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This dissertation breaks new ground. It examines the 

perceptions of older adults towards AIDS prevention. Using 

the National Health Interview Survey, 1988: AIDS Knowledge 

and Attitudes Supplement, a modified Health Belief Model is 

developed. Despite the low number of older adults 55+ with 

AIDS, some extenuating circumstances increase their risk of 

AIDS contraction. Older adults have lower levels of 

knowledge about AIDS, weaker immune systems and receive more 

blood transfusions. Societal influences include educational 

neglect at the hands of physicians, healthcare workers and 

social service personnel. 

The first stage of the dissertation involved 

establishing older adults as an at-risk population through 

an extensive literature review. Next, the data was 

described utilizing frequencies, correlations and factor 

analysis. Frequencies clearly indicated that older adults 

in the data set had low levels of AIDS knowledge and did not 

view themselves at risk for AIDS contraction. Correlations 

between the variables were minimal. A modified Health 

Belief Model was developed and tested. Multiple regression 



determined that minimal variation in the two dependent 

variables, "Perceived Effectiveness of Effective Methods to 

Prevent AIDS Contraction" and "Perceived Effectiveness of 

Ineffective Methods to Prevent AIDS Contraction" was 

accounted for by the independent variables. Although F 

ratios allowed rejection of the two null hypotheses, beta 

2 

weights were low. Adjusted R 's accounted for only 21% and 

16% respectively of the variation in the dependent 

variables. 

Finally, discrepancies in the model were determined and 

recommendations made for further research. Most health 

belief models concentrate on individual social-psychological 

variables. Due to AIDS' societal consequences, it is 

proposed that societal providers of education: physicians, 

social service workers and healthcare personnel need to be 

included in the model. Recommendations were made for 

additional research into sexual behavior of older adults and 

exploration of available training of physicians, healthcare 

and social service professionals. Finally, recommendations 

were made to provide training and education for both 

professionals as well as the elderly to prevent their growth 

into an at-risk population. 
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CHAPTER I 

INTRODUCTION TO THE STUDY 

Statement of the Problem 

The purpose of this research was to examine the beliefs 

that older adults 55+ have regarding methods to prevent AIDS 

contraction. The Health Belief Model was used as the 

theoretical framework to test the effect of several 

independent variables on two dependent variables, "Older 

Adults' Perceived Effectiveness of Effective Methods to 

Prevent AIDS Contraction" and "Older Adults' Perceived 

Effectiveness of Ineffective Methods to Prevent AIDS 

Contraction." 

This research is significant to Sociology because it 

addresses a sparsely studied issue. This study explores 

which variables influence older adults 55+ to have correct 

or incorrect beliefs concerning methods to prevent AIDS 

contraction. Despite the impact that AIDS is having on 

society as a whole, segments of the population remain 

ignorant of basic AIDS information (Lloyd, 1989), 

Populations generally considered to be at low-risk of 

AIDS contraction are especially likely to resmain uninformed 

(Allers, 1990). One such population is older adults. The 

elderly, as well as other populations, consider older adults 

to be at low-risk for AIDS contraction. Workers in health 

1 
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and social services may be unaware of the risks that AIDS 

presents for this population. The media may reflect these 

views. The result is a dearth of AIDS research, education, 

media advertisements, and training courses focused 

specifically at older adults (Hinkle, 1991). The impression 

that older adults are a low risk group for AIDS contraction 

may exist because only 10 percent of the population 

diagnosed with AIDS are over the age of 50, with 6 percent 

over age 55 (Riley, Ory & Zablotsky, 1989). Also 

encouraging the belief that elderly are at low risk for AIDS 

contraction, are decreased frequency of sexual intercourse 

and minimal incidences of intravenous drug use. Despite the 

low percentage of AIDS in older adults, and changes in 

sexual and drug use behavior, older adults may be facing 

several serious consequences concerning AIDS. 

First and foremost, older adults fall far behind other 

categories in their knowledge about AIDS (Riley et al., 

1989). This lack of knowledge causes the elderly to be 

unlikely to recognize symptoms of AIDS or to take 

precautions against contraction. Second, because older 

adults have compromised immune systems, HIV can be 

contracted through fewer exposures (Schmidt, 1989). Also, 

due to older adults already having depleted immune systems, 

they can develop a greater number of AIDS related diseases. 

The results may be painful, rapid deaths (Schmidt, 1989). 

Third, since older adults have more operations than 
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individuals of other ages, they are at increased risk of 

contracting HIV through blood transfusions. 

Lastly, physicians, other health care professionals and 

social service professionals may lack knowledge about the 

risks that AIDS presents to older adults. Consequently, 

such professionals may neglect to specifically educate this 

population. Older adults, because of their lack of 

knowledge, depleted immune systems, increased numbers of 

transfusions and neglect by health and social service 

personnel, may indeed find themselves becoming the "new at-

risk population." 

This study begins with an inter-disciplinary literature 

review. The purpose of this literature review was to 

provide as much substantive information as possible to 

develop the premise that older adults are an at-risk 

population. Second, frequencies, factor analysis and 

correlations are presented to describe the data set, 

National Health Interview Survey. 1988: AIDS Knowledge and 

Attitudes Supplement (U.S. Department of Health and Human 

Services, 1988). Using these procedures, preliminary 

analyses were run prior to conducting multiple regression. 

Third, multiple regression and accompanying statistics were 

used to test the two null hypotheses developed in CHAPTER 

III, METHODOLOGY. Multiple Regression was used to determine 

the amount of variation the independent variables caused in 

the two dependent variables, "Older Adults' Perceived 
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Effectiveness of Effective Means of AIDS Prevention" and 

"Older Adults' Perceived Effectiveness of Ineffective Means 

of AIDS Prevention." Fourth, the Health Belief Model was 

modified for use in this research. The Health Belief Model 

was tested to determine whether it was an appropriate model 

to study older adults and their perceptions concerning 

effectiveness of methods used to prevent AIDS contraction. 

Fifth, discrepancies between the theoretical and the 

empirical model were identified. Sixth, recommendations 

were made for further research and suggestions developed to 

better respond to the needs of older adults. 



CHAPTER II 

REVIEW OF LITERATURE 

Epidemiology of AIDS 

General Information 

Some general information must be understood about HIV 

and AIDS prior to conducting AIDS research. HIV disease is 

a spectrum of illnesses caused by the human immuno-

deficiency virus (HIV), also called the AIDS virus (Acquired 

Immune Deficiency Syndrome) (Burroughs Wellcome, 1991). 

HIV is the actual virus contracted. AIDS is the 

manifestation of the virus believed to exist when the body 

develops one (or more) opportunistic infections (Burroughs 

Wellcome, 1991; Heyward & Curran, 1988). These infections 

include shingles, Pneumocystis carinii pneumonia (PCP), or 

one of several other infections (Heyward & Curran, 1988), 

Having a T-cell count, which composes our immune system, at 

or below 200, also indicates an onset of AIDS (Curran, et 

al,, 1988; Schooley, 1991). Regardless of whether an 

individual is HIV positive or has been diagnosed with AIDS, 

similar types of stigma and social consequences are 

experienced. 
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Epidemiology In The Older Adult 

Prior to conducting research, evidence was required to 

warrant a study of older adults and AIDS. Despite minimal 

availability of information regarding AIDS epidemiology in 

older adults, several trends surfaced. The first trend was 

an increase in number of older individuals infected with HIV 

who subsequently developed AIDS. Ship, Wolff and Selik 

(1991) stated that the percentage of older individuals with 

AIDS has increased since 1981. Despite societal publicity 

that HIV is primarily a virus contracted by young persons, 

the 1992 End of the Year Report (U.S. Department of Health 

and Human Services, 1993a) states that AIDS sufferers vary 

in age. By December, 1992, 14,603 individuals with AIDS 

were over the age of 55, and 3,715 were 65 years of age or 

older (U.S. Department of Health and Human Services, 1993a). 

The Center for Disease Control also reported a change 

in the percentage for each exposure category (Ship, et al., 

1991). In the early to mid 1980's, the Center for Disease 

Control reported that more than 40 percent of Persons With 

AIDS (PWAs) who were 60 or older were exposed by male 

homosexual contact (Ship, et al., 1991). Current records 

indicate that older individuals are frequently infected by 

blood transfusions (Ship, et al., 1991). In the study 

conducted by Ship, et al. (1991) the authors noted that AIDS 

patients 60-69 were primarily homosexual/bisexual males. 
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Patients 70 years of age or older, however, were primarily 

transfusion recipients. 

As would be supposed, rates and types of exposure for 

older adults are different from that of younger persons with 

AIDS. Only 6 percent of adults with AIDS that reported 

contraction through homosexual (male) contact were 55+. 

Ninety-one percent were aged 25 through 54 (U.S. Department 

of Health and Human Services, 1993a). Only 3 percent of 

adults with AIDS that reported contraction through injecting 

drug use were 55+. One percent of adults 55+ with AIDS 

reported contraction through having sex with men and 

injecting drugs (U.S. Department of Health and Human 

Services, 1993a). 

Ten percent of adults who reported having AIDS due to 

hemophilia and coagulation disorders were 55+. Nine percent 

of the individuals who reported exposure from heterosexual 

contact were 55+ (U.S. Department of Health and Human 

Services, 1993a). Four percent of adults that reported 

becoming infected through heterosexual contact in Pattern II 

countries were 55+. Fourteen percent of Persons With AIDS 

that reported not knowing how they became infected were 55+ 

(U.S. Department of Health and Human Services, 1993a). 

Reflectant of the fact that elderly have the greatest 

number of operations and the most transfusions, 46 percent 

of those individuals who reported being infected via 

transfusions were 55+ (U.S. Department of Health and Human 
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Services, 1993a). Twenty-six percent of those persons were 

over the age of 65. Although most studies have concentrated 

on males, Ferro and Salit (1990) noted in a Canadian study 

that the number of older females with AIDS reporting 

contraction through transfusions, increased with age as 

well. Catania, Stall, Coates, Pelham and Sacks (1989) state 

that most individuals infected through blood transfusions 

were probably infected prior to the initiation of blood 

screening in 1985. Schmidt (1989) agrees, stating that risk 

of contracting HIV through hemophilia and blood transfusions 

has declined dramatically due to blood screening. 

Even with new improved techniques to test blood, it is 

estimated that 460 recipients of screened blood will become 

infected annually (Catania, Stall, et al., 1989; Ward, 1988; 

Gutheil & Chichin, 1991). The fact remains that older 

adults compose the category that most frequently becomes 

infected through blood transfusions. This information, 

combined with other risk factors, suggests the possibility 

of older adults surfacing as a category at-risk (U.S. 

Department of Health and Human Services, 1991; Catania, 

Turner, Kegeles, Stall, Pollack & Coates, 1989). 

Ferro and Salit (1990) and Ship, et al., (1991) 

provided information that suggested an additional 

epidemiological difference experienced by older adults. 

Their research suggested that older adults more frequently 

than younger adults died within one month of diagnosis. 
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This shortened time frame from diagnosis to death may partly 

result due to physicians' hesitance to diagnose older adults 

with AIDS (Ferro & Salit, 1990), Physicians' delayed 

diagnoses prevent use of drugs that may increase quality and 

quantity of life. 

Another possible cause of early deaths in older adults 

is that disease progression and clinical deterioration may 

be more rapid in this population. Kaslow and Francis (1988) 

and Ferro and Salit (1990) agree with this assumption. They 

state that older adults' lowered immune systems may cause 

HIV to progress more rapidly. Phillips, et al. (1991) in a 

study of older adults, indicated that for a given T-cell 

count, older patients were more likely to develop AIDS than 

younger ones. 

Because of physiological differences in older adults, 

research has shown that AIDS has special manifestations in 

the elderly. These include an increased number of cases of 

Kaposi's Sarcoma (a rare cancer that attacks reduced immune 

systems) and Pneumocystis Carinii Pneumonia (Weiler, 1989; 

Schmidt & Kenen, 1989). Both of these ailments are partial 

to severely reduced immune systems. Four major neurological 

complications that occur in older adults are subacute 

encephalitis (brain inflammation), vascular myelopathy 

spinal cord disease, psychiatric disorders, and dementia 

(Ferro & Salit, 1990). Phillips, et al. (1991) suggest that 

older adults become infected with more opportunistic 



10 

pathogens than younger individuals and tend to develop AIDS-

defining illnesses more rapidly. 

Increased Risk of AIDS Experienced by Older Adults 

When determining risk of HIV contraction, the changing 

demographics of age in the United States must be considered. 

The number of people in the 55+ age group is expected to 

double by the year 2050 (Selker, Broski & Thompson, 1991). 

Likewise, by the year 2050, the number of people in the 65 

to 74 age group is expected to double (Selker, et al., 

1991). Those in the age group 75 to 84 will nearly triple. 

Persons 85 years of age and older will increase eight-fold 

(Selker, et al., 1991). This growth will undoubtedly 

initiate changes in many aspects of life. The impact upon 

number and age of Persons With AIDS (PWAs) likewise must not 

be ignored. 

Of 289,320 AIDS cases diagnosed by March, 1993, 6 

percent were over the age of 55 (U.S. Department of Health 

and Human Services, 1993b). Although this appears low, the 

percentage of infected elders may increase in proportion to 

growth in older adults. The larger the number of older 

adults, the greater becomes the problem of AIDS ignorance 

and continued contraction in the older population. 

Available research suggests that the primary at-risk 

category for HIV contraction is changing. Homosexual and 

bisexual white males are not the only individuals facing 
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AIDS contraction. AIDS is spreading into the heterosexual 

population as well. 

The risk older adults face concerning HIV contraction 

is further increased due to the long lag time experienced 

between first exposure and development of AIDS symptoms. 

Five to eight years may elapse before the older adult has 

any symptoms resulting in diagnosis (Catania, Turner, 

Kegeles, Stall, Pollack & Coates, 1989). This lag time 

coupled with low AIDS awareness causes AIDS to continue to 

spread sexually throughout the older community. 

Risk to older adults may be increased through physician 

misdiagnoses. Similarities exist between some diseases that 

occur more frequently in the later years and some AIDS 

opportunistic infections. Some individuals, consequently, 

may be misdiagnosed as suffering from aging related diseases 

(Schmidt, 1989). Misdiagnosis of symptoms could result in 

delayed treatment. The result could be a more painful 

and/or untimely death. Kaposi's Sarcoma and Pneumocystis 

Carinii Pneumonia are examples of diseases that are most 

frequently contracted by older adults (Schmidt, 1989). 

These diseases are also symptomatic of AIDS (Vinti, Taillan, 

Dujardin & Cussutto, 1989). Other symptoms of AIDS that may 

be misconstrued as symptoms of aging include unexplained 

loss of appetite and weight loss, leg weakness, night 

sweats, diarrhea, and dementia (Langone, 1988; Ryan, 1989). 

AIDS must be diagnosed early to allow for use of antiviral 
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drugs; including Retrovir Zidovudine (AZT), ddl, and ddC 

(Conant, 1991; Schooley, 1991), Use of such drugs allows 

infected persons to live longer, less disabled lives 

(Scitovsky, 1989). 

To determine whether 6 percent of the AIDS population 

being 55+ designates older adults as an at-risk population 

requires looking beyond the percentage (U.S. Department of 

Health and Human Services, 1993a). Stall, Catania and 

Pollack (1989) and Catania, Turner, Kegeles, Stall, Pollack 

and Coates (1989) suggest that risk does not depend solely 

on percentages or numbers. Level of risk should be measured 

by seeking out the probability of continued spread of the 

disease within a particular population category (Catania, 

Turner, Kegeles, Stall, Pollack & Coates, 1989). The 

populations that have suffered the greatest number of AIDS 

cases have begun to experience transition. The primary at-

risk categories, homosexual and bisexual populations have 

increased use of preventive methods. On the other hand, the 

heterosexual population, including older adults, appears to 

be lagging behind in using preventive measures. Current 

statistics clearly indicate that AIDS has increased among 

the entire heterosexual population (U.S. Department of 

Health and Human Services, 1993b). 

In 1982, 81.6 percent of Persons With AIDS (PWAs) 

reported their primary mode of AIDS contraction as "having 

sex with other men." This decreased to 70.6 percent in 1985 
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and to 65.8 percent by 1987 (Catania, Turner, Kegeles, 

Stall, Pollack & Coates, 1989). This percentage further 

decreased to 63 percent by 1992 (U.S. Department of Health 

and Human Services, 1993a). The percentage of AIDS cases 

reported as contracted through heterosexual sex has in a 

reverse trend, increased over the years. The percentage 

reported has grown from 1.3 percent in 1982 to 2.6 percent 

in 1984. It further increased to 4.6 percent in 1987 to 7 

percent in 1992 (U.S. Department of Health and Human 

Services, 1993a). Although small, the increase of AIDS 

cases in the heterosexual population has been steady. 

Research by Allers (1990) and Riley, et al., (1989) 

suggest that the lack of AIDS education and/or 

misunderstanding of AIDS transmission may cause the 

continued spread of the disease in the heterosexual 

population, including the 55+ population. Older adults are 

frequently uninformed concerning AIDS. Consequently, they 

may continue to contract and spread the virus unchecked. 

Further complicating the situation are the physicians and/or 

other healthcare and social service professionals that may 

neglect to inform or suggest AIDS testing for older adults. 

Their hesitance may exist regardless of the level of risk of 

the older adult; such as blood transfusees or sexually 

active with multiple sexual partners. Nichols (1989) states 

that approximately 12,000 people living in the U.S. may have 

acquired a transfusion-associated AIDS infection between 
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1984 and 1987, despite blood screening. Catania, Turner, 

Kegeles, Stall, Pollack & Coates (1989) estimate that 

approximately 125,000 older adults may actually be infected. 

This study proposes that the elderly are at risk for 

AIDS contraction. Despite the current low percentage of 

older adults with AIDS, the rate of disease transmission is 

continuing to increase. AIDS knowledge is low in the 

elderly population. The social service and healthcare 

communities may not see the need to educate the elderly 

population on how to take preventive measures. Unless 

appropriate actions are taken soon, the elderly may be fast 

approaching a "high risk population." Research needs to be 

pursued to determine how knowledgeable older adults are 

about AIDS and AIDS preventive methods. Prevention alone is 

the key to halt the epidemic from overtaking the older 

population. 

Health Belief Model 

One intent of this research was to modify the Health 

Belief Model to study older adults' perceptions of methods 

of AIDS prevention. Statistical tests were conducted to 

determine the appropriateness of using the Health Belief 

Model for this purpose. A sparsity of literature exists in 

the sociological study of AIDS. Additionally, there is 

minimal research establishing a theoretical basis or model 

for AIDS. An especially large void exists in AIDS research 

of older adults (55+). The intent of this research is to 
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develop a modified Health Belief Model for the purpose of 

studying older adults' perceptions of AIDS preventive 

behaviors. 

The original Health Belief Model was developed in the 

1960s and 1970s. The model's purpose was to respond to the 

failure of the public to take preventive actions against 

polio, tuberculosis and other symptomatic diseases 

(Wolinsky, 1980). The Health Belief Model uses social-

psychological variables to help explain individual's use of 

activities to prevent health problems (Rosenstock, 1966). 

Prevention is currently the only method available to avoid 

contraction of the AIDS virus. Because the Health Belief 

Model focuses on preventive healthcare, it appears to be an 

appropriate model to study perceptions older adults have 

about methods to prevent AIDS contraction. The flexibility 

of The Health Belief Model enables it to apply to a broad 

range of health issues (Kirscht, 1974). 

The Health Belief Model was primarily derived from 

theories of psychologist, Kurt Lewin. Lewin proposed that 

everyone lives in a life space composed of regions with both 

negative and positive values (Cockerham, 1992). He believed 

that behavior resulted from seeking regions that offered the 

most attractive values while avoiding those with negative 

consequences (Cockerham, 1992). Within Lewin's framework, 

human behavior is dependent upon two primary variables. The 

first variable is the value a person places on a particular 
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outcome. The second variable is the person's belief that a 

given action will result in that outcome (Cockerhamt 1992). 

Utilizing Lewin's work, Rosenstock (1966) and Becker 

(1974) further developed and modified the Health Belief 

Model. They modified it to explain preventive health 

behavior in a variety of health situations (Maiman & Becker, 

1974; Rosenstock, 1974a; Rosenstock, 1974b; Wolinsky, 

1980). Additional modifications were made by Hochbaum, 

Leventhal, Kegeles and Rosenstock (Cockerham, 1992). Using 

social-psychological variables, the Health Belief Model 

focuses on positive and negative forces pulling and 

repelling individuals in their daily activities (Maiman & 

Becker, 1974; Rosenstock, 1974; Wolinsky, 1980). Rosenstock 

(1974a) and Becker (1974) state that the individual moves 

through a series of four stages. The nature of these 

interactions determines whether a particular subsequent 

response will occur (Rosenstock, 1974a). These four stages 

are: 

1. A person must consider oneself susceptible to the 

disease (or whatever the threat may be). 

2. A person must take the disease seriously and perceive it 

as threatening enough to necessitate preventive 

behaviors which are often inconvenient or undesirable. 

3. A person must perceive the benefits as being greater 

than the barriers encountered if preventive measures are 

taken. 
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4. A person must acknowledge and accept the cues that will 

motivate action. 

(Wolinsky, 1980; Langlie, 1977; Maiman & Becker, 1974). 

See Figure I for the original Health Belief Model. 

To apply the Health Belief Model to AIDS, people would 

need to go through a series of stages similar to those 

above, prior to seeking education or taking preventive 

measures towards AIDS. These four stages are: 

1. A person must consider oneself susceptible to AIDS 

contraction rather than view AIDS as a disease 

contracted only by "others." 

2. A person must take the threat of AIDS seriously enough 

to necessitate preventive behaviors which may be 

inconvenient or undesirable, such as abstaining from sex 

or using condoms. 

3. A person must perceive the benefits of taking preventive 

measures (prevent contraction of AIDS) as being greater 

than the barriers encountered if preventive measures are 

taken. 

4. A person must acknowledge and accept the cues that will 

motivate action. These cues include reading brochures 

and watching television commercials/programs about AIDS. 

The Health Belief Model has been modified and tested in 

this research using selected questions from the data set 

National Health Interview Survey. 1988: AIDS Knowledge and 

Attitudes Supplement (NHISK Questions in the NHIS inquire 
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about attitudes, beliefs and estimated behaviors. Responses 

to these questions help to indicate whether individuals take 

the threat of AIDS seriously. Some responses help determine 

whether people believe themselves to be susceptible to 

contracting AIDS. Other responses indicate individuals' 

backgrounds, knowledge about the disease and media cues 

reported by respondents. Research and null hypotheses are 

developed utilizing indices created from variables in the 

data set. The null hypotheses are tested and a 

determination made of the variables causing the greatest 

variation in older adult's perceptions of methods of AIDS 

prevention. See CHAPTER III, METHODOLOGY for details. 

Modified Health Belief Models have been successfully 

utilized in numerous studies of preventive health behavior. 

These studies include taking penicillin prophylaxis for 

heart disease (Heinzelman, 1962) and vaccination against 

Asian influenza (Leventhal, Hochman, & Rosenstock, 1960). 

Other studies include the seeking of dental care (Gochman, 

1971; Kegeles, 1963) and dietary compliance among obese 

children (Becker, Maiman, Kirscht, Haefner & Drachman, 

1977). These studies explored the variables most likely to 

encourage health seeking behavior. 

Modifications Made to the Health Belief Model 

Most research studies modify the Health Belief Model to 

fit their research topic. This research on AIDS and aging 

likewise modifies the model to accommodate variable 
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limitations in the secondary data set being utilized. The 

modified model in this research is entitled The AIDS and 

Aging Modified Health Belief Model. 

Five independent variables are used. These variables 

are: "Older Adults' Perceived Susceptibility for 

Contracting AIDS," "Perceived Seriousness of AIDS for Adults 

55+," "AIDS Knowledge of Older Adults 55+," "Perceived 

Active Motivating Cues Reaching Older Adults," and 

"Perceived Passive Motivating Cues Reaching Older Adults." 

Two dependent variables are used. These variables are: 

"Older Adults' Perceived Effectiveness of Effective Methods 

to Prevent AIDS Contraction" and "Older Adults' Perceived 

Effectiveness of Ineffective Methods to Prevent AIDS 

Contraction." The dependent variables are analyzed 

separately, each with its' own hypothesis. See Figure II 

for the AIDS and Aging Modified Health Belief Model. 

In most health belief models, demographic variables; 

age, gender, race, and knowledge are usually included as 

structural variables. In this research, most of the 

demographics were not viewed as essential to the model since 

the primary focus was on older adults 55+. On the other 

hand, knowledge was viewed as an indispensable variable. 

Knowledgeability, used in this study as "AIDS Knowledge of 

Older Adults 55+," is believed to be a precursor to 

understanding the purpose of prevention. 
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The variable "Perceived Threat" used in the original 

Health Belief Model was not used in the modified version. 

The variables measuring perceived susceptibility and 

perceived seriousness are believed to appropriately measure 

perceived threat of AIDS experienced by individuals 55+. 

Another modification made to the original Health Belief 

Model involved changes made to "Cues to Action." Whereas 

the original Health Belief Model looked generically at 

motivating cues, factor analysis determined that the 

concept, motivating cues, in this study was actually 

measuring two concepts. Consequently, it was separated into 

two variables. 

One variable "Perceived Active Motivating Cues Reaching 

Older Adults" measured active motivators, and the other 

"Perceived Passive Motivating Cues Reaching Older Adults" 

measured passive motivators. Active motivating cues refer 

to information that must be sought out. These include 

reading brochures, either in the past month or ever, and 

discussing AIDS with friends. Passive motivating cues are 

information that are not sought out, but are readily 

available. These include radio and television Public 

Service Announcements (PSAs). 

One of the dependent variables in the original Health 

Belief Model, "Benefits and Barriers," has been eliminated 

in this study. Appropriate variables were not available to 

measure this particular concept. Additionally, available 
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literature is unclear concerning specific benefits and 

barriers of AIDS prevention for older adults. 

The dependent variable in the original Health Belief 

Model "Likelihood of Taking Recommended Preventive Health 

Action," has been split into two variables, "Older Adults' 

Perceived Effectiveness of Effective Methods to Prevent AIDS 

Contraction" and "Older Adults' Perceived Effectiveness of 

Ineffective Methods to Prevent AIDS Contraction." Through 

factor analysis (discussed In CHAPTER III, METHODOLOGY), it 

was determined that "Older Adults' Perceived Effectiveness 

of Methods To Prevent AIDS Contraction," was actually 

measuring two separate concepts. Consequently, two 

dependent variables were created. The variable "Older 

Adults' Perceived Effectiveness of Effective Methods to 

Prevent AIDS Contraction" is a measure of perceived 

effectiveness of effective methods such as condoms and 

monogamous relationships. Spermicide was included in this 

category as a more effective method than vasectomies or 

diaphragms. 

The variable, "Older Adults' Perceived Effectiveness of 

Ineffective Methods to Prevent AIDS Contraction" is a 

measure of perceived effectiveness of ineffective methods, 

such as diaphragms and vasectomies. The justification for 

model modification is explained in detail in "CHAPTER III, 

METHODOLOGY." 
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Development of Hypotheses 

Prior to exploring substantiation for variables 

utilized in this research, the hypotheses must be considered 

that assisted in model modification. The two research • 

hypotheses explored in this research are: 

Research Hypothesis 1 

The higher an older adult's level of perceived 

susceptibility for contracting AIDS and the higher ones' 

perceived seriousness of AIDS for adults 55+ and the greater 

an older adult's knowledge about AIDS and the greater the 

number of perceived active and passive AIDS motivating cues 

an older adult reports being reached by, the greater will be 

an older adult's perceived effectiveness of effective 

methods to prevent AIDS contraction. 

Research Hypothesis 2 

The higher an older adult's level of perceived 

susceptibility to AIDS and the higher ones' perceived 

seriousness of AIDS for adults 55+ and the greater an older 

adult's knowledge about AIDS and the greater the number of 

perceived active and passive AIDS motivating cues an older 

adult reports being reached by, the higher will be an older 

adult's perceived effectiveness of ineffective methods to 

prevent AIDS contraction. 

Perceived Susceptibility for Contracting AIDS 

Susceptibility is the perception individuals have 

concerning likelihood of their attaining the disease. 
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Details on how this variable was measured are in CHAPTER 

III, METHODOLOGY. Most research studies measure AIDS 

susceptibility by gathering individual attitudes towards 

AIDS and Persons With AIDS (PWAs). 

Few studies measure older adults' attitudes and 

behavior changes towards AIDS. A majority of current 

literature focuses on college students. Consequently, 

research on AIDS attitudes of college students is used. It 

cannot be assumed that attitudes of older adults are equal 

to those of college students. However, looking at general 

attitudes and behavior concerning AIDS can be helpful to 

determine overall feelings and actions. 

In a study conducted by Huber and Schneider (1992) on 

college students, the authors noted that high levels of 

anxiety towards AIDS may cause indiviudals to reject their 

own susceptibility. Instead, AIDS may be viewed only as 

affecting "others" (Huber & Schneider, 1992). Foster (1988) 

states that individuals unable to view themselves as 

susceptible to AIDS often project responsibility and fear 

about AIDS into stereotypes. Stereotyping AIDS carriers as 

homosexuals and drug abusers allows individuals outside of 

these categories to remain detached and lack in empathy. 

Displacement of responsibility can have detrimental results 

by giving a sense of false security. 

Conrad (1990) and Adam (1992) speak further on the 

consequences of displacing susceptibility of AIDS 
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contraction onto "others." Conrad (1990) introduces the 

statement "social meaning of AIDS," which he defines as 

stigmatization. Stigmatization can be interpreted as 

viewing those infected with AIDS as somehow different than 

oneself and/or undesirable. Stigma may result both from the 

physical characteristics of AIDS (changing physical 

appearance) as well as its psychosocial characteristics 

(prevalence in already stigmatized groups) (Herek & Glunt, 

1991). Lewis and Range (1992), in their study of stigma, 

discovered that despite how AIDS was contracted (sex, drugs 

or transfusion), most individuals with AIDS found themselves 

stigmatized. How AIDS was contracted was irrelevant. By 

stigmatizing others, people who do not have AIDS can 

displace the threat of AIDS onto groups considered at-risk. 

This process allows uninfected persons, in their own minds, 

to lower their supposed susceptibility (Lewis & Range, 

1992). 

Individuals not viewing themselves as susceptible 

consequently would be less likely to take precautions. Adam 

(1992) discusses "risk avoidance" behavior. Whether 

preventive measures are taken depends upon ones' perception 

of self as susceptible to infection (Adam, 1992). Without 

perception of susceptibility, precautions will not be taken. 

Martin Schwartz's (1987) study of relationships in 

Chicago, explored factors believed to predict susceptibility 

and subsequent behavioral change. These factors included; 
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years of the homosexual experience, a knowledge of risk 

factors, and the availability of social support. Older 

heterosexual individuals were frequently unknowledgeable 

about the homosexual lifestyle. They also knew little about 

AIDS, and probably rarely discussed it. Consequently, they 

had a more difficult time acknowledging their own 

susceptibility to AIDS. 

In a study consisting of 2000 telephone interviews, 

Gerbert, Sumser and Maguire (1991), uncovered a possible 

relationship between familiarity with persons that had the 

AIDS virus and tolerant attitudes. Susceptibility was 

higher for individuals who knew people with AIDS. 

Mondragon, Kirkman-Liff and Schneller (1989) similarly 

discovered in their study that familiarity with Persons With 

AIDS (PWAs) increased accuracy of risk perception and 

subsequent health behavior. 

Zimet, et al. (1992), in their study of junior high and 

high school students, further backed the notion of 

familiarity causing increased tolerance of Persons With AIDS 

(PWAs). Familiarity caused students to perceive themselves 

as being more susceptible to contracting AIDS. Increased 

familiarity, consequently, increased the likelihood that 

students would take precautions. 

Actual and Perceived Seriousness of AIDS For Adults 55 + 

In the AIDS and Aging Modified Health Belief Model, 

independent variable, "Perceived Seriousness of AIDS for 
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Adults 55+" was measured by four variables. These variables 

are: "AIDS Can Reduce Body's Natural Protection," "AIDS Can 

Damage the Brain," "AIDS Leads to Death," and "AIDS Common 

In Older People." These variables measured how seriously an 

adult 55+ takes the threat of AIDS. 

No studies could be found that specifically looked at 

how seriously older adults viewed AIDS nor were any studies 

found that discussed older adults' beliefs and understanding 

of how AIDS affects the body or brain. No studies were 

found that queried about beliefs concerning whether AIDS 

caused death or was common in older adults. Statistically, 

it has already been stated that 6 percent of the population 

with AIDS is over the age of 55. Numerically, it would 

appear that AIDS is not a serious concern for older adults. 

Despite the relative uncommonness of AIDS among the elderly, 

however, research by Fillit, Fruchtman, Sell and Rosen 

(1989) states that older adults suffer from serious and 

unique problems associated with the disease. 

Catania, Stall, et al. (1989) list three AIDS at-risk 

groups within the 55+ category. These three groups are: 

People who received contaminated blood; sexual partners of 

those infected through blood transfusions and; people having 

unprotected anal or vaginal intercourse outside of 

monogamous relationships. 

As was discussed in CHAPTER I, INTRODUCTION TO THE 

STUDY, older people receive more blood transfusions than 
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those in other age categories. Nichols (1989) estimates 

that between 66 and 100 percent of people who receive a 

transfusion from an HIV-infected donor will become infected. 

Catania, Stall, et al. (1989) discuss further aspects 

of AIDS that could have serious repercussions for older 

adults. These authors stressed two factors that might 

increase the risk elderly face for AIDS contraction. First, 

immune system functions and antibody response decline with 

age. This fact is clearly indicated by the shorter HIV 

incubation time from 1 to 6 years for older individuals, 

compared to 7 to 15 years for younger individuals (Catania, 

Stall, et al., 1989). Second, the thinning of the vaginal 

wall experienced by postmenopausal women increases their 

risk of contracting AIDS. Thinning of the vaginal wall may 

cause tearing, thereby increasing the number of entry sites 

for viral infection. Solomon, Benton, Morley and Temoshok 

(1989) emphasize the changes that the immune system 

undergoes with age. With age comes increased incidences of 

cancer, infectious diseases, autoimmune disorders and the 

presence of abnormal amounts and types of antibodies 

(Solomon, et al., 1989). 

Sexual Differences 

Research on sexual differences between older and 

younger individuals gives additional insight into the level 

of seriousness of AIDS for older adults. Due to older 

adults' reduced immune systems, sexual activity from two to 
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four times per month may be sufficient for transmission of 

the HIV virus (Catania, Stall, et al., 1989). The rate of 

infection varies. Some individuals become infected after 

one exposure while others remain uninfected after a number 

of contacts. Catania, Stall, et al. (1989) emphasized that 

despite the number of contacts, older individuals exposed to 

the HIV virus were more likely to become infected than 

younger more active couples. The risk of contraction is 

further increased because few older adults use condoms 

(Catania, Stall, et al., 1989). 

Most research assumes that sexually active older adults 

are more likely to be monogamous. Monogamy would indicate a 

limited number of sexual contacts, possibly fewer than may 

be necessary to spread the HIV virus (Dressel & Avant, 1983; 

Downey, 1980; Catania, Stall, et al., 1989). Little 

research has been conducted regarding sexual relationships 

of older adults. The few studies that have been conducted 

suggest that recent cohorts of older adults have exhibited 

increased extramarital sexual activity (Downey, 1980; 

Catania, Stall, et al., 1989). One study conducted by 

Michael (1988) showed between 2.5 and 13 percent of older 

women and men reporting having two or more sexual partners. 

Other studies suggest that some older individuals belong to 

swinger clubs and employ prostitutes of both sexes 

(Schlesinger, 1983; Catania, Stall, et al., 1989). If these 

studies are indicative of older adults having multiple 
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partners, risks of contracting and spreading AIDS are 

increased. Internationally, in an Italian study of elderly 

gay and heterosexual men, Giuliani, Suliogoi and Salmaso 

(1991) state that overall, sexual transmission and not 

transfusions is the primary mode of AIDS transmission for 

older adults 55+. 

Langone (1988) in his study of gay men, states that 

older gay men appear to be four times more likely to develop 

full-blown AIDS than younger infected men. Although Langone 

(1988) focused primarily on younger Persons With AIDS 

(PWAs), even those between the ages of 35 and 44 had immune 

systems more vulnerable to the HIV virus than younger men 

(Langone, 1988). 

AIDS Knowledge 

AIDS Knowledge of Older Adults 55+ 

Knowledgeability is a precursor to understanding the 

purpose of prevention. AIDS knowledge is an essential 

variable for studying AIDS and the older adult. 

The variable "AIDS Knowledge of Older Adults 55+" in the 

AIDS and Aging Modified Health Belief Model utilized in this 

study was measured by the statement in the survey "How much 

knowledge do you have about AIDS?" This statement is a 

self-reported measure of individuals' AIDS knowledge. 

Details on this variable are found in CHAPTER III, 

METHODOLOGY. 
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Little research has specifically focused on older 

adults' attitudes and knowledge about AIDS. Even less 

research has focused on how others view older Persons With 

AIDS (PWAs). The limited research available on older adults 

and AIDS states that older adults indicate having less 

knowledge about AIDS. Knowledge is especially low in the 

areas of contraction, symptoms and prevention (Riley, et 

al., 1989). Incomplete information and minimal 

understanding about AIDS increases the chance of AIDS 

contraction. Because older adults have little knowledge 

about AIDS, they are less likely to be tested for HIV or to 

discuss AIDS with relatives or friends (Riley, et al., 

1989). 

It can be assumed that individuals lacking in knowledge 

and education about AIDS are less likely to take preventive 

measures against AIDS contraction than other groups. 

Gerbert, Sumer and Maguire (1991) stated that individuals 

over the age of 50 were the least likely to report knowing 

someone who had AIDS or who was at risk of contracting AIDS. 

Individuals who stated having little familiarity with 

Persons With AIDS (PWAs), subsequently, exhibited less 

tolerant attitudes towards them and were unlikely to view 

themselves as being at-risk (Gerbert, et al., 1991). 

Levels of knowledge of homosexual males and older 

adults can be compared. One major difference between older 

adults and both younger and older homosexual/bisexual men, 
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is that the latter have greater awareness and knowledge 

about AIDS. Homosexual males, however, despite their 

knowledge about AIDS and having friends who died from the 

disease, may purposely choose to not act on this knowledge. 

They may decide to live with uncertainty. They may desire 

to delay diagnosis and worrying until they have active AIDS 

and/or are very near death. On the other hand, older adults 

may be uninformed about AIDS and their risks of contraction. 

For older adults, not getting diagnosed may not be a choice, 

but a consequence of lack of knowledge and subsequent 

ignorance of symptoms, risks and forms of contraction. 

AIDS Knowledge of College Students 

Due to the limited data on older adults, research on 

college students has been included to explore more 

thoroughly the relationship that might exist between 

knowledge and preventive behaviors. It cannot be assumed 

that college students' beliefs are similar to those of older 

adults. Despite this fact, regardless of age differences, 

the relationship between knowledge and behavior responses 

may provide important information. Although common sense 

might suggest that behavior corresponds to attitudes and 

knowledge, research exploring college students and AIDS has 

been contradictory. 

Katzman, Mulholland and Sutherland (1988) surveyed 

college students about their AIDS knowledge and 

understanding. Ninety-nine percent of the students 
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indicated knowing that AIDS was a life-threatening disease 

(Katzman, et al., 1988). The students likewise expressed 

understanding appropriate preventive measures. Despite this 

fact, behavioral changes did not correspond. Few students 

indicated practicing safe sex. In a study conducted by 

Manning, Balson, Barenberg and Moore (1989), the researchers 

discovered that quantity of knowledge about AIDS had little 

influence on behaviors used to prevent AIDS contraction. 

Katzman, et al. (1988) indicated that AIDS knowledge itself 

may not produce the impetus necessary to cause preventive 

behaviors. Katzman, et al. (1988) proposed that educational 

programs should be developed to reinforce this knowledge 

with practical applications. 

Motivating Cues 

Two additional independent variables used in this study 

are active and passive motivating cues. Active motivating 

cues are cues that must be sought out rather than passively 

encountered. These include reading brochures and discussing 

AIDS with friends/relatives. Passive motivating cues, on 

the other hand, are cues received without putting forth any 

effort. Passive cues include radio and television public 

service announcements (PSAs). Details on these variables 

are in CHAPTER III, METHODOLOGY. 

Few would deny that education plays an important role 

in informing people about the risks of AIDS. Education 

comes in many forms; brochures and other types of literature 
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as well as Public Service Announcements (PSAs). Education 

likewise includes physicians, other health professionals and 

social service personnel that provide information to their 

patients and clients. Reardon and Richardson (1991) 

emphasize that information is the best defense against AIDS. 

Until the advent of a cure or vaccine for AIDS, preventive 

education remains the only method available to stop the 

epidemic (Calabrese, Kelley, Cullen & Locker, 1991; Gemson, 

et al., 1991; Hannan, 1991; Nichols, 1989). 

The Report of the Working Group on Social/Human Issues 

to the National Commission on AIDS (1991) emphasizes the use 

of education to encourage behavioral changes. Education 

provides the best hope in controlling the epidemic. Mantell 

and DiVittis (1990) agree that education is important. They 

strongly emphasize the need for involvement of the entire 

community. They suggest community involvement should 

include representatives from public health practitioners, 

businesses, schools, and community groups. These groups 

could assist in program design, development, implementation 

and evaluation (Calabrese, et al., 1991). Community input 

helps ensure that culturally sensitive, age specific, 

language-appropriate prevention/education programs are 

tailored to the target group (Calabrese, et al., 1991). 

This would increase community receptivity to and acceptance 

of the prevention programs (Mantell & DiVittis, 1990). 
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All forms of media serve as important motivating 

sources. The impact of the media is amplified when 

spontaneous news hits the press. Los Angeles Laker's 

basketball star, Magic Johnson's announcement of being HIV+ 

greatly increased the number of phone calls from 

heterosexuals to the Center for Disease Control hotline 

(U.S. Department of Health & Human Services, 1993c). The 

effect of his announcement was immediate. Johnson's 

vulnerability helped others view AIDS as a threat to 

themselves. This incident encouraged many to seek 

information. Unfortunately, the impact of Johnson's 

announcement faded within weeks (U.S. Department of Health & 

Human Services, 1993c). 

Education via such sources as brochures, counselors, 

word of mouth from friends and other professionals remains 

our best defense against AIDS. Fennell and Beyrer (1989), 

however, emphasize that poor education is worse than no 

education at all. Fennell and Beyrer's (1989) study 

indicated that education has a positive influence only if 

the health educators offer appropriate information 

concerning modes of transmission, prevention and symptoms. 

If misperceptions are taught, those seeking knowledge about 

AIDS will not be helped. Additionally, teachers must be 

nonjudgemental and deal without prejudice towards those in 

need. 
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Motivating Cues For College Students 

Most studies completed on motivating cues, similar to 

attitude studies, have focused on college students. Despite 

the dissimilarities between older adults and college 

students, it can be assumed that similar difficulties would 

be encountered in attempts to educate both categories. Both 

college students and older adults might be resistant to 

education deemed appropriate only for high-risk categories 

(e.g., bisexuals and homosexuals). Older adults, however, 

due to partial withdrawal from society may be even more 

difficult to reach. 

In a study of college student performed by Manning, et 

al. (1989) it was discovered that students were not being 

effectively reached. Despite education and availability of 

condoms, students still reported a high level of 

misunderstanding regarding transmission, symptoms and 

prevention. Media messages focused at adolescents also have 

proven to be unsuccessful. Results show little 

understanding and/or utilization of education and/or 

preventive activities offered (U.S. Department of Health and 

Human Services, 1991). Further research is required to 

determine the most efficient way to reach all age 

categories. 

Motivating Cues For Older Adults 

Although it is unknown whether older adults would 

respond positively to media advertisements, it is presumed 
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that they would respond similarly to other categories 

considering themselves at low-risk. Targeting educational 

programs at the elderly is difficult. Only those older 

adults who received transfusions prior to 1985 may be 

identified through medical records. The success rate of 

reaching these individuals has been poor. 

Other high-risk categories among older adults are even 

more difficult to contact. Two particular populations; 

older gay men and middle to older aged individuals with 

multiple partners, remain secretive. They are difficult to 

identify for purposes of education (Catania, Turner, 

Kegeles, Stall, Pollack, Spitzer, et al., 1989). The only 

way to attempt education of older adults on a large scale, 

may be through the use of mass media such as television, 

radio, and newspapers. 

Some societal indications suggest that the mass media 

has successfully reduced high risk behavior among homosexual 

men (Reardon & Richardson, 1991). Homosexual and bisexual 

men are reporting fewer incidences of unprotected, anonymous 

sex. Monogamous relationships are increasing. Fewer new 

cases of AIDS are appearing in this population. 

It is questionable whether media attention directed at 

older adults will achieve similar results. At the present 

time, the media's attempts at AIDS education largely ignore 

the elderly. No research has been conducted to determine 

how older adults will react to media messages (television, 
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radio, brochures, etc.)- This lack of attention has 

contributed to the continued spread of AIDS among older 

adults. 

Most interventions geared for the younger high-risk 

populations would be inappropriate for older adults. The 

education of younger adults emphasizes the use of condoms, 

and to a lesser degree abstinence. Older adults, no longer 

needing to practice birth control, are much less likely to 

use condoms. This situation appears to be the case 

regardless of whether they have been informed about being at 

risk for AIDS or not (Catania, Turner, Kegeles, Stall, 

Pollack, Spitzer, et al., 1989). Refusal to use condoms may 

include embarrassment in buying condoms, as well as the fear 

that condom use would be painful (due to the change in 

vaginal mucosa). 

Of all adult age groups, older people are the least 

informed about transmission of AIDS (Riley, 1989; Gutheil & 

Chichin, 1991). Gutheil and Chichin (1991) further state 

that lack of education can cause two major consequences: 

First, older adults may be unnecessarily fearful of 

acquiring AIDS in harmless situations (e.g., restaurants); 

Second, older adults may be unaware of the real risks of 

transmitting the disease (e.g., being the sexual partner of 

someone infected through a blood transfusion). 

AIDS education benefits older individuals at risk of 

contracting AIDS. Individuals at risk include older adults 
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continuing sexual activity, using intravenous drugs, or 

having received blood transfusions. Education, likewise, 

could assist older adults who may care for spouses, siblings 

or children with AIDS or have neighbors with AIDS. 

Education - Professional Outreach 

Physicians and Social Service Workers 

A major motivating cue, not used in the AIDS and Aging 

Modified Health Belief Model, due to data limitations, is 

different forms of education. Professionals, including 

physicians and social service workers, may be the best 

source of AIDS education for older adults. Literature, 

however, suggests problems may exist. 

Gutheil and Chichin (1991) emphasize that professionals 

working with older adults require AIDS education as much as 

the older adults themselves. Physicians, social service 

workers, and older adult recreation/nutrition site workers 

frequently are ignorant of the risk that AIDS presents for 

older adults (Gutheil & Chichin, 1991). Consequently, they 

may not educate the elderly about AIDS. 

Physicians. Research suggests that geriatricians and 

physicians with older patients may be uncomfortable or 

ignorant concerning sexual behavior or the possibility of 

AIDS in older adults (Hinkle, 1991). Their hesitance in 

testing and treating older adults could result in 

misdiagnoses and/or death. 
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Many physicians have difficulty dealing with patients 

of all ages who have no possibility of recovery (Gutheil & 

Chichin, 1991). There is evidence that physicians with 

younger patients in high-risk categories may not always" 

counsel them about AIDS (Gemson, et al., 1991). Some 

physicians stated having no time or energy to devote to AIDS 

counseling. Other physicians indicated believing that their 

patients were already knowledgeable about AIDS (Gemson, et 

al., 1991). Others stated that they did not feel they had 

the knowledge and training to sufficiently answer concerns. 

In general, it appears that additional efforts need to be 

focused on educating and training physicians to more 

efficiently deal with the AIDS epidemic. 

Social Service Workers. Social service agencies 

working with Persons With AIDS (PWAs) frequently conduct 

public AIDS education programs. Because of limited funding, 

these agencies, like the media, place their major attention 

on high-risk categories. Concentration on high-risk 

categories automatically excludes older adults, who are not 

generally considered at-risk. Social service agencies 

working with older adults frequently do not provide AIDS 

education. They may not acknowledge sexuality of older 

adults nor believe them to be at risk for AIDS contraction. 

Most social workers are not trained to work specifically 

with older adults infected with AIDS. A majority of 

training programs concentrate on high-risk populations 
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(Schwartz, 1987). Leukefeld and Fimbres (1987) and Miller 

and Dane (1989) emphasize that social workers in all 

practice settings and different levels of authority need to 

become knowledgeable about AIDS. They need to understand 

the basic modes of transmission of HIV, and to be prepared 

to educate and counsel peers, other professionals, and 

clients. 

Elderly Preventive Measures 

Two dependent variables were utilized in this model to 

measure elderly's perception of effectiveness of effective 

and ineffective methods to prevent AIDS contraction. The 

two variables were "Older Adults' Perceived Effectiveness of 

Effective Method to Prevent AIDS Contraction" and "Older 

Adults' Perceived Effectiveness of Ineffective Methods to 

Prevent AIDS Contraction." Details on how these variables 

were measured are found in CHAPTER III, METHODOLOGY. 

The literature is vague concerning older adults' use of 

preventive measures. Available literature, however, does 

indicate that infrequent use of preventive measures may play 

a role in the growing problem of AIDS in older adults. 

Coates, Kegeles and Catania for the National Institute of 

Mental Health, studied condom use by older transfusees 

seeking antibody testing (Catania, Turner, Kegeles, Stall, 

Pollack, Spitzer, et al., 1989). Despite the fact that the 

sample was small (57 individuals, 50 to 78 years old), 

Catania, et al,, (1989) indicated that the results were 
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significant and could suggest a trend. In the study by 

Catania, Turner, Kegeles, Stall, Pollack, Spitzer, et al. 

(1989), none of the older respondents reported using condoms 

during intercourse in the six month period prior to seeking 

testing. The survey found that for sexually active 

heterosexual transfusees (median age men=72; women=62), none 

had been using condoms since receiving their blood 

transfusions (Catania, Turner, Kegeles, Stall, Pollack, 

Spitzer, et al., 1989). Fifty-two percent of the 

respondents reported not knowing that condoms prevent HIV 

transmission (Catania, Turner, Kegeles, Stall, Pollack, 

Spitzer, et al., 1989). These results suggested that older 

adults in this study lacked awareness of the risk that 

transfusion put them in for HIV contraction. 

Another study conducted by Catania, Stall, et al. 

(1989) concentrated on 71 college-educated elderly in San 

Francisco (65-78 years). The researchers assumed that 

educated elderly in a high-risk area would be more 

knowledgeable of preventive activities. Again results 

showed high proportions of non-usage of condoms. None of 

the sample interviewed reported condom use or HIV testing. 

Seventeen percent of the 71 older adults surveyed had 

received transfusions. Only 58 percent of these had been 

advised by a health professional to get HIV testing. Forty-

two percent complied. Fifty-one percent of the women and 92 

percent of the men in this sample were sexually active 
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(Catania, Stall, et al., 1989). Questioned about condom 

use, the sample of 71 older adults indicated 

misunderstandings about AIDS prevention methods. Only 40 

percent of the total sample and 32 percent of the sexually 

active agreed that condoms can prevent HIV transmission 

(Catania, Stall, et al., 1989). 

In this same study, justification for not using condoms 

included; 58 percent of the total sample and 50 percent of 

the sexually active respondents stated condoms were too 

physically uncomfortable to use. Four percent of the total 

sample and 3 percent of the sexually active respondents 

agreed that using condoms was immoral. Fortj^-five percent 

of the total sample and 3 percent of the sexually active 

respondents agreed that it was too embarrassing to buy 

condoms in a store (Catania, Stall, et al., 1989). 

Most elderly, like homosexual men, do not use condoms 

for pregnancy prevention. Condom use would have to be 

intentional for AIDS prevention. Utilization of preventive 

measures would have to be necessitated by individuals' 

understanding that they were at risk of attaining and 

spreading AIDS. Before older adults will take preventive 

measures, the consequences of not doing so must be 

understood. No additional literature was found concerning 

older adults' beliefs about preventive activities against 

AIDS. 



CHAPTER III 

METHODOLOGY 

CHAPTER III discusses both the sample and the 

methodology used in this research. The data are described 

and the techniques used to collect and analyze the data are 

discussed. 

Secondary analysis of survey data collected from a 

nationally representative survey of adults in the United 

States was used in this research. Secondary analysis 

involves utilizing data collected by other researchers and 

placed on tapes for public use (Babbie, 1986). Secondary 

analysis saves subsequent users both time and money. The 

original researcher had already expended the time and 

finances to gather the data. Some data tapes are available 

for public use either free or for a fee. Disadvantages are 

discussed below in "Advantages and Disadvantages of 

Secondary Analysis." 

AIDS is a topic that is rich in data from varied 

disciplines, but is lacking in the specific focus of this 

study: "AIDS and Aging, Are The Elderly Becoming the New 

At-Risk Population?" Due to time and money constraints, 

secondary analysis proved to be the most efficient method to 

use for this particular study. The national survey used in 

this study that looks at AIDS attitudes in the United States 

45 
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is entitled the National Health Interview Survey. 1988: 

AIDS Knowledge and Attitudes Supplement (ICPSR 9411). For 

the purpose of this study, cases of respondents 55 and over 

were selected. This sample consisted of 9,602 cases. 

Description of the Data 

The data set utilized in this research was the National 

Health Interview Survey. 1988: AIDS Knowledge and Attitudes 

Supplement (ICPSR 9411). It contained data collected by the 

United States Department of Health and Human Services, 

National Center for Health Statistics. It was attained 

through the Inter-University Consortium for Political and 

Social Research (ICPSR). The National Health Interview 

Survey (NHIS) is a continuous, cross-sectional household 

interview survey. Probability samples are collected on a 

weekly basis by personnel of the U.S. Bureau of the Census. 

The purpose is to obtain information on health and other 

household characteristics (U.S. Department of Health and 

Human Services, 1989). General health, as well as specific 

health concerns, are surveyed regularly. 

Since 1986, special surveys have been prepared with the 

specific purpose of gathering information on individuals' 

knowledge about AIDS transmission, prevention, and attitudes 

towards the disease. The intended purpose of collecting 

this data was to plan and develop AIDS educational campaigns 

(U.S. Department of Health and Human Services, 1989). 
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The National Health Interview Survey. 1988: AIDS 

Knowledge and Attitudes Supplement consists of a large 

variety of basic demographic variables including; sex, age, 

race, region of the country and marital status. Some of the 

survey questions inquire about the respondents' knowledge of 

the effects of AIDS on the body and modes of AIDS 

contraction. Other questions query about the different 

forms of educational materials available to and/or read by 

the respondent. 

The sample consists of the civilian, non-

institutionalized population of the 50 states and the 

District of Columbia. It was collected through a multistage 

probability sample from 1,924 geographically defined Primary 

Sampling Units. The age distribution of the respondents is: 

ages 17-44 (N=16,385), 45-54 (N=3,672), 55-64 (N=3,542), 65-

74 (N=3,602), 75+ (N=2,458). The total number of 

respondents was 29,659. For the purposes of this study, 

however, only cases of respondents 55 years of age and older 

were utilized, resulting in a sample of 9,602. 

The National Health Interview Survey. 1988: AIDS 

Knowledge and Attitudes Supplement was designed by the 

National Center for Health Statistics and other working 

groups. Organizations represented included; the Centers for 

Disease Control, the National Institutes of Health, the 

Alcohol, Drug Abuse and Mental Health Administration, and 
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the Health Resources and Services Administration (U.S. 

Department of Health and Human Services, 1989). 

Advantages and Disadvantages in Secondary Analysis 

There are both advantages and disadvantages encountered 

in conducting secondary data analysis. One advantage in 

using a data set gathered by a national agency is that it 

provides a broad data base. The original data may have been 

collected for exploratory or definitional purposes. The 

data may be part of a periodic national updating, as for the 

Census Bureau. Whatever the purpose for which the data were 

gathered, demographic variables are usually collected. 

Additional data may be gathered to answer specific research 

questions (Babbie, 1988). Utilizing a secondary data set 

may provide the researcher with a larger, more 

representative sample of the population than would otherwise 

be feasible, financially or timewise. Gathering a national 

data set is both expensive and time-consuming and 

consequently is not possible for most researchers. 

There are two problems that might arise from secondary 

data analysis. One problem encountered may be that the 

original researchers had different interests and research 

problems than the current researchers. Therefore, the data 

collected may not answer the questions of a particular 

study. A second problem may be that the desired variables 

may have been gathered but not in the format the researcher 
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would have preferred. This could lead to a problem with 

validity. 

Additional difficulties are encountered when the 

research problem is one that has been minimally researched. 

This is the situation concerning studying the relationship 

between older adults and AIDS preventive techniques. Few 

studies have been focused at older adults. No data sets are 

available containing information specifically on older 

adults' attitudes, understanding and knowledge about 

AIDS. 

The National Health Interview Survey. 1988: AIDS 

Knowledge and Attitudes Supplement (ICPSR 9411), was 

utilized. For the purposes of this research, respondents 55 

years of age and older were selected. The survey questions 

were generic, prepared for the general public. Some of the 

questions were not phrased as would have been preferable for 

use with older adults. A study focused directly on older 

adults would require question modifications. 

Older adults are a special population believed to lack 

in AIDS knowledge. It can be assumed that older adults' 

knowledge has been influenced by historical events. They 

may have lived through epidemics, world wars and 

depressions. Older adults' education levels are generally 

lower than more current cohorts (Atchley, 1991). 

Additionally, older adults may have lived during a time 

period when they were taught to not question authority 
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figures. These figures may include physicians and/or social 

service personnel. The consequences of these events and 

experiences may influence the understanding and beliefs of 

older adults. A study focused specifically at older adults 

could utilize verbiage and examples that would better fit 

the level of understanding and historical effects 

representative of adults 55+. A major limitation of 

secondary data sets is that they must be used as they are, 

complete with shortcomings and faults. 

Using the secondary data set, The National Health 

Interview Survey 1988: AIDS Knowledge and Attitudes 

Supplement (NHIS), variables were combined into indices to 

develop appropriate variables to create the modified Health 

Belief Model. The NHIS did not collect data to fit into a 

particular model. This data were collected for exploratory 

purposes. It was used to examine peoples' attitudes about 

AIDS and to develop ideas for educational programs. None of 

the variables or questions were specifically designed for 

the purpose of testing the theories in this research. 

Another problem encountered in using secondary analysis 

is one encountered in conducting any survey. Self-reported 

attitudes and proposed behavior must be accepted at face 

value. There are no guarantees that attitudes and beliefs, 

and proposed or reported behavior are consistent with one-

another. It can only be assumed that the self-reported 
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answers on attitudes and beliefs are indicative of behavior 

that might follow. 

Data Analysis 

Introduction 

The data were analyzed using SPSS* software on an IBM 

mainframe (Norusis, 1988). Frequencies were used to 

describe the data and to provide information for index 

creation. Factor analysis finalized the creation of 

indices. The results of factor analysis suggested that some 

of the proposed indices measured more than one dimension. 

Indices measuring more than one dimension were broken down 

into two or more variables. This decomposition accommodated 

the additional dimensions being measured. 

After factor analyses were conducted, correlations were 

run to explore the strength of relationships between each of 

the variables. Relationships varied in their levels of 

strength. Forced Entry multiple regression analyses were 

run to determine how much of the variation in the dependent 

variables, "Older Adults' Perceived Effectiveness of 

Effective Means of Prevention" and "Older Adults' Perceived 

Effectiveness of Ineffective Means of Prevention," were 

accounted for by the independent variables. 

Frequencies 

Frequencies and percentages were used to describe the 

data. Several variables, needed only in a descriptive 

capacity, were illustrated through frequencies and 

percentages. These variables were not used in the AIDS and 
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Aging Modified Health Belief Model but were used to show 

representativeness of the sample to the population. These 

variables included marital status, education, and income of 

respondents. Additional variables included health status, 

region and Metropolitan Standard Area (MSA) of respondent's 

dwelling, and employment class of respondent. Frequencies 

and percentages in each variable response category are 

provided in Table I in CHAPTER IV, ANALYSIS AND RESULTS. 

Additional descriptive statistics were used to describe 

the independent and dependent variables used in the AIDS and 

Aging Modified Health Belief Model. See Table II in CHAPTER 

IV, ANALYSIS AND RESULTS for details. 

Correlations 

Prior to conducting multiple regression analysis, 

Pearson Correlation Coefficients were used to ascertain 

existence and strength of linear relationships between 

individual independent and dependent variables. Multiple 

regression relies on independent and dependent variables 

being correlated with one another (Jendrek, 1985; Blalock, 

1979). Pearson Correlations are conducted on variables one 

pair at a time. Consequently, they can not be used for 

multiple variable hypothesis testing. 

Use of Pearson Correlations in this research provided a 

preliminary view of relationships between variables 

(Norusis, 1988). The closer the correlations appeared to 1 

or -1, the stronger were the relationships between the 
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variables (Blalock, 1979). Correlations of all independent 

variables with dependent variable, "Older Adults' Perceived 

Effectiveness of Effective Methods to Prevent AIDS 

Contraction," are in Appendix A. Correlations of all 

independent variables with dependent variable "Older Adults' 

Perceived Effectiveness of Ineffective Methods to Prevent 

AIDS Contraction," are in Appendix B. 

Factor Analysis 

Factor analysis was used to determine whether the 

concepts in this study had any underlying dimensions or 

factors. Norusis (1988), Rummel (1970), and Kim and Mueller 

(1978a, 1978b) describe the three step process of factor 

analysis. Step one involves choosing the variables for 

analysis. Step two selects an extraction technique. 

Finally, step three selects a rotation technique. The main 

objective of factor analysis is to determine the minimum 

number of hypothetical factors that can account for the 

observed covariation (Kim & Mueller, 1978a, 1978b). Rummel 

(1970) states that the value of factor analysis is dependent 

on the meaningfulness of the variability in the data. When 

variability exists, factors will be extracted from the 

variables. 

Factor analysis can be utilized, both in an exploratory 

capacity, as well as confirmatory (to confirm certain 

hypotheses) capacity. In this study, only its exploratory 

capacity has been used to select the most appropriate 
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variables for the model (Kim & Muller, 1978a; 1978b). The 

results suggested that some of the concepts originally used 

were being measured by variables that actually consisted of 

more than one dimension (Kim & Mueller, 1978a, 1978b). * 

Details of how factor analysis was utilized to develop the 

indices are included in "CHAPTER IV, ANALYSIS AND RESULTS." 

Once the indices were satisfactorily created, multiple 

regression was the primary method utilized in this study. 

Multiple Regression 

The level of measurement of the variables determines 

the types of tests that can be performed on the data. Two 

broad types of tests are available in the social sciences; 

parametric and nonparametric tests. In this study, the data 

are interval. Interval data allow for use of parametric 

tests. Blalock (1979) suggests that parametric tests may be 

more powerful types of tests because they require stronger 

assumptions and provide more useful information. Parametric 

tests are preferable to use when they are appropriate 

because they involve a lower risk of a type II error 

(Blalock, 1979). The most frequently used parametric 

procedure is multiple regression. This procedure tests 

several variables simultaneously. 

In testing for relationships between the variables, a 

linear relationship is assumed to exist. A regression line 

is a good way to describe and summarize the linear 
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relationship predicted to exist between variables {Norusis, 

1988; Bohrnstedt & Knoke, 1982; Kvanli, 1988). 

The statistical model consists of two parts; the 

deterministic component and the random component (Kvanli, 

1988; Lewis-Beck, 1980). In a bivariate model, the 

deterministic component is a straight line. This implies 

that the pattern for the X and Y variables is linear 

(Norusis, 1988; Kvanli, 1988). These two variables may be 

related to each other exactly or inexactly (Lewis-Beck, 

1980). For a population, in a simple regression, we explore 

the independent variable, X and the dependent variable, Y. 

In the following equation, it is assumed that Y is an exact 

function of X. 

y=o+pjr 

The coefficient, alpha (® ) > is the intercept or 

constant, and beta (fj) is the slope (Lewis-Beck, 1980; 

Blalock, 1979; Kvanli, 1988). The assumption is that by 

knowing the independent variable (X), the dependent variable 

(Y) can be predicted. 

Although variables in the physical sciences can be 

precisely measured, relationships in the social sciences are 

rarely exact (Norusis, 1988; Kvanli, 1988). Social science 

data, consequently, seldom if ever lie exactly on a straight 

line (Lewis-Beck, 1980; Norusis, 1988; Kvanli, 1988). Data 

not lying on a line composes the random component of the 

regression equation. This is the epsilon (6) or error 
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term. The error term takes into account that all 

observations do not lie precisely on the line predicted by 

the equation (Bohrnstedt & Knoke, 1982). The simple linear 

regression equation, when modified to account for the error 

is: 

Y=>a+px+e 

Multiple linear regression models use several 

variables. Therefore they are multi-dimensional rather than 

creating a straight line. Still looking at populations, the 

equation for this model is: 

r-a+p1x1+p2js^+... +pjrx'jt+e 

The beta is called a partial slope coefficient. It is 

the slope of the relationship between the independent 

variable , and the dependent variable Y, holding all other 

independent variables constant (Bohrnstedt & Knoke, 1982; 

Kvanli, 1988). The beta represents the change in E(Y), the 

expected value of Y associated with a one unit increase in 

Xp when all other independent variables in the model are 

held constant (Berry & Feldman, 1985). 

Alpha is the intercept. It represents the value of 

E(Y), where the regression surface crosses the Y axis or the 

expected value of Y, when all the independent variables 

equal zero (Berry & Feldman, 1985). The epsilon or error 

term, is the deviation of the value of Yi from the mean 
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value of the distribution obtained by repeated observation 

of Y values for cases. Each has a fixed value, for each of 

the independent variables (Berry & Feldman, 1985). 

In multiple regression, it is assumed that the 

dependent variable is linearly related to the independent 

variables (Kvanli, 1988). Bohrnstedt and Knoke (1982) and 

Blalock (1979) state that a multiple regression coefficient 

measures the amount of increase or decrease in the dependent 

variable for a one-unit difference in the independent 

variable, controlling for other independent variables in the 

equation. 

The equations above are for populations. Since it is 

nearly impossible to survey all members of any population, 

values are usually estimated using samples drawn from a 

population. For example, in this study, the sample utilized 

was the National Health Interview Survey. 1988: AIDS 

Knowledge and Attitudes Supplement (ICPSR 9411). The 

purpose of this study was through testing the sample, to 

estimate values in the population. The population would 

necessarily remain unknown. To distinguish it from the 

population regression equation, the sample regression model 

is written as: 

The most common way of estimating the values a and 

the b^ (i=l,2,...,k) is to use ordinary least squares (OLS 

regression) (Berry & Feldman, 1985). The goal is to select 
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the straight line that minimizes the sum of the squares of 

the errors (Lewis-Beck, 1980). Selection of the most 

appropriate line is facilitated by the least squares 

estimate of the b's, that makes the sum of squares of the 

errors as small as possible: 

SSE=Ŷ  (Yr?i)2 

Y is the actual value of the dependent variable in the 

sample, and Y is the predicted (estimated or expected) value 

(Lewis-Beck, 1980). This results in the prediction 

equation: 

f=a0+Jb1X1+jb2X2... +bkXk+e 

The b's represent the estimated regression 

coefficients. This helps prevent the problem of positive 

errors canceling out negative ones (Lewis-Beck, 1980; 

Kvanli, 1988). These coefficients can be calculated with 

SPSS*. It is desirable to make accurate inferences about 

the actual population values of the intercept and slope 

parameters. Consequently, regression models should meet 

certain assumptions. 

Assumptions. The assumptions of multiple regression 

analysis stated by Lewis-Beck (1980) are as follows: 

(1) No specification error. 
a. The relationship between Xj and Yj is linear. 
b. No relevant independent variables have been 

excluded. 
c. No irrelevant independent variables have been 

included. 
(2) No measurement error. 

a. The variables and Y- are accurately measured. 
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(3) The following assumptions concern the error term, e^: 
a. Zero mean. 

For each observation, the expected value of the 
error term is zero. 

b. Homoskedasticity. 
The variance of the error term is constant for all 
values of X-. 

c. No autocorrelation. 
The error terms are uncorrelated. 

d. The independent variable is uncorrelated with the 
error term. 

e. Normality. 
The error term is normally distributed. 

(p. 26). 

Lewis-Beck (1980) indicates that when assumptions 1 to 

3d are met, the estimates received are BLUE, "best linear 

unbiased estimates." BLUE implies that continued drawing of 

samples from a representative population will produce 

unstandardized correlation coefficients (b's) with an 

average b very close to that of the population. If 3e also 

holds, concerning the normality assumptions, the 

estimates will be the "best unbiased estimates" (Lewis-Beck, 

1980). To determine the likelihood that the population 

parameter values differ from zero, significance testing is 

performed. 

Lewis-Beck (1980) emphasizes the importance of meeting 

the first assumption; "no specification error." This 

assumption assumes that the relationship between the 

variables is linear and that all of the appropriate 

variables are included. Likewise, the assumption assumes 

that no irrelevant variables are included. Statistical 

significance testing will determine whether irrelevant 
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variables have been included. Testing will also enable us 

to determine which variables are missing. 

Concerning measurement error, it is essential to input 

accurate measures to assure that estimates will be accurate 

(Lewis-Beck, 1980). Special attention must be paid to 

details, assuring that the most accurate measures available 

are entered into the equation. 

In looking at error terms, homoskedasticity can be a 

serious problem. Prediction errors should be the same 

across all values of X. If the errors are not the same, 

significance tests and confidence intervals would be wrong. 

The weighted least squares procedure can be used to control 

for heteroskedasticity (where error terms are not constant) 

(Lewis-Beck, 1980). 

Autocorrelation means that the error of an observation 

is not correlated with any of the errors for the other 

observations. When autocorrelation is present, the 

significance tests and confidence intervals are invalid. It 

generally appears in time-series variables. It is rarely a 

problem in cross-sectional data (Lewis-Beck, 1980). 

An assumption Lewis-Beck (1980) indicates as 

problematic in nonexperimental research, is assuring that 

the independent variables are uncorrelated with the error 

terms. In most sociological research, the X variable cannot 

be pre-set. Observations and data are not controlled. If 
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the X variable is related to the error term, the least 

squares parameter will be biased. 

Lewis-Beck (1980) emphasizes, to test for this 

violation, the error term needs to be evaluated as a 

collection of excluded explanatory variables. Assuming that 

each or some of these are correlated to X, this implies that 

some necessary variables may have been excluded from the 

model that need to be included (Lewis-Beck, 1980). The 

remedy is to include all explanatory variables into the 

model and test for significance and correlations. 

The last assumption is that error terms are normally 

distributed. Distribution of error terms may be observed by 

looking at the distribution of Y.. The distribution is 

assumed to be a normal curve. A visual check would show the 

number of observations above and below the mean. Also, a 

skewness statistic could be performed to observe whether 

some bias has occurred in the data (Lewis-Beck, 1980). 

To assure that the sample is appropriate to infer 

population values, the above assumptions must be met. 

Professionals differ, however, in their views of how 

seriously regression is compromised by not following some of 

these assumptions (Lewis-Beck, 1980). Some researchers 

believe that regression is sufficiently robust and cannot be 

meaningfully influenced by violations of the assumptions 

(Lewis-Beck, 1980). Other researchers believe that 

violations can cause regression to be compromised and 
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meaningless. Some of the assumptions can be more harmful 

than others if they are violated. Some assumptions can be 

ignored if particular conditions are met. For example, the 

normality assumption can be ignored if the sample is large 

enough. Significance testing in most cases can assure that 

certain assumptions are being met appropriately. 

Null Hypotheses 

Assuming that the regression assumptions have been met, 

the first step in conducting multiple regression, is to test 

the null hypotheses. Null hypotheses are hypotheses that 

assume that no relationships exist between the variables in 

question (Bohrnstedt & Knoke, 1982). Research hypotheses 

cannot be proven or disproven on their own merit. It cannot 

be proven without a doubt that the relationships observed in 

the sample actually exist in the population. Consequently, 

null hypotheses are tested (Bohrnstedt & Knoke, 1982; 

Blalock, 1979; Babbie, 1986). 

Hq Null Hypothesis: 

In this study, two null hypotheses were tested. The 

goal is to reject the null hypotheses. Rejecting the null 

hypotheses indicate the possibility that relationships exist 

between the variables as hypothesized in the research 

hypotheses. 
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Null hypotheses assume that no relationships exist 

between any of the variables (Kvanli, 1988). This is the 

opposite of the research hypothesis(es) which assume that 

relationships exist between the independent and dependent 

variables. The alternative hypothesis (H.) states that at 
fl 

least one B 4 0. If the null hypothesis (that states no 

relationships exist between the variables) is rejected, it 

can be concluded that the model is satisfactory. Rejection 

would indicate that at least one of the independent 

variables contributes significantly to predicting the 

dependent variable. Failure to reject the null hypothesis 

indicates the inability to demonstrate that any of the 

independent variables helps to explain the behavior of the 

dependent variable, Y (Kvanli, 1988). 

Null hypotheses should be tested carefully. If the 

null hypothesis is rejected when it is actually true, a type 

I or alpha error has been made. If the null hypothesis is 

not rejected when it is actually false, this is a type II or 

beta error (Blalock, 1979). An F test is one statistic used 

to test null hypotheses (Norusis, 1988). F is the ratio of 

the mean square for regression to the mean square for the 

residual (Norusis, 1988; Jendrek, 1985). The mean squares 

are the sums of squares divided by their respective degrees 

of freedom (Norusis, 1988; Kvanli, 1988; Borhnstedt & Knoke, 

1982). The F statistic appears in the output of the SPSS* 

procedure for multiple regression. The observed F ratio can 
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be tested against the assumption that it came from a 

population where the null hypothesis is true (Bohrnstedt & 

Knoke, 1982). 

A comparison must be made between the F produced by 

regression analysis, and the F distributions in a standard 

table of percentage points (Jendrek, 1985). It can then be 

determined whether the F statistic, produced by the 

regression analysis, is greater than the F score in the 

table at any particular level of significance. Large F 

values suggest that there is a linear relationship between 

the two variables (Norusis, 1988; Bohrnstedt & Knoke, 1982). 

If the calculated score is greater than the score in the 

table, the null hypothesis can be rejected. If it is 

smaller than the F in the table, the null hypothesis {HQ) 

will not be rejected. A small F score indicates a possible 

sampling error (Jendrek, 1985). In other words, there is an 

unacceptably large probability of committing a Type I error 

(rejecting the null hypothesis (Hfl) when it is true) 

(Norusis, 1988). If the null hypothesis is rejected, this 

suggests that the alternative/research hypothesis may be 

true. 

The next step in the analysis is to determine to what 

extent each independent variable contributes to the 

variation in the dependent variable. In utilizing multiple 

regression to analyze the data, hypotheses are used to 

suggest relationships between the independent and dependent 
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variables. The strength of relationships of the independent 

and dependent variables are tested. In considering the 

relationships between the variables, a number of statistics 

exist to explore the relationships between the independent 

and dependent variables (Bohrnstedt & Knoke, 1982; Jendrek, 

1985). 

First, standardized correlation coefficients (beta 

weights) are used to determine which variables are more 

potent predictors of change in the dependent variable 

(Bohrnstedt & Knoke, 1982). Beta weights are coefficients 

put into the same metric for comparison. Conversion of 

coefficients into beta weights is accomplished by changing 

all variables to Z scores (Bohrnstedt & Knoke, 1982; 

Jendrek, 1985). Beta weights are provided by the SPSS* 

regression procedure. 

A statistic used to determine the goodness of fit of 

the model to the sample is measured by the multiple 

correlation coefficient, also known as coefficient of 

determination, R*\ The SPSS1 regression procedure provides 

Multiple R, R'' and Adjusted R̂  (Norusis, 1988). Multiple R 

is the absolute value of the correlation coefficient between 

the dependent variable and the single independent variable 

(Norusis, 1988). It is also the correlation coefficient 

between the predicted values and the actual observed values 
ft 

{Norusis, 1988)# R is the correlation coefficient squared. 

2 
Adjusted R is the most useful coefficient of determination 
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to use with a model of several independent variables. This 

statistic adjusts the value of R to take into account the 

fact that a regression model always fits the data on which 

it was developed better than it will fit the population 

(Norusis, 1988). Adjusted R provides the percentage of 

variation in the dependent variable that is explained by the 

independent variables in the regression equation (Lewis-

Beck, 1980). The larger the Adjusted R^'s are, the better 

the fit is considered to be. 

Statistical Model 

Modification of the Health Belief Model led to the 

formation of a model more appropriate to the needs of this 

research. After development of the model and hypotheses, 

the hypotheses were operationalized into a statistical 

model. See Figure III for the statistical model. The 

statistical model, which utilized the variables indicated 

below, used quantitative data from the National Health 

Interview Survey. 1988: AIDS Knowledge and Attitudes 

Supplement (U.S. Department of Health and Human Services, 

1988). 

Two research hypotheses and corresponding null 

hypotheses are tested in this research. They are: 

Research Hypothesis 1 

The higher an older adult's level of perceived 

susceptibility to AIDS and the higher an older adult's 

perceived seriousness about AIDS and the greater an older 
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adult's knowledge about AIDS and the greater the number of 

perceived active and passive motivating AIDS cues an older 

adult reports being reached by, the greater will be an older 

adult's perceived effectiveness of effective methods to 

prevent AIDS contraction. 

Null Hypothesis 1 

There is no relationship between an older adult's level 

of perceived susceptibility to AIDS, an older adult's 

perceived seriousness about AIDS, an older adult's knowledge 

about AIDS, the number of perceived active and passive AIDS 

motivators an older adult reports being reached by, and an 

older adult's perceived effectiveness of effective methods 

to prevent AIDS contraction. 

Research Hypothesis 2 

The higher an older adult's level of perceived 

susceptibility to AIDS and the higher an older adult's 

perceived seriousness about AIDS and the greater an older 

adult's knowledge about AIDS and the greater the numbei* of 

perceived active and passive AIDS motivating cues an older 

adult reports being reached by, the higher will be an older 

adult's perceived effectiveness of ineffective methods to 

prevent AIDS contraction. 

Null Hypothesis 2 

There is no relationship between an older adult's level 

of perceived susceptibility to AIDS, an older adult's 

perceived seriousness about AIDS, an older adult's knowledge 
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about AIDS, the number of perceived active and passive AIDS 

motivators an older adult reports being reached by and an 

older adult's perceived effectiveness of ineffective methods 

to prevent AIDS contraction. 

Operational Definitions 

Operationalizing the AIDS and Aging Modified Health 

Belief Model consisted of creating new variables. These new 

variables were created by combining existing variables into 

indices. Bohrnstedt and Knoke (1982) define an index as "a 

variable which is a composite of other variables that are 

assumed to reflect some underlying construct" (p. 359). 

Creation of the indices is believed to better represent the 

concept being measured. It is assumed that the variables 

being utilized reflect a single measurement, and 

consequently are correlated with each other (Bohrnstedt & 

Knoke, 1982). 

Indices were created for four of the independent 

variables; "Older Adults' Perceived Susceptibility For 

Contracting AIDS," "Perceived Seriousness of AIDS for Adults 

55+," "Perceived Active Motivating Cues Reaching Older 

Adults" and "Perceived Passive Motivating Cues Reaching 

Older Adults." Indices were also created for both dependent 

variables; "Older Adults' Perceived Effectiveness of 

Effective Methods To Prevent AIDS Contraction" and "Older 

Adults' Perceived Effectiveness of Ineffective Methods To 

Prevent AIDS Contraction." Indices were created through 
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recoding responses of variables, and totalling scores of 

answer categories of each combined variable. 

Operational definitions of the variables listed in the Model 

are as follows: 

Independent Variables 

Older Adults' Perceived Susceptibility For Contracting AIDS 

This is the first of five independent variables. An 

index was created composed of two variables. These 

variables are measures of whether the older respondents 

consider themselves to be at risk (susceptible) of 

contracting the AIDS virus. The first variable "Chances of 

Having AIDS Virus" is measured by the question "What are 

your chances of having the AIDS virus?" The second 

variable, "Chances of Getting AIDS virus" is measured by the 

question, "What are your chances of getting the AIDS virus?" 

Response categories for both of these questions were recoded 

as follows: 0 "None/Don't Know," 1 "Low" 2 "Medium" and 3 

"High". To compose the index, scores from the two variables 

were combined. Index scores ranged from 0 to 5. The higher 

the score, the higher the individual's perceived 

susceptibility regarding AIDS contraction. 

Perceived Seriousness of AIDS for Adults 55+ 

This is the second of five independent variables in the 

model. It is an index composed of four variables; "AIDS Can 

Reduce Body's Natural Protection," "AIDS Common In Older 

People," "AIDS Can Damage Brain," and "AIDS Leads to Death." 
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These variables are measures of how seriously an adult 55+ 

takes the threat of AIDS. The first variable "AIDS Can 

Reduce Body's Natural Protection" is measured by the 

statement, "AIDS can reduce the body's natural protection 

against disease." The variable "AIDS Common In Older 

People," is measured by the statement "AIDS is especially 

common in older people" and the variable "AIDS Can Damage 

Brain" is measured by "AIDS can damage the brain." Finally, 

the variable "AIDS Leads to Death" is measured by the 

statement, "AIDS leads to death." Answer categories for 

each variable in the index were recoded to 0 "Definitely 

false" 1 "Probably false," 2 "Don't Know," 3 "Probably 

True," and 4 "Definitely true." Index scores ranged from 1 

to 16. The higher the score, the higher the individual's 

perceived seriousness. 

AIDS Knowledge of Older Adults 55+ 

This is the third of five independent variables. It is 

an individual's self-proclaimed statement of AIDS knowledge. 

The question used to operationalize the variable "AIDS 

Knowledge of Older Adults 55+" is "How much would you say 

you know about AIDS?" Answer categories have been recoded 

to: 0 "Nothing/Don't Know," 1 "A Little," 2 "Some" and 3 "A 

Lot." Index scores range from 0 to 3. The higher the 

score, the higher the level of self-proclaimed AIDS 

knowledge. 
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Perceived Active Motivating Cues Reaching Older Adults 

This is the fourth of five independent variables. 

"Perceived Active Motivating Cues Reaching Older Adults," is 

an index consisting of three variables. The purpose of this 

index is to measure the number of active motivating cues 

reported to reach the respondent. These cues are those that 

must be sought rather than passively encountered. These 

active motivating cues include reading brochures and 

discussing AIDS with friends/relatives. One variable 

composing the index "Perceived Active Motivating Cues 

Reaching Older Adults," is "Read AIDS Brochure in Past 

Month." This variable is measured by the statement "In the 

past month, have you read any brochures or pamphlets about 

AIDS?" The second variable composing the index is "Ever 

Read AIDS Brochure" measured by the statement "Have you ever 

read any brochures or pamphlets about AIDS?" The final 

variable included in the index is "Ever Discuss AIDS With A 

Friend or Relative" measured by the statement "Have you ever 

discussed AIDS with a friend or relative?" Responses for 

each of these variables were 0 "No/Don't Know," and 1 "Yes." 

Index scores ranged from 0 to 3. The higher the score, the 

higher the number of active motivating cues an individual 

reported being reached by. 

Perceived Passive Motivating Cues Reaching Older Adults 

This is the fifth and final independent variable. It 

is composed of an index of two items. These items measure 
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the number of passive motivating cues respondents reported 

being reached by. These are cues that are not sought out 

but are received without putting forth effort to attain 

them. One item utilized in this index was "Heard PSA On 

Radio In Past Month" measured by the statement "In the past 

month, have you heard any public service announcements about 

AIDS on the radio?" The second index item was "Saw AIDS PSA 

On TV In Past Month" measured by the statement "In the past 

month, have you seen any public service announcements about 

AIDS on television?" Responses for these variables were 0 

"No/Don't Know," and 1 "Yes." Index scores ranged from 0 to 

2. 

Dependent Variables 

Older Adults' Perceived Effectiveness of Effective Methods 

To Prevent AIDS Contraction 

This is the first of two dependent variables. It 

consists of three items that measured how effective older 

adults perceived effective methods of AIDS prevention. 

These three items were drawn from a section of the survey 

requesting information on AIDS prevention. The section 

began "Here are some methods people use to prevent getting 

the AIDS virus through sexual activity. How effective 

is—" and then listed a number of possible preventive 

techniques. 

One method of AIDS prevention utilized in this index 

was "Older Adults' Perceived Effectiveness of Using a 
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Condom" measured by "Using a condom." The next method was 

"Perceived Effectiveness of Monogamous Relationships" 

measured by "Two people who do not have the AIDS virus 

having sex only with each other." The final index item was 

"Perceived Effectiveness of Using a Spermicide," measured by 

the item "Using a spermacidal jelly, foam or cream". 

Responses for the first two variables were 0 "Don't Know 

Method/Not Effective," 1 "Somewhat Effective," and 2 "Very 

Effective." Responses for the third item were changed to 

reflect spermicide being less effective than the other 

methods. This item was assigned scores; 0 "Very Effective, 

Don't Know Method/Not At All Effective," and 1 "Somewhat 

Effective." Scores for this index ranged from 0 through 5. 

The higher the score, the higher the individual's correct 

perception of these methods being effective. 

Older Adults' Perceived Effectiveness of Ineffective Methods 

To Prevent AIDS Contraction 

This is the second of two dependent variables. It 

consists of two items measuring how effective older adults 

believed two forms of ineffective methods of AIDS prevention 

were. The item utilized from the survey stated: "Here are 

some methods people use to prevent getting the AIDS virus 

through sexual activity. How effective is " and then 

listed a number of techniques. One method utilized for this 

index was "Perceived Effectiveness of Using a Diaphragm" 

measured by "Using a diaphragm." The second index item was 
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"Perceived Effectiveness of Having a Vasectomy" measured by 

"Having a vasectomy." These items were scored 0 "Unknown or 

Effective Method" and 1 "Not At all Effective." Scores 

ranged from 0 to 2. The higher the score, the higher the 

individual's correct perception of ineffective methods. 



CHAPTER IV 

ANALYSIS AND RESULTS 

A preliminary premise of this research was that older 

adults have less knowledge about AIDS. This lack of 

knowledge works pivotally. Combined with lower perceived 

susceptibility, lower perceived seriousness, and decreased 

likelihood of being reached by media cues, older adults' 

perceptions of AIDS prevention fall behind other population 

groups. These shortcomings are believed to increase the 

probability of older adults becoming a category at risk for 

contracting AIDS. 

Prior to model testing, the SPSS1 frequencies procedure 

was used to run frequencies on general demographic 

variables. This provided descriptive information on the 

data set being utilized. Although these variables were not 

included in the models being tested, they helped to give an 

overview of the data. 

After basic demographics were explored, frequencies and 

corresponding statistics on variables used in the model were 

prepared. These frequencies indicated the desired variation 

within each variable. Indices were then created. They 

utilized several closely related variables believed to 

measure the same construct. Factor analysis was used to 

determine appropriateness of variables combined into 
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indices. Through factor analysis, it was found that 

variables originally utilized in some of the indices were 

measuring different dimensions of the same construct. 

Changes were made to develop more succinct indices. 

The first step in testing the hypotheses was to run 

correlations using the SPSS1 regression procedure, 

correlation. This procedure produced a correlation matrix 

relating independent and dependent variables (Huck, Cormier 

& Bounds, 1974). Correlation coefficients were used to 

provide information to determine that sufficient 

relationships existed between the independent and dependent 

variables to pursue multiple regression. 

After running correlations, the regression procedure 

was used to conduct multiple regression analyses to test the 

two null hypotheses. Accompanying statistics include values 

of the unstandardized correlation coefficients (b), 

standardized correlation coefficients (beta weights), 

standard errors of the slope and intercept (SE B), t-

statistics, significance of T, F statistics, significance of 

F and Adjusted R 's. Results show the strength of 

relationships between all of the variables. They also 

determine the amount of variance in the dependent variables 

being caused by the independent variables. 
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Descriptive Statistics 

Overview of the Data 

Most of the demographic information in the sample 

appears to be representative of the population. The 

overwhelming majority (85 percent) of the respondents 55 

years of age and older were white. Of the remaining 

respondents, 13 percent were Black and less than one percent 

each were Aleut, Eskimo, Asian-Pacific Islander or Other. 

Age categories were fairly well distributed. Twelve percent 

of the respondents were 55-64. An additional 12 percent of 

the respondents were 65-74. Eight percent of the 

respondents were 75 years of age or older. Responding to 

the societal trend of older individuals most likely being 

either married or widowed (Atchley, 1991), 49 percent of the 

sample reported being married and 34 percent reported being 

widowed. 

Prior to looking at years of education reported by 

sample respondents, the societal trend of education and age 

must be taken into consideration. Gerontology literature 

indicates that the current societal trend in education is 

that older cohorts have completed fewer years of education 

(Atchley, 1991; Kart, 1990; Longino, 1994). This trend 

likewise is reflected in the sample. Only 26 percent 

of the sample reported attending college. Twenty-two 

percent reported terminating schooling prior to high school. 
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Incomes are fairly well distributed in the sample. 

Twenty-four percent of the respondents reported incomes of 

less than $10,000 per year. Twenty-five percent stated 

receiving between $10,000 and $20,000. Nineteen percent 

reported $20,000-$35,000 and 15 percent reported more than 

$35,000 income per year. Distribution of incomes likewise 

reflect societal trends (Longino, 1994). 

Gerontologists frequently report that despite the 

number of chronic ailments individuals may have, a majority 

of respondents report their health favorably (Kart, 1990). 

This study followed a similar pattern. Eighty-four percent 

of respondents reported their health status positively. 

Thirty-two percent reported their health as good, 23 

percent, very good and 29 percent reported their health as 

being excellent. Only 8 percent reported their health as 

being poor. 

Concerning locale of respondents, the sample appeared 

fairly well representative of the regions of the country. 

Twenty-three percent of the respondents lived in the 

Northeast, 25 percent in the Midwest, 34 percent in the 

South and 18 percent in the West. Most of the sample fell 

into the larger metropolitan areas. The majority (54 

percent), lived in Metropolitan Standard Areas (MSAs) with 

populations of 1,000,000 or more. Thirty-five percent lived 

in areas of 250,000—999,000. Only 10 percent lived in areas 

with populations of less than 250,000. 
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A large majority, 71 percent of the respondents 

reported no longer being in the labor force. Eighteen 

percent of the remaining respondents reported working for 

private companies. Overall, the demographic information 

indicated a fairly representative picture of the 55+ 

population as it is described by Atchley (1991). A highly 

representative sample of a population helps to add 

credibility to a study. See Table I for details. 

TABLE I 
DESCRIPTIVE FREQUENCIES-DEMOGRAPHIC VARIABLES 
N=9602 

Frequencies Percentages 

RACE/ETHNICITY 

Aleut, Eskimo or 67 .7% 
Native Americans 

Asian-Pacific 79 .8% 
Islander 

Black 1253 13% 
White 8138 85% 
Other 40 .4% 
Multiple Race 6 .1% 
Unknown 19 .2% 

AGE 

55-64 
65-74 
75 and Over 

3532 
3577 
2438 

12% 
12% 
8% 
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TABLE I. CONTINUED 
Frequencies 

MARITAL STATUS OF RESPONDENT 

Married Spouse 4729 
In Home 

Married Spouse Not In 95 
Home 

Widowed 3223 
Divorced 823 
Separated 194 
Never Married 529 
Unknown 9 

Percentages 

49% 

1% 

34% 
9% 
2% 
6% 

.1% 

EDUCATION OF RESPONDENT 

Never Attended School 82 .9% 
Attended less than 811 6% 
6 years 

Attended 7-8 years 1487 16% 
Attended 1-3 years 1600 17% 
of high school 

Attended 4 years of 3222 34% 
high school 

Attended 1-2 years of 1057 11% 
college 

Attended 3-4 years of 840 9% 
college 

Attended 5 or more years 529 6% 
of college 

INCOME OF RESPONDENT 

Under $5,000 656 7% 
$5,000-$6,999 665 7% 
$7,000-$9,999 943 10% 
$10,000-$14,999 1317 14% 
$15,000-$19,999 1057 11% 
$20,000-$24,999 821 9% 
$25,000-$34,999 989 10% 
$35,000-$49,999 782 8% 
$50,000 or More 634 7% 
Unknown 1738 18% 
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TABLE I. CONTINUED 

Frequencies Percentages 

HEALTH STATUS OF RESPONDENT 

Excellent 1906 29% 
Very Good 2183 23% 
Good 3079 32% 
Fair 1623 17% 
Poor 765 8% 
Unknown 46 .5% 

REGION WHERE RESPONDENT LIVES 

Northeast 2171 23% 
Midwest 2439 25% 
South 3267 34% 
West 1725 18% 

MSA SIZE WHERE RESPONDENT LIVES 

1,000,000 or More 3785 54% 
250,000 - 999,999 2468 35% 
100,000 - 249,999 573 8% 
Under 100,000 165 2% 

EMPLOYMENT CLASS OF WORKER 

Not In The Labor 6825 71% 
Force 

Private Company 1711 18% 
Federal Government 67 .7% 
State Government 115 1% 
Local Government 286 3% 
Incorporated Business 94 1% 
Self-Employed 424 4% 
Without Pay 13 .1% 

Descriptive Statistics on Model Variables 

Prior to conducting multiple regression analysis, all 

variables being considered for use in the AIDS and Aging 

Modified Health Belief Model were scrutinized. The first 
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stage of analysis involved running frequencies and 

descriptive statistics. 

Some variables were considered for use either by 

themselves or were combined in indices for the AIDS and 

Aging Modified Health Belief Model. After factor analyses 

were run, (described in a subsequent section), results 

caused some variables to be eliminated from the model. 

Original variables from the data set are listed under 

variable headings in Table II. Variables combined into 

indices are listed under the headings of the newly created 

variables they were combined into. 

The first step in determining appropriateness of 

variables composing the AIDS and Aging Modified Health 

Belief Model was to analyze variable frequencies. A trend 

appears in observing the variables composing the index 

"Older Adults' Perceived Susceptibility For Contracting 

AIDS." Most of the older respondents indicated not 

believing they could have or could contract the AIDS virus. 

A large majority, 92 percent reported "none/don't know" for 

the variable "Your Chances of Having the AIDS Virus." 

Similarly, 90 percent reported "none/don't know" for the 

variable, "Your Chances of Getting AIDS Virus". 

In the variables composing the index for independent 

variable "Perceived Seriousness of AIDS for Adults 55+," a 

large number of respondents reported "don't know" for 

several of the variables. For variable "AIDS Can Reduce 
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Body's Natural Protection," a majority of the respondents 

stated "probably true" or "definitely true" that AIDS can 

reduce the body's natural protection. A large minority, 

however, 21 percent, indicated "don't know." Concerning the 

variable "AIDS Can Damage the Brain," one-third indicated 

that they did not know whether this was possible. Twenty-

eight percent indicated that this was "definitely true." 

Concerning the variable "AIDS Leads to Death," a large 

number of respondents reported higher levels of knowledge in 

this area. Eighty-three percent reported "definitely true" 

that AIDS leads to death and only 6 percent reported "don't 

know." For the variable, "AIDS Common In Older People," a 

large percentage of respondents 55+ reported not considering 

AIDS a serious problem for older adults. An 83 percent 

majority reported either "definitely false" or "probably 

false" that AIDS was a serious problem for older adults. 

Fifteen percent reported not knowing, and less than 2 

percent reported that AIDS was a serious problem for older 

adults. 

Frequencies indicate a definite trend concerning the 

lack of knowledge and understanding of AIDS in the older 

adult. For the variable, "AIDS Knowledge of Older Adults 

55+" a large minority, 22 percent, reported "nothing/don't 

know" concerning how much they knew about AIDS. A majority, 

64 percent, reported either knowing only "a little" or 

"some." Only 14 percent reported knowing a lot about AIDS. 
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A limited number of respondents reported ever seeking 

out information about AIDS. In looking at the variables 

making up the index for "Perceived Active Motivating Cues 

Reaching Older Adults" for variable "Read AIDS Brochure in 

Past Month," a large majority, 72 percent, reported 

"no/don't know" to having read any brochures or pamphlets in 

the past month about AIDS. For variable "Ever Read AIDS 

Brochure," 50 percent reported "no/don't know" to having 

ever read any brochures or pamphlets about AIDS. For 

variable "Ever Discuss AIDS With A Friend or Relative," 56 

percent reported "no/don't know" to discussing AIDS with a 

friend or relative. 

A large percentage of respondents reported being 

reached by passive motivating cues. Passive motivating cues 

include information on AIDS that may be attained 

involuntarily. In looking at the index "Perceived Passive 

Motivating Cues Reaching Older Adults," responses for 

variable "Saw AIDS PSA On TV In Past Month" showed a large 

majority. Eighty percent reported having seen public 

service announcements about AIDS on television in the past 

month. For variable "Heard PSA On Radio In Past Month," 33 

percent reported hearing public service announcements about 

AIDS on the radio. 

A majority of respondents reported correct information 

on effectiveness of different forms of AIDS preventive 

techniques. However, several of the variables composing the 
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index "Older Adults' Perceived Effectiveness of Effective 

Methods To Prevent AIDS Contraction," had a large number of 

responses in the "don't know" category or had incorrect 

categories selected. High numbers of "don't know" or 

incorrect categories indicate some uncertainty and/or 

misunderstandings concerning effectiveness of different 

methods to prevent AIDS contraction. For variable 

"Perceived Effectiveness Of Using a Condom," thirty percent 

indicated "Don't Know Method or Method Not Effective." 

Concerning variable "Perceived Effectiveness of Monogamous 

Relationships," 19 percent indicated "Don't Know Method or 

Method Not Effective" while only 73 percent stated that it 

was a "Very Effective Method to Prevention AIDS 

Contraction." For variable "Perceived Effectiveness of 

Using a Spermicide," 88 percent stated the method as "Very 

Effective or Not Effective At All" with only 12 percent 

reporting the method as "Somewhat Effective," the more 

appropriate answer for this particular item. 

Responses to variables composing index, "Older Adults' 

Perceived Effectiveness of Ineffective Methods to Prevent 

AIDS Contraction," likewise indicate a lack of understanding 

of appropriate methods to prevent AIDS contraction. In 

looking at variable "Perceived Effectiveness of Using a 

Diaphragm," 60 percent reported either "Don't Know Method or 

Method Effective." Only 40 percent correctly stated that 

this method was not at all effective. For variable 
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"Perceived Effectiveness of Having a Vasectomy," 45 percent 

stated "Don't Know Method or Method Effective," with only 55 

percent correctly indicating "Method Not At All Effective." 

Table II lists frequencies, percentages and statistics on 

all variables used in the model. 

TABLE II 
FREQUENCIES AND PERCENTAGES OF INDIVIDUAL VARIABLES UTILIZED 
IN THE MODIFIED HEALTH BELIEF MODEL 

N=9602 

INDEPENDENT VARIABLES 

ITEMS USED TO BUILD OLDER ADULTS' PERCEIVED SUSCEPTIBILITY 
FOR CONTRACTING AIDS INDEX 

WHAT ARE YOUR CHANCES OF HAVING AIDS VIRUS? 

Value Labels Value Frequency Percent Mean=.09 
Mode=.00 

None/Don't Know 0 8706 92% Kurtosis=22.12 
Low 1 651 7% Std dev=.33 
Medium 2 69 .7% Median=.00 
High 3 21 .2% Variances.11 

Skewness=4.30 

WHAT ARE YOUR CHANCES OF GETTING THE AIDS VIRUS? 

Value Labels Value Frequency Percent Mean=.ll 
Mode=.00 

None/Don't Know 0 8452 90% Kurtosis=12.81 
L o w 1 883 9% Std dev=.35 
Medium 2 75 .8% Medians.00 
High 3 11 ,1% Variances. 12 

Skewness=3.36 
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TABLE II. CONTINUED 

ITEMS USED TO BUILD PERCEIVED SERIOUSNESS OF AIDS FOR ADULTS 
55+ INDEX 

DISEASE 

Value Labels Value Frequency Percent Means3.22 
Modes4.00 

Definitely False 0 351 4% Kurtosis=.86 
Probably False 1 195 2% Std dev=1.08 
Don't Know 2 1985 21% Median=4.00 
Probably True 3 1428 15% Variances1.16 
Definitely True 4 5549 58% Skewness=-1.26 

AIDS IS ESPECIALLY COMMON IN OLDER : PEOPLE 

Value Labels Value Frequency Percent Mean=.57 
Mode=.00 

Definitely False 0 6007 63% Kurtosis=l.40 
Probably False 1 1876 20% Std dev=.85 
Don't Know 2 1410 15% Median=.00 
Probably True 3 131 1% Variances.72 
Definitely True 4 75 .8% Skewnesssl,40 

AIDS CAN DAMAGE THE BRAIN 

Value Labels Value Frequency Percent Means2.76 
Modes2.00 

Definitely False 0 284 3% Kurtosiss-.17 
Probably False 1 495 5% Std dev=1.02 
Don't Know 2 3120 33% Medians3.00 
Probably True 3 2907 31% Variance=l.03 
Definitely True 4 2681 28% Skewnesss-.49 

AIDS LEADS TO DEATH 

Value Labels Value Frequency Percent Mean=3.73 
Modes4,00 

Definitely False 0 97 1% Kurtosiss9.91 
Probably False 1 35 .4% Std devs,68 
Don't Know 2 572 6% Median=4.00 
Probably True 3 920 10% Variances.46 
Definitely True 4 7865 82% Skewnesss-3.00 
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TABLE II. CONTINUED 

ITEM USED FOR AIDS KNOWLEDGE OF OLDER ADULTS 55+ 

HOW MUCH WOULD YOU SAY YOU KNOW ABOUT AIDS? 

Value Labels Value Frequency Percent 

Nothing/Don't Know 0 
A Little 1 
Some 2 
A Lot 3 

2105 
3082 
3020 
1363 

22% 
32% 
32% 
14% 

Mean=l.38 
Mode=l.00 
Kurtosis=-l.01 
Std dev=.98 
Median=l.00 
Variances.96 
Skewness=.09 

ITEMS USED TO BUILD PERCEIVED ACTIVE MOTIVATING CUES 
REACHING OLDER ADULTS INDEX 

IN THE PAST MONTH. HAVE YOU READ ANY BROCHURES OR PAMPHLETS 
ABOUT AIDS? 

Value Labels 

No/Don't Know 
Yes 

Value Frequency 

0 
1 

6843 
2733 

Percent Mean=.29 
Mode=.00 

72% Kurtosis=-l.10 
29% Std dev=.45 

Median=.00 
Variances.20 
Skewnesss.95 

HAVE YOU EVER READ ANY BROCHURES OR PAMPHLETS ABOUT AIDS? 

Value Labels 

No/Don't Know 
Yes 

Value Frequency 

0 
1 

4781 
4774 

Percent Mean=.50 
Mode=.00 

50% Kurtosiss-2.00 
50% Std devs.50 

Medians.00 
Variances.25 
Skewnesss,00 

HAVE YOU EVER DISCUSSED AIDS WITH A FRIEND OR RELATIVE? 

Value Labels Value Frequency Percent 

No/Don't Know 0 
Yes l 

5300 
4160 

Means.44 
Modes.00 

56% Kurtosis=-l.94 
44% Std dev=.50 

Medians,00 
Variances.25 
Skewnesss.24 
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TABLE II. CONTINUED 

ITEMS USED TO BUILD PERCEIVED PASSIVE MOTIVATING CUES 
REACHING OLDER ADULTS INDEX 

IN THE PAST MONTH. HAVE YOU HEARD ANY PUBLIC SERVICE 
ANNOUNCEMENTS ABOUT AIDS ON THE RADIO? 

Value Labels Value 

No/Don't Know 0 
Yes 1 

Frequency Percent Means.33 
Mode=.00 

6437 67% 
3146 33% 

Kurtosis=-l.47 
Std dev=.47 
Medians.00 
Variances.22 
Skewness=.73 

IN THE PAST MONTH. HAVE YOU SEEN ANY PUBLIC SERVICE 
ANNOUNCEMENTS ABOUT AIDS ON TELEVISION? 

Value Labels Value Frequency 

No/Don't Know 0 1956 
Yes 1 7644 

Percent Mean=.80 
Mode=l.00 

20% Kurtosis=.17 
80% Std dev=.40 

Medians1.00 
Variances.16 
Skewnesss-l.47 

DEPENDENT VARIABLES 

ITEMS USED TO BUILD OLDER ADULTS' PERCEIVED EFFECTIVENESS OF 
EFFECTIVE METHODS TO PREVENT AIDS CONTRACTION INDEX 

PERCEIVED EFFECTIVENESS OF USING A CONDOM 

Value Labels Value 

Don't Know/Don't 
Know How Effective/ 
Not At All Effective 
Somewhat Effective 
Very Effective 

0 

Frequency 

2866 

4550 
1979 

Percent Means.91 
Modesl.0 
Kurtosis=-l.02 
Std devs.71 
Mediansl.00 
Variances.51 
Skewnesss.14 

31% 

48% 
21% 
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TABLE II. CONTINUED 

TWO PEOPLE WHO DO NOT HAVE THE AIDS VIRUS HAVING SEX ONLY 
WITH EACH OTHER (MONOGAMY) 

Value Labels Value 

Don't Know/Don't 0 
Know How Effective/ 
Not At All Effective 

Somewhat Effective 1 
Very Effective 2 

Frequency Percent Mean=1.55 
Mode=2.00 

1706 18* Kurtosis=-.10 
Std dev=.78 
Median=2.00 

810 9% Variance=.61 
6849 73% Skewness=-1.31 

PERCEIVED EFFECTIVENESS OF USING A SPERMACIDAL JELLY. FOAM 
OR CREAM 

Value Labels Values Frequency 

Very Effective/ 0 8248 
Don't Know 
Method/ 
Don't Know How 
Effective/Not 
At All 
Effective 

Somewhat 1 1144 
Effective 

88% 

Percent Mean=.12 
Mode=.00 
Kurtosis=3.35 
Std dev=.33 
Median=,00 
Variances.11 
Skewness=2.31 

12% 

ITEMS USED TO BUILD OLDER ADULTS' PERCEIVED EFFECTIVENESS OF 
INEFFECTIVE METHODS TO PREVENT AIDS CONTRACTION INDEX 

PERCEIVED EFFECTIVENESS OF USING A DIAPHRAGM 

Value Labels Values Frequency Percent 

Very Effective 0 
Somewhat Effective/ 
Don't Know Method/ 
Don't Know How 
Effective/ 

Not At All 1 
Effective 

5638 60% 

Mean=.40 
Mode=.00 
Kurtosis=-l.83 
Std dev=.49 
Median=.00 
Variances.24 
Skewnesss.41 

3760 40% 
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TABLE II. CONTINUED 

PERCEIVED EFFECTIVENESS OF HAVING A VASECTOMY 

Value Labels Values Frequency 

Very Effective/ 0 4219 
Somewhat Effective/ 
Don't Know Method/ 
Don't Know How 
Effective 

Not At All 1 5167 
Effective 

Percent Mean=.55 
Mode=l.00 

45% Kurtosis=-2.00 
Std dev=.50 
Median=l.00 
Variances,25 
Skewness=-.20 

55% 

After frequencies were prepared on variables 

individually, variables were then combined into indices. 

Values as noted above were added together resulting in index 

scores. See Table III for frequency totals of indices with 

accompanying descriptive statistics. 

TABLE III 

FREQUENCY TOTALS OF INDICES 

N=9602 

INDEPENDENT VARIABLES 

INDEX 

Value Freauencv Percent Mean=.20 
Mode=.00 

.00 8211 87% Kurtosis=ll.65 
1.00 649 7% Std dev=.57 
2.00 486 5% Medians.00 
3.00 35 .4% Variances.33 
4.00 31 . 3% Skewness = 3.27 
5.00 1 .0% 
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TABLE III, . CONTINUED 

FREQUENCY TOTALS OF INDICES 

PERCEIVED SERIOUSNESS OF AIDS FOR ADULTS 55+ INDEX 

Value Frequency Percent Mean=9.7 2 
Mode=10.00 
Kurtosis=-.05 

1.00 2 0% Std dev=1.86 
2.00 5 .1% Median=10.00 
3.00 3 .0% Variance=3.47 
4.00 30 .3% Skewness=-.68 
5.00 40 .4% 
6.00 132 1% 
7.00 213 2% 
8.00 1277 14% 
9.00 1144 12% 

10.00 2036 22% 
11.00 1950 21% 
12.00 2071 22% 
13.00 413 4% 
14.00 98 1% 
15.00 25 .3% 
16.00 25 .3% 

AIDS KNOWLEDGE OF OLDER ADULTS 55 + 

Value 

.00 
1.00 
2 .00 
3.00 

Frequency 

2105 
3082 
3020 
1363 

Percent 

22% 
32% 
31% 
32% 

Mean=l.38 
Mode=l.00 
Kurtosis=-l. 
Std dev=.98 
Median=l.00 
Variances.96 
Skewness=.09 

01 

PERCEIVED ACTIVE MOTIVATING CUES REACHING OLDER ADULTS INDEX 

Value Frequency 

.00 
1.00 
2 .00 
3.00 

3340 
2209 
2197 
1664 

Percent 

36% 
24% 
23% 
18% 

Mean=l.23 
Mode=.00 
Kurtosis=-l.30 
Std dev=l.11 
Median=l.00 
Variance^1.24 
Skewness=.30 
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TABLE III. CONTINUED 

PERCEIVED PASSIVE MOTIVATING CUES REACHING OLDER ADULTS 
INDEX 

Value Freauency Percent Mean=l.12 
Mode=l.00 

.00 1719 18% Kurtosis=-.87 
1.00 4952 52% Std dev-.68 
2.00 2912 30% Median=1.00 

Variances.47 
Skewness=-.16 

DEPENDENT VARIABLES 

OLDER ADULTS' PERCEIVED EFFECTIVENESS OF EFFECTIVE METHODS 
TO PREVENT AIDS CONTRACTION INDEX 

Value Freauency Percent Mean=2.58 
Mode=3.00 

.00 1289 14% Kurtosis=-.46 
1.00 515 6% Std dev=1.35 
2.00 1782 19% Median=3.00 
3.00 3359 36% Variance=l.83 
4.00 2094 22% Skewness=-.59 
5.00 314 3% 

OLDER ADULTS' PERCEIVED EFFECTIVENESS OF INEFFECTIVE METHODS 
TO PREVENT AIDS CONTRACTION INDEX 

Value 

.00 
1.00 
2 .00 

Frequency 

3721 
2403 
3258 

Percent Mean=.95 
Mode=.00 

40% Kurtosis=-l.65 
26% Std dev=.86 
35% Median=1.00 

Variances.74 
Skewness=.10 

Factor Analysis 

Tables IV through VII show results of factor analyses 

completed on variables chosen to create indices. The 

purpose for using factor analysis in this study was to 
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determine whether the variables combined into indices each 

measured one dimension (factor). When more than one factor 

was discovered in an index, it was modified (Norusis, 1988). 

Some of the variables originally used for index creation, 

when inserted into factor analysis, measured more than one 

dimension in a single index. Additional indices were 

created utilizing this information. Table IV shows the 

correlation matrix developed for each index as it was 

originally developed prior to any modifications being made. 

Table V shows eigen values and factor loadings before and 

after rotation prior to modifications. Table VI shows the 

correlation matrices after modification. Table VII shows 

eigen values and factor loadings after modification. 

The first three indices discussed were created to 

measure independent variables. The first index "Older 

Adults' Perceived Susceptibility For Contracting AIDS" is 

composed of two variables, "Your Chances of Having the AIDS 

Virus" and "Your Chances of Getting the AIDS Virus." Factor 

analysis indicated that these two variables measured only 

one dimension as is desirable. See Table IV, Index 1 for 

correlation matrices and Table V, Index 1 for eigen values 

and factor loadings. The second index, "Perceived 

Seriousness of AIDS for Adults 55+" is composed of four 

variables, "AIDS Can Reduce The Body's Natural Protection 

Against Disease," "AIDS Is Especially Common in Older 

People," "AIDS Can Damage The Brain" and "AIDS Leads To 
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Death." Factor analysis indicated that these variables also 

measured a single dimension. See Table IV, Index 2 for 

correlation matrices and Table V, Index 2 for eigen values 

and factor loadings. 

The third index, "Perceived Motivating Cues Reaching 

Older Adults" originally consisted of five variables. These 

variables are: "Have you Seen Public Service Announcement 

(PSA) About AIDS on Television in Past Month?" "Have you 

Heard Public Service Announcement (PSA) about AIDS on Radio 

in Past Month?" "Have you Read Brochures or Pamphlets about 

AIDS in Past Month?" "Have you Ever Read Any Brochures or 

Pamphlets About AIDS?" and "Have You Ever Discussed AIDS 

With a Friend or Relative?" See Table IV, Index 3 for 

correlation matrices. 

During factor analysis, rotation extracted two factors. 

The extraction of two factors indicated that more than one 

dimension was being measured. See Table V, Index 3 for 

eigen values and factor loadings, both before and after 

rotation. Utilizing information from both the factor matrix 

in Table IV and eigen values and factor loadings in Table V, 

the variables were split into two indices. Two variables 

were combined into a new index "Perceived Passive Motivating 

Cues Reaching Older Adults." These variables were; "In The 

Past Month Have You Seen Any Public Service Announcements 

About AIDS On Television?" and "In the Past Month, Have You 

Heard Any Public Service Announcements About AIDS On the 
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Radio?" The remaining three variables, "Have you Read 

Brochures or Pamphlets about AIDS in Past Month?" "Have you 

Ever Read Any Brochures or Pamphlets About AIDS?" and "Have 

You Ever Discussed AIDS With a Friend or Relative?" composed 

the second index "Perceived Active Motivating Cues Reaching 

Older Adults." See Table VI, Indices 1 and 2 for the new 

factor matrices and Table VII, Indices 1 and 2 for new eigen 

values and factor loadings. After rotation was completed on 

the new indices, results indicated that only one factor 

resulted, as was desirable. 

The fourth index in Table IV was created to measure the 

dependent variable, "Older Adults' Perceived Effectiveness 

of Methods to Prevent AIDS Contraction." This index 

originally consisted of five variables. The first three 

variables were "Perceived Effectiveness of Using a Condom," 

"Perceived Effectiveness of Two People Who Do Not Have the 

AIDS Virus Having Sex Only With Each Other" (monogamy) and 

"Perceived Effectiveness of Using a Spermacidal Jelly, Foam 

or Cream." The last two variables were "Perceived 

Effectiveness of Having a Vasectomy" and "Perceived 

Effectiveness of Using a Diaphragm." 

During factor analysis, rotation extracted two factors, 

indicating that more than one dimension was being measured. 

See Table IV, Index 4 for the correlation matrix. See Table 

V, Index 4 for eigen values and factor loadings before and 

after rotation. Utilizing the factor matrix, eigen values 
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and factor loadings, the variables were split into two 

indices. The first three variables, "Perceived 

Effectiveness of Using a Condom," "Perceived Effectiveness 

of Two People Who Do Not Have the AIDS Virus Having Sex Only 

With Each Other" (monogamy) and "Perceived Effectiveness of 

Using a Spermacidal Jelly, Foam or Cream" were combined into 

one index. This index was entitled "Older Adults' Perceived 

Effectiveness of Effective Methods to Prevent AIDS 

Contraction." The last two variables, "Perceived 

Effectiveness of Having a Vasectomy" and "Perceived 

Effectiveness of Using a Diaphragm" were combined into a 

second index. This index was "Older Adults' Perceived 

Effectiveness of Ineffective Methods to Prevent AIDS 

Contraction." See Table VI, Indices 3 and 4, for the new 

correlation matrices developed through factor analysis. See 

Table VII, Indices 3 and 4 for eigen values and factor 

loadings. After factor analysis was completed on the new 

indices, only one factor existed in each index as was 

desired. 
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TABLE IV 

FACTOR ANALYSIS CORRELATION MATRICES 

ORIGINAL ITEMS AND INDICES UTILIZED PRIOR TO MODIFICATIONS 

INDEX 1 

OLDER ADULTS' PERCEIVED SUSCEPTIBILITY FOR CONTRACTING AIDS 

CHHAAID CHGETAID 

CHGETAID 1.00 

CHHAAID .52 1.00 

(1 FACTOR EXTRACTED) 

CHGETAID - Your Chances Of Getting AIDS Virus 
CHHAAID - Your Chances Of Having AIDS Virus 

INDEX 2 

PERCEIVED SERIOUSNESS OF AIDS FOR ADULTS 55+ 

AIDSREDU AIDSOLD AIDSBRAI AIDDEATH 

AIDSREDU 1.00 

AIDSOLD -.30 1.00 

AIDSBRAI .11 -.12 1.00 

AIDDEATH .22 -.30 .19 1.00 

(1 FACTOR EXTRACTED) 

AIDSREDU - AIDS Can Reduce Body's Natural Protection 
AIDSOLD - AIDS Common In Older People 
AIDSBRAI - AIDS Can Damage Brain 
AIDDEATH - AIDS Leads To Death 
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TABLE IV. CONTINUED 

INDEX 3 

PSAPAST PSAMONTH BROCHMO 

PSAPAST 1 .00 

PSAMONTH .22 1.00 

BROCHMO .18 .18 1.00 

READEVER .17 .12 .63 1.00 

DISAIDFR .17 .13 .22 .31 

(2 FACTORS EXTRACTED) 

DISAIDFR 

1.00 

PSAPAST - Saw AIDS PSA On TV In Past Month 
PSAMONTH - Heard PSA On Radio In Past Month 
BROCHMO - Read AIDS Brochure In Past Month 
READEVER - Ever Read AIDS Brochure 

DISAIDFR - Ever Discuss AIDS With A Friend Or Relative 

INDEX 4 

M P S 
PRECONDO PREMONO PREDIAP PRESPERM PREVASEC 

PRECONDO 1.00 

PREMONO .41 1.00 

PREDIAP .22 .28 1.00 

PRESPERM .20 .11 -.06 1.00 

PREVASEC .31 .37 .52 .06 1.00 

(2 FACTORS EXTRACTED) 

PRECONDO -
PREMONO -

PRESPERM -

PREVASEC -
PREDIAP -

Perceived Effectiveness Of 
Perceived Effectiveness Of 
Have The AIDS Virus Having 
Other 
Perceived Effectiveness Of 
Jelly, Foam Or Cream 
Perceived Effectiveness of 
Perceived Effectiveness Of 

Using A Condom 
Two People Who Do Not 
Sex Only With Each 

Using A Spermacidal 

Having A Vasectomy 
Using A Diaphragm 
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TABLE V 

FACTOR ANALYSIS EIGEN VALUES AND FACTOR MATRICES 

BEFORE AND AFTER ROTATION 

ORIGINAL ITEMS AND INDICES UTILIZED PRIOR TO MODIFICATIONS 

INDEPENDENT VARIABLES 

INDEX 1 

OLDER ADULTS' PERCEIVED SUSCEPTIBILITY FOR CONTRACTING AIDS 

EIGEN VALUES FACTOR LOADINGS 

FACTOR 1 

CHGETAID .48 .87 
CHHAAID 1.52 .87 

Only One Factor Extracted 
No Rotation Necessary 

CHGETAID - Your Chances Of Getting AIDS Virus 
CHHAAID - Your Chances Of Having AIDS Virus 

INDEX 2 

PERCEIVED SERIOUSNESS OF AIDS FOR ADULTS 55+ 

EIGEN VALUES FACTOR LOADINGS 

FACTOR 1 

AIDSREDU 1.64 .65 
AIDSOLD .93 -.72 
AIDSBRAI .76 .45 
AIDDEATH .66 .70 

Only One Factor Extracted 
No Rotation Necessary 

AIDSREDU - AIDS Can Reduce Body's Natural Protection 
AIDSOLD - AIDS Common In Older People 
AIDSBRAI - AIDS Can Damage Brain 
AIDDEATH - AIDS Leads To Death 
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TABLE V. CONTINUED 

INDEX 3 

PERCEIVED MOTIVATING CUES 

EIGEN VALUES 

PSAPAST 
PSAMONTH 
BROCHMO 
READEVER 
DISAIDFR 

2.00 
1.04 
.83 
.77 
.36 

FACTOR LOADINGS 

FACTOR 1 FACTOR 2 

.47 

.42 

.79 

.81 

.56 

.59 

.66 
-.32 
-.38 

.01 

Two Factors Extracted 
Rotation Required 
Varimax Converged in 3 Iterations 

PSAPAST - Saw AIDS PSA On TV In Past Month 
PSAMONTH - Heard AIDS PSA on Radio In Past Month 
BROCHMO - Read AIDS Brochure In Past Month 
READEVER - Ever Read AIDS Brochure 
DISAIDFR - Ever Discuss AIDS With A Friend Or Relative 

AFTER ROTATION 

PSAPAST 
PSAMONTH 
BROCHMO 
READEVER 
DISAIDFR 

FACTOR LOADINGS 

FACTOR 1 FACTOR 2 

.15 

.06 

.85 

.89 

.49 

.74 

.78 

.08 

.03 

.27 
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TABLE V. CONTINUED 

DEPENDENT VARIABLES 

INDEX 4 

AIDS 

EIGEN VALUES FACTOR LOADINGS 

FACTOR 1 FACTOR 2 

PRECONDO 2.08 .67 .36 
PREMONO 1.12 .72 .15 
PREDIAP .76 .68 -.47 
PRESPERM .58 .20 .83 
PREVASEC .46 .78 -.25 

Two Factors Extracted 
Rotation Required 
Varimax Converged in 3 Iterations 

PRECONDO 
PREMONO -

PRESPERM -

PREVASEC -
PREDIAP -

Perceived Effectiveness Of 
Perceived Effectiveness Of 
Have The AIDS Virus Having 
Other 
Perceived Effectiveness Of 
Jelly, Foam Or Cream 
Perceived Effectiveness of 
Perceived Effectiveness Of 

Using A Condom 
Two People Who Do Not 
Sex Only With Each 

Using A Sperraacidal 

Having A Vasectomy 
Using A Diaphragm 

AFTER ROTATION 

PRECONDO 
PREMONO 
PREDIAP 
PRESPERM 
PREVASEC 

FACTOR LOADINGS 

FACTOR 1 FACTOR 2 

.46 

.59 

.82 

.16 

.81 

.61 

.43 

.14 

.84 

.10 
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TABLE VI 

FACTOR ANALYSIS CORRELATION MATRICES AFTER MODIFICATION 

INDEPENDENT VARIABLES 

INDEX 1 

PERCEIVED PASSIVE MOTIVATING CUES REACHING OLDER ADULTS 

PSAPAST PSAMONTH 

PSAPAST 1.00 

PSAMONTH .22 1.00 

(1 FACTOR EXTRACTED) 

PSAPAST - Saw AIDS PSA On TV In Past Month 
PSAMONTH - Heard AIDS PSA On Radio In Past Month 

INDEX 2 

PERCEIVED ACTIVE MOTIVATING CUES REACHING OLDER ADULTS 

BROCHMO READEVER DISAIDFR 

BROCHMO 1.00 

READEVER .63 1.00 

DISAIDFR .22 .31 1.00 

(1 FACTOR EXTRACTED) 

BROCHMO - Read AIDS Brochure In Past Month 
READEVER - Ever Read AIDS Brochure 
DISAIDFR - Ever Discuss AIDS With A Friend Or Relative 
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TABLE VI. CONTINUED 

INDEX 3 

DEPENDENT VARIABLES 

OLDER ADULTS' PERCEIVED EFFECTIVENESS OF EFFECTIVE METHODS 
TO PREVENT AIDS CONTRACTION 

PRECONDO PREMONO PRESPERM 

PRECONDO 1.00 

PREMONO .41 1.00 

PRESPERM .20 .11 1.00 

(1 FACTOR EXTRACTED) 

PRECONDO - Perceived Effectiveness of Using A Condom 
PREMONO - Perceived Effectiveness of Two People Who Do Not 

Have The AIDS Virus Having Sex Only With Each 
Other 

PRESPERM - Perceived Effectiveness Of Using A Spermacidal 
Jelly, Foam or Cream 

INDEX 4 

OLDER ADULTS' PERCEIVED EFFECTIVENESS OF INEFFECTIVE METHODS 
TO PREVENT AIDS CONTRACTION 

PREDIAP PREVASEC 

PREDIAP 1.00 

PREVASEC .52 1.00 

(1 FACTOR EXTRACTED) 

PREDIAP — Perceived Effectiveness Of Using A Diaphragm 
PREVASEC - Perceived Effectiveness Of Having a Vasectomy 
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TABLE VII 

FACTOR ANALYSIS EIGEN VALUES AND FACTOR MATRICES AFTER 
MODIFICATION 

INDEPENDENT VARIABLES 

INDEX 1 

PERCEIVED PASSIVE MOTIVATING CUES REACHING OLDER ADULTS 

PSAPAST 
PSAMONTH 

EIGEN VALUES 

1 . 2 2 
.78 

FACTOR LOADINGS 

FACTOR 1 

. 78 

.78 

Only One Factor Extracted 

PSAPAST - Saw AIDS PSA On TV In Past Month 
PSAMONTH - Heard PSA On Radio In Past Month 

INDEX 2 

PERCEIVED ACTIVE MOTIVATING CUES REACHING OLDER ADULTS 

BROCHMO 
READEVER 
DISAIDFR 

EIGEN VALUES 

1.81 
.83 
.36 

FACTOR LOADINGS 

FACTOR 1 

.84 

.88 

.57 

Only One Factor Extracted 

BROCHMO - Read AIDS Brochure In Past Month 
READEVER - Ever Read AIDS Brochure 
DISAIDFR - Ever Discuss AIDS With A Friend Or Relative 
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TABLE VII. CONTINUED 

DEPENDENT VARIABLES 

INDEX 3 

OLDER ADULTS' PERCEIVED EFFECTIVENESS OF EFFECTIVE METHODS 
TO PREVENT AIDS CONTRACTION 

PRECONDO 
PREMONO 
PRESPERM 

EIGEN VALUES 

1.50 
.92 
.58 

FACTOR LOADINGS 

FACTOR 1 

.82 

.77 

.48 

Only One Factor Extracted 

PRECONDO -
PREMONO -

PRESPERM -

Perceived Effectiveness of Using A Condom 
Perceived Effectiveness of Two People Who Do Not 
Have The AIDS Virus Having Sex Only With Each 
Other 
Perceived Effectiveness Of Using A Spermacidal 
Jelly, Foam or Cream 

INDEX 4 

OLDER ADULTS PERCEIVED EFFECTIVENESS OF INEFFECTIVE METHODS 
TO PREVENT AIDS CONTRACTION 

PREDIAP 
PREVASEC 

EIGEN VALUES 

1.52 
.48 

FACTOR LOADINGS 

FACTOR 1 

.87 

.87 

Only One Factor Extracted 

PREDIAP - Perceived Effectiveness Of Using A Diaphragm 
PREVASEC - Perceived Effectiveness of Having A Vasectomy 
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Multiple Regressions and Accompanying Statistics 

This research predicted that positive relationships 

existed between older adults' perception of methods of AIDS 

prevention and a number of independent variables described 

previously. Multiple regressions were run for two separate 

equations representing the two separate research and null 

hypotheses. The first multiple regression was run on the 

equation with dependent variable "Older Adults' Perceived 

Effectiveness of Effective Methods To Prevent AIDS 

Contraction." The second multiple regression was run on the 

equation with dependent variable, "Older Adults' Perceived 

Effectiveness of Ineffective Methods to Prevent AIDS 

Contraction." 

Regression with Dependent Variable. "Older Adults' Perceived 

Effectiveness of Effective Methods to Prevent AIDS 

Contraction" 

Multiple regression provides statistics that allow 

decisions to be made about the relationships between the 

variables. Null hypotheses can be tested and percent of 

change in the dependent variable caused by the independent 

variables can be determined (Norusis, 1988). The SPSS* 

Regression procedure lists unstandardized regression 

coefficients (b's), standardized regression coefficients 

(beta weights), correlations (r's), F and T scores, 

significance levels of F's and T's and Adjusted Multiple 

2 
R's. These regression statistics help explore the 
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existence and strength of linear relationships between the 

variables. 

Although both research and null hypotheses are 

presented in this research, the null hypotheses were tested. 

The goal of multiple regression is to reject the null 

hypotheses. Successfully rejecting null hypotheses 

indicates that possible relationships exist between the 

variables as hypothesized in the research hypotheses. 

Null Hypothesis 1 is "There is no relationship between 

an older adult's level of perceived susceptibility to AIDS, 

an older adult's perceived seriousness about AIDS, an older 

adult's knowledge about AIDS, the number of perceived active 

and passive AIDS motivators an older adult reports being 

reached by, and an older adult's perceived effectiveness of 

effective methods to prevent AIDS contraction." To test 

Null Hypothesis 1 and to determine the percentage of change 

in the dependent variable caused by the independent 

variables, multiple regression was conducted. Dependent 

variable, "Older Adults' Perceived Effectiveness of 

Effective Methods To Prevent AIDS Contraction" was regressed 

onto all of the independent variables. 

2 

Adjusted R was .21 indicating that 21 percent of the 

variation in the dependent variable was accounted for by the 

independent variables. Twenty-one percent is a fairly low 

level of variation accounted for by the independent 

variables. Seventy-nine percent of the variation in the 
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dependent variable remains unaccounted for. This high 

percentage of variation strongly suggests that additional 

variables may be playing a role in the variation occurring 

in the dependent variable. 

The F ratio was used to test the null hypothesis. The 

critical value of F for 5 and 9596 degrees of freedom 

(sample size 9602 - 5 - 1) at significance level .01 is 

3.02. The calculated F value is well above that number at 

503 at significance level of .001. The null hypothesis, 

therefore, that no linear relationships exist between the 

independent and dependent variables, can be rejected 

(Norusis, 1988). 

Correlations (r's) indicate varying relationships 

existing between the dependent and independent variables, 

all with rates of significance below .05. The strongest 

correlations observed between the dependent variable and 

individual independent variables are .41 for "AIDS Knowledge 

of Older Adults 55+" and .29 for "Perceived Active 

Motivating Cues Reaching Older Adults." These indicated 

moderate relationships between knowledge and active 

motivating cues and the dependent variable. Other variables 

have correlations ranging from .08 for "Older Adults' 

Perceived Susceptibility for Contracting AIDS" to .23 for 

"Older Adults' Perceived Seriousness for Contracting AIDS." 

Non-standardized correlation coefficients (b's) may be 

difficult to interpret due to variances in metrics measuring 
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the independent variances. Consequently, standardized 

correlation coefficients (beta weights) are described here. 

Beta weights range from a low of .02 to a high of .32. The 

lowest beta of .02 was for "Older Adults' Perceived 

Susceptibility For Contracting AIDS." This beta weight 

represents a .02 change that would occur in the dependent 

variable for every one unit change in the independent 

variable, "Older Adults' Perceived Susceptibility For 

Contracting AIDS." A .02 change indicates that virtually no 

relationship exists between "Older Adults' Perceived 

Susceptibility for Contracting AIDS" and "Older Adults' 

Perceived Effectiveness of Effective Methods To Prevent AIDS 

Contraction." 

The strongest beta weight was .32 for "AIDS Knowledge 

of Older Adults 55+." A beta weight of .32 indicates that 

for every 1 unit change in the independent variable, "AIDS 

Knowledge of Older Adults 55+," a .32 change occurs in the 

dependent variable "Older Adults' Perceived Effectiveness of 

Effective Methods to Prevent AIDS Contraction." This 

percentage shows a moderate relationship between level of 

AIDS knowledge and correct perception of effectiveness of 

effective means of AIDS prevention. Other beta weights 

showed weaker relationships. Concerning other statistics, T 

scores varied but all were significant at .05. 

The statistics suggest that the strongest relationship 

exists between independent variable "AIDS Knowledge of Older 
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Adults 55+" and dependent variable "Older Adults' Perceived 

Effectiveness of Effective Methods To Prevent AIDS 

Contraction." Seriousness, susceptibility, active and 

passive motivating cues showed minimal correlations with the 

dependent variable. As discussed in CHAPTER II, knowledge 

is an indispensable variable when it comes to AIDS 

prevention. Unfortunately, other variables prove to be 

problematic, indicating possible discrepancies in the model. 

Adjusted Multiple R's, correlation coefficients, 

unstandardized regression coefficients (b's), standardized 

correlation coefficients (beta weights), standard errors of 

beta weights, T scores and F ratios and Significance of T's 

and F's for each of the variables in the multiple regression 

analysis are in Table VIII. 
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TABLE VIII 

Multiple Regression Analysis 
Dependent Variable: "Older Adults' Perceived Effectiveness 
of Effective Methods To Prevent AIDS Contraction" 

r B SE B Beta T Si* T 

AIDSKNOW .41 .44 .01 .32 30.23 .00 

SUSINDEX 08 .05 .02 .02 2.05 .04 

SERINDEX .23 .10 .01 .13 .23 .00 

ACTIVEMO .29 .11 .01 .09 8.73 .00 

PASIVMO .22 .20 .02 .10 .67 .00 

Adjusted R^=. 21 
F=503 
Significance of F=.00 

AIDSKNOW - AIDS Knowledge of Older Adults 55+ 
SUSINDEX - Perceived Susceptibility For Contracting AIDS 
SERINDEX - Perceived Seriousness For Contracting AIDS 
ACTIVEMO - Perceived Active Motivating Cues Reaching Older 

Adults 
PASIVMO - Perceived Passive Motivating Cues Reaching Older 

Adults 

Regression with Dependent Variable. "Older Adults' Perceived 
Effectiveness of Ineffective Methods to Prevent AIDS 
Contraction" 

Null Hypothesis 2 is "There is no relationship between 

an older adult's level of perceived susceptibility to AIDS, 

an older adult's perceived seriousness about AIDS, an older 

adult's knowledge about AIDS, the number of perceived active 

and passive AIDS motivators an older adult reports being 

reached by and an older adult's perceived effectiveness of 

ineffective methods to prevent AIDS contraction." 
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To test Null Hypothesis 2 and to determine the 

percentage of change in the dependent variable caused by the 

independent variables, multiple regression was conducted. 

Dependent variable, "Older Adults' Perceived Effectiveness 

of Ineffective Methods To Prevent AIDS Contraction" was 

regressed onto all of the independent variables. Adjusted 

o 

R was .16 meaning that 16 percent of the variation in the 

dependent variable was accounted for by the independent 

variables. Eighty-four percent of the variation in the 

dependent variable, consequently, was unaccounted for. This 

discrepancy strongly suggests the presence of additional 

variables not utilized in this research. Chapter V, 

"SUMMARY AND CONCLUSIONS" will suggest supplemental 

variables missed in the AIDS and Aging Modified Health 

Belief Model. 

Despite the low percentage of variation accounted for 

by the independent variables, other statistics indicate that 

the null hypothesis can be rejected. The F ratio was used 

to test the null hypothesis. Using an F Table, the critical 

value of F for 5 and 9596 degrees of freedom (sample size 

9602 - 5 - 1) at significance level .01 is 3.02. The 

calculated F value of 251 with a significance level of .00 

is well above that number strongly indicating a linear 

relationship. Consequently, the null hypothesis that no 

linear relationship between the variables exists can be 

rejected. 
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Correlation coefficients (r's) ranged from a low of .06 

to a high of .36, all with significance levels below .05. 

The lowest correlation of .06 existed between the dependent 

variable and independent variable "Older Adults' Perceived 

Susceptibility for Contracting AIDS," indicating a minimal 

relationship. The highest correlation at .36 was between 

the dependent variable and "AIDS Knowledge of Older Adults 

55+," indicating a stronger relationship. Other 

correlations varied in strength ranging between .14 and .29. 

In looking at standardized regression coefficients 

(beta weights), the lowest were .01 and .03 respectively for 

"Older Adults' Perceived Susceptibility For Contracting 

AIDS" and "Perceived Passive Motivating Cues Reaching Older 

Adults." These beta weights indicate that for every one 

unit change in the independent variables "Older Adults' 

Perceived Susceptibility For Contracting AIDS" and 

"Perceived Passive Motivating Cues Reaching Older Adults", a 

change of .01 and .03 respectively would occur in the 

dependent variable. 

These variables cause little variation in the dependent 

variable "Older Adults' Perceived Effectiveness of 

Ineffective Methods to Prevent AIDS Contraction." This is 

similar to the relationship discovered with dependent 

variable "Older Adults' Perceived Effectiveness of Effective 

Methods To Prevent AIDS Contraction." Apparently, the level 

of susceptibility an individual perceives for himself in 
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contracting AIDS, is unrelated to perception of 

effectiveness of methods for AIDS contraction, regardless of 

whether it is an effective or ineffective method of AIDS 

prevention. 

The strongest beta was for independent variable "AIDS 

Knowledge of Older Adults 55+" with .28. Similar to the 

regressions with dependent variable "Older Adults' Perceived 

Effectiveness of Effective Methods to Prevent AIDS 

Contraction," the strongest relationship existed between the 

dependent variable and independent variable "AIDS Knowledge 

of Older Adults 55+." These results suggest that knowledge 

has a stronger relationship with ones' perception of 

ineffective methods to prevent AIDS contraction than the 

other variables do. 

The beta weights for the remaining independent 

variables are minimal. T scores varied but most were 

significant except for those with low beta weights. 

Seriousness, susceptibility, active and passive motivating 

cues appear to minimally affect peoples' perception of 

effectiveness of ineffective methods to prevent AIDS 

contraction. Again, as indicated with the prior dependent 

variable, individuals with higher levels of knowledge appear 

to have higher levels of perceived effectiveness of 

ineffective methods to prevent AIDS contraction. All 

statistics accompanying the multiple regression are 

available in Table IX. 
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TABLE IX 

Multiple Regression Analysis 
Dependent Variable: "Older Adults' Perceived Effectiveness 
of Ineffective Methods To Prevent AIDS Contraction" 

r B SE B Beta T Sis T 

AIDSKNOW .36 .25 .01 .28 25.37 .00 

SUSINDEX .06 .02 .01 .01 1.38 .17 

SERINDEX .17 .04 .00 .08 8.01 .00 

ACTIVEMO .29 .11 .01 .14 12.99 .00 

PASIVMO .14 .04 .01 .03 2.81 .00 

AIDSKNOW - AIDS Knowledge of Older Adults 55+ 
SUSINDEX - Perceived Susceptibility For Contracting AIDS 
SERINDEX - Perceived Seriousness For Contracting AIDS 
ACTIVEMO - Perceived Active Motivating Cues Reaching Older 

Adults 
PASIVMO - Perceived Passive Motivating Cues Reaching Older 

Adults 

Adjusted R"=.16 
F=251 
Significance of F=.000 



CHAPTER V 

SUMMARY AND CONCLUSIONS 

AIDS is an indiscriminant disease. It shows no 

favoritism. It attacks all age groups, sexual preferences 

and genders. There is no cure for AIDS. Preventive health 

care, education and knowledge are the only weapons with 

which to fight this disease. The topic of this dissertation 

is one that has largely been ignored. Older adults have 

never been considered at high risk for AIDS contraction 

(Riley, 1989). Correspondingly, the limited education and 

research funding available have been spent on high-risk 

groups; bisexual/homosexual men, intravenous drug users and 

young adults. 

Statistics indicate that high risk categories are 

stabilizing, if not decreasing in percentage of new AIDS 

cases (Catania, Turner, Kegeles, Stall, Pollack & Coates, 

1989). These changing statistics may be reflectant of 

increased education and motivational cues focused on these 

categories. On the other hand, categories considered less 

at-risk are ignored. Ignored populations are now showing 

growth in new AIDS cases. Older adults are one of those 

categories where AIDS cases have been increasing (Catania, 

Turner, Kegeles, Stall, Pollack & Coates, 1989; Riley, 

1989). At this time, 10 percent of the currently diagnosed 

118 
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AIDS cases are in individuals over the age of 50 and 6 

percent are over the age of 55 (U.S. Department of Health 

and Human Services, 1993a). 

Because of the escalating growth of aging individuals 

expected by the turn of the century, it is believed the 

number of AIDS cases, likewise will increase. This growth 

coupled with the escalating life span of Persons With AIDS 

(PWAs), due to technology and new drugs, predicts a 

tremendous increase of older people with AIDS in the very 

near future. 

Review of Research 

Justification for Additional Research 

The first stage of this dissertation involved 

establishing the need for additional research into the area 

of AIDS and aging. The literature reviewed clearly 

indicates that older adults do contract AIDS (Riley, 1989; 

Catania, Turner, Kegeles, Stall, Pollack & Coates, 1989). 

Equally apparent is the fact that people with AIDS are 

aging. From the limited literature available, evidence 

shows that older adults believe themselves to be less 

susceptible to AIDS (Catania, Turner, Kegeles, Stall, 

Pollack & Coates, 1989). Belief in low susceptibility, 

subsequently, results in AIDS not being viewed as a threat. 

Additionally, a lower level of knowledge about AIDS may 

increase the likelihood of rejecting motivating cues. From 

this information, one could assume that individuals who are 
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less knowledgeable and less serious about a disease, would 

be less likely to take preventive actions. Despite these 

facts, little research has been conducted on the attitudes, 

beliefs and AIDS education of older adults. Obvious gaps 

exist in research exploring older adults and AIDS. 

Development of the AIDS and Aging 

Modified Health Belief Model 

After conducting a literature review, the next step in 

this research was to modify the Health Belief Model. 

Through use of literature, previous research, and the data 

set, National Health Interview Survey. 1988: AIDS Knowledge 

and Attitudes Supplement, the AIDS and Aging Modified Health 

Belief Model was developed. Due to discrepancies in the 

data set used in this research, not all of the variables in 

the original Health Belief Model (Rosenstock, 1966; Becker, 

1974), could be utilized. Additionally, new variables were 

created to better fit the data. All modifications are 

discussed in CHAPTER II, REVIEW OF LITERATURE. These 

modifications were deemed necessary to accommodate the 

variables available in the data set. Modifications also 

served to reflect the direction current literature is taking 

concerning older adults and AIDS. Adjustments were made to 

the model to better fit the focus of this research. 

One of the shortcomings involved in secondary analysis 

is using data that were collected for purposes other than 

for which the current researcher intended. The National 
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Health Interview Survey. 1988: AIDS Knowledge and Attitudes 

Supplement was not collected for the purposes of creating a 

health belief model to study older adults' attitudes, 

beliefs, and perceptions of methods to prevent AIDS. 

Variables, consequently, did not neatly fit into the model. 

Some new variables were created through combining variables 

into indices. Some of the problems encountered in the model 

concerning minimal correlations, may have arisen due to 

shortcomings in the data set itself. The model was forced 

into its current design to accommodate available variables. 

Other variables, more appropriate for studying older adults 

and AIDS, were not collected by the National Health 

Institute. Despite the limitations of the AIDS and Aging 

Modified Health Belief Model, it has served its purpose by 

showing the strengths and weaknesses of certain variables. 

It has also indicated new directions to pursue. 

Appropriateness of Model Use 

After modifying the health belief model, the next step 

involved determining whether the AIDS and Aging Modified 

Health Belief Model was an appropriate model to study older 

adults' perception of preventive behavior towards AIDS. 

Prior to performing multiple regression to test the model, 

other statistical procedures were performed. Frequencies, 

factor analyses and correlations were run to determine the 

appropriateness of the variables utilized in the model. 
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Frequencies of model variables clearly indicated low 

levels of knowledge, susceptibility and seriousness in older 

adults. Although a large number of older adults reported 

being reached by motivating cues, a significant minority 

indicated not being reached. Additionally, concerning both 

dependent variables, although a majority of older adults 

reported correct knowledge of methods to prevent AIDS, a 

large number reported "not knowing" the method. 

Frequencies clearly depicted the chosen variables as 

noteworthy for study. Factor analyses also provided 

positive results, producing indices measuring one dimension 

each as desired. Correlations, although low, provided 

primarily significant results giving preliminary evidence of 

strong and weak areas. 

Results of Multiple Regression 

The next stage of research involved multiple 

regression. In spite of low correlations, R s, and 

standardized regression coefficients (beta weights), both 

null hypotheses were rejected as was predicted. The F 

ratios indicated rejection of the null hypotheses at 

significance of .00. 

To determine "goodness of fit" of the model to the 

data, Adjusted Multiple Rg was calculated. For dependent 

variable "Older Adults' Perceived Effectiveness of Effective 

Methods to Prevent AIDS Contraction," Adjusted Multiple R̂  

was .21. This indicated that 21 percent of the variation in 
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the dependent variable "Older Adults' Perceived 

Effectiveness of Effective Methods to Prevent AIDS 

contraction," was accounted for by the independent 

variables. Seventy-nine percent of the variation remained 

unaccounted for. This suggested model limitations. Similar 

results surfaced by regressing dependent variable "Older 

Adults' Perceived Effectiveness of Ineffective Methods To 

Prevent AIDS Contraction" onto all of the independent 

2 

variables. Adjusted Multiple R of .16 was produced. This 

indicated that 16 percent of the variation in the dependent 

variable was accounted for by all of the independent 

variables. This left 84 percent of the variation 

unaccounted for. Results of both multiple regressions 

showed discrepancies in the model indicating missing 

variables. 

One possible problem causing difficulties in the model 

may have been the lack of variation in the two variables 

composing the index "Older Adults' Perceived Susceptibility 

for Contracting AIDS." The lack of variation in "Chances of 

Having AIDS" and "Chances of Getting AIDS" was believed to 

possibly account for the poor results experienced in the 

Adjusted R2 results. However, when susceptibility was 

removed from the model and multiple regressions re-run, no 

changes occurred in the Adjusted R^'s. Lack of change in 

the Adjusted R2's suggested that susceptibility added 

nothing (negative or positive) to the model. Residuals were 
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checked as well to determine how well the model fit the data 

(Norusis, 1988). There were no substantial outliers, 

indicating a fairly good fit between the model and 

variables. Yet, the high percentage of variation 

unaccounted for in the dependent variables indicated 

difficulties in the model. 

See Figure IV for the AIDS and Aging Modified Health 

Belief Model - Empirical Model. Nonsignificant connections 

have been eliminated. Only those relationships significant 

at .05 or less have been included. Beta weights indicate 

the strength of relationship between each independent and 

dependent variable. All connections were retained except 

for the connection between independent variable "Older 

Adults' Perceived Susceptibility for Contracting AIDS" and 

dependent variable "Older Adults' Perceived Effectiveness of 

Ineffective Methods to Prevent AIDS Contraction." The 

relationship between these two variables was not significant 

at .05 or less. This indicated a very low linear 

relationship between the variables. 

Discrepancies in the Health Belief Model 

After conducting multiple regression, discrepancies 

were noted in the AIDS and Aging Modified Health Belief 

Model. As described in previous sections, correlations 

between independent and dependent variables were significant 

but weak. These problems may have resulted due to secondary 

data analysis being utilized. Since the original data were 
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not drawn with the elderly in mind, it is possible that 

questions were misunderstood by the older adults, causing 

questions to be incorrectly answered or skipped. This may 

have biased the responses of the older adults. 

Additionally, secondary analysis tends to shape the 

model according to availability of data. When data are 

collected in-person by the researcher, specific variables 

and carefully worded questions can be used to attain more 

appropriate data. The AIDS and Aging Modified Health Belief 

Model was dependent upon the variables available in the data 

set being utilized. The Health Belief Model was modified 

partly to accommodate available variables. 

As previously determined, independent variables 

accounted for only 16 percent and 21 percent of the 

variation in the dependent variables "Older Adults' 

Perceived Effectiveness of Ineffective Methods To Prevent 

AIDS Contraction" and "Older Adults' Perceived Effectiveness 

of Effective Methods to Prevent AIDS Contraction" 

respectively. A majority of the variation in the dependent 

variables consequently was not accounted for by variables in 

this model. 

The large percentage of variance in the dependent 

variable unaccounted for is a significant discovery. It 

opens up for debate whether a Health Belief Model utilizing 

social-psychological variables is sufficient to study the 

topic of AIDS and in specific AIDS and older adults. It is 
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questionable as to whether an epidemic such as AIDS can be 

studied or understood in its entirety by looking only at 

individual attributes. AIDS goes beyond being an individual 

concern or problem. AIDS is an epidemic that has had and 

will continue to have a tremendous impact on the entire 

society. 

It appears that AIDS must be studied not only on an 

individual basis, but in its societal context as well. AIDS 

affects all aspects of society. This trend promises to 

continue over the next several decades, regardless of 

whether a cure is found or not. The damage has been done. 

The number of infected individuals and the fear that has 

been created requires immediate attention. 

New services have been developed to accommodate the 

epidemic. These services range from extended home health 

and social services for Persons With AIDS {PWAs), to 

development of hospices, assisted living and nursing home 

care. Educational programs and media have been developed to 

educate the masses. Health and social service professionals 

are providing services to those suffering either directly or 

indirectly from the epidemic. 

A more appropriate model to study AIDS and older adults 

would include variables reflecting public sources of 

education for older adults. These sources include social 

service agencies working with older adults, social service 

agencies working with Persons With AIDS (PWAs), physicians, 
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and other healthcare professionals working with older 

adults. Adding these additional variables may account for 

some of the missing variance in the dependent variables. 

Education does not occur within a vacuum. Education and 

information on AIDS does not flow spontaneously into 

behavioral changes. It must be readily available and 

delivered by professionals. 

Physicians are one of the more appropriate sources to 

provide information to older adults. Older adults more 

frequently than other populations visit their physicians. 

Due to cohort effects, older adults may be more respectful 

of physician's advice and suggestions than younger cohorts. 

Physicians could educate and inform all of their patients 

about AIDS as a public service, regardless of the purpose of 

their visit. Brochures could be made available for those 

patients (and/or physicians) uncomfortable in approaching 

the issue. 

Senior Centers, social service workers and health care 

providers also are appropriate sources to provide 

information to older adults. These services frequently 

provide educational services to older adults. AIDS could be 

inserted as a regular educational program. If provided to 

groups in a non-judgmental manner, as a public service 

program, older adults could be reached that otherwise would 

be neglected. 
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Summary and Recommendations 

The final stage of this research was to make 

recommendations for further research and to develop 

suggestions to better respond to the needs of older adults. 

Prior to making recommendations, an overview of the results 

is necessary. 

Summary of Results 

The literature and the statistics clearly indicate that 

older adults are not immune from the AIDS virus. Despite 

the low percentage of persons 55+ with AIDS, the risk 

confronting this population must not be ignored. The age 

composition of the United States is changing. The aging 

literature reminds us that the number of older adults is on 

the rise (baby boomers) (Selker, et al., 1991). AIDS will 

likely increase in older adults incrementally with the 

increase in total numbers (Riley, 1989). Not educating 

older adults, consequently, may lead to increased and 

needless AIDS infections and death. 

The results of this research indicate the need for 

further studies. Few theoretical models have been developed 

to look at either AIDS in general, or older adults in 

specific. Virtually no in-depth or longitudinal studies 

have been conducted with older adults concerning AIDS. 

Studies would be useful to determine changing attitudes 

about AIDS in general, as well as provide information on 
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older adults who have AIDS or who are caregivers and/or 

friends of persons who have the virus. 

Few detailed studies have been conducted of physicians, 

social service personnel, and older health professionals to 

determine their attitudes and beliefs about AIDS and older 

adults. Furthermore, it has not been determined to what 

extent, physicians, social service workers or health 

professionals conduct AIDS education with older adults. Few 

if any studies have concentrated on this area. 

In determining risk, more than just the total number of 

infected individuals must be considered. The AIDS and Aging 

Modified Health Belief Model attempted to show that several 

variables must be considered when determining individuals' 

perception of AIDS preventive measures. Risk cannot be 

measured solely by number infected. Risk is best measured 

by knowledge and understanding. Anyone who is not informed 

and is unknowledgeable about AIDS places him/herself at 

risk. 

This research has concluded that the variables utilized 

in the current AIDS and Aging Modified Health Belief Model 

account for minimal variation in the dependent variables. 

Despite significant correlations, standardized regression 

coefficients, T and F scores, the low adjusted multiple R2 

indicates that variables are missing from this model. To 

reach older adults (as well as others), societal influences 

must be taken into consideration. 
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Recommendations 

Recommendation 1. It has been established that 

additional research must be pursued. As of this time, scant 

research has been focused specifically at older adults. 

To begin responding to this situation, older adults in the 

general population could be sampled to determine levels of 

understanding and knowledge. Questions could be formulated 

that utilize language more fitting to the cohort. Since 

most studies concerning older adults tend to disregard 

sexual behavior, future research must not ignore this area. 

Specific questions concerning whether the older adult is 

sexually active, number of partners, and use of condoms must 

be asked. These questions would help to determine a more 

accurate level of risk. To prevent reluctance of 

participation in the older population, physicians or social 

service agency personnel, highly respected and trusted by 

the population, may be elicited to assist in data gathering. 

Recommendation 2. Longitudinal studies of middle aged 

and older adults need to be conducted. Middle aged and 

older adults could be interviewed over a period of time 

concerning sexual practices, drug use, transfusion patterns, 

etc. Few studies currently exist in the area of older 

adults' sexuality (Riley, 1989). Since information is 

lacking, research is required. This research, however, 

should go beyond individuals. The huge gaps in variation 
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unaccounted for in the dependent variables suggest possible 

societal influences as well. 

Rgc.ommendation 3. Research needs to be conducted with 

social service personnel working with older adults, social 

service personnel working with Persons With AIDS (PWAs), 

healthcare providers and physicians with older patients 

(geriatricians where available). This research could help 

determine attitudes, knowledge and understanding of these 

health and social service professionals towards older 

adults. Individuals are not educated in a vacuum. 

Knowledge is developed through education. Education must be 

provided before it can be attained. Older adults' primary 

contact with people outside of family and friends, is with 

their physicians, other health care providers and possibly 

social service personnel. 

Some of the literature reviewed suggests a lack of 

understanding on the part of physicians, healthcare 

providers and social service workers concerning the risk 

AIDS presents to the elderly (Gutheil & Chichin, 1991; 

Hinkle, 1991; Schwartz, 1987; Leukefeld & Fimbres, 1987). 

Attitudes towards older people could be explored along with 

any misconceptions concerning the risk of AIDS for older 

adults. These individuals may lack in understanding of 

older adults and their sexual practices. Their 

attitudes/beliefs could cause them to disregard the 

importance of educating older adults about AIDS. 
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Recommendation 4. Once research with social service 

and healthcare personnel is conducted, a determination could 

next be made of shortcomings in education, for both the 

service providers, as well as the older adults themselves. 

Utilizing this information, recommendations and a plan of 

action could be formulated. 

Recommendation 5. To compensate for possible 

shortcomings in education of social service providers and 

health professionals concerning older adults, development of 

educational programs for professionals needs to be explored. 

Without education themselves, these professionals may not 

recognize the need for educating the elderly population. 

Social Service agencies could include an in-service training 

on details concerning sexuality and the elderly. Perhaps 

AIDS and sexuality training could be inserted into student 

education for both social service workers as well as 

physicians and other healthcare professionals. Perhaps the 

American Medical Association could provide literature to its 

members informing them of the dire importance to educate 

everyone (including elderly) about AIDS. Perhaps literature 

from the Center for Disease Control, also would hold enough 

credence with the physicians and other health care 

professionals to warrant their attention. 

Recommendation 6. If social service agencies are not 

providing AIDS education for older adults, this must be 

remedied. Outreach may be required to reach older adults 
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that otherwise may be unaware of the need for such 

education. Programs could be provided as general 

information presentations at senior centers and nutrition 

sites. Information could be made available during Older 

American Celebrations and Health Fairs for the elderly. 

Non-incriminating brochures could be provided for general 

distribution to new clients. 

Recommendation 7. If physicians and other health care 

professionals are not currently providing information to 

older adults, perhaps brochures could be made available for 

distribution or set out for client pick-up in offices. 

Perhaps posters informing older adults to talk with their 

doctors may assist physicians in approaching their older 

patients. 

Recommendation 8. Media advertisements could be 

developed focused specifically at older adults. A few 

advertisements include older adults, but they are limited. 

Focus groups with older adults could be conducted to learn 

additional information on how to best reach this population. 

Social service programs, including senior centers, nutrition 

sites and Meals on Wheels programs, etc. could provide AIDS 

information and education. 

Conclusion 

Unquestionably AIDS is an epidemic of great proportion. 

With no cure in sight, it continues to infect anyone who 

engages in risky behavior. Risk is not necessarily an 
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inborn condition, but one created. AIDS was first 

considered a homosexual disease because it spread readily 

through anal intercourse. Society was slow in dealing with 

this problem. It was considered a "Gay" problem and later 

an intravenous drug abuser problem and of little concern to 

the rest of the population (Lloyd, 1989). Consequently, 

little was done to prepare for this epidemic. It was not 

until infections were sighted in other populations; people 

who had received transfusions, hemophiliacs and individuals 

infected through heterosexual intercourse, that sufficient 

attention was paid to this epidemic. 

By the time educational programs and research funds 

were established, however, it was widespread. Beginning in 

the community and slowly spreading nationally, over the past 

decade, increased media and education has gradually begun to 

decrease the number of new infections in the homosexual 

population (Catania, Turner, Kegeles, Stall, Pollack & 

Coates, 1989). Through intervention, the risk for this 

population is on a downward spiral. In other populations, 

however, this is not true. 

Next to the homosexual population, intravenous drug 

abusers, teenagers and young adults are currently viewed as 

the populations most at risk. Because AIDS was early on 

considered a "gay" disease, individuals who were not 

homosexual or bisexual, did not consider themselves at risk 

and took few, if any precautions. It wasn't believed that 
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teenagers and young adults could contract AIDS, until 

substantial increases in infections occurred. Teens and 

young adults are now considered an at-risk population 

because of two primary factors. One issue that causes this 

population to be viewed as at-risk is because of increased 

incidences of promiscuous behavior. A second issue may be 

that young people appear to be the least likely to utilize 

preventive measures. Increasing amounts of educational 

funds and media, are being focused on this population. 

The pattern is obvious. In the beginning, little 

education and attention is paid to a population that is not 

viewed at-risk. But AIDS is not a prejudiced disease. It 

affects everyone indiscriminately. Societal neglect causes 

the virus to spread, infecting increasing numbers of 

individuals. The greater the number of individuals 

infected, the more likely the population will be considered 

an at-risk population. The same pattern may be viewed in 

each population that is increasingly being affected by AIDS. 

AIDS became wide-spread in the homosexual population because 

of ignorance and neglect caused by lack of seriousness. 

AIDS has spread into the categories of intravenous drug 

abusers, teens and young adults because it is to some extent 

still viewed as a disease that affects only homosexuals. 

Should the trend described above continue, older adults 

may be the next ignored population that suffers the effects 

of AIDS. Just as the aforementioned populations were 
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ignored and were viewed as not at-risk, older adults find 

themselves in a similar position. The longer the elderly 

are ignored, the greater the probability they will join 

other populations considered at-risk. Voluntarily taking 

measures now to prevent this new at-risk group from forming 

will in the long-run save money, pain and thousands of 

lives. 
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PERCEIVED EFFECTIVENESS OF EFFECTIVE METHODS TO 

PREVENT AIDS CONTRACTION" 
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APPENDIX A 

PEARSONS CORRELATIONS WITH DEPENDENT VARIABLE 
"OLDER ADULTS' PERCEIVED EFFECTIVENESS OF 
EFFECTIVE METHODS TO PREVENT AIDS CONTRACTION" 

SUSINDEX SERINDEX AIDSKNOW ACTIVEMO PASIVMO EFFINDEX 

SUSINDEX 1.00 .07 .10 .12 .07 .08 

*(SIG) • .00 .00 .00 .00 .00 

SERINDEX .07 1.00 .23 .19 .11 .23 
(SIG) .00 • .09 .00 .00 .00 

AIDSKNOW .11 .23 1.00 .45 .24 .41 
(SIG) .00 .09 • .00 .00 .00 

ACTIVEMO .12 .19 .45 1.00 .26 .29 
(SIG) .00 .00 .00 • .00 .00 

PASIVMO .07 .11 .24 .26 1.00 .22 
(SIG) .00 .00 .00 .00 • .00 

EFFINDEX .08 .23 .42 .29 .22 1.00 
(SIG) .00 .00 .00 .00 .00 • 

Abbreviation 

SUSINDEX 

SERINDEX 
AIDSKNOW 
ACTIVEMO 

PASIVMO 

INEFFIN 

Variable Label 

Older Adults' Perceived Susceptibility For 
Contracting AIDS 

Perceived Seriousness of AIDS For Adults 55+ 
AIDS Knowledge of Older Adults 55+ 
Perceived Active Motivating Cues Reaching 
Older Adults 

Perceived Passive Motivating Cues Reaching 
Older Adults 

Older Adults' Perceived Effectiveness of 
Effective Methods to Prevent AIDS 
Contraction 

* Level of significance 
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PEARSONS CORRELATIONS WITH DEPENDENT VARIABLE "OLDER ADULTS' 
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APPENDIX B 

PEARSONS CORRELATIONS WITH DEPENDENT VARIABLE 
"OLDER ADULTS' PERCEIVED EFFECTIVENESS OF 
INEFFECTIVE METHODS TO PREVENT AIDS CONTRACTION" 

SUSINDEX SERINDEX AIDSKNOW ACTIVEMO PASIVMO INEFFIN 

SUSINDEX 1.00 .07 .11 .12 .07 .06 
(SIG)# • .00 .00 .00 .00 .00 

SERINDEX .07 1.00 .23 .19 .11 .17 
(SIG) .00 .09 .00 .00 .00 

AIDSKNOW .11 .23 1.00 .45 .24 .36 
(SIG) .00 .08 • .00 .00 .00 

ACTIVEMO .12 .19 .45 1.00 .26 .29 
(SIG) .00 .00 .00 • .00 .00 

PASIVMO .07 .11 .24 .26 1.00 .14 
(SIG) .00 .00 .00 .00 • .00 

INEFFIN .07 .18 .37 .29 .14 1.00 
(SIG) .00 .23 .00 .00 .00 .00 

Abbreviation Variable Label 

SUSINDEX 

SERINDEX 
AIDSKNOW 
ACTIVEMO 

PASIVMO 

INEFFIN 

Older Adults' Perceived Susceptibility For 
Contracting AIDS 

Perceived Seriousness of AIDS For Adults 55+ 
AIDS Knowledge of Older Adults 55+ 
Perceived Active Motivating Cues Reaching 
Older Adults 

Perceived Passive Motivating Cues Reaching 
Older Adults 

Older Adults' Perceived Effectiveness of 
Ineffective Methods to Prevent AIDS 
Contraction 

* Level of significance 
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