" and "There's 

nothing very contagious about AIDS") followed and accounted for 

12.9% and 8.8% of the variance, respecdvely. The final three 

dimensions were "recognidon of the risk of non-sexual 

transmission," "fear of the unknown," and "social conservatism," 

which respecdvely accounted for 6.1%, 4.9%, and 4.7% of the 

variance. In addition, the first dimension, which measured 

negative attitudes toward homosexuals and blame for the 

disease's transmission, was significantly correlated with the 

social conservative dimension (r = .68), suggesting that attitudes 

toward AIDS are related to its link with homosexuality and to 

society's conservatism toward sexuality in general (Ross, 1988). 

In addition, the subjects who reported that they personally knew 

men who were homosexual or bisexual held significantly less 

negative attitudes toward homosexuals, lacked unrealistic 

concerns toward AIDS, and were more knowledgeable about the 

risk of non-sexual transmission (Ross, 1988). 

As the above study suggests, AIDS has many sources of 

stigma. One such source is the nature of the illness itself. AIDS 
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is an incurable and progressive condition that has a strong 

associadon with death. Since this lethal disease is also 

transmissible, it places others at risk. Therefore, being both a 

transmissible and deadly disease, AIDS is something that makes 

people feel vulnerable because it confronts them with their own 

mortality. People will often distance themselves from it by 

defining AIDS as an illness of others, those in the "risk groups" 

(Herek & Glunt, 1988). 

Such a tendency to distance oneself from AIDS is frequently 

found in media reports on the disease, which often make a 

distinction between the "risk groups" and the "general public" 

(Herek & Glunt, 1988). Moreover, this distancing has also been 

found in research studies. In a study of college students, it was 

found that they perceived that there was an increasing risk for 

getting AIDS as they moved from themselves to their families to 

their university and to society in general. Therefore, the farther 

removed the target was from themselves, the greater the 

perceived likelihood for contracdng AIDS (Fisher & Misovich, 

1990). 

Another large source of AIDS-related sdgma in the United 

States results from AIDS being socially defined as a disease of 

already marginalized groups. The largest group of those suffering 

from AIDS has been homosexual men, and the disease was 

inidally referred to as GRID or gay-related immunodeficiency. In 

addidon, 23% of the present AIDS padents were infected as a 
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result of IV drug use, and Blacks and Hispanics arc also 

overrepresented among persons with AIDS (Centers for Disease 

Control, 1993). Thus, AIDS has often been viewed by society as a 

disease of IV drug users. Blacks, Hispanics, and gay men. 

Therefore, the sdgma attached to the disease is "layered upon" 

the pre-existing sdgma and prejudice already associated with 

these groups, especially the homosexual men (Herek & Glunt. 

1988). 

In a survey of over 2,000 lesbians and gay men in eight U.S. 

metropolitan areas, more than 90% of the men and 75% of the 

women reported that they had been verbally harassed as a result 

of their sexual preference. Moreover, almost one-half of the men 

and more than one-third of the women were physically 

threatened, and one-fifth of the men, and one-tenth of the women 

had actually been punched, kicked or beaten as a result of being 

gay (Herek, 1988). Such personal and institutional prejudice 

against gay men and lesbians has frequently been referred to as 

homophobia (Herek, 1988; Hudson & Ricketts, 1980). Empirical 

studies have shown that such negative attitudes toward 

homosexuals have been observed more frequently in heterosexual 

males than in heterosexual females. Moreover, males' attitudes 

were more negative toward gay men than toward gay women 

(Herek, 1988). In addition, it was found that negadve attitudes 

toward homosexuals stemmed from a least four separate sources. 

These sources include a strong adherence to an orthodox religious 
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ideology, past ncgadvc experience with homosexuals, perceptions 

that ones friends hold similar attitudes, and traditional attitudes 

toward gender roles and family roles (Hcrck, 1988). 

Because AIDS has been so strongly associated with this 

already stigmadzed group, the disease itself became the 

recipient of many of the same negative attitudes. Eariy in the 

epidemic AIDS was often negatively referred to as "the gay 

plague," and considered by many to be "God's wrath" or "God's 

punishment" of homosexuals (Cassens, 1985; Herek & Glunt, 

1988). In addition, it has been reported that attacks on 

homosexuals as a result of the AIDS epidemic appear to have been 

increasing (Bouton, Gallaher, Gariinghouse, Leal, Rosenstein, & 

Young, 1987). 

Blame associated with persons with HIV/AIDS 

Since transmission of HIV occurs primarily through sexual 

behavior or IV dmg use, those with AIDS or who are seropositive 

for HIV are frequently blamed for causing their condition, and as 

a result, receive little support or understanding. A 1987 Gallup 

poll found that one-half of the Americans polled agreed that most 

people with AIDS had only themselves to blame. Moreover, the 

media has often referred to those who have been infected by a 

blood transfusion, through blood products, or perinatally, as 

"innocent victims" making a strong distinction between these 
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persons and those who were infected by sexual behavior or IV 

drug use (Herek & Glunt, 1988). 

Such a situation received national attention in 1991. 

Kimberiy Bergalis contracted AIDS through her dentist. In 

testifying before Congress in October, 1991, to lobby for 

legisladon that would require health care workers to be tested 

for HIV, she mendoned how unfair it was that she had to suffer 

from AIDS although she "didn't do anything wrong" (Shilts, 1991). 

Such a statement and attitude again imply that those who 

contracted the disease in other ways did do something wrong, and 

are therefore to be blamed rather than supported for their 

suffering. 

Empirical studies have also shown that people frequently 

feel as if persons with AIDS are to blame for their disease. 

Triplet and Sugarman (1987) used hypothedcal case descripdons 

of eight medical patients who differed in sexual preference 

(homosexual vs. heterosexual) and diagnosis (AIDS, genital 

herpes, serum hepatitis, and Legionnaire's disease). 

Undergraduate students were to rate on a 7-point Likert scale 

how medically serious the disease was, the personal 

responsibility each victim had for the illness, and interactional 

desirability, measured by their willingness to share a hospital 

room or have a family member of the subject share a hospital 

room with the hypothetical patient. 
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The results showed that the hypothetical homosexual 

patients were held more personally responsible for their illness 

and deemed less interactionally desirable than the heterosexual 

ones, regardless of diagnosis. In addition, an interaction between 

diagnosis and sexual preference showed that homosexuals were 

seen as significandy more responsible for acquiring AIDS than 

were heterosexuals (Triplett & Sugarman, 1987). 

A similar study had college students rate vignettes of six 

hypothetical AIDS patients for responsibility for contracdng the 

illness. The vignettes differed on dimensions of sexual 

preference (homosexual vs. heterosexual), and mode of 

transmission (blood transfusion vs. sexual contact vs. IV drug 

use). The results showed a main effect for sexual orientation as 

the homosexual AIDS patient was seen as more to blame for 

contracting AIDS than the heterosexual patient. However, post 

hoc analysis indicated that the AIDS padent was seen as more to 

blame for this illness only when the mode of transmission was 

sexual behavior (Dowell, Lo Presto, & Sherman, 1991). These 

results give more weight to the results of the Ross (1988) study 

discussed above, which concluded that attitudes toward AIDS 

were largely a result of negative attitudes toward homosexuals 

combined with a socially conservative attitude toward sexuality 

(Ross, 1988). 

Another study asked college students, nurses, medical 

students, and chiropractic students to rate their perceptions of 
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cancer patients, heart disease patients, diabetes patients, AIDS 

padents, and "most people." Therefore, this study looked at the 

perception of AIDS patients compared with healthy persons, and 

patients with other medical problems, and did not take into 

account sexual preference. Based on the disease variable alone, 

the AIDS patients were depicted as negative by all groups of 

subjects. The AIDS patients were seen as being less competent, 

and less morally worthy than the other patients and were 

strongly socially rejected. In addition, the AIDS patients were 

seen as being more responsible for their illness than patients 

with other illnesses (Katz, Hass, Parisi, Astone, McEvaddy, & 

Lucido, 1987). 

Several other investigations using college undergraduates 

have shown similar patterns of both blame and negative attitudes 

toward persons with AIDS. In a recent study of college 

undergraduates, such negative attitudes towards persons with 

AIDS were again found. Although all of the subjects in the study 

knew that it was not possible to contract AIDS through casual 

contact, when asked to express their level of concern if one of 

their classmates had AIDS and continued to attend class, 80% of 

the subjects indicated that they would feel uneasy in that 

person's presence, and would be very concerned for their own 

health (Crawford, 1990). Moreover, in presenting a scale to 

measure attitudes toward AIDS padents, Lester (1989) found that 

among the college undergraduates sampled, males held 
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significantly more negative attitudes toward persons with AIDS 

than did females. Another study found that among college 

undergraduates, there was a significant negative correlation 

between scores on an AIDS knowledge test, and measures of AIDS 

anxiety (worries about being near someone with AIDS) and stigma 

(opinions about placing restrictions on AIDS virus carriers). 

Thus, among these undergraduates, greater AIDS knowledge was 

related to having fewer AIDS-related anxiedes and stigma (Bean. 

Keller, Newberg, & Brown, 1989). 

Atdtudes Toward AIDS Held 
By Health Care Workers 

Not only has the great prejudice and social stigma toward 

AIDS patients affected the general public's view of AIDS, but it 

has also influenced the people who are supposed to care for these 

patients (Crawford, Humfleet, Ribordy, Ho, & Vickers, 1991; 

Dowell et al., 1991). In one of the earliest studies of attitudes 

toward persons with AIDS, it was found that health care workers 

held both negative attitudes toward homosexuals and negative 

attitudes toward persons with AIDS. For example, 32% of the 

interns, residents, and registered nurses sampled agreed with 

statements such as: "I feel more negadvely about homosexuality 

since the emergence of the AIDS crisis," and "In the hospital, 

patients with AIDS receive inferior care compared to other 

illnesses." Also, nine percent of the total sample agreed that 

"Homosexuals who contact AIDS are getting what they deserve." 
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In addition, among the nurses sampled, those who had a 

homosexual friend or relative, or had worked with a homosexual 

patient had significandy lower scores on a measure of 

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

Other invesdgations have continued to show that many 

health care workers do hold negadve attitudes toward AIDS 

patients. A study by Kelly, St. Lawrence, Smith, Hood, and Cook 

(1987a) examined the atdtudes of 157 physicians toward 

patients with AIDS. The physicians were given vignettes of a 

hypothetical male padent who was suffering from a terminal 

illness. All vignettes were identical except in two respects: the 

hypothetical patient was identified as being either heterosexual 

or homosexual, and the illness was defined as either AIDS or 

leukemia. Results showed that the physicians considered the 

hypothetical AIDS patient to be more responsible for his illness, 

more deserving of what happened to him, and less deserving of 

sympathy and understanding than the hypothetical leukemia 

patient. In addition, the physicians indicated that they would be 

less willing to interact socially with an AIDS patient then with a 

leukemia patient (Kelly et al., 1987a). 

Kelly, St. Lawrence, Smith, Hood, and Cook (1987b) used the 

same methodology to examine attitudes toward AIDS patients 

among second-year and third-year medical students. Similar 

results were found, as the medical students found the 

hypothetical AIDS patient to be more responsible for his illness, 
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more deserving of death, and more dangerous than the 

hypothedcal leukemia patient, and were also less willing to 

interact socially with the AIDS patient than with the leukemia 

patient. Also, regardless of disease, homosexual patients were 

viewed as being more responsible for their illnesses and more 

dangerous to others (Kelly et al., 1987b). However, in their 

discussion, the authors argue that increased education and 

knowledge of AIDS and HIV transmission may prove to be the best 

way to counter such negadve attitudes. Since their data were 

collected in 1986, when knowledge of AIDS and HIV transmission 

was still in its infancy, it is possible that the negative attitudes 

may have been due, in part, to a lack of AIDS knowledge. 

Other investigations of health care workers have shown 

similar negative attitudes toward AIDS patients and homosexuals. 

In a study whose subjects included medical students, nursing 

students, allied health students, and students enrolled in a 

physiology course, it was found that those who had higher scores 

on a measure of homophobia also had a greater fear of AIDS and 

had less empathy for persons with AIDS (Royse & Birge, 1987). In 

addidon, in another study that examined nurses, technicians, 

social workers, orderlies, and clergy, a similar pattern of results 

was found. The subjects exaggerated the proportion of time they 

spent caring for AIDS patients, considered such work to be among 

the most stressful aspects of their job, and were dissatisfied 

with how they and their colleagues responded to the emotional 
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needs of AIDS padents (O'Donnell, O'Donnell, Pleck, Snarey. & 

Rose, 1987). Among these subjects, AIDS-related phobia, 

including fear of contagion, was significantly correlated with 

homophobia (r = .62). Forty-three percent of the respondents 

responded posidvely to "If I get AIDS, I would worry that other 

people would think I was a homosexual," and only 36.5% agreed 

that homosexuality was "a natural expression of love and 

affection." However, greater contact with persons with AIDS was 

found to be significantly associated with lower AIDS stress 

(O'Donnell et al., 1987). A recent study of nursing and medical 

students also found that hostile feelings toward persons with 

AIDS and resistance toward working with AIDS patients were 

related to negative attitudes toward homosexuals, and the social 

stigma associated with groups at high risk for AIDS (Bliwise, 

Grade, Irish, & Ficarrotto, 1991). 

Attitudes Toward AIDS Held 
By Mental Health Workers 

Although having AIDS or being seropositive for HIV takes a 

great toll on the individual's mental health, often such persons do 

not receive the psychological services they need. AIDS padents 

have repeatedly stressed that although their medical needs are 

being addressed, their psychological needs are not (Morin, 1988; 

Morin et al., 1984). This neglect may be a result of psychologists 

and other mental health providers having negative attitudes 

toward AIDS patients and a reluctance to work with them 
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(Crawford et al., 1991; Dow & Knox, 1991; Royse, Dhooper, & 

Hatch, 1987; St. Lawrence, Kelly, Owen, Hogan, & Wilson, 1990; 

Thompson, 1981). 

In one of the earliest studies in this area, Royse et al. 

(1987) measured attitudes towards persons with AIDS among 

undergraduate and graduate students in social work. Subjects 

responded in 5-point Likert-type form to three AIDS-related 

scales. These included a knowledge scale, a fear scale, and an 

empathy scale. Results of multiple regression analysis showed 

that greater knowledge concerning AIDS was associated with 

greater empathy toward AIDS patients. In addition, one of the 

control variables, age, was significantly related to lower 

empathy toward AIDS patients. A higher chronological age was 

found to predict lower ratings of empathy toward persons with 

AIDS (Royse et al., 1987). 

Fear toward AIDS was found to be pervasive across all 

subjects regardless of age, sex, or race. However, those with 

greater knowledge of AIDS and greater empathy towards persons 

with AIDS showed lower ratings of fear (Royse et al., 1987). 

Although this study was done over five years ago, when AIDS-

related knowledge was less developed, it did clearly show how 

lower knowledge concerning AIDS, and subsequent fear of the 

disease, led to a lack of empathy towards persons with AIDS 

among people who were training to be social workers, and who 

113 



would conceivably be dealing with AIDS patients in the near 

future. 

St. Lawrence et al. (1990) examined the attitudes that 

licensed psychologists held toward persons with AIDS. The study 

included 126 licensed psychologists with a mean age of 49.3 

years and an average of 18.6 years in professional practice. The 

psychologists were given vignettes of a hypothetical male who 

was suffering health problems due to a disease, and was having 

trouble in coping with his disease. The vignettes were varied 

according to disease (AIDS vs. leukemia) and sexual preference 

(homosexual vs. heterosexual). After reading the vignettes, the 

subjects responded to a number of questions to determine 

attitudes toward the hypothetical patient (St. Lawrence et al., 

1990). 

Results indicated that the psychologists held negative 

attitudes toward the hypothetical person with AIDS. They were 

less willing to see the person with AIDS as a patient in their 

pracdces than the leukemia patient, and viewed him as being 

more responsible for his illness, more dangerous to others, more 

likely to have suicide as the best solution, and more deserving of 

quarandne than the leukemia patient. In addition, the 

psychologists were less willing to attend a party where a person 

with AIDS was preparing food, to work in the same office with 

someone with AIDS, and to allow their children to visit in the 

home of a person with AIDS. However, these negative attitudes 

114 



were not related to whether the hypothetical person was 

homosexual, but strictly to whether he had AIDS (St. Lawrence et 

al., 1990). 

Therefore, the results of this study showed that the 

psychologists did not hold the negative attitudes toward 

homosexuals that had been previously found among other groups. 

The authors believe that the findings that the psychologists did 

not hold negadve attitudes toward the homosexual patient may 

have been the result of the psychologists' training, which is 

supposed to stress tolerance of minorities and alternative 

lifestyles. However, few psychologists outside of AIDS 

epicenters are likely to have had education about AIDS and about 

caring for AIDS padents. Therefore, this lack of knowledge may 

have resulted in the negative attitudes held toward the 

hypothedcal AIDS padent (St. Lawrence et al., 1990). Although 

not noted by the authors, the fact that most of the subjects were 

older, had been in professional practice for an average of 18.6 

years, and most likely out of formal training programs long 

before the beginning of the AIDS epidemic, seems to support this 

hypothesis . 

Using a methodology similar to the St. Lawrence et al. 

(1990) study, Crawford et al. (1991) further examined the degree 

to which clinical and counseling psychologists and clinical social 

workers across the United States prejudicially evaluated persons 

with AIDS. The study used vignettes similar to those in the St. 
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Lawrence et al. (1990) study, in which a young man was suffering 

from a terminal illness. The illness was either AIDS or leukemia, 

and the hypothetical padent was described as being either 

homosexual or heterosexual. In addition to looking at the effects 

of disease and sexual orientation, the study also examined the 

effect of the subject living in a location with a high AIDS rate 

versus a low AIDS rate (Crawford et al., 1991). 

Results showed a significant main effect for disease as the 

subjects were less likely to take on the AIDS patient as a client, 

more likely to refer him to another therapist, and less likely to 

make physical contact with him than the leukemia patient. In 

addition, although they rated the AIDS patient's disease as more 

traumatic, and involving more pain and suffering, they also 

perceived him to be significantly more responsible for his 

illness, less deserving of sympathy, and more dangerous to others 

than the patient with leukemia. There were no significant main 

effects for sexual orientation or location (AIDS rate) and no 

significant interactions (Crawford et al., 1991). 

The Crawford et al. (1991) study also examined the effect 

of having received education about AIDS on the dependent 

variables and found a significant main effect for education. The 

subjects with previous AIDS education were more likely to take 

on the AIDS patient as a client, to be comfortable with him. and 

to make physical contact with him than those without any 

previous AIDS education. Moreover, subjects without any 
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previous AIDS educadon were more likely to agree that the AIDS 

patient was dangerous to others and less likely to view his 

illness as traumatic (Crawford et al., 1991). The study also 

assessed the effect of homophobia and found that the subjects 

who rated high on a scale of homophobia were less willing to take 

the hypothetical homosexual patient on as a client. In addition, 

the subjects who were high in homophobia were uncomfortable in 

working with the hypothetical homosexual patient, and were 

significantly less willing to interact with him (Crawford et al., 

1991). 

Therefore, this study's findings were similar to those of the 

St. Lawrence et al. (1990) study in that although the 

psychologists and social workers viewed the AIDS patients as 

undergoing a traumatic and painful experience, they indicated 

that they did not want to take these padents on as clients. In 

addition, they viewed these patients as being more responsible 

for their illness and more dangerous to the general public. The 

subjects also viewed the AIDS patients as being less deserving of 

sympathy then patients with leukemia. An interesting finding in 

the Crawford et al. (1991) study is that those with previous AIDS 

education were less likely to hold such negadve attitudes 

towards persons with AIDS. Moreover, the mental health workers 

in the Crawford et al. (1991) study were similar to the ones in 

the St. Lawrence et al. (1990) study as the mean age of the 

subjects was 47.4 years, and they averaged 17.4 years in 
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professional practice. Therefore, they had also completed formal 

training long before the beginning of the AIDS epidemic and were 

less likely to have received such AIDS education. 

Studies of Attitude Change Toward 
Persons With AIDS/HIV 

Although the literature has shown a pattern of negative 

attitudes toward persons with HIV/AIDS, a few recent studies 

have shown that these attitudes can change. The Bliwise et al. 

(1991) study examined both knowledge of and attitudes toward 

AIDS patients among nursing and medical students upon first-

year registration and after taking an elective course on AIDS. 

Although upon registration both groups held similarly negative 

attitudes toward AIDS patients, those who took the elective 

course on AIDS showed significant decreases in negative 

attitudes toward AIDS patients, while attitudes remained the 

same for those who did not take the course (Bliwise et al., 1991). 

Similarly, an investigation of health care providers by Wertz, 

Sorenson, Liebling, Kessler and Heeren (1987) examined 

knowledge and attitudes toward AIDS immediately before an AIDS 

educadon program, immediately after the program, and at 1-

month follow-up. The educational program focused on 

epidemiology of AIDS, modes of transmission, means of 

preventing transmission, general infection control procedures, 

and psychosocial issues for persons with AIDS and those who care 

for them. Results showed that after the program, knowledge of 
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AIDS increased, as did more positive attitudes toward persons 

with AIDS. For example, fewer respondents indicated that they 

would avoid working with AIDS patients and that they felt 

uncomfortable in interacting with the lover of a person with 

AIDS. These results were also found at the 1-month follow-up 

(Wertz et al., 1987). 

Similar results were found in a study by Huszd, Clopton. 

and Mason (1989) that investigated the effect of an educational 

program on adolescents' attitudes and knowledge of AIDS. All 

subjects were 10th grade students, and were randomly assigned 

to one of three conditions: a lecture on AIDS, a film on AIDS, or no 

educational program. The subjects completed an AIDS knowledge 

scale and an AIDS attitude survey 1 week before the educational 

program, immediately following the program, and at 1-month 

follow-up. Results showed that students who had attended an 

educational program had an increase in AIDS knowledge and in 

positive attitudes toward persons with AIDS from pretest to 

posttest. Although at follow-up they had significantly less 

positive attitudes and less AIDS knowledge than at posttest, the 

attitudes expressed were still significantly more positive and 

the AIDS knowledge greater than the attitudes and knowledge held 

at the pretest. In addition, students who received an educational 

program had significantly more positive attitudes toward persons 

with AIDS and greater AIDS knowledge at both posttest and 

follow-up when compared to those who did not receive an 
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educational program (Huszti et al., 1989). Therefore, the 

literature is beginning to suggest that many of the negative 

attitudes toward persons with AIDS c an be lessened through 

greater AIDS education and awareness. 
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APPENDIX B 

MATERIALS FOR DATA COLLECTION: 

CASE VIGNETTE, MEASURES, AND 

COVER LETTER 

Case Vignette 
Please read the following two paragraphs and then answer 

each set of questions. 

Mark is a recent college graduate. Through hard work and 
determination he has advanced to a management position in the 
computer firm for which he works. He is generally described as 
being a very outgoing person who has many friends. In addition, 
he also has many athletic and social interests that he actively 
pursues. 

However, Mark has been experiencing symptoms of fatigue 

and weight loss, and has developed some recurring health 

problems. He recently learned from his doctor that he is seriously 

ill and suffering from a terminal illness. His family has been 

having great difficulty in dealing with Mark's life-threatening 

illness. The severity of his illness initially drew him closer to 

Robert (Roberta), his longstanding romantic partner. However, as 

time has passed, Robert (Roberta) has grown emotionally distant 

and has had trouble in coping with Mark's illness, as has Mark. 

Mark has been diagnosed with AIDS (leukemia). 

121 



PES/SIS-R 

Please rate the following items on a scale from 1 to 7 as to how much you 
agree or disagree with each statement: 

7 
strongly 
agree 

agree agree 
somewhat 

no 
opinion 

disagree 
somewhat 

disagree strongly 
disagree 

1. Mark is responsible for his illness. 

2. Mark deserves sympathy and understanding. 

3. Mark deserves what has happened to him. 

4. Mark has a lot of pain and suffering. 

5. Mark is dangerous to other people. 

6. Mark deserves the best medical care possible. 

Please answer the each of the questions below using the following scale: 

I 
most 
definitely 

yes probably not 
sure 

probably 
not 

no definitely 
not 

1. Would you be willing to take on Mark as a 
psychotherapy client? 

2. If you met Mark would you be willing to strike up a 
conversation with him? 

3. Would you be willing to work in the same office as 
Mark? 

4. Would you attend a party where Mark was preparing 
food? 

5. Would you attend a party where Mark was present? 
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AKA-R 
Please do not put your name on this questionnaire. 

AIDS KNOWLEDGE ASSESSMENT QUESTIONNAIRE - REVISED 

It is important for us to know what people know about AIDS in order to provide 
specific education about AIDS. This questionnaire will help us get an idea o\' what you 
think about AIDS. Just answer the questions as best as you can. Please answer all of 
the questions. All of your answers are confidential. 

To answer the questions, circle the number that you think best answers the question. 
Please circle a number for each of the possible responses. 

The questions ask you to answer along the following scale: 

Definitely 
Yes 
1 

Probably 
Yes 

2 

I Don't 
Know 

3 

Probably 
No 

4 

Definitely 
No 

5 

Def 
Yes 

Prob. 
Yes 

Don't 
Know 

Prob. 
No 

Def 
No 

1. The cause of AIDS is: 

a virus 
a bacteria 
bad health habits 

2 
2 
2 

3 
3 
3 

4 
4 
4 

5 
5 
5 

2. The cause of AIDS is sometimes 
called: 

HTLV-I 
mv 
HTLV-III 
LAV 

2 
2 
2 
2 

3 
3 
3 
3 

4 
4 
4 
4 

5 
5 
5 
5 

3. Risk groups for AIDS (groups more 
likely to get AIDS) include: 

people with hemophilia 
drug users who share needles 
male homosexuals 

2 
2 
2 

3 
3 
3 

4 
4 
4 

5 
5 
5 
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4. Other individuals at risk for 
getting AIDS include: 

spouses of AIDS patients 
sexual partners of persons with 

hemophilia 
doctors, nurses, laboratory 

technicians 
female homosexuals 
children of hemophiliac fathers 

5. AIDS can be spread by: 

sexual intercourse 
sharing eating utensils 
touching and hugging 
changing dirty diapers 
kissing 

6. AIDS can be spread in: 

blood 
a i r 
semen/sperm 
saliva 

Def 
Yes 

Proh. 
Yes 

2 
2 
2 

2 
2 
2 
2 
2 

1 

2 
2 
2 
2 

Don't 
Know 

3 

3 

3 
3 
3 

3 
3 
3 
3 
3 

3 
3 
3 
3 

Prob. 
No 

4 

4 

4 
4 
4 

4 
4 
4 
4 
4 

4 
4 
4 
4 

Det 
No 

5 

5 

5 
5 
5 

5 
5 
5 
5 
5 

5 
5 
5 
5 

7. Do you think a test to screen for blood 
donors who might pass on AIDS will 
guarantee that all tested blood 
products are free of the AIDS 
agent? 1 

8. Do you think people with AIDS can 
be helped by medical care? 
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Def. 
Yes 

Prob. 
Yes 

Don't 
Know 

Prob. 
No 

Det 
No 

A person with antibi)dies to the 
AIDS agent (someone who is 
antibody-positiveV. 

has AIDS 
is protected from AIDS 
has come into contact with the 

AIDS agent 
can give AIDS to someone else 
has the AIDS agent in his/her 

blood 

2 
2 

2 
2 

3 
3 

3 
3 

4 
4 

4 
4 

5 
5 

5 
5 

10. A person without antibodies to the 
AIDS agent (somebody who is 
antibody negative) can still have 
the AIDS agent in his/her blood: 

11. Risk groups for AIDS (people who 
are more likely to get AIDS) include: 

people who take care of AIDS 
patients 

classmates of AIDS patients 
sexual partners of members of 

high risk groups 
family members of AIDS patients 
bisexuals 

2 
2 

2 
2 
2 

3 
3 

3 
3 
3 

4 
4 

4 
4 
4 

5 
5 

5 
5 
5 

12. AIDS can be cured by: 

penicillin 
radiation therapy 
chemotherapy 
vaccination 
AZT 

2 
2 
2 
2 
2 

3 
3 
3 
3 
3 

4 
4 
4 
4 
4 

5 
5 
5 
5 
5 
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Def 
Yes 

Prob, 
Yes 

Don't 
Know 

Prob. 
No 

Def 
No 

13. AIDS is diagnosed by: 

blood test 
x - r a y s 
opportunistic infections 
blood pressure test 
sexual orientation 

2 
2 
2 
2 

3 
3 
3 
3 
3 

4 
4 
4 
4 
4 

3 
5 
5 
5 

14. AIDS can be spread by: 

playing together on the 
playground 

toilet seats 
mosquitoes 
bites from an AIDS patient 

2 
2 
2 
2 

3 
3 
3 
3 

4 
4 
4 
4 

5 
5 
5 
5 

15. A person without antibodies to the 
AIDS agent (someone whose blood 
test is negative) can still spread 
the AIDS agent to someone else. 

16. A person with antibodies to the 
AIDS agent (somebody whose blood 
test is positive) might get AIDS. 
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IMP 
This questionnaire is designed to measure the way vou feel about workiniz or 

associating with homosexuals. It is not a test, so there are no right or wrong 
answers. Answer each item as carefully and accurately as you câ n by placing a 
number beside it indicating how much you agree or disagree with the statement: 

I 
2 
3 
4 
5 

Strongly agree 
Agree 
Neither agree nor disagree 
Disagree 
Strongly Disagree 

I would feel comfortable working closely with a male 
homosexual. 

I would enjoy attending social functions at which 
homosexuals were present. 

I would feel uncomfortable if I learned that my neighbor was 
homosexual. 

6. 

7. 

If a member of my sex made a sexual advance toward me I would 
feel angry. 

I would feel comfortable knowing that I was attractive to 
members of my sex. 

I would feel uncomfortable being seen in a gay bar. 

I would feel comfortable if a member of my sex made an advance 
toward me. 

8. I would feel comfortable if I found myself attracted to a member 
of my sex. 

9. I would feel disappointed if I learned that my child was 
homosexual. 

10. I would feel nervous being in a group of homosexuals. 

11. I would feel comfortable knowing that my clergyman was 
homosexual. 

12. I would be upset if I learned that my brother or sister was 
homosexual. 

13. I would feel that I had failed as a parent if 1 learned that my 
child was gay. 
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Please place a number beside each item as follows: 
1 Strongly agree 
2 Agree 
3 Neither agree nor disagree 
4 Disagree 
5 Strongly disagree 

14. If I saw two men holding hands in public I would feel disgusted. 

15. If a member of my sex made an advance toward me 1 would be 
offended. 

16. I would feel comfortable if I learned that my daughter's teacher 
was a lesbian. 

17. I would feel uncomfortable if I learned that my spouse or partner 
was attracted to members of his or her sex. 

18. I would feel at ease talking with a homosexual person at a party. 

19. I would feel uncomfortable if I learned that my boss was 
homosexual. 

20. It would not bother me to walk through a predominantly gay 
section of town. 

21. It would disturb me to find out that my doctor was homosexual. 

22. I would feel comfortable if I learned that my best friend of my 
sex was homosexual. 

23. If a member of my sex made an advance toward me I would feel 
flattered. 

24. I would feel uncomfortable knowing that my son's male teacher 
was homosexual. 

25. I would feel comfortable working closely with a female 
homosexual. 
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Demographic Ouestionnaire 

Demographic Information 

1- Age: Gender: M 

2. What psychology program are you in? (check one) 

Clinical Counseling 

Other describe: 

3. How many years of graduate training have you had in psychology? 

List highest degree received: 

4. For how many years have you been seeing psychotherapy clients? 

5. Have you received any education focused on issues of HIV/AIDS during your 
graduate training? 

Yes No 

If yes, was this education received through (check all that apply) 

a formal course on HIV/AIDS 
part of a related course 
a seminar or workshop 
other (describe) 

6. Have you ever known anyone who was a homosexual? 

Yes No 

7. Have you ever known anyone with HIV/AIDS? Yes No 

8. Have you ever seen a psychotherapy client who had HIV/AIDS? 

Yes No 

9. Have you ever known anyone with leukemia? Yes No 

10. Have you ever seen a psychotherapy client who had leukemia? 

Yes No 
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Cover Letter 

Dear clinical or counseling psychology graduate student. 

I am currently conducting a dissertation study of how therapists 
deal with different treatment issues and your help as a voluntary 
participant in this study would be both very helpful and greatly 
appreciated. The enclosed research packet should take 
approximately 15 minutes to complete and all data associated 
with this study will remain strictly confidential. If you decide to 
participate in this study I ask you to please adhere to the 
following instructions. 

1. First open the envelope marked "1" 

After reading its enclosed vignette, please answer the 
questions that follow as honestly as you can. 

**DO NOT OPEN ENVELOPE "2" UNTIL YOU HAVE COMPLETED THE 
QUESTIONS IN ENVELOPE "1." *** 

2. After completing the questions in envelope "1" open the 
envelope marked "2" and please fill out the inventories that are 
enclosed. 

3. When you have completed the inventories contained in both 
envelopes, please return them to the self-addressed stamped 
envelope enclosed in the packet and simply drop it in the nearest 
US mail box (please try to complete this within the next week). 

Once again, I thank you for your participation. 

Gregory M. Fliszar, M.A 
Psychologist in Training 

James R. Clopton, Ph.D. 
Associate Professor of Clinical Psychology 
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