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A sample of 227 undergraduate students was administered 

pre-intervention paper-and-pencil questionnaires to assess 

homophobia, fear of AIDS contagion, symbolic representations 

of AIDS and homosexuality, and specific personality 

attributes including authoritarianism, religiosity, and 

conservatism. Participants then read one of eight 

intervention vignettes about an ill person; these vignettes 

varied by sexual orientation of the patient, disease (AIDS 

versus lung cancer), and mode of transmission (in the AIDS 

conditions). Participants then completed post-intervention 

measures assessing the degree to which the ill person in the 

vignette was responsible and to blame for his illness, the 

level of stigma toward him, and concerns about social 

interactions with him. Results indicate the following: a) 

Attributions of personal responsibility are primarily a 

function of mode of illness transmission; b) fear of AIDS 

contagion is predictive of stigma and social avoidance of 

PWAs; and c) AIDS-related stigma and attributions of blame 

are largely a function of symbolic associations between 



homosexuality and IV drug abuse (which were previously 

stigmatized) and AIDS. 
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CHAPTER I 

INTRODUCTION 

The growth of the AIDS epidemic has spawned a great 

deal of research regarding the psychological impact of this 

progressive disease on its victims. Many studies have 

examined the stress experienced by HIV-positive individuals 

and their reactions to this ordeal. Stressors common to 

this population include changes in self-esteem, autonomy, 

and sexuality (Namir, 1986), as well as social 

stigmatization (Frierson & Lippmann, 1987) related to the 

homophobia and fear of contagion present in the general 

public (Abrams, Dilley, Maxey, & Volberding, 1986). These 

stressors may lead to feelings of fear and anger (Haney, 

1988), loneliness (Flaskerud, 1987), and severe depression, 

including suicidal ideation (Mandel, 1986). 

While the psychosocial implications of being infected 

with HIV are similar in some respects to those of other 

illnesses, the sociodemographic characteristics of many 

persons with AIDS (PWAs) are quite different from the 

characteristics of victims of other terminal illnesses. 

AIDS has historically been associated with homosexuality and 

drug abuse, both of which are highly stigmatized in the eyes 
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of the general public (Greif & Porembski, 1988). As Herek 

and Glunt (1988) noted, "AIDS has become a symbol: 

Reactions to AIDS are reactions to gay men, drug users, 

racial minorities, or outsiders in general" (p. 887). This 

stigmatization sets AIDS apart from other diseases; the 

reaction of the general public is based not only on (often 

irrational) fears of contagion, but also on cognitive 

associations with previously-stigmatized groups. AIDS 

social stigma has had profound effects on the psychological 

functioning of PWAs. Crandall and Coleman (1992) found that 

psychological symptomatology in AIDS patients was 

significantly correlated with the perception of being 

stigmatized. 

Perhaps more than any other illness in modern history, 

AIDS is a social disease; as Eisenberg (1991) noted, 

"confronting and dissipating stigma are the preconditions 

for effective disease control measures" (p. 315). Toward 

that end, this study was performed to assess the impact of 

demographic, experiential, and personality variables on 

stigmatic attitudes toward persons with AIDS. It is hoped 

that these results will lead to a greater understanding of 

the psychological processes underlying AIDS-related stigma, 

and thus contribute to more effective educational 



interventions with the general public and better training 

for mental health professionals. 

Stigma 

A complete understanding of the impact of AIDS requires 

an understanding of the social stigma attached to it 

(Epstein, 1992; Herek & Glunt, 1988). Goffman (1963) first 

explicated the role of stigma in societies. He defined a 

stigma as "an attribute which is deeply discrediting" (p. 

3), and which serves to separate the stigmatized individual 

or group from the rest of society. According to Goffman 

(1963), physical abnormalities are historically the primary 

target of stigma; hence, life-threatening illnesses are 

inherently stigmatic because they signify a basic somatic 

flaw. 

Rothschild (1970) asserted that the perception of 

responsibility is the most important factor contributing to 

stigma toward persons with medical conditions. As 

Scheerhorn (1990) notes: 

When individuals are perceived as responsible, as 

causing their own medical conditions, punishment and 

negative evaluation typically follow. When medical 

conditions are not viewed as the responsibility of the 

patient (but rather as accidents or fates of birth), 

less blame and greater toleration result, (p. 844) 
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Classic studies in social psychology have also shown that 

people have a general tendency to hold victims responsible 

for the misfortunes and accidents that befall them (Shaver, 

1970; Shaw & Sulzer, 1964; Walster, 1966). Such a "blame 

the victim" mentality has been related to AIDS stigma 

(Anderson, 1992). 

Attribution Theory 

The social reactions to victims of illnesses such as 

AIDS, as well as other stigmatized groups and individuals, 

may best be explained by attribution theory (Weiner, Perry, 

& Magnusson, 1988). Attribution theory concerns the causal 

connections people make regarding events in their lives or 

the lives of others, and how these causal connections play a 

role in their attitudes and behaviors. Heider (1958) 

suggested that the behavior of an individual is due to his 

or her perception of the environment, including the actions 

of himself/herself and others. Events can be causally 

attributed to dispositional aspects of the self or other 

people ("internal" attributions), to situational demands of 

the environment ("external" attributions), or to a 

combination of both internal and external factors. One can 

believe that any behavior or combination of behaviors of an 

individual is due to: a) inherent characteristics of that 

person (e.g., "he's shouting because he's excitable"), which 



is an internal attribution; b) environmental circumstances 

(e.g., "he's shouting because his team scored"), which is an 

external attribution; or c) a combination of both (e.g., 

"he's shouting because he tends to get too excited when his 

team scores"). 

Jones and Davis (1965) posited several conditions which 

must be met before internal attributions are made. The 

observer must feel that the other individual has both the 

intention and the ability to behave in a given manner, and 

it must be perceived that the individual chose to act that 

way. In other words, the responsibility of others for their 

own behavior (an internal attribution) is inferred when 

their actions are perceived as intentional and volitional. 

This lends an interesting perspective to attitudes 

regarding AIDS patients. Historically, media reports have 

separated homosexual and IV-drug abusers from other victims 

of AIDS. Children, hemophiliacs, and other transfusion 

recipients have been characterized as the "innocent" victims 

of AIDS, "the blameless being infected by the guilty" 

(Cassens, 1985, p. 768). These patients neither intended 

nor chose to be placed in the situation where they 

contracted HIV; therefore they are perceived as being 

"innocent," and others make external attributions regarding 

their illness. By contrast, it would be difficult to argue 
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that the primary modes of HIV communication (sexual activity 

and IV drug use) are unintentional behaviors (although the 

subsequent infection is unintentional). Since attributions 

of personal responsibility are deemed the most important 

predictor of illness stigma (Rothschild, 1970), it would be 

predicted that PWAs who contracted the disease via sharing 

needles or participating in a sexual activity would be 

perceived more negatively than those who were infected 

through other means. 

Research has supported this hypothesis. Shortly after 

the professional basketball player Earvin "Magic" Johnson 

announced his HIV seropositivity, a sample of college 

students and adults were asked to assess Mr. Johnson's 

culpability for his infection, assuming different 

hypothesized modes of transmission. The results indicated 

that he was held the least responsible if the transmission 

vector was presumed to be a blood transfusion (Graham, 

Weiner, Guiliano, & Williams, 1993). 

In another study, Lewis and Range (1992) presented 

undergraduate subjects with a brief sentence about a person 

who had contracted AIDS, and varied the mode of transmission 

accounting for the disease between IV drug use, blood 

transfusion, and sexual contact. They found that stigma and 

prejudice was greatest for PWAs who contracted AIDS via drug 
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use, followed by those whose infection was sexually 

transmitted; blood transfusions led to the least stigma. 

Overall, Lewis and Range (1992) found that mode of 

transmission accounted for the most variance in assigned 

stigma. 

Dowell, LoPresto, and Sherman (1991) also found that 

subjects held fictional AIDS patients more responsible for 

their illness when they had contracted HIV through sexual 

contact or IV drug use, and less responsible when a blood 

transfusion was the mode of transmission. Ross and Hunter 

(1992) reported a similar result when the patient was 

described as having either AIDS or hepatitis B, another 

potentially fatal disease spread through contact with bodily 

fluids. 

Crandall (1991b) also presented vignettes about a 

fictional patient to undergraduates, which varied along the 

dimension of disease as well as mode of transmission. He 

also found that the transmission vector was a significant 

predictor of stigmatic attitudes toward PWAs, but added that 

"AIDS is stigmatizing to any infected person, regardless of 

the vector of infection. It appears to be stigmatizing in 

its own right" (p. 170). Triplet and Sugarman (1987) found 

that AIDS, when compared with three other infectious 

diseases (genital herpes, serum hepatitis, and Legionnaire's 



Disease), was perceived as being the most serious and its 

victims were perceived as the least socially desirable. 

Illness Stigma 

As previously discussed, illness stigma is common due 

to diseases and other physical abnormalities being 

representative of a basic somatic flaw (Goffman, 1963). 

Volinn (1989) discussed the many comparisons in the popular 

media and professional journals between PWAs and lepers, 

another contagious disease which was highly stigmatic, and 

which has been interpreted since Biblical times as "God's 

punishment of the sinful" (Volinn, 1989, p. 1158). Susan 

Sontag (1978) has gone further, defining the construct of 

"illness" as a basic metaphor for evil or moral turpitude. 

Cadwell (1991) notes that modern science has failed to have 

an effect on this metaphor where AIDS is concerned: 

Disease in premodern society was explained by the 

"wrath of God" or "divine intervention." People looked 

for some evil within the individual to account for 

their fates. Although we assume that we have outgrown 

such primitive morality, AIDS pushes us beyond the 

frontiers of our most sophisticated science. Moral 

judgements are involved as a way to find control, (p. 

240) 
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Research has shown that AIDS patients are perceived as being 

less competent and as having a lower moral worth than 

patients with other potentially fatal diseases, including 

cancer, heart disease, and diabetes (Katz et al., 1987). 

Bishop, Alva, Cantu, and Rittiman (1991) asserted that 

"perceptions of contagiousness are a basic dimension along 

which people organize disease information and, further, that 

perceived contagiousness plays a significant role in 

responses to disease victims" (p. 1878). They found that 

contagion fear has significant effects on peoples' 

willingness to interact socially with disease victims; 

subjects were much less willing to socialize with a person 

carrying a contagious disease than with a person carrying a 

noncontagious disease. However, Bishop and his colleagues 

also found that contagion fear, in and of itself, had little 

or no effect on attributions of responsibility for the 

fictitious disease in their study. Interestingly, when 

their fictitious disease was associated with homosexuality, 

subjects did attribute personal responsibility to the 

disease victims for their predicament. These 

(homosexuality-related) victims were also perceived as 

having more negative, and less positive, personality 

characteristics (when compared to victims of a fictitious 

disease which did not have an association with 
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homosexuality). This suggests that much of AIDS-related 

stigma may be a function of cognitive associations with 

homosexuals and other marginalized groups, as opposed to 

being caused by fear of contagion. 

The results of the Bishop et al. (1991) study also 

serve to highlight a source of inconsistency in the AIDS 

literature. Most of the research done in the 1980s focused 

on the fear of AIDS, using social distance scales as 

criterion measures. These instruments measured subjects' 

willingness to interact with PWAs, which for other diseases 

has been shown to be primarily a function of contagion fear 

(Bishop et al., 1991). Many of the authors of these studies 

labeled their results (the scores obtained on the social 

distance scales) as AIDS-related stigma. However, as 

previously discussed, the construct of illness stigma has 

been deemed to result primarily from attributions of 

responsibility (Rothschild, 1970). One hypothesis of this 

study, therefore, was that the actual fear of AIDS and the 

stigma associated with AIDS are distinct psychosocial 

constructs. The fear of AIDS was hypothesized to be 

primarily a function of its contagiousness, and the degree 

to which others believe that they may be infected by a 

person with AIDS; social distancing is therefore due to 

safety concerns. In contrast, AIDS-related stigma was 
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hypothesized to be a function of the degree to which others 

hold PWAs responsible for their illness, and therefore hold 

accompanying prejudicial attitudes. Since one of the goals 

of AIDS education is the reduction of social stigma, this 

distinction is important. However, it is difficult to 

accurately distinguish between the fear of AIDS and AIDS-

related stigma. 

Anderson's (1992) study is a case in point. Using a 

sample of undergraduates, she performed a hierarchical 

multiple regression analysis using attributions of blame as 

the criterion measure. Anderson (1992) found that variance 

in attributions of blame toward a fictitious PWA (who was 

described as being either homosexual or heterosexual) was 

accounted for primarily by the sexual orientation of the 

PWA, followed by the subjects' fear of AIDS. Further post 

hoc analysis subsequently showed that over 35 percent of the 

variance in the fear of AIDS scores was accounted for by 

intolerance toward homosexuality. In other words, fear of 

AIDS appears to be due primarily to homophobia, instead of 

contagion concerns (as is the case with fear of other 

infectious diseases). Again, this suggests that 

attributions of blame and AIDS-related stigma are closely 

tied to the perception that AIDS is a "gay" disease, and 

that moral values play a large role in these attributions. 
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In the past, as general knowledge of previously-

stigmatized diseases such as tuberculosis increased and 

cures were developed, the stigma attached to those diseases 

decreased (Sontag, 1978). As science first explained and 

finally solved disease problems, moral judgements ceased to 

be applied to the victims of those diseases. However, 

because AIDS is so closely associated with homosexuality and 

drug abuse, moral judgements regarding AIDS patients may 

prove more difficult to impact. 

"Tribal" Stigma and Illness 

While blaming the victims of life-threatening illnesses 

for their conditions is a generalized phenomenon, AIDS 

victims have received the most blame. There is general 

agreement in the literature that a major contributing source 

of attributions of blame toward PWAs, and the resultant 

social stigma, is derived from the disease's association 

with homosexuals and IV drug users, marginalized groups 

already stigmatized (Crandall & Coleman, 1992; Dowell et 

al., 1991; Herek & Glunt, 1988). Attributions of blame are 

related to community standards of acceptable behavior 

(Dowell et al., 1991); since homosexual activity and 

intravenous drug use are not morally acceptable behaviors in 

the minds of many people, their association with AIDS has 

multiplied the level of social stigma related to this 
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disease. PWAs must deal with the dual stigma of being both 

terminally ill and being associated with marginalized 

groups. Goffman (1963) termed this associative stigma 

"tribal stigma." 

Epstein (1992) explored AIDS-related stigma in a 

historical context, noting that it is not the first epidemic 

illness to be closely associated with, and blamed on, 

certain previously-stigmatized groups: 

AIDS is by no means the first disease to elicit a 

rhetoric of blame and stigma .... The Jews were 

accused of spreading bubonic plague in Rome in 1656 

just as the African-American community was held 

responsible for syphilis in the United States in the 

1930s. A poor section of lower Manhattan in New York 

City was blamed for the 1832 cholera outbreak, as 

ethnic minorities and the poor were seen as the 

culprits in the poliomyelitis epidemic of 1916. (p. 

299) 

As previously discussed, attributions of personal 

responsibility and the assignation of blame (whether to 

individuals or groups) appear to be critical factors in the 

development of illness stigma. 

Ho (1990) performed a path analysis which supported a 

causal connection between attributions of responsibility and 
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negative attitudes toward AIDS patients. He suggested that 

this connection was due to cognitive associations between 

AIDS and homosexuality/drug abuse, noting that "the 

identification of AIDS with these stigmatized groups allowed 

observers to assign people with AIDS to cognitive categories 

already existing for gays and drug addicts" (p. 135). 

This cognitive explanation of AIDS stigma is the most 

prevalent one espoused in the literature (e.g., Herek & 

Glunt, 1988), and dovetails with recent updates to 

Attribution Theory. Peterson and Stunkard (1992) have 

asserted that "attributional style" is too general a 

concept, and consideration must always be given to "the 

actual causal texture of settings" (p. 115). In other 

words, the assignation of personal responsibility in a given 

situation may be only minimally impacted by the observer's 

attributional style, and significantly influenced by other 

factors specifically related to that setting. 

When applied to the AIDS epidemic and the phenomenon of 

AIDS-related stigma, these other factors may include not 

only the recognition that sexual contact and sharing needles 

are actions of choice, but other important cognitions and 

belief systems as well. Peterson and Stunkard (1992) 

asserted that Albert Bandura's (1992) concept of outcome 

expectancies is critical to understanding the associations 
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people make between specific behaviors and outcomes. 

Outcome expectancies are beliefs held about the consequences 

of specific behaviors. This raises the possibility that 

AIDS may be particularly stigmatic because people feel that 

homosexuality and drug use are immoral (Pryor, Reeder, 

Vinacco, & Kott, 1989), and therefore they expect that 

negative consequences will naturally follow. There is some 

implicit support for the application of outcome expectancy 

theory to the AIDS crisis in the literature; Crandall 

(1991a) found that HIV-positive subjects who had contracted 

the disease through heterosexual contact felt more 

stigmatized than subjects who had contracted HIV through 

homosexual contact. Crandall (1991a) hypothesized that the 

heterosexual patients felt somehow unjustly infected, and 

were therefore more sensitive to the stigma. The "just 

world" hypothesis, which is the belief that "people 

generally get what they deserve" (Lerner & Miller, 1978, p. 

1030) could also serve to explain such a finding. 

Studies which differentiated between infection 

resulting from homosexual versus heterosexual contact have 

generally found that homosexual patients were held more 

responsible for their illness (e.g., Dowell et al., 1991; 

St. Lawrence, Husfeldt, Kelly, Hood, & Smith, 1990; Triplet 

& Sugarman, 1987). (An exception to this rule was St. 
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Lawrence, Kelly, Owen, Hogan, and Wilson's 1990 study of 

attitudes of psychologists, who presumably are more tolerant 

of alternative lifestyles than lay people.) Perhaps the 

strongest support for the role of moral judgements and 

homophobia in assessing blame for AIDS comes from studies 

which show that homosexuals are held more responsible for 

all illnesses, not just AIDS (Kelly, St. Lawrence, Smith, 

Hood, & Cook, 1987; St. Lawrence, Husfeldt, et al., 1990). 

If AIDS-related stigma is primarily a function of moral 

judgements, including homophobia, this would have major 

implications for the U.S. government's public health 

education plan. To date, the public health education policy 

has largely addressed common misconceptions about AIDS and 

its transmission; in other words, the focus has been on 

reducing contagion fear and educating the public about high 

risk behaviors. While this may have served to increase 

knowledge and lessen the fear of contagion, it has been 

ineffective in impacting stigma (St. Lawrence, Husfeldt, et 

al., 1990). 

Attitude Theory 

AIDS-related stigma, and the means for changing it, may 

be best understood by examining past literature concerning 

the functional theories of attitudes (Katz, 1968). Katz 

hypothesized four functions of attitudes: instrumental, 
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symbolic (value-expressive), ego-defensive, and knowledge 

organization. Pryor et al. (1989) noted that the first two 

of these functions, instrumental and symbolic, could easily 

be applied to help explain the resilience of AIDS-related 

stigma. As defined by Katz (1968), instrumental attitudes 

are concerned with consequences, and are based on beliefs 

about cause-effect relationships; symbolic attitudes are 

concerned with representations, and involve the expression 

of values and feelings. 

Given these definitions, it may be hypothesized that 

fear of contagion and, in part, attributions of 

responsibility are based on instrumental attitudes (Pryor, 

Reeder, & McManus, 1991; Pryor et al., 1989). A cause-

effect understanding of disease contagion would contribute 

to avoidance of ill people, and a cause-effect understanding 

of modes of HIV transmission would contribute to 

attributions of blame (due to controllability). In general, 

research has supported these hypotheses. Although 

conflicting evidence exists, most studies have shown that 

greater knowledge of AIDS is correlated with less fear of 

AIDS (Austin, Hong, & Hunter, 1989; Goh, 1991; Royse, 

Dhooper, & Hatch, 1987; Witt, 1989a), and the association 

between mode of transmission and attributions of blame has 

already been discussed. 
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While the controllable aspects of HIV infection may 

lead to negative instrumental attitudes of blame, it has 

been suggested that the primary source of blame and other 

negative attitudes toward PWAs are symbolic, value-

expressive attitudes, specifically toward homosexuals and 

drug abusers. McDonell (1993) wrote that "moral judgements 

reflect the extent to which the person may be blamed for 

acquiring HIV" (p. 408). Pryor et al. (1989) suggested that 

AIDS is symbolic of homosexuality, which in turn may be 

symbolic of "moral decadence." There is certainly no 

question that AIDS is perceived by many as being indicative 

of a lack of both moral values and general worth (Cadwell, 

1991; Epstein, 1992; Katz et al., 1987; Walkey, Taylor, & 

Green, 1990). "For those who feel antipathy for 

homosexuals, AIDS may symbolize homosexual promiscuity and 

moral decadence" (Pryor et al., 1991, p. 134). 

There is experimental support for the role of these 

symbolic representations. In a well-controlled experimental 

study, Pryor et al. (1991) assessed both homophobia 

(symbolic attitudes) and feelings about working with an AIDS 

patient before randomly dividing subjects into two groups. 

The experimental group viewed an AIDS education film 

addressing instrumental concerns (i.e., contagion issues); 

the control group viewed a film about robotics. Attitudes 
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toward working with non-homosexual PWAs were then assessed. 

The authors found that watching the AIDS film led to less 

negative attitudes toward working with PWAs in subjects who 

had liberal attitudes toward homosexuals prior to the film 

(presumably because their instrumental concerns had been 

assuaged). However, the attitudes of homophobic subjects in 

the experimental group did not change, even though they were 

asked for their attitudes about working with a non-

homosexual AIDS patient. The authors concluded that 

instrumental concerns regarding contagion were not important 

contributors to the attitudes of these subjects, because 

they reacted to AIDS patients on a symbolic level. In 

addition, the symbolic association between homosexuality and 

AIDS affected attitudes toward all PWAs, regardless of their 

sexual orientation. 

A striking example of the strong symbolic association 

between AIDS and homosexuality was demonstrated in a recent 

study by Herek and Capitanio (1993). They found that almost 

half of the subjects in a telephone sample thought there 

would be a possibility of HIV infection if two uninfected 

homosexuals have unprotected sex. A similar, but less 

powerful, connection was indicated between IV drug use and 

AIDS, as over 15% of the sample thought HIV infection was 

possible if two IV drug users do not share needles. Another 
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example of the symbolic association in some peoples' minds 

between AIDS, homosexuality, and immorality is the 

significant correlation found between homophobia and 

agreement with the statement, "AIDS is God's punishment of 

homosexuals" (Pryor et al., 1989). 

Other evidence of the effect of symbolic associations 

on AIDS-related stigma also exists. Werth and Lord (1992) 

hypothesized that people who form a mental representation of 

a specific PWA, as opposed to a stereotyped abstraction, 

would have more positive attitudes toward PWAs in general; 

their research supported this hypothesis. In addition, they 

found that subjects who were personally acquainted with a 

PWA were more likely to think of a specific person, instead 

of an abstraction. (Werth and Lord's study was 

theoretically based on Gordon Allport's "contact hypothesis" 

(1954), which proposed that contact with a member of a 

negatively-stereotyped group would lessen stigmatic 

attitudes toward both the person and the group.) When 

related to Attitude Theory, the implications of this 

research are clear. People who have a relationship with a 

PWA are more likely to view that person as a symbol of all 

PWAs; when they think of AIDS, they will be likely to think 

of their acquaintance, instead of an abstraction of 

homosexuality or moral decadence. 
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AIDS research has indicated that greater contact with 

AIDS patients is correlated with more positive attitudes 

toward PWAs (O'Donnell, O'Donnell, Pleck, Snarey, & Rose, 

1987; Pullium, 1993), and that having gay acquaintances is 

negatively correlated with homophobia (Bouton et al., 1989; 

Trezza, 1994). In each of these instances, Werth and Lord's 

research suggests that the symbolic associations that lead 

to stigma may have been circumvented by specific 

associations with known individuals (although association 

with homosexuals may also be a result of more accepting 

attitudes in general). 

Given the strength of symbolic associations, it appears 

the public health education policy of promoting a greater 

understanding of the disease and its transmission vectors is 

destined to have a limited impact on AIDS-related stigma. 

In part, this has been recognized for some time; researchers 

have urged education efforts geared toward teaching the 

public that AIDS should not be associated with marginalized 

groups (Ho, 1990; Weiner et al., 1988), and media coverage 

of celebrity AIDS victims and of the rise in heterosexual 

transmission of the disease has increased. However, if it 

is assumed that AIDS-related stigma is caused by symbolic 

attitudes toward AIDS, which in turn are significantly 

impacted by symbolic associations between AIDS, 
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homosexuality, and moral decadence, then it appears likely 

that AIDS-related stigma can only be significantly impacted 

by changing societal values concerning the morality of 

homosexuality. 

This study explored AIDS-related stigma and 

attributions of blame, and sought to confirm the results 

found in some of the research previously discussed. 

Specifically, the relationships between symbolic versus 

instrumental attitudes toward PWAs, AIDS-related stigma, and 

attributions of blame were examined. In addition, the 

relationships between AIDS-related stigma and particular 

personality attributes were assessed. 

Individual Personality Components 

Homophobia 

The strong correlation between stigmatic attitudes 

toward PWAs and homophobia has already been discussed, as 

well as the symbolic associations which appear to be 

prevalent between AIDS, homosexuality, and immorality. 

Homophobia has consistently been experimentally tied to 

AIDS-related stigma. Pleck, O'Donnell, O'Donnell, and 

Snarey (1988), in a frequently cited study of hospital 

workers, found that the strongest predictor of negative 

attitudes toward AIDS and AIDS patients was homophobia. 

Anderson (1992) found that homophobia accounted for most of 
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the variance in both attributions of blame and fear of AIDS. 

Similar results, including correlations between homophobia 

and low AIDS knowledge, have been obtained in different 

samples from all around the world (e.g., Austin et al., 

1989; Bishop et al., 1991; Bouton et al., 1987; Herek & 

Capitanio, 1993; Kunkel & Temple, 1992; Royse & Birge, 1987; 

Temoshok, Sweet, & Zich, 1987). As previously discussed, 

path analytic procedures have confirmed a causal association 

between homophobia and AIDS-related stigma (Trezza, 1994). 

Homophobia is not only correlated with attributions of 

blame, fear of AIDS, and a lack of willingness to interact 

with PWAs; it has also been found to correlate with a lack 

of motivation to reduce AIDS-related stigma and anxiety 

(Bean, Keller, Newburg, & Brown, 1989). In other words, 

homophobics appear to be predisposed to not wanting to 

develop a better understanding of AIDS and its victims. 

Research which has identified personality and 

demographic variables predictive of homophobia has 

paralleled research identifying variables predictive of 

stigmatic attitudes toward AIDS, which again supports the 

notion of a symbolic association between homophobia and 

AIDS-related stigma, based on moral beliefs. Homophobia has 

been found to correlate significantly with education 

(negatively) (Hong, 1984), gender (males higher than 
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females), religiosity (positively) (Hong, 1984; Kunkel & 

Temple, 1992; Larsen, Reed, & Hoffman, 1980), 

authoritarianism (positively) (Larsen et al., 1980), and 

conservatism (positively) (Ross, 1988). Each of these 

demographic and personality variables, and the extant 

research regarding their relationships to AIDS-related 

stigma, will now be examined. 

Demographic Variables 

The demographic variable which has been found to most 

consistently correlate with fear of AIDS and stigma toward 

PWAs is gender. With rare exceptions, almost every study 

has shown that men tend to assess more blame, hold more 

fearful and stigmatic attitudes, and view social contact 

with PWAs more negatively than do women (e.g., Austin et 

al., 1989; Cunningham, Dollinger, Satz, & Rotter, 1991; 

Dowell et al., 1991; Goh, 1991; Heaven, Connors, & 

Kellehear, 1990; Lester, 1989; Lewis & Range, 1992; Range & 

Starling, 1991; Trezza, 1994). 

The effect of the PWAs' gender on stigma and 

attributions of blame has not often been studied. However, 

limited evidence suggests that when other variables (i.e., 

mode of transmission, sexual orientation) are controlled, 

the gender of the patient is not a significant predictor of 

AIDS-related stigma (Lewis & Range, 1992). It is often 
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difficult to isolate subjects' views on the gender of PWAs, 

since homosexual males are often studied and the patient's 

gender and sexual orientation are thus confounded (Range & 

Starling, 1991). 

Subjects' intelligence and education have also been 

correlated with phobic attitudes toward AIDS. Cunningham et 

al. (1991) found that intelligence (as measured by an 

analogies test) had a small but significant negative 

correlation with AIDS-related stigma. An Australian study 

found that subjects who had less education and who held low-

prestige jobs were more likely to possess blaming attitudes. 

Because much of the research in the area of AIDS-related 

stigma has been conducted with undergraduate college 

students as subjects, demographic variables such as 

education and age have received little experimental 

attention. 

The effect of subjects' ethnicity, particularly with 

regard to differences between white and black Americans, has 

been researched recently. These studies have concluded that 

African Americans are more concerned with contagion, and 

Caucasians are more likely to hold blaming attitudes (Herek 

& Capitanio, 1993). In addition, experimental evidence has 

shown that a significant percentage of African Americans 

believe in various "conspiracy theories" regarding the 
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origins of AIDS (e.g., that HIV was created by the U.S. 

government as a means of reducing the African American 

population; Herek & Glunt, 1993). 

Authoritarianism 

Individuals who are particularly concerned with rules, 

hierarchies, and social conventions (particularly in the 

realm of sexuality) have been described as possessing an 

"authoritarian personality" (Adorno, Frenkel-Brunswik, 

Levinson, & Sanford, 1950). People with these traits and 

beliefs have been shown to be disposed toward prejudice 

against anyone perceived as being different (for review, see 

Witt, 1989a). Research examining personality correlates of 

AIDS-related stigma have found that authoritarianism is a 

significant predictor of prejudicial attitudes toward PWAs 

(Cunningham et al., 1991; Larsen, Elder, Bader, & Dougard, 

1989; Witt, 1989a; Witt, 1989b). 

Social Conservatism 

Ross (1988), in a study of college students, found a 

significant relationship between homophobic attitudes and 

conservative social values; these students also had the most 

unreasonable fears about the AIDS virus. Studies have 

generally shown that people with conservative, traditional 

values and sexual attitudes are significantly more likely to 

hold prejudicial attitudes and to attribute personal 
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responsibility (and hence culpability) to the victims of 

AIDS than are persons with more liberal views (Cunningham et 

al., 1991; Heaven et al., 1990; Spears, Abrams, Sheeran, 

Abraham, & Marks, 1991) . 

Religiosity 

Johnson (1987) found that religious fundamentalism is 

predictive of stigmatic attitudes toward PWAs, and suggested 

that "homosexuals, and by association AIDS victims, may 

serve as scapegoats for conservative fundamentalists, so 

that they might blame someone for the moral decay they see 

all around them" (p. 109). Religious fundamentalism has 

become increasingly popular during the past 15 years, 

coinciding with the rise in the AIDS epidemic and large 

increases in hate crimes against homosexuals (Herek, 1989). 

Past studies have indicated that variables such as church 

attendance often have an insignificant or barely significant 

correlation with stigmatic attitudes toward AIDS (Austin et 

al., 1989; Bean et al., 1989; Hong, 1984) ; however, it has 

been suggested that church attendance is a poor reflection 

of religiosity. Austin et al. (1989) asserted that 

measuring "religiosity based on intrinsic belief" (p. 1243) 

would be more appropriate. No studies assessing the 

relationship between intrinsic religious beliefs and AIDS-

related stigma were discovered, although there is evidence 
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that members of more conservative churches tend to be more 

fearful of AIDS and hold more homophobic attitudes (Bouton 

et al., 1989; Kunkel & Temple, 1992). 

Other Personality Correlates 

Other personality variables which have been 

experimentally linked to AIDS-related stigma are attributes 

such as sympathy, empathy, and nurturance. As might be 

expected, persons who possess these qualities in greater 

amounts have been shown to have less prejudicial attitudes 

toward AIDS patients (Cunningham et al., 1991). In general, 

these variables tend to negatively covary with attributions 

of responsibility in a given situation (Graham et al., 1993; 

Pullium, 1993). As opposed to remaining static, the amount 

of sympathy a subject has will depend on the degree to which 

the subject holds the PWA responsible for his illness. 

Hypotheses 

Following are the formal hypotheses which this study 

tested. 

Hypothesis 1 

Homophobia would predict stigma and attributions of 

blame toward PWAs. 

Hypothesis 2 

Social conservatism, intrinsic religiosity, and 

authoritarianism would each correlate with, and predict, 
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homophobia, AIDS-related stigma, and attributions of blame 

toward PWAs. 

Hypothesis 3 

PWAs whose transmission vectors may have been perceived 

as personally controllable (i.e., those who were reported as 

being infected through sexual contact or drug use) would be 

subject to greater attributions of blame. 

Hypothesis 4 

Homosexuals would be perceived as more responsible for 

their illness than will heterosexuals, regardless of 

transmission vector or illness. 

Hypothesis 5 

PWAs would be perceived as more responsible for their 

disease and less socially desirable than lung cancer 

victims. 

Hypothesis 6 

Fear of AIDS would predict a desire for less social 

interaction with AIDS patients. 

Hypothesis 7 

Male subjects would be more blaming and would have more 

prejudicial attitudes toward PWAs than female subjects. 

Hypothesis B 
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Subjects who were personally acquainted with a PWA 

would have less blaming, prejudicial attitudes toward PWAs 

in general. 

Hypothesis 9 

Subjects who formed a mental representation of a 

specific person when they thought of AIDS or homosexuality, 

as opposed to an abstraction, would have less stigmatic 

attitudes toward AIDS or homosexuality. 



CHAPTER II 

METHOD 

This study was approved by the human subjects' 

committee of the University of North Texas. Ethical 

guidelines of the American Psychological Association were 

followed for research involving human subjects (APA, 1992). 

Subj ects 

227 subjects were recruited from undergraduate 

psychology classes at the University of North Texas in the 

summer of 1995; the students who chose to participate 

received extra credit toward their final course grade, in 

accordance with university and departmental policy. 

Informed consent was documented via a cover letter (Appendix 

A) which subjects kept; this cover letter included the names 

and telephone numbers of the principal investigator and 

faculty sponsor. 

1 able 1 presents a breakdown of the demographic 

characteristics of the student sample. Female participants 

outnumbered males almost two to one, which is a reflection 

of the greater percentage of women majoring in psychology. 

Over 10-o of the participants were seniors who were enrolled 

in upper-level undergraduate courses. 
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Table 1 

Demographic Characteristics of the Student Sample 

32 

Variable Number Percentage 

Categorical Variables 

Gender 

Male 

Female 

Race/Ethnicity 

White 

African American 

Hispanic 

Asian 

Other 

Freshman 

Sophomore 

Junior 

Class 

79 

148 

Graduate 

15 

10 

11 

3 

11 

15 

39 

160 

2 

34 .8 

65 .2 

82.8 

6.6 

4 . 4 

4 . 8 

1 . 3 

4 . 8 

6. 6 

17 .2 

7 0 . 5 

0 . 9 

(table continues) 
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Variable Number Percentage 

Categorical Variables 

Religion 

Christian 144 63.4 

Non-practicing Christian 40 17.6 

Jewish 2 0.9 

Muslim 3 1.3 

Other 38 16.7 

Sexual Orientation 

Heterosexual 216 95.2 

Homosexual 7 3.1 

Bisexual 4 1.8 

Variable Range 
Standard 

Mean Deviation 

Ordinal and Continuous Variables 

Age (years) 18 to 68 

Social Attitudes3 1 to 4 

Political Attitudes3, 1 to 4 

24.60 

2.25 

2.43 

6.43 

. 65 

. 63 

al = "Very Liberal," 2 = "Liberal," 3 

4 = "Very Conservative." 

'Conservative," and 
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The majority of the students surveyed perceived 

themselves as either "liberal" or "conservative" (both 

socially and politically), with relatively few endorsing 

more extreme belief systems (i.e., "very liberal" or "very 

conservative"). As expected, most of the participants were 

Christian (both practicing and non-practicing). Thirty-

eight students did not endorse a religious preference, but 

it should be noted that atheism, agnosticism and Eastern 

religions were not listed as choices. Over 95% of the 

students surveyed indicated a heterosexual orientation. 

Although the participants ranged in age from 18 to 68 

years, only 25 students were age 30 years or over. The 

presence of a number of older students is presumably 

attributable to several factors: most of this data was 

collected from upper-level classes; the data was collected 

at a state university near a large urban area; and the data 

was collected during the summer, when the shortened duration 

of classes attracts more older, part-time students. 

Procedure 

Students who volunteered to participate were 

administered a packet containing a series of questionnaires 

after they had completed regularly-scheduled examinations in 

their respective undergraduate courses. The packets, each 

containing one of eight different experimental conditions 
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(vignettes) as the intervention, were distributed to the 

participants at random. The questionnaires were turned in 

immediately after they were completed. 

Materials 

Data collected for this research prior to the 

experimental intervention included a demographic 

questionnaire (Appendix B) and several self-report 

questionnaires (the NEO-FFI, the Religious Orientation 

Scale, the Christian Orthodoxy Scale, the Homosexism Scale, 

the Balanced F-Scale, and the Fear of AIDS Scale; Appendices 

C-G). Each participant then read one of eight different 

vignettes (the experimental intervention; Appendices H-0), 

each of which described a fictitious male with either AIDS 

or lung cancer. Four of the vignettes described a 

homosexual male, and the remainder described a heterosexual 

male; in each case, "Robert" (the fictitious patient) was 

described as a college graduate who was responsibly employed 

and had been involved in a monogamous (homosexual or 

heterosexual) relationship for seven years. The onset of 

Robert s symptoms (which were identical in all vignettes) 

was described, and his diagnosis of either AIDS (six 

vignettes) or lung cancer (two vignettes) was given. A 

paragraph was added to the six "AIDS" vignettes which 

explained the probable mode of HIV transmission (sexual 
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contact with partner/spouse, past IV drug use prior to the 

current relationship, or a blood transfusion following a 

past automobile accident). In the AIDS vignettes where the 

mode of transmission was not sexual contact, Robert's spouse 

or partner was described as being HIV-negative. 

After reading the vignette, each participant was asked 

to assess the degree of blame and percentage of personal 

responsibility he or she attributed to Robert (Appendix P), 

the patient in the vignette. Participants then completed 

two additional post-intervention questionnaires assessing 

stigmatic attitudes and social interaction concerns 

(Appendices Q-R) toward the character Robert. 

Instruments were administered in the following order, 

as shown in Table 2: 

Demographic Questionnaire 

A questionnaire (Appendix B) was designed to collect 

general information such as gender, age, ethnicity, and 

university class standing. This instrument also asked each 

participant to rate their own social and political attitudes 

with regard to their perceived liberalism/conservatism, and 

requested that participants name their religious orientation 

and their sexual orientation. Subjects were also asked 

whether they associate HIV/AIDS with homosexuality, and 34% 

of the sample (n = 77) responded affirmatively. 
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Several additional questions were added which were 

designed to assess: a) whether or not participants had any 

acquaintances who are homosexual (7 9% responded 

affirmatively, n = 180) or who are HIV-positive (22% said 

yes, n - 50); b) whether participants had any close friends 

or family members who were gay (42% did, n = 95) or who had 

been diagnosed HIV-positive (8% said yes, n = 17); and c) 

whether subjects form a specific mental representation of an 

individual when they think about homosexuality (30% reported 

that they do, n = 69) or when they think about HIV/AIDS (16% 

responded affirmatively, n = 37). These six questions were 

utilized to form two measures, which were labeled "Gay 

Familiarity" (comprised of the three questions about 

homosexual acquaintances/representations) and "HIV 

Familiarity" (comprised of the three questions about HIV-

positive acquaintances/representations). Internal 

consistency reliability (alpha) was poor for the Gay 

Familiarity measure (.50), and marginal for the HIV 

Familiarity measure (.67). In addition, subjects were asked 

whether they associate AIDS with homosexuality; 34% 

acknowledged this association (n = 77). 

NEO-FFI 

The NEO-FFI is a short form of the NEO-PI-R, a general 

personality measure which has been factor analyzed and shown 
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to measure constructs labeled Neuroticism, Extraversion, 

Openness, Agreeableness, and Conscientiousness (Costa & 

McRae, 1992). The NEO-FFI consists of sixty items scored on 

a Likert-type scale, with twelve items contributing to each 

factor's scaled score. 

Internal consistency estimates for the NEO-FFI scales 

have been moderate in past studies. On a large (n - 1539) 

sample from an employment study, Costa and McRae (1992) 

reported alpha internal consistency reliability coefficients 

of .86, .77, .73, .68, and .81 for the N, E, 0, A, and C 

scales, respectively. The internal consistencies for this 

study were slightly better overall (possibly due to a 

relatively homogeneous sample), and ranged from .73 to .86. 

Religious Orientation Scale 

The Religious Orientation Scale (Allport & Ross, 1967; 

Appendix C) measures the degree to which religious beliefs 

are intrinsic (of ultimate significance in life), or 

extrinsic (important for social and self-soothing reasons). 

The scale consists of 20 items scored on a Likert-type 

scale, and separate scores are obtained for the Intrinsic 

Scale (9 items) and the Extrinsic Scale (11 items). 

Although the authors did not report internal consistencies 

for these scales in their original study, the present 

results indicate adequate reliability. 
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Christian Orthodoxy Scale 

The Christian Orthodoxy Scale (Fullerton & Hunsberger, 

1982; Appendix D) measures the degree of one's acceptance of 

the basic tenets of Christianity. Items in this scale are 

worded to support or not support literal beliefs in Biblical 

events and dogma. It is scored on a Likert-type scale, and 

those items not supporting literal beliefs are reversed 

during scoring (high scores indicate orthodox beliefs). 

This instrument has been shown to have a significant 

correlation with the Intrinsic Orientation subscale of 

Allport and Ross' (1967) Religious Orientation Scale 

(Johnson, George, & Saine, 1993). Coefficient alpha was 

very high for the present study (over .98), suggesting that 

this is a clearly defined construct. 

Homosexism Scale 

Homophobia was measured by the Homosexism Scale 

(Hansen, 1982; Appendix E), a 15-item, unidimensional 

instrument. It had an alpha internal consistency of .96 in 

Hansen's original sample, and an alpha of .89 in the present 

study. 

Balanced F Scale 

Byrne and Kelley's (1981) 22-item Balanced F Scale 

(Appendix F) was used to measure authoritarianism. This 

scale controls for acquiescent response sets through the use 

of reversed items, and the results of this study show it to 
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be a unidimensional scale with adequate internal reliability 

(.83) . 

Fear of AIDS Scale 

The Fear of AIDS Scale (Bouton et al., 1987; Appendix 

G) is a 14-item scale which measures fear of contagion. 

Internal reliability in this study was adequate (.79). 

Vignette 

Each subject was randomly assigned to read one of eight 

vignettes (Appendices H-0). -Each vignette described a young 

professional male, "Robert," who becomes ill. The 

experimental cells were completely crossed for sexual 

orientation; half of the vignettes described a homosexual, 

and half described a heterosexual. Of the four vignettes in 

each sexual orientation category, three described the man 

having AIDS (from either sexual contact, IV drug use, or a 

blood transfusion), and one described him being a heavy 

smoker and having lung cancer. 

Responsibility and Blame Questions 

Causal attributions about the fictitious patient's 

illness were assessed post-intervention, using a question 

(Appendices H-0) first devised by Janoff—Bulman and Wortman 

(1977), and later used by Moulton, Sweet, Temoshok, and 

Mandel (1987). Subjects were asked to assign a percentage 

figure to each of four possible causes of Robert's disease: 
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chance, someone else, the environment, or self (Robert 

himself). It was explained in the directions that the total 

of the percentages assigned must equal 100%. Subjects were 

then asked to attribute a degree of blame toward the 

fictitious patient, ranging from no blame to complete blame. 

Prejudicial Evaluation Scale 

A 12-item scale (Appendix P) which was originally 

designed to assess judgmental, stigmatic attitudes toward 

AIDS (St. Lawrence et al., 1990) was then administered, and 

was used as the criterion "stigma" measure. Participants 

were asked to answer questions regarding their feelings 

about the man in the vignette they read. Although this 

instrument was designed for use in AIDS studies, the 

questions all refer to a generic "illness" and were 

administered to all subjects in this study, regardless of 

the experimental condition. Alpha internal consistency was 

.84 for this instrument in this study (Table 2). 

Social Interaction Scale 

The final instrument administered was an 8-item scale 

(Appendix Q) which was designed by the authors of the 

preceding Prejudicial Evaluation Scale (St. Lawrence et al., 

1990). The Social Interaction Scale was designed to measure 

subjects' avoidance of interactions with PWAs (it was 

originally designed for use with a sample of physicians, and 
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was reworded to fit this study). Again, it does not specify 

with which illness the character Robert was afflicted, and 

all subjects in the present study completed this instrument. 

The internal consistency correlation coefficient was .93 for 

this study. 



CHAPTER III 

RESULTS 

All analyses for this study were completed using the 

SPSS-PC software program. Data were recoded prior to 

performing the analyses, so that items were coded in the 

direction of the name of each measure. For example, 

negatively worded responses on the Homosexism Scale 

(Appendix E) were recoded so higher values always indicate a 

greater level of the construct. Any missing data points 

from the measurement instruments were recoded to either the 

neutral choice (on the instruments measured by Likert-type 

scales), or to the least significant or nonjudgmental choice 

(on the remaining scales and questions). For instance, 

missing items on the Homosexism Scale were recoded to "0," 

which indicates a non-homophobic response. This 

conservative approach to dealing with the problem of missing 

values was taken due to limitations in the SPSS-PC software 

program's capabilities in dealing with missing values, and 

the reader should be aware that the significance of all 

correlational analyses in this study may underestimate the 

true level of relationships between and among the different 

variables. 

44 
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Descriptive Statistics 

Descriptive statistics were calculated for all 

instruments and measures, both pre- and post-intervention. 

Table 3 lists the mean and standard deviation for each 

measure utilized in the analyses. Skewness and kurtosis 

were checked for all instruments, and several were found to 

have sample distributions which significantly deviated from 

the normal distribution. The Christian Orthodoxy Scale 

(Appendix D) was significantly skewed in the negative 

direction, indicating that a large proportion of the student 

sample expressed highly literal beliefs in the Bible (as 

might be expected in a study conducted in the "Bible Belt"). 

An examination of the data showed that 114 participants in 

this study (50.2% of the sample) obtained mean scores of 6 

or above on this Likert-type scale (which ranged from 1 to 

7, where higher scores indicate more orthodox beliefs), and 

32 subjects (14.1%) obtained a mean score at the extreme 

value, 7 (indicating endorsement of all orthodox beliefs at 

their extreme). 

The Homosexism Scale (Appendix E), the Prejudicial 

Evaluation Scale (which measures stigma toward PWAs; 

Appendix P) and the Social Interaction Scale (Appendix Q) 

were significantly skewed and kurtotic in the positive 

direction. These results suggest that participants, in 
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Table 3 

Msans and Standard Deviations of All Psychosocial Measures 

" ~ ~ Standard 
Instrument/Measure (Range) Mean Deviation 

Pre-Intervention 
Social Conservatism (1-4) 2.25 .65 
Gay Familiaritya (0-1) .51 .32 
HIV Familiarity3 (0-1) .15 .28 

NEO-FFI Scales 
Neuroticism (0-48) 22.71 8.37 
Extraversion (0-48) 30.82 6.59 
Openness (0-48) 30.01 6.18 
Agreeableness (0-48) 30.98 5.87 
Conscientiousness (0-48) 30.83 6.68 

Religious Orientation Scale 
Intrinsic Religiosity (1-5) 2.91 .86 
Extrinsic Religiosity (1-5) 2.71 .58 

Christian Orthodoxy Scale (1-7) 5.39 1.61 

Homophobia Scale (0-15) 2.13 3.26 

F Scale (Authoritarianism) (1-7) 3.91 .76 

Fear of AIDS Scale (1-5) 2.78 .54 

Post-Intervention 
Responsibility Attributions (0-100%) 43.00 34.,52 
Blame Attributions (1-4) 2.25 1.06 
Prejudicial Evaluation Scale (1-7) 2.09 .78 
Social Avoidance Scale (1-7) 2.06 1.09 

Note. All instruments and scales are coded in the direction 
of their name, such that a higher score indicates more of 
that construct. 

aGay Familiarity and HIV Familiarity were each derived by 
taking the mean of responses to three questions on the 
Demographic Questionnaire assessing gay/HIV acquaintances. 
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general, had open, non-rejecting attitudes toward 

homosexuality and HIV/AIDS patients. This result may be a 

function of the college population, whose members tend to be 

accepting of "alternative lifestyles." 

Chi-square analyses and oneway ANOVAs were performed to 

insure that subjects were randomly distributed with regard 

to experimental condition. These analyses yielded no 

significant differences for demographic information and pre-

intervention instruments between the eight experimental 

conditions. 

Table 4 displays zero-order correlations among the pre-

intervention measures, and the alpha internal consistencies 

of each measure. Many of the subscale scores of the NEO-FFI 

were intercorrelated, with the negative relationship between 

the Neuroticism and Extraversion Scales accounting for 20% 

of their covariation. It should be noted that due to the 

relatively large sample size, even small values of r were 

statistically significant (such as the correlation between 

Agreeableness and Conscientiousness, which only accounts for 

1% of their mutual variance). The actual clinical impact of 

these small relationships may in fact be negligible. 

It is noteworthy that Intrinsic and Extrinsic 

Religiosity (as measured by the Religious Orientation Scale, 

Appendix C) are significantly correlated with one another, 
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and both are negatively correlated with the Openness (to new 

experiences) Scale of the NEO-FFI. The Christian Orthodoxy 

Scale (Appendix D) also showed a significant negative 

correlation with Openness. Christian Orthodoxy and 

Intrinsic Religiosity were both positively correlated to a 

significant degree with Extraversion and Agreeableness. As 

might be expected (given that they measure similar 

constructs), the Christian Orthodoxy Scale and Intrinsic 

Religiosity were strongly correlated with one another. 

These scales' significant intercorrelations with the 

subscales of the NEO-FFI suggest that, in general, students 

with strong religious beliefs tend to be gregarious, 

friendly, and somewhat rigid in their thinking. 

Both the Homosexism Scale (measuring homophobia; 

Appendix E) and the Balanced F Scale (measuring 

authoritarianism; Appendix F) displayed significant positive 

correlations with Intrinsic Religiosity and Christian 

Orthodoxy, again suggesting less flexible belief systems in 

subjects with strong religious convictions. This 

observation is substantiated by the significant negative 

correlations both Homophobia and Authoritarianism had with 

Openness. It is also interesting to note that Homophobia, 

Authoritarianism, and Fear of AIDS were all highly 

intercorrelated, suggesting that these attitudes may have a 
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common basis or share common features in individuals' belief 

systems. 

The three-item measures derived from the Demographic 

Questionnaire, Gay Familiarity and HIV Familiarity, both 

have significant positive correlations with Openness. These 

measures also have significant negative correlations with 

the Fear of AIDS Scale. Although Gay Familiarity and HIV 

Familiarity were positively correlated with one another, 

their respective relationships with other instruments 

differed at times. For instance, only Gay Familiarity was 

negatively correlated with the Homophobia Scale and Social 

Conservatism to a significant degree. 

Social Conservatism, which was assessed via one self-

report question on the Demographic Questionnaire, was 

included in Table 4 because it was entered into many of the 

subsequent analyses. As might be expected, Social 

Conservatism was negatively related to Openness, and was 

positively correlated with Intrinsic Religiosity, Christian 

Orthodoxy, Homophobia, Authoritarianism, and Fear of AIDS. 

Table 5 displays the intercorrelations among all post-

intervention measurement scales, as well as the alpha 

internal consistencies of each measure. Attributions of 

Responsibility and Blame toward the character in the 

vignette were very highly correlated with one another, and 



53 

Table 5 

f.nrrp 1 a ti oris Among Post-Intervention Measures Across All 

F.icrht Experimental Conditions 

Attributions Attributions Social 
of Responsibility of Blame Stigma3 Avoidance 

Attributions of 
Responsibility (N/A) .72*' ,29 * * * 01 

Attributions 
of Blame (N/A) 43 ~k -k 15' 

Stigma3 (.84) .66 * * * 

Social Avoidance 
Scale .93) 

Note. Tests of significance are one-tailed. Internal 

consistency reliabilities (alpha) are shown on the diagonal. 

aStigma is measured by the Prejudicial Evaluation Scale. 

* jd <.05. ** £ <.01. *** £ <.001. 
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both were significantly correlated with Stigma toward the 

vignette character. Interestingly, Attributions of 

Responsibility was not related to Social Avoidance of the 

character in the vignette, and Attributions of Blame was 

only minimally related (albeit at a statistically 

significant level) to Social Avoidance. At the same time, 

Stigma and Social Avoidance were strongly correlated with 

one another. One might surmise that stigma toward persons 

with disease, and the desire to avoid social interaction 

with them, are mediated by different constructs and beliefs. 

Table 6 shows the zero-order correlations between pre-

intervention instruments and post-intervention instruments. 

The strongest correlations between pre- and post-

intervention measures consistently involved the Prejudicial 

Evaluation Scale (Appendix P), which measured Stigma, and 

the Social Avoidance Scale; both of these instruments were 

significantly correlated with pre-intervention measures of 

Social Conservatism, Homophobia, Authoritarianism, and Fear 

of AIDS. Both Stigma and Social Avoidance were also 

strongly correlated (in a negative direction) with the 

Openness and Agreeableness subscales of the NEO-FFI. 

Attributions of Blame was significantly correlated with both 

Homophobia and Authoritarianism, but not with Fear of AIDS. 

Interestingly, Attributions of Responsibility was not 
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Table 6 

Correlations Rptwppn Pre- and Post-Intervention Measures 

Post-Intervention 
Attributions Attributions 

of Responsibility of Blame Stigmaa 
Social 

Avoidance 

Pre-Intervention 

NEO-FFI: 
Neuroticism -.09 -.09 -.10 -.01 

Extraversion .09 .08 -.10 -.13* 

Openness -.04 

-X \—i 

I -.26*** -. 28*** 

Agreeableness .02 -.05 — 22 * * * -.18** 

Conscientiousness .09 .07 .01 -.03 

Religious Orient.: 
Intrinsic -.01 .03 .03 .07 

Extrinsic -.02 .08 .09 .08 

Christian Ortho-
doxy Scale .05 .04 -.07 .02 

Homophobia Scale . 07 2 2 * * * 4 3* * -k C) * * * 

Authoritarianism 
Scale (F-Scale) . 06 .14* .21*** 29*** 

Fear of AIDS Scale . 00 .09 .38*** .65*** 

Gay Familiarity -.10 -.08 

*
 

\—1 
\—1 

1 -.11* 

HIV Familiarity .00 -.02 -.07 -.14* 

Social Conservatism .03 .10 .28*** .33*** 

Note. Tests of significance are one-tailed. 

aStigma is measured by the Prejudicial Evaluation Scale. 

* £ <.05. ** ^ <.01. *** £ <.001. 
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significantly correlated with any of the pre-intervention 

instruments, suggesting that the assessment of personal 

responsibility for the vignette character's illness may be 

primarily driven by the intervention conditions rather than 

pre-existing subject differences. 

Experimental Analyses 

A 2 x 4 x 2 MANOVA (sexual orientation of the vignette 

character by Mode of Transmission by gender of the subject) 

was performed with all four dependent (post-intervention) 

variables. The omnibus F, as evaluated by Wilks-Lambda, was 

not statistically significant (F = .91, £ = .53). Because 

of the low power of MANOVA, individual ANOVAs and multiple 

regression procedures were then utilized to test specific 

hypotheses. 

The only demographic variable of the student sample 

used in any of the following multiple regression and ANOVA 

procedures was gender, due to the relative homogeneity of 

the sample with regard to other demographic information such 

as age and ethnicity. When multiple regression analyses 

were used, gender of the subject was forced into the 

equation on the first step. When mode of AIDS transmission 

(sexual contact, IV drug use, or blood transfusion) was 

included as a potential predictor in the analyses involving 

only the six AIDS illness conditions, it was dummy-coded and 
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entered in the second block; forward regression was then 

utilized in those analyses to insure that dummy-coded 

variables were not removed. The stepwise regression 

procedure was utilized in one multiple regression analysis, 

when mode of transmission was not included. 

Hypothesis One 

The first hypothesis of this study was that Homophobia 

would correlate with, and predict, Stigma and Attributions 

of Blame toward a PWA. As was previously discussed, 

Homophobia was significantly correlated (£ < .001) with both 

Stigma (r = .43) and Attributions of Blame (r = .22) when 

the entire student sample (all eight experimental 

conditions) was analyzed. Multiple regression analysis was 

utilized to determine whether Homophobia was predictive of 

Stigma (Table 7) and Attributions of Blame (Table 8) when 

only the six AIDS illness conditions (Vignettes 1-6) were 

analyzed (i.e., omitting the two lung cancer conditions). 

A summary of the forward regression analysis for 

variables predicting Stigma in the six AIDS illness 

conditions is presented in Table 7. Homophobia remains as 

one of the final predictors, and was the first predictor 

entered into the equation after the forced-entry blocks. It 

is noteworthy that Homophobia, Mode of Transmission, and 

Fear of AIDS are all strong predictors of Stigma toward the 
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Table 7 

Sirnimarv nf Forward Regression Analysis f o r Variables 
Prpdi r.t.,1 nrr Post-Intervention St.i ama* toward PWAs (N=171 

Predictors B Beta F Sig. F 

Step 1 (Forced Entry) 

Genderb -.471 -.271 13.400 .000 

R2 = .073 Adjusted R2 = .068 R2 Change = .073 

Step 2 (Forced Entry) 

Gender -.471 -.271 15.617 .000 
Dummy Code 1° .243 .140 3.153 .078 
Dummy Code 2° .744 .426 29.269 .000 

R2 = .216 Adjusted R2 = .202 R2 Change = .143 

Final Predictors 

Gender -.145 -.084 1.872 .173 
Dummy Code 1 .280 .161 6.102 .015 
Dummy Code 2 .720 .413 40.159 .000 
Homophobia .088 .316 24.181 .000 
Fear of AIDS .372 .244 15.560 .000 
Neuroticism -.020 -.205 12.068 .001 
Agreeableness -.027 -.186 9.984 .002 
Sexual Orientation* -.189 -.116 4.113 .044 

R2 = .486 Adjusted R2 = .461 R2 Change = .270 

Note. Only subjects randomly assigned to AIDS illness 
conditions (Vignettes 1-6) were included in this analysis 
(N=171). 

aStigma was measured by the Prejudicial Evaluation Scale. 

kMale = 1, female = 2. 

°Mode of transmission was dummy-coded (sexual contact = 1-0, 
IV drug use = 0-1, and blood transfusion = 0-0). 

homosexual = 1, heterosexual - 2. 

PIN = .05 
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character in the vignette, and that almost 50% of the 

variance was accounted for by the predictors in this 

equation. It is also interesting to note that low scores on 

two of the subscales of the NEO-FFI, Neuroticism and 

Agreeableness, predicted Stigma. The final predictor 

entered into the equation was the sexual orientation of the 

character in the vignette; more stigma was attached to the 

vignette character when he was described as being 

homosexual, rather than heterosexual. 

Table 7 also shows that the gender of the subjects, 

which was forced into the equation on the first step, was 

initially a significant predictor of Stigma but lost 

predictive power as other variables were entered. An 

examination of intercorrelations indicates that gender was 

significantly correlated with Homophobia (r = -.33), Fear of 

AIDS (r = -.18), and Agreeableness (r = .19) with women 

coded "2" and men coded "1." Thus females were less 

homophobic and fearful of AIDS, and more agreeable. 

The regression of Attributions of Blame on gender of 

the subjects, Mode of Transmission, and pre—intervention 

instruments is presented in Table 8. Again, Homophobia was 

the first independent variable entered into the equation 

following the forced-entry blocks, and in this case it was 

the only pre-intervention measure found to be significantly 
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Table 8 

Summary of Forward Regression .Analysis for Variables 
Predicting Post-Intervention Attributions of Blame toward 
PWAs (N=171) 

Predictors B Beta 

Gender 
Dummy Code lb 

Dummy Code 2b 

R2 = .304 

Final Predictors 

Gender 
Dummy Code 1 
Dummy Code 2 
Homophobia 

-.104 
. 666 

1.403 

.052 

003 

047 
301 
632 

Adjusted R2 = .292 

.074 

. 691 
1.364 
.090 

034 
312 
614 
254 

R2 .362 Adjusted R2 = .347 

Sig. F 

Step 1 (Forced Entry) 

Gendera -.114 

R2 = . 003 Adjusted R2 -

Step 2 (Forced Entry) 

.450 .503 

R2 Change = .003 

.525 
16.440 
72.441 

.470 

.000 

.000 

R2 Change = .301 

.264 
19.130 
73.841 
14.940 

. 608 

.000 

. 000 

.000 

R2 Change = .058 

Note. Only subjects randomly assigned to AIDS illness 
conditions (Vignettes 1-6) were included in this analysis 
(N=171). 

aMale 1, female = 2. 

hMode of transmission was dummy-coded (sexual contact 
IV drug use = 0-1, and blood transfusion = 0-0). 

1-0, 

PIN 05 
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predictive of blame toward the character in the vignette. 

Where the gender of the subjects appeared to have some 

predictive value for Stigma (Table 7), it does not 

contribute significantly to the explained variance in the 

equation predicting Blame (Table 8). However, Mode of 

Transmission and Homophobia together account for over 36% of 

the variance in the Attribution of Blame in this sample. 

Hypothesis Two 

The second hypothesis predicted that Social 

Conservatism, Intrinsic Religiosity, and Authoritarianism 

would each correlate with and predict: a) Homophobia; b) 

AIDS-related Stigma; and c) Attributions of Blame toward 

PWAs. As indicated in Table 4, Homophobia had significant 

positive correlations with Social Conservatism (r = .43}, 

Intrinsic Religiosity (r = .24), and Authoritarianism (r = 

.39). Table 6 shows that Authoritarianism was significantly 

correlated with both Blame (r = .14) and Stigma (r = .21). 

Social Conservatism was significantly correlated with Stigma 

= .28), and it showed a trend toward a significant 

correlation with Blame (r. = .10, jd = .06) . Intrinsic 

Religiosity was not found to be significantly correlated 

with either Blame or Stigma, disproving that aspect of this 

hypothesis. (It should be noted that the correlation 
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analyses included all subjects, from the six AIDS and the 

two lung cancer experimental conditions.) 

Despite some significant correlations, none of the 

three independent variables (Social Conservatism, Intrinsic 

Religiosity, and Authoritarianism) hypothesized to be 

predictive of Stigma and Blame were entered into the final 

regression equations (Tables 7 and 8). This result are 

likely a function of the multicollinear relationships these 

variables have with Homophobia, which was found to be 

predictive of both Stigma and Blame. 

A stepwise regression procedure was utilized to 

determine which demographic and pre-intervention measures 

were predictive of Homophobia (which was also a pre-

intervention instrument). Table 9 shows the results of that 

analysis; the three hypothesized predictors were forced into 

the equation in the second block, along with Extrinsic 

Religiosity and Christian Orthodoxy. All three variables 

(Social Conservatism, Intrinsic Religiosity, and 

Authoritarianism) remained in the final equation as positive 

predictors of Homophobia after the stepwise procedure 

removed and/or added predictor variables until the SPSS-PC 

default levels of inclusion/exclusion were attained (PIN = 

.05; POUT = .10). Although Social Conservatism was a strong 

predictor of Homophobic attitudes, it is interesting to note 
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Table 9 

.Summary of Stepwise Regression Analysis for Variable? 

Predicting Pre-Intervention Homophobia (N=227) 

Predictors B Beta F Sig. F 

Step 1 (Forced Entry) 

Gendera -2.27 0 -.332 27.900 .000 

R2 = .110 Adjusted R2 = .106 R2 Change = .110 

Step 2 (Forced Entry) 

Gender -2.250 -.329 35.698 .000 

Authoritarianism 1.000 .233 11.001 .001 

Extrinsic Relig. -.088 -.016 .077 .782 

Intrinsic Relig. .358 .094 1.725 .190 

Social Conservatism 1.412 .282 21.490 .000 

Christ. Orthodoxy .050 .025 .099 .753 

R2 = .349 Adjusted R2 = .332 R2 Change = .239 

[table continues) 
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Predictors B Beta Sig. F 

Step 3 (Forced Entry) 

Gender -2.189 -.320 

Authoritarianism .928 .216 

Extrinsic Relig. -.001 -.000 

Intrinsic Relig. .365 .096 

Social Conservatism 1.198 .240 

Christ. Orthodoxy .071 .035 

HIV Familiarity .082 .007 

Gay Familiarity -1.686 -.166 

R2 = .374 Adjusted R2 = .351 

34.664 .000 

9.664 .002 

.000 .998 

1.839 .176 

14.980 .000 

.204 .652 

.015 .902 

8.209 .005 

R2 Change = .025 

Final Predictors 

Gender -2.053 -.300 

Authoritarianism .629 .146 

Intrinsic Relig. .514 .135 

Social Conservatism 1.088 .218 

Gay Familiarity -1.569 -.155 

Openness -.078 -.149 

Agreeableness -.065 -.117 

Adjusted R2 = .379 R2 = .398 

31.379 .000 

4.306 .039 

5.460 .020 

12.803 .000 

7.858 .006 

4.992 .027 

4.578 .034 

R2 Change = .024 

aMale = 1, female = 2. 

PIN = .05 POUT = .10 
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that the most effective predictor of Homophobia is gender; 

men are much more likely to have negative, prejudicial 

beliefs about homosexuality. 

Hypothesis Three 

The third hypothesis in this study predicted that 

subjects would attribute greater blame to the vignette 

character when the transmission vector in the six AIDS 

conditions (Appendices H-M) was perceived as controllable 

(i.e., greater blame would be attributed to the vignette 

character when he contracted HIV through sexual contact or 

IV drug use, as opposed to a blood transfusion). In one of 

the multiple regression procedures previously discussed, it 

was ascertained that Mode of Transmission is a significant 

predictor of Attributions of Blame toward PWAs. Table 8 

shows that the explained variance rose over 30% when Mode of 

Transmission was added to gender as predictors of 

Attributions of Blame. 

To further examine the variance in Attributions of 

Blame accounted for by transmission vector in the AIDS 

illness conditions, a 3 x 2 x 2 ANOVA was run. The three 

modes of AIDS transmission were completely crossed with the 

sexual orientation of the PWA in the vignette, and with the 

gender of the subject. The results of this analysis, which 



66 

are displayed in Table 10, confirm a significant main effect 

for Mode of Transmission. 

A post hoc oneway ANOVA was utilized to determine the 

distribution of experimental effects between the three modes 

of AIDS transmission (sexual contact, IV drug use, and blood 

transfusion) for Attributions of Blame. The Tukey HSD 

procedure was used to test for significant differences 

between the means of the different transmission vectors at 

the .05 level. Results indicate significant differences 

between all modes of transmission; IV drug transmission, 

with a mean Blame score of 2.73 for the six AIDS vignettes 

(on a scale of 1 to 4, where higher numbers indicate more 

blame attributed), was significantly different from both 

sexual transmission (m = 2.00) and transmission via blood 

transfusion (m = 1.33). Sexual transmission was also 

significantly different from blood transfusion. Therefore, 

this hypothesis was supported. PWAs whose transmission 

vectors were perceived as being related to voluntary, 

controllable behaviors (IV drug use and sexual activity) 

were attributed significantly more blame for their condition 

than PWAs whose transmission vector was perceived as 

involuntary and uncontrollable (blood transfusion). It is 

also interesting to note that the vignette character who 

contracted AIDS through past IV drug use was blamed 
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significantly more than the character who was infected 

through sexual contact; the magnitude of this difference may 

be exacerbated in a college sample such as this, where 

subjects tend to be more sexually promiscuous and, 

presumably, less judgmental about sexual activity in general 

(while possibly still viewing IV drug use as not condonable 

behavior). 

Hypothesis Four 

The fourth hypothesis predicted that homosexual 

vignette characters would be perceived as more responsible 

for their illness than their heterosexual counterparts, 

regardless of transmission vector or type of illness (AIDS 

versus lung cancer). Attributions of Responsibility were 

assessed through the use of a direct question (Appendices H-

0), where subjects were asked to assign the vignette 

character a specific percentage of the overall 

responsibility for his illness. 

Table 11 displays the results of an ANOVA for 

Attributions of Responsibility toward the vignette character 

as explained by Mode of Transmission, sexual orientation of 

the vignette character, and gender of the subject. The 

results of this analysis show a main effect for sexual 

orientation that is near significance (£ = .074). Two-way 

interactions between sexual orientation and both of the 
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other independent variables in this ANOVA, Mode of 

Transmission and gender of the subject, also approached 

significance. These results suggest that, in a college 

population, homosexuals are not held significantly more 

responsible for illnesses than heterosexuals. Table 10, 

which displays the ANOVA for Attributions of Blame toward 

PWAs only, also indicates that sexual orientation does not 

have a significant main effect on the Attribution of Blame 

(although it, too, approaches significance). Sexual 

orientation did serve as a significant predictor of Stigma 

toward PWAs (Table 7). 

As with Attributions of Blame, Attributions of 

Responsibility were impacted primarily by the mode of 

transmission of the illness. Post hoc comparisons (oneway 

ANOVA, utilizing Tukey-HSD tests for significance) between 

the four modes of illness transmission (sexual contact, IV 

drug use, and blood transfusion in the AIDS conditions; 

smoking cigarettes in the lung cancer conditions) showed 

that vignette characters described as contracting their 

illness through cigarette smoking or IV drug use (with mean 

responsibility percentage scores of 65.25% and 62.59%, 

respectively) were held significantly more responsible for 

their situation than were characters whose illness was 

contracted through sexual transmission (m = 32.02%) or blood 
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transfusion (m = 13.41%). The personal responsibility 

assessed to characters infected through sexual contact was 

also significantly different from the responsibility given 

to characters infected through blood transfusions. Perhaps 

the most interesting of these findings is that cigarette 

smokers who get lung cancer are held more responsible for 

their condition than are most AIDS patients, regardless of 

the AIDS transmission vector (the difference between 

cigarette smoking and IV drug use responsibility ratings was 

not significant). 

Hypothesis Five 

The fifth hypothesis predicted that PWAs (the 

characters in the first six vignettes) would be perceived as 

more responsible for their illness and less socially 

desirable than lung cancer patients (the characters in the 

last two vignettes). The variance in Attributions of 

Responsibility was analyzed with respect to type of illness 

(AIDS versus lung cancer), sexual orientation of the 

vignette character (homosexual versus heterosexual), and 

gender of the subject (Table 12). The results of this 

analysis indicate that type of illness does have a 

significant main effect; however, this effect is in the 

opposite direction than was predicted. As previously 

discussed, an examination of cell means indicates that 
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vignette characters described as having lung cancer due to 

smoking cigarettes were held personally responsible for 

65.25% of their illness overall, while characters described 

as having AIDS were only held 35.72% responsible overall. 

(Again, these results were significantly mediated by mode of 

transmission in the AIDS cells). 

The variance in social avoidance was also analyzed with 

respect to type of illness, sexual orientation of the 

vignette character, and gender of the subject (Table 13). 

The main effect for type of illness (AIDS versus lung 

cancer) was not significant, although there was a trend 

toward a significant effect. An examination of the cell 

means indicated that vignette characters described as having 

AIDS were less socially desirable (m = 2.13 on the Social 

Avoidance Scale, which ranges from 1 to 7) than vignette 

characters described as having lung cancer due to smoking 

cigarettes (m = 1.86), but not significantly so. 

Hypothesis Six 

The sixth hypothesis posited that Fear of AIDS would 

predict a desire for less social interaction with PWAs. 

This was tested through the use of multiple regression, 

utilizing only the first six experimental conditions. As 

with the other regression procedures utilized to analyze 

these data, the gender of the subject and the Mode of AIDS 
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Transmission (which was dummy coded) were forced into the 

equation first. Forward regression was then used to insure 

that Mode of Transmission, which was dummy coded, would 

remain in the equation as a set. 

The results of this analysis, as displayed in Table 14, 

show that the gender of the subject was (at least initially) 

a good predictor of Social Avoidance of PWAs, with males 

being more avoidant. The Mode of AIDS Transmission did not 

have a significant impact on Social Avoidance. As 

predicted, Fear of AIDS was entered into the regression 

equation and was found to be the most effective predictor of 

Social Avoidance of PWAs, followed by Homophobia and Social 

Conservatism; together, all of the predictors explained over 

60 percent of the variance in scores on the Social Avoidance 

Scale. This strong predictive effect of the Fear of AIDS 

Scale is likely due to the fact that many of the items in 

the scale are similar to items on the Social Avoidance 

Scale; both scales may measure the same construct, or a very 

similar one. 

Hypothesis Seven 

The seventh hypothesis predicted that male subjects 

would be more blaming and have more prejudicial attitudes 

(i.e., greater Stigma) toward PWAs than would female 

subjects. As Table 7 shows, gender was a significant 
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Table 14 

Summary of Forward Regression Analysis for Variables 
Predicting Social Avoidance of PWAs (N=171) 

Predictors B Beta F Sig. F 

Step I (Forced Entry) 

Gendera -.617 -.262 12.409 .001 

R2 = .068 Adjusted R2 = .063 R2 Change = .068 

Step 2 (Forced Entry) 

Gender -.614 -.260 12.303 .001 
Dummy Code lb .170 .072 .710 .401 
Dummy Code 2b .333 .140 2.718 .101 

R2 = .083 Adjusted R2 = .067 R2 Change = .015 

Final Predictors 

Gender -.210 -.089 2.915 .090 
Dummy Code 1 .214 .091 2.571 .111 
Dummy Code 2 .256 .108 3. 620 .059 
Fear of AIDS 1.180 .569 114.497 .000 
Homophobia .080 .212 12.679 .001 
Social Conservatism .290 .174 10.582 .001 

R2 = .604 Adjusted R2 = .589 R2 Change = .521 

Note. Only subjects randomly assigned to AIDS illness 

conditions (Vignettes 1-6) were included in this 

analysis (N=171). 
aMale = 1, female = 2. 

kMode of transmission was dummy-coded (sexual contact = 1-0, 

IV drug use = 0-1, and blood transfusion = 0-0). 

PIN = .05 
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predictor of Stigma before other predictors entered the 

equation and multicollinearity effects reduced its 

predictive impact. The total variance in AIDS-related 

Stigma was analyzed, and the results indicate that the 

gender of the subject had a significant main effect (Table 

15); female subjects did hold less stigmatic attitudes 

toward the vignette characters with AIDS. Mode of AIDS 

Transmission was again the independent variable which 

explained the most variance in the dependent variable (in 

this case, Stigma). A oneway ANOVA was performed as a post 

hoc procedure to determine where the differences in 

experimental effect lie between the three modes of AIDS 

transmission (sexual contact, IV drug use, and blood 

transfusion) for Stigma. These results indicated that AIDS-

related Stigma (as with Attributions of Blame and 

Attributions of Responsibility) was also significantly 

higher for IV drug transmission (mean score on the 

Prejudicial Evaluation Scale = 2.51, on a scale of 1 to 7) 

than for either sexual transmission (m = 2.03) or blood 

transfusion (m = 1.76). The Stigma scores on the latter two 

transmission vectors did not differ significantly from one 

another. 

The other half of this hypothesis predicted that male 

subjects would also be more blaming than female subjects. 
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Table 15 

Analysis of Variance for AIDS-Related Stigma3 Explained by 

Sexual Orientation of the PWA, Mode of AIDS Transmission, 

and Gender of the Subject (N-171) 

Source SS df MS F Sig. F 

Main Effects 26 .722 4 6. 680 12 .749 .000 
Sexual Orientation 1 .979 1 1.979 3 .776 .054 
Mode of Transmission 16 .009 2 8.005 15 .276 .000 
Gender of Subject 8 .922 1 8.922 17 .028 .000 

2-way Interactions 2 .396 5 .479 .915 .473 
Orientation x Mode .115 2 .057 .109 .896 
Orientation x Gender 1 .116 1 1.116 2 .130 .146 
Mode x Gender 1 .102 2 .551 1 .052 .352 

3-way Interactions 2 .202 2 1.101 2 .101 .126 
Orient x Mode x Gender 2 .202 2 1.101 2 .101 .126 

Explained Variance 31 .320 11 2.847 5 .434 .000 

Residual Variance 83 .315 159 .524 

Total Variance 114 . 634 170 . 674 

Note. Only subjects randomly assigned to AIDS illness 

conditions (Vignettes 1-6) were included in this analysis 

(N=171). 

aStigma was measured by the Prejudicial Evaluation Scale. 
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This was not supported by the results; as Table 8 indicates, 

the gender of the subjects used in this study explained less 

than 1% of the variance in Attributions of Blame. Table 10, 

which displays an ANOVA for Attributions of Blame, shows no 

effect for gender. Although males are more likely to hold 

stigmatic attitudes toward PWAs, they are apparently no more 

likely than females to blame PWAs for their condition. 

Hypotheses Eight and Nine 

Finally, it was hypothesized that subjects who were 

personally acquainted with a PWA would have less blaming, 

stigmatic attitudes toward PWAs, and that subjects who 

formed a mental representation of a specific person when 

they thought of AIDS or homosexuality (as opposed to an 

abstract mental representation) would have less stigmatic 

attitudes toward AIDS or homosexuality, respectively. A 

decision was made during the course of the data analysis to 

combine sets of questions from the demographic questionnaire 

into two scale measures: a) Gay Familiarity (which assesses 

whether subjects have gay friends/acquaintances and form a 

specific mental representation of a gay person when they 

think of homosexuality), and b) HIV Familiarity (which 

assesses whether subjects have friends/acquaintances who are 

HIV-positive and form a specific mental representation of a 

PWA when they think of HIV/AIDS). 
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Table 4, which displays correlations between pre-

intervention measures, shows that Gay Familiarity did 

correlate significantly with Homophobia; Gay Familiarity was 

also a significant predictor of Homophobia (Table 9). These 

results support one aspect of the final hypotheses, since it 

does appear that the more familiar subjects were with 

homosexuality, the less prejudicial attitudes they held 

toward homosexuals (although the causal direction of this 

relationship cannot be determined). 

HIV Familiarity was not highly correlated with either 

Stigma or Attributions of Blame (Table 6), and did not enter 

into the regression equations as a significant predictor of 

either of those dependent variables (Tables 7 and 8). These 

results do not support hypotheses eight and nine, and 

suggest that knowing someone with AIDS or picturing a 

specific PWA does not contribute to less blaming, stigmatic 

attitudes toward PWAs. 

Ancillary Analyses 

Additional post hoc analyses were performed to 

determine whether each of the four post-intervention 

dependent measures (Attributions of Responsibility, 

Attributions of Blame, Stigma, and Social Avoidance) varied 

as a function of the vignette character's mode of illness 

transmission, sexual orientation, or illness. Individual 
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comparisons for each dependent variable with each of these 

three independent variables were all conducted using oneway 

ANOVAs, and therefore do not assess any variance due to 

other factors. 

As previously discussed, Attributions of Responsibility 

were significantly greater (utilizing Tukey HSD tests, £ < 

.05) toward vignette characters described as contracting 

their illness through either cigarette smoking or IV drug 

use than they were toward characters who contracted their 

illness sexually or through a blood transfusion; the latter 

two conditions also differed significantly from one another. 

Significantly more responsibility was assigned to lung 

cancer patients (m = 65.25%) than to PWAs (m = 35.72%) 

overall. Attributions of Responsibility did not differ 

significantly based on the sexual orientation of the 

vignette character (homosexual m = 44.85%, heterosexual m = 

41.18%) . 

Attributions of Blame (which was assessed on a scale 

of 1 to 4) showed the same pattern with regard to 

differences between mode of transmission conditions. 

Cigarette smokers were blamed the most, followed by IV drug 

use, sexual transmission, and blood transfusion. These 

differences were all statistically significant (£ < .05) 

with one exception: the difference between smoking and IV 
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drug use was nonsignificant. Once again, the overall 

difference in Attributions of Blame between the two 

illnesses was significant (lung cancer m = 2.96, AIDS m = 

2.01), but the sexual orientation of the vignette character 

did not make a significant difference (homosexual m = 2.35, 

heterosexual m = 2.14) . 

Differences in degree of Stigma assessed as a function 

of varying the mode of illness transmission indicate that IV 

drug users were stigmatized to a significantly greater 

degree than were cigarette smokers, persons afflicted via 

sexual transmission, or individuals infected through blood 

transfusion. No other differences between modes of 

transmission were statistically significant, nor were the 

respective differences in Stigma between illnesses (lung 

cancer m = 2.07, AIDS m = 2.10) or sexual orientation 

(homosexual m = 2.17, heterosexual m = 2.01) significant. 

Finally, differences in scores on the Social Avoidance 

Scale based on mode of transmission were examined, and none 

were found to differ significantly from one another. The 

respective differences in Social Avoidance based on vignette 

characters' illness (lung cancer m = 1.86, AIDS m = 2.13) 

and sexual orientation (homosexual m = 2.15, heterosexual m 

= 1.98) were also nonsignificant. 
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Additional analyses were also conducted post hoc to 

determine whether subjects who endorsed having a cognitive 

association between AIDS and homosexuality (as assessed by a 

question on the demographic questionnaire which asks 

subjects if they think of homosexuality when they think of 

AIDS) were more likely to score higher on the dependent 

variables. Analyzing only the 171 subjects in the six AIDS 

conditions, this cognitive association made no significant 

difference in Attributions of Responsibility. However, the 

57 subjects who endorsed this cognitive association did 

attribute significantly more Blame to the vignette character 

(m = 2.26) than did the 114 subjects who denied an automatic 

association between AIDS and homosexuality (m = 1.89; £ < 

.05). Subjects endorsing this association were also 

significantly more likely to hold stigmatic attitudes toward 

PWAs (m = 2.44 versus m = 1.92; ]D < .001) and to be more 

socially avoidant of PWAs (m = 2.74 versus m = 1.82; £ < 

.001) . 



CHAPTER IV 

DISCUSSION 

The tendency to stigmatize and.assign blame to 

individuals for illnesses they contract has long been 

recognized in the field of social psychology. This finding 

is particularly true when the afflicted individual is 

perceived as being personally responsible for his condition 

due to making intentional choices to act in ways which may 

cause infection (Rothschild, 1970). When applied to the 

AIDS epidemic, stigma and attributions of blame have 

consistently been found to relate to perceived 

responsibility, which has been shown to vary as a function 

of transmission vector. PWAs described as contracting their 

illness through volitional, controllable behaviors (sexual 

contact, IV drug use) are generally perceived more 

negatively than PWAs described as becoming infected through 

blood transfusions (e.g., Dowell et al., 1991; Graham et 

al., 1993; Lewis & Range, 1992). 

The present study's results provide further support for 

the notion that attributions of responsibility are 

associated with the assignation of blame and stigma toward 

PWAs. These three variables (stigma, blame, and 

85 
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responsibility) were significantly intercorrelated with one 

another in this study, and the mode of HIV transmission of 

the character in the vignette was a significant predictor 

for all three variables. An interesting finding was the 

consistency in the pattern of how responsibility, blame, and 

stigma were related to mode of HIV transmission; IV drug use 

was always perceived the most negatively (to a significant 

degree), followed by sexual contact and then blood 

transfusion (the same pattern found by Lewis and Range, 

1992). 

PWAs infected via blood transfusions were predicted to 

incur less stigma and other negative attributions, since 

those individuals would be seen as "innocent" victims 

(Cassens, 1985). However, the difference in negative 

attributions between IV drug use and sexual activity is not 

due solely to "internal attributions" based on intentional 

behaviors, since both of these transmission vectors are 

related to volitional acts. These results suggest that a 

moral judgement was made on the part of the subjects. 

The vignette characters who were described as past IV 

drug users were judged much more harshly than the characters 

who contracted HIV through sexual contact. This finding may 

be indicative of a perception (even in a college population) 

that IV drug use is a fringe activity. While the use of 
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such drugs as marijuana and cocaine is common in university 

settings, drugs self-administered through intravenous 

injection (e.g., heroin, methamphetamine) are quite 

atypical. One common social construct of IV drug users is 

of a "junkie," a person who lives only to abuse drugs. 

Individuals whose cognitive understanding of drug abuse 

centers around such stereotypes would certainly be likely to 

view an IV drug user as immoral, and stigmatize them on that 

basis. 

Admittedly, the degree of difference between the two 

"controllable" transmission vectors, sexual contact and IV 

drug use, may have been affected by the description of the 

vignette character as monogamous (and not sexually 

promiscuous, as PWAs are stereotyped to be); it is likely 

that a promiscuous character would have been perceived more 

negatively. In addition, the use of a college sample may 

have served to skew any negative attributions directed 

toward the "sexual transmission" vignette character, since 

college students tend to be more sexually promiscuous than 

the general population and, presumably, less judgmental 

about sexual activity in general. Regardless, these results 

do indicate that attributions of blame and responsibility, 

and the acquisition of stigmatic attitudes, are all mediated 



by factors other than the perceived intentionality of the 

behaviors leading to infection. 

Another interesting (and unexpected) finding was the 

high level of responsibility and blame attributed to 

vignette characters described as contracting lung cancer 

through cigarette smoking. Lung cancer vignette characters 

were actually held more responsible and were assessed more 

blame than were AIDS vignette characters, regardless of HIV 

transmission vector (although these differences were not 

significant when cigarette smokers were compared to IV drug 

users). These results are probably due to cigarette smoking 

also being perceived as an intentional behavior, and 

therefore individuals who contract lung cancer are blamed 

and held accountable. However, the type of illness did not 

have an effect on the overall level of either stigma or 

social avoidance; there was not a significant difference 

between the combined AIDS conditions and the lung cancer 

condition for either stigma or social avoidance. These 

results directly contradict several earlier studies, which 

found that PWAs were more stigmatized than victims of other 

illnesses (e.g., Crandall, 1991b; Triplet & Sugarman, 1987). 

When the level of stigma between the experimental conditions 

is further broken down, it becomes apparent that IV drug 

users who contracted AIDS were significantly more 
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stigmatized than cigarette smokers who were diagnosed with 

lung cancer, or PWAs who were infected through sexual 

contact or blood transfusion (in that order). PWAs in the 

sexual contact and blood transfusion conditions were not 

stigmatized any more or less than cigarette smokers who 

develop lung cancer. It appears that it is not the illness 

which is stigmatized; it is the manner in which the illness 

is contracted. Once again, moral judgements seem to play a 

large role. 

The present results lend themselves to several possible 

interpretations, including the following: 1) College 

students, and perhaps young adults in general, are less 

judgmental and fearful of AIDS than past studies seem to 

indicate; and 2) Persons who get lung cancer from smoking 

cigarettes will probably not be perceived in a sympathetic 

light by the young adults of today. These results also 

provide evidence that mediating variables play a role in 

both determining how attributions of responsibility are 

affected by the perception of behavioral intentionality, and 

in determining how blaming, stigmatic attitudes develop. 

This study provides support for the hypothesis that 

perceived responsibility does play an important role in 

attributions of blame and AIDS-related stigma; however, 

other factors are also important. Past studies examining 
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possible mediating variables have focused on individual 

personality factors and belief systems, and stigma toward 

PWAs has frequently been hypothesized as being related to 

cognitive associations with homosexuality and IV drug use 

(Herek & Glunt, 1988; Ho, 1990). Because the AIDS epidemic 

was linked at an early stage to the homosexual and IV drug 

communities, it appears to have become symbolic of both 

homosexuality and moral decay in the minds of many 

individuals (Katz et al., 1987; Triplet & Sugarman, 1987). 

This study provides further support for the existence of 

"tribal stigma" resulting from cognitive associations 

between AIDS and homosexuality, which accounts for a 

significant amount of the blaming and stigmatic attitudes 

found in a subset of the population (Crandall & Coleman, 

1992; Dowell et al., 1991; Herek & Glunt, 1988). Homophobic 

attitudes were found to be significantly predictive of AIDS-

related stigma, attributions of blame, and social avoidance. 

The present results also support the hypothesis that 

homophobic attitudes are just one aspect of a constellation 

of personality factors and belief systems in those 

individuals. Based on the data from this study, a 

stereotypic homophobe may be described as a conservative, 

authoritarian male whose thinking is relatively rigid. This 
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type of person may be expected to hold literal religious 

beliefs. 

It has been hypothesized in the past that this type of 

"tribal," associative stigma is largely symbolic or "value-

expressive" in nature (McDonell, 1993; Pryor et al., 1991); 

in other words, AIDS may be symbolic of homosexuality and IV 

drug use, which in turn may be symbolic of immorality. 

Although this hypothesis was not directly tested in this 

study, the present results do provide intuitive support for 

the hypothesis that specific symbolic representations of 

homosexuals are predictive of less homophobic attitudes. 

Subjects who had gay friends, family members, or 

acquaintances, or subjects who picture a specific individual 

when they think of homosexuality, were less likely to be 

homophobic in this sample. This provides support for 

Allport's "contact hypothesis" (1954), which proposed that 

contact with a member of a negatively-stereotyped group 

would lessen stigmatic attitudes. 

The present study did not obtain significant results to 

support the hypothesis that specific symbolic 

representations of PWAs, or having PWAs as acquaintances, 

friends, or family, would predict less stigma and blame 

toward PWA^. This nonsignificant finding may be due, in 

part, to problems associated with accurately assessing 
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individuals' mental representations. Werth and Lord (1992) 

found that subjects who were personally acquainted with a 

PWA were more likely to think of a specific person when they 

think of AIDS, rather than an abstraction. Based on this 

finding, questions on the demographic questionnaire used to 

assess familiarity with PWAs were pooled into one measure 

for the purpose of analysis. This measure may not have 

accurately assessed the construct of "specific mental 

representations." However, given that these experimental 

results suggest that AIDS is currently stigmatic in large 

part due to tribal associations, and not to illness factors, 

perhaps this result should have been expected. In terms of 

predicting AIDS-related stigma and attributions of blame, 

experiences with PWAs may not matter much; perhaps what 

matters most are the experiences observers have with 

homosexuals and IV drug users. 

This (post hoc) hypothesis is supported by experimental 

evidence from this study. Subjects who acknowledged a 

cognitive association between AIDS and homosexuality were 

significantly more likely to hold stigmatic, blaming 

attitudes toward the PWA in the vignette. These subjects 

were also more likely to endorse socially avoidant beliefs. 

This, too, suggests that the symbolic, "tribal" association 

between AIDS and homosexuality which exists in the minds of 
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many people (approximately one out of three, in this 

sample), coupled with the negative associations many people 

have with homosexuality, accounts for much of the stigma and 

blame toward PWAs. 

Despite these conclusions, it is important to note that 

most subjects endorsed nonhomophobic beliefs and 

nonstigmatic attitudes toward the PWA in the vignette. 

Also, despite the evidence suggesting that cognitive 

associations between homosexuality and AIDS play a 

significant role in the development of stigma and 

attributions of blame, the results of this study did not 

support the findings of other researchers who reported that 

homosexual patients were blamed more (Anderson, 1992) and 

held more responsible (Dowell et al., 1991; Triplet & 

Sugarman, 1987) for their illness. The sexual orientation 

of the vignette character in this study did not have a 

significant effect on either attributions of responsibility 

or blame (although it was a significant predictor of 

stigma). This finding (which was unexpected) suggests that 

negative attitudes toward homosexuality existed in a 

relatively small percentage of the participants in this 

study. 

The importance of understanding the root causes of 

stigma and blame toward PWAs, and working toward reducing 
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such negative attributions, has been highlighted by some 

recent research. Collins (1994) found that the amount of 

social support friends and family members give to PWAs is 

significantly predicted by attributions of blame and fear of 

AIDS; the greater the fear and blame in the people around 

them, the less social support the PWA receives. In turn, 

PWAs' perceived emotional support is strongly correlated 

with their psychological well-being. Thus, PWAs who are 

supported by nonjudgmental friends and family members are 

less likely to suffer emotional side-effects. 

Good emotional health of PWAs may affect not only their 

life expectancy, but the degree to which they take risks 

which may infect others, as well. Clement (1992) found that 

depressed PWAs were significantly more likely to engage in 

unprotected sexual intercourse, possibly because those 

individuals tended to use sex more as a means of coping. 

This finding suggests that working toward reducing AIDS-

related stigma and other negative attributions may actually 

have an indirect ameliorative effect on the rate of HIV 

infection. 

AIDS public health education measures have, to date, 

failed to address the effect of AIDS-related stigma and 

attributions of blame on peoples' attitudes toward PWAs. 

Public health education efforts have largely focused on 
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promoting a greater understanding of the disease and its 

transmission vectors (U.S. Department of Education, 1987), 

which has been reported to have been quite effective in 

reducing contagion fear (St Lawrence, Husfeldt, et al., 

1990). The results of this study indicate that, while the 

fear of AIDS contagion may be less common than in previous 

years, it remains an issue. Fear of AIDS was a significant 

predictor of both AIDS-related stigma and, particularly, 

social avoidance of PWAs. Connors and Heaven (1995) 

recently reported that despite the educational efforts of 

the U.S. government and the Surgeon General's Office (Koop, 

1986), some individuals still believe that AIDS may be 

contracted through casual contact. Obviously, continued 

educational efforts surrounding contagion issues are 

warranted. 

It appears that fear of contagion and homophobic 

attitudes may be related. Fear of AIDS was highly 

correlated with homophobia in the present study, and past 

research indicates that homophobia accounts for much of the 

variance in fear of AIDS (Anderson, 1992). This suggests 

the possibility that some of the same personality factors 

which are hypothesized to contribute to homophobia and 

cognitive associations between homosexuality and AIDS may 

also contribute to contagion fear. 
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Given the strong associations between homophobia, 

contagion concerns, and negative attributions toward. PWAs, 

it certainly appears that any educational efforts directed 

toward reducing AIDS-related stigma would need to address 

homophobic attitudes and beliefs. Herek and Glunt (1993) 

have stated clearly that AIDS education would be much more 

effective if it was geared toward reducing "antigay 

prejudice and hostility" (p. 256). Such educational efforts 

would be most effective, in the long run, if they were 

incorporated into public school curricula. However, in 

today's political climate, where any proposed legislation 

regarding the rights of homosexuals creates a public furor, 

such efforts toward cross-cultural understanding would be 

extremely unlikely to succeed. The religious right (who may 

be presumed to comprise a subset of the individuals with 

homophobic attitudes) would doubtless perceive such efforts 

as an outright endorsement of homosexuality, which they 

perceive as immoral, rather than tolerance for a range of 

human sexual behavior. The people who are most in need of 

education would be those who would most resist it; as Bean 

et al. (1989) found, homophobia correlates with a lack of 

motivation to reduce AIDS-related stigma. 

While the overall results of this study point to the 

need for improved public education and intervention efforts, 
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they should also provide some encouragement to PWAs. 

Although AIDS-related stigma exists, it is not significant 

when compared to other terminal illness stigma (at least in 

a college population). Young adults do not, in general, 

appear to perceive AIDS as being representative of evil or 

moral turpitude. When moral judgements are assigned to 

PWAs, these results suggest that those attitudes are 

primarily a reflection of inflexible attitudes about the 

method AIDS was contracted, which in turn appear to be 

largely a function of negative associations between AIDS and 

homosexuality/IV drug abuse. These negative associations 

may be most common in individuals with a particular 

constellation of personality factors and belief systems, 

including conservatism, authoritarianism, and cognitive 

inflexibility. Also, while a strong association still 

exists between AIDS and homosexuality, homosexuality does 

not appear to be perceived in a negative light by the 

majority of college students. 



APPENDIX A 

INFORMED CONSENT 

98 



99 

INFORMED CONSENT 

You have been asked to participate in a study assessing 
attitudes toward persons with different illnesses, including 
AIDS. The purpose of this research is to help uncover 
factors which predispose individuals to possess specific 
attitudes and beliefs. It is hoped that this study will be 
helpful in designing future illness education programs. 

You will be asked to complete several different 
questionnaires. You will also be asked to read a brief 
vignette describing a person who has an illness, and then to 
answer some questions regarding your attitudes toward that 
person. Your participation in this study will take 
approximately 35 minutes of your time. General information 
regarding your age, gender, ethnicity, beliefs, and 
preferences will be collected, but no specific identifying 
information will be asked of you. 

Please answer based on your true feelings and beliefs! The 
answers you give to the following questions are completely 
confidential and anonymous; your name will not be recorded 
on any of the following questionnaires. The identification 
number on each test is for data analysis purposes only, and 
will not be associated with your name on any document to 
assure complete confidentiality. 

This data is being collected for research purposes, and your 
participation is completely voluntary. You may withdraw 
your participation at any time, without penalty, prejudice, 
or loss of benefits. The data collected from this study 
will be analyzed and the results will be published. If you 
desire more information regarding this research, please 
contact Peter Henschel (graduate student) or Dr. Charles 
Guarnaccia (Assistant Professor) in the University of North 
Texas Department of Psychology Department at 817-565-2671. 
Thank you. 

THIS PROJECT HAS BEEN REVIEWED BY UNIVERSITY OF NORTH TEXAS 
COMMITTEE FOR THE PROTECTION OF HUMAN SUBJECTS (Phone: 817-
565-3940) 
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Demographic Questionnaire 

Col. 

(1-2) 01 Instrument-card 

(3-5) Subject Number 

(6-7) Your age 

(8 ) Your gender (l=male, 2=female) 

(9) Your ethnicity (l=Caucasian/White, 2=African American/Black, 

3=Hispa.nic, 4=Asian, 5=Other) 

(10) Class Standing (l=Freshman, 2=Sophomore, 3=Junior, 4=Senior) 

(11 ) Which of the following terms best describes your attitudes 

regarding social issues? 
1 = very liberal 3 = conservative 
2 = liberal 4 = very conservative 

(12 ) Which of the following terms best describes your political 
beliefs? 
1 = very liberal 3 = conservative 
2 = liberal 4 = very conservative 

(13) Which best describes your religious orientation? 
1 = Christian 3 = Jewish 5 = Other 
2 = Non-practicing Christian 4 = Muslim 

(14 ) What is your sexual orientation? 
1 = straight 2 = gay 3 = bisexual 

Please answer the following questions yes (1) or no (2). 

(15) When you think of homosexuality, do you think of a specific 
individual whom you know? 

(16) If your answer to (15) is "yes," do you have a positive 
relationship with that individual? 

(17) Do you have any acquaintances whom you know to be gay or 
lesbian? 

(18) 

(19) 

Do you have any close friends or family members who are gay 
or lesbian? 

When you think of HIV or AIDS, do you think of a specific 
individual whom you know? 

(2°) If your answer to (19) is "yes," do you have a positive 
relationship with that individual? 

(21) When you think of AIDS, do you think of homosexuality? 

(22) Do you have any acquaintances whom you know to be HIV-
positive? 

(23) Do you have any close friends or family members who are HIV-
positive? 

(24) Do you personally know anyone who died of AIDS? 
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Col. 
(1-2) 

(3-5) 

Circle 

Circle 

Circle 

Circle 

Circle 

03 

Inquiry Concerning Social and Religious Views 

Instrument-card 

Subject Number 

if you "definitely disagree" or if the statement is 
definitely false in your view. 

if you "tend to disagree" or if the statement is mostly false 
in your view. 

if you are "neutral" on the statement, if you cannot decide, 
or if the statement is about equally true and false. 

if you "tend to agree" or if the statement is mostly true in 
your view. 

if you "definitely disagree" or if the statement is 
definitely true in your view. 

( 6 ) 

(7) 

( 8 ) 

(9) 

(10) 

(11) 

(12) 

(13) 

(14) 

Definitely Disagree 

Tend to Disagree 

Neutral 

Tend to Agree 
I 

Definitely Agree 
I 

What religion offers me most is comfort 
when sorrows and misfortune strike. 

I try hard to carry my religion over 
into all my other dealings in life. 

One reason for my being a church member 
is that such membership helps to 
establish a person in the community. 

Quite often I have been keenly aware of 
the presence of God or the Divine Being. 

The purpose of prayer is to secure a 
happy and peaceful life. 

My religious beliefs are what really 
lie behind my whole approach to life. 

The prayers I say when I am alone carry 
as much meaning and personal emotion as 
those said to me during services. 

It doesn't matter so much what I believe 
so long as I lead a moral life. 

Although I am a religious person I 
refuse to let religious considerations 
influence my everyday affairs. 
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Definitely Disagree 

Tend to Disagree 

Neutral 

Tend to Agree 

(15) 

Definitely Agree 
I 

If not prevented by unavoidable 
circumstances, I attend church: 

1 = More than once a week 
2 = About once a week 
4 = Two or three times a month 
5 = Less than once a month 

(16) 

(17) 

(IB) 

(19) 

(20) 

(21) 

( 2 2 ) 

(23) 

(24) 

(25) 

The church is most important as a place 
to formulate good social relationships. 

Although I believe in my religion, I 
feel there are many more important 
things in my life. 

If I were to join a church group I would 
prefer to join: (1) a Bible Study group, 
or (2) a social fellowship. 

1 = 1 would prefer to join (1) 
2 = 1 probably would prefer (1) 
4 = 1 probably would prefer (2) 
5 = 1 would prefer to join (2) 

I pray chiefly because I have been 
taught to pray. 

Religion is especially important to me 
because it answers many questions about 
the meaning of life. 

A primary reason for my interest in 
religion is that my church is a 
congenial social activity. 

I read literature about my faith (or 
church). 

1 = Frequently 
2 = Occasionally 

4 = Rarely 
5 = Never 

Occasionally I find it necessary to 
compromise my religious beliefs in order 
to protect my social and economic well-
being. 

It is important to me to spend periods 
of time in private religious thought and 
meditation. 

The primary purpose of prayer is to gain 
relief and protection. 
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Christian Beliefs Scale 
(Col.) 
(1-2) 
(3-5) 

04 Instrument-card 
Subject Number 

Please rate the degree to which you agree or disagree with the following 
statements: 

Strongly Disagree 

Disagree 

Somewhat Disagree 

Undecided 

Somewhat Agree 

Agree 
I 
I Strongly Agree 
I I 
I I 

6 7 ( 6) 

( 7) 

( 8 ) 

( 9) 

(10) 

(11) 

(12) 

(13) 

(14) 

(15) 

God exists as: Father, Son, 
and Holy Spirit. 

Man is not a special 
creature made in the image 
of God, he is simply a 
recent development in the 
process of animal 
evolution. 

Jesus Christ was the divine 
Son of God. 

The Bible is the word of 
God given to guide man to 
grace and salvation. 

Those who feel that God 
answers prayers are just 
deceiving themselves. 

It is ridiculous to believe 
that Jesus Christ could be 
both human and divine. 

Jesus was born of a virgin. 

The Bible may be an 
important book of moral 
teachings, but it was no 
more inspired by God than 
were many other such books 
in the history of Man. 

The concept of God is an 
old superstition that is no 
longer needed to explain 
things in the modern era. 

Christ will return to the 
earth someday. 
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Strongly Disagree 

Disagree 

Somewhat Disagree 

Undecided 

(16) 

(17) 

(18) 

(19) 

(20) 

(21) 

( 2 2 ) 

(23) 

(24) 

(25) 

1 2 

Somewhat Agree 

Agree 
I 

Strongly Agree 
I 

Most of the religions in 
the world have miracle 
stories in their 
traditions; but there is no 
reason to believe any of 
them are true, including 
those found in the Bible. 

God hears all of our 
prayers. 

Jesus Christ may have been 
a great ethical teacher, as 
other men have been in 
history. But he was not 
the divine Son of God. 

God made man of dust in His 
own image and breathed life 
into him. 

Through the life, death, 
and resurrection of Jesus, 
God provided a way for the 
forgiveness of man's sins. 

Despite what many people 
believe, there is no such 
thing as a god who is aware 
of Man's actions. 

Jesus was crucified, died, 
and was buried, but on the 
third day He arose from the 
dead. 

In all likelihood there is 
no such thing as a God-
given immortal soul in Man 
which lives on after death. 

If there ever was such a 
person as Jesus of 
Nazareth, he is dead now 
and will never walk the 
earth again. 

Jesus miraculously changed 
real water into real wine. 
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Strongly Disagree 

Disagree 

Somewhat Disagree 

Undecided 

Somewhat Agree 

Agree 

(26) 2 3 

Strongly Agree 
I 
I 

There is a God who is 
concerned with everyone's 
actions. 

(27) 

(28) 

2 3 

2 3 

(29) 

Jesus' death on the cross, 
if it actually occurred, 
did nothing in and of 
itself to save Mankind. 

There is really no reason 
to hold to the idea that 
Jesus was born of a virgin. 
Jesus' life showed better 
than anything else that he 
was exceptional, so why 
rely on old myths that 
don't make sense. 

The Resurrection proves 
beyond a doubt that Jesus 
was the Christ or Messiah 
of God. 
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Attitudes about Homosexuality 

(Col.) 
(1-2) 05 Instrument-card 
(3-5) Subject Number 

True 

120] 

False 

( 6) 1 2 Sexual preference should not be a factor in 
employment opportunity. 

( 7) 1 2 Homosexuals are just like everyone else, they 
simply live an alternative lifestyle. 

( 8) 1 2 Homosexuals should be isolated from heterosexuals. 

( 9) 1 2 Homosexuals should not be discriminated against 
because of their sexual preferences. 

(10) 1 2 Homosexual acts should be illegal. 

(11) 1 2 Homosexuals are a danger to our young people. 

(12) 1 2 I would not like to work with a homosexual. 

(13) 1 2 Homosexuals should not hold high government 

offices. 

(14) 1 2 Job discrimination against homosexuals is wrong. 

(15) 1 2 Homosexuals should not hold leadership positions. 

(16) 1 2 Homosexuals do not corrupt the youth of America. 

(17) 1 2 I would not want a homosexual to live in the house 
(apartment) next to mine. 

(18) 1 2 If I found out one of my friends was a homosexual, 
our friendship would be severely damaged. 

(1^) 1 2 I would never have anything to do with a person if 
I knew he/she was a homosexual. 

Apartment complexes should not accept homosexuals 
as renters. 
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(Col.) 
(1-2) 

(3-5) 

06 

Balanced F Scale 

Instrument-card 

Subject Number 

Please rate the degree to which you agree or disagree with the following 
statements: 

Strongly Disagree 

Disagree 

Somewhat Disagree 

Undecided 

Somewhat Agree 

Agree 

I Strongly Agree 
I I 

( 6) 1 

( 7) 1 

( 8) 1 

( 9) 1 

(10) 1 

(11) 1 

(12) 1 

There is hardly anything 
lower than a person who 
does not feel a great love, 
gratitude, and respect for 
his parents. 

An insult to our honor 
should always be punished. 

Books and movies ought not 
to deal so much with the 
unpleasant and seamy side 
of life: they ought to 
concentrate on themes that 
are entertaining or 
uplifting. 

What the youth need most is 
strict discipline, rugged 
determination, and the will 
to work and fight for 
family and country. 

No sane, normal, decent 
person could ever think of 
hurting a close friend or 
relative. 

Young people sometimes get 
rebellious ideas, but as 
they grow up they ought to 
get over them and settle 
down. 

The findings of science may 
some day show that many of 
our most cherished beliefs 
are wrong. 
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Strongly Disagree 

Disagree 

Somewhat Disagree 

Undecided 

(13) 

(14) 

(15) 

(16) 

(17) 

(18) 

(19) 

( 2 0 ) 

(21) 

( 2 2 ) 

Somewhat Agree 

Agree 
I 

Strongly Agree 

It is highly unlikely that 
astrology will ever be able 
to explain anything. 

People ought to pay more 
attention to new ideas, 
even if they seem to go 
against the American way of 
life. 

If people would talk less 
and work more, everybody 
would be better off. 

A person who has bad 
manners, habits, and 
breeding can hardly expect 
to get along with decent 
people. 

Insults to our honor are 
not always important enough 
to bother about. 

It's all right for people 
to raise questions about 
even the most sacred 
matters. 

Obedience and respect for 
authority are the most 
important virtues children 
should learn. 

There is no reason to 
punish any crime with the 
death penalty. 

Anyone who would interpret 
the Bible literally just 
doesn't know much about 
geology, biology, or 
history. 

In this scientific age the 
need for a religious belief 
is more important than 
ever. 
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Strongly Disagree 

Disagree 

Somewhat Disagree 

Undecided 

Somewhat Agree 

Agree 
I 

Strongly Agree 

(23) 1 

(24) 1 

(25) 1 

(26) 1 

(27) 1 

When they are little, kids 
sometimes think about doing 
harm to one or both of 
their parents. 

It is possible that 
creatures on other planets 
have founded a better 
society than ours. 

The prisoners in our 
corrective institutions, 
regardless of the nature of 
their crimes, should be 
humanely treated. 

The sooner people realize 
that we must get rid of all 
the traitors in the 
government, the better off 
we'll be. 

Some of the greatest 
atrocities in man's history 
have been committed in the 
name of religion and 
morality. 
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(Col.) 
(1-2) 

(3-5) 

07 

AIDS Attitudes Scale 

I n s t rume rit - c a r d 

Subject Number 

Strongly Disagree 

Disagree 

Undecided 

( 6) 1 

( 7) 1 

( 8) 1 

( 9) 1 

(10) 1 

(11) 1 

(12) 1 

(13) 1 

(14) 1 

(15) 1 

(16) 1 

(17) 1 

(18) 1 

(19) 1 

Agree 
I 

Strongly Agree 

5 I wouldn't mind being in the same room 
with a friend who had AIDS. 

5 A centralized file containing the names 
of all people known to have the AIDS 
virus should be created. 

5 If I found out a friend had AIDS, I 
would be afraid to hug him/her. 

5 I would object to sending my non-
infected child to a school which had a 
child who has AIDS. 

5 I believe public officials when they say 
AIDS cannot be transmitted through 
casual contact. 

5 I am afraid that I will get AIDS. 

5 AIDS children should be allowed to 
attend public school. 

5 Compared with other public health 
problems, I think AIDS is a very minor 
problem. 

5 If I found out that my lover had AIDS, I 
would still have sex with him/her. 

5 The seriousness of AIDS is greatly 
overblown by the media. 

5 AIDS will become a severe and wide-
spread epidemic. 

5 I am worried about catching AIDS in 
a public restroom. 

5 Even if a friend had AIDS, I wouldn't 
mind touching him/her. 

5 If I found out a friend or lover had 
AIDS I would be afraid to kiss him/her. 
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(Col.) 
(1-2) 08 

(3-5) 

Instrument-card 

Subject Number 

Please read the following hypothetical vignette, and answer 
the subsequent questions based on your feelings toward the 
person in the vignette. 

Robert is a 2 9-year-old college graduate who holds a middle-management 
position in a small software company. He is an outgoing person who 
enjoys socializing with friends. Robert has been living with his lover, 
James, for just over seven years. 

Six months ago, Robert began to feel fatigued and had a recurrent 
respiratory infection, which would not go away and which he attributed 
to "the flu." He described these symptoms to his physician during a 
yearly physical, and a series of blood tests and X-rays were performed. 
The next day, Robert's physician informed him that he has HIV 
antibodies, and his respiratory infection is a form of pneumonia common 
in AIDS patients. 

Robert believes he contracted HIV from his partner, James, since he has 
had no other sexual partners and has no other HIV risk factors in his 
history. James subsequently tested positive for HIV, also. 

Assume that four things are partly or wholly a cause for 
Robert's illness: chance, someone else, the environment, or 
Robert himself. How much would you say each of them is a 
cause, from 0-100%? (Your total should equal 100%) 

(6-7) 

(8-9) 

(10-11) 

(12-13) 

Chance 

Someone else 

Environment 

Robert himself 
Total = 100 % 

Please assess the degree to which you blame Robert for his 
illness: 

:i4) 

I 
Completely 

Quite a bit 

Somewhat 

Not at all 
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(Col.) 
(1-2) 08 

(3-5) 

Instrument-card 

Subject Number 

Please read the following hypothetical vignette, and answer 
the subsequent questions based on your feelings toward the 
person in the vignette. 

Robert is a 2 9-year-old college graduate who holds a middle-management 
position in a small software company. He is an outgoing person who 
enjoys socializing with friends. Robert has been married for just over 
seven years and has no children. 

Six months ago, Robert began to feel fatigued and had a recurrent 
respiratory infection, which would not go away and which he attributed 
to "the flu." He described these symptoms to his physician during a 
yearly physical, and a series of blood tests and X-rays were performed. 
The next day, Robertfs physician informed him that he has HIV 
antibodies, and his respiratory infection is a form of pneumonia common 
in AIDS patients. 

Robert believes he contracted HIV from his wife, Jane, since he has had 
no other sexual partners and has no other HIV risk factors in his 
history. Jane subsequently tested positive for HIV, also. 

Assume that four things are partly or wholly a cause for 
Robert's illness: chance, someone else, the environment, or 
Robert himself. How much would you say each of them is a 
cause, from 0-100%? (Your total should equal 100%) 

(6-7) 

(8-9) 

(10-11) 

(12-13) 

Chance 

Someone else 

Environment 

Robert himself 
Total = 100 % 

Please assess the degree to which you blame Robert for his 
illness: 

(14) 1 

I 
Completely 

Quite a bit 

Somewhat 

Not at all 
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(col.) 
(1-2) 08 

(3-5) 

Instrument-card 

Subject Number 

Please read the following hypothetical vignette, and answer 
the subsequent questions based on your feelings toward the 
person in the vignette. 

Robert is a 2 9-year-old college graduate who holds a middle-management 
position in a small software company. He is an outgoing person who 
enjoys socializing with friends. Robert has been living with his lover, 
James, for just over seven years. 

Six months ago, Robert began to feel fatigued and had a recurrent 
respiratory infection, which would not go away and which he attributed 
to "the flu." He described these symptoms to his physician during a 
yearly physical, and a series of blood tests and X-rays were performed. 
The next day, Robert's physician informed him that he has HIV 
antibodies, and his respiratory infection is a form of pneumonia common 
in AIDS patients. 

Robert believes he contracted HIV from frequent IV drug use in the mid-
1980 !s, since his partner, James, has tested HIV-negative. Robert has 
had no other sexual partners. 

Assume that four things are partly or wholly a cause for 
Robert's illness: chance, someone else, the environment, or 
Robert himself. How much would you say each of them is a 
cause, from 0-100%? (Your total should equal 100%) 

(6-7) 

(8-9) 

(10-11) 

(12-13) 

Chance 

Someone else 

Environment 

Robert himself 
Total = 100 % 

Please assess the degree to which you blame Robert for his 
illness: 

:i4) 

I 
Completely 

Quite a bit 

Somewhat 

Not at all 
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(Col.) 
(1-2) 08 

(3-5) 

Instrument-card 

Subject Number 

Please read the following hypothetical vignette, and answer 
the subsequent questions based on your feelings toward the 
person in the vignette. 

Robert is a 2 9-year-old college graduate who holds a middle-management 
position in a small software company. He is an outgoing person who 
enjoys socializing with friends. Robert has been married for just over 
seven years and has no children. 

Six months ago, Robert began to feel fatigued and had a recurrent 
respiratory infection, which would not go away and which he attributed 
to "the flu." He described these symptoms to his physician during a 
yearly physical, and a series of blood tests and X-rays were performed. 
The next day, Robert's physician informed him that he has HIV 
antibodies, and his respiratory infection is a form of pneumonia common 
in AIDS patients. 

Robert believes he contracted HIV from frequent IV drug use in the mid-
1980 fs, since his wife, Jane, has tested HIV-negative. Robert has had 
no other sexual partners. 

Assume that four things are partly or wholly a cause for 
Robert's illness: chance, someone else, the environment, or 
Robert himself. How much would you say each of them is a 
cause, from 0-100%? (Your total should equal 100%) 

(6-7) 

(8-9) 

(10-11) 

(12-13) 

Chance 

Someone else 

Environment 

Robert himself 
Total = 100 % 

(14) 

Please assess the degree to which you blame Robert for his 
illness: 

I 
Completely 

Quite a bit 

Somewhat 

Not at all 



APPENDIX L 

VIGNETTE 5 

HOMOSEXUAL, BLOOD TRANSFUSION, AIDS 
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(Col.) 
(1-2) 08 

(3-5) 

Instrument-card 

Subject Number 

Please read the following hypothetical vignette, and answer 
the subsequent questions based on your feelings toward the 
person in the vignette. 

Robert is a 2 9-year-old college graduate who holds a middle-management 
position in a small software company. He is an outgoing person who 
enjoys socializing with friends. Robert has been living with his lover, 
James, for just over seven years. 

Six months ago, Robert began to feel fatigued and had a recurrent 
respiratory infection, which would not go away and which he attributed 
to "the flu." He described these symptoms to his physician during a 
yearly physical, and a series of blood tests and X-rays were performed. 
The next day, Robert's physician informed him that he has HIV 
antibodies, and his respiratory infection is a form of pneumonia common 
in AIDS patients. 

Robert believes he contracted HIV from a blood transfusion following an 
automobile accident in the mid-1980's, since his partner, James, has 
tested HIV-negative. Robert has had no other sexual partners. 

Assume that four things are partly or wholly a cause for 
Robert's illness: chance, someone else, the environment, or 
Robert himself. How much would you say each of them is a 
cause, from 0-100%? (Your total should equal 100%) 

(6-7) 

(8-9) 

(10-11) 

(12-13) 

Chance 

Someone else 

Environment 

Robert himself 
Total = 100 % 

(14) 

Please assess the degree to which you blame Robert for his 
illness: 

I Completely 
I 

Quite a bit 

Somewhat 

Not at all 
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(Col.) 
(1-2) 08 

(3-5) 

Instrument-card 

Subject Number 

Please read the following hypothetical vignette, and answer 
the subsequent questions based on your feelings toward the 
person in the vignette. 

Robert is a 29-year-old college graduate who holds a middle-management 
position in a small software company. He is an outgoing person who 
enjoys socializing with friends. Robert has been married for just over 
seven years and has no children. 

Six months ago, Robert began to feel fatigued and had a recurrent 
respiratory infection, which would not go away and which he attributed 
to "the flu." He described these symptoms to his physician during a 
yearly physical, and a series of blood tests and X-rays were performed. 
The next day, Robert's physician informed him that he has HIV 
antibodies, and his respiratory infection is a form of pneumonia common 
in AIDS patients. 

Robert believes he contracted HIV from a blood transfusion following an 
automobile accident in the mid-1980's, since his wife, Jane, has tested 
HIV-negative. Robert has had no other sexual partners. 

Assume that four things are partly or wholly a cause for 
Robert's illness: chance, someone else, the environment, or 
Robert himself. How much would you say each of them is a 
cause, from 0-100%? (Your total should equal 100%) 

(6-7) 

(8-9) 

(10-11) 

(12-13) 

Chance 

Someone else 

Environment 

Robert himself 
Total = 100 % 

Please assess the degree to which you blame Robert for his 
illness: 

(14) 4 
I 
I 
Completely 

Quite a bit 

Somewhat 

Not at all 
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(Col.) 
(1-2) 08 

(3-5) 

Instrument-card 

Subject Number 

Please read the following hypothetical vignette, and answer 
the subsequent questions based on your feelings toward the 
person in the vignette. 

Robert is a 2 9-year-old college graduate who holds a middle-management 
position in a small software company. He is an outgoing person who 
enjoys socializing with friends. He has been a heavy smoker since age 
15, and he currently smokes two packs of cigarettes a day. Robert has 
been living with his lover, James, for just over seven years. 

Six months ago, Robert began to feel fatigued and had a recurrent 
respiratory infection, which would not go away and which he attributed 
to "the flu." He described these symptoms to his physician during a 
yearly physical, and a series of blood tests and X-rays were performed. 
The next day, Robert's physician informed him that he has several large 
tumors in his lungs; a subsequent biopsy confirmed a diagnosis of 
advanced lung cancer. 

Assume that four things are partly or wholly a cause for 
Robert's illness: chance, someone else, the environment, or 
Robert himself. How much would you say each of them is a 
cause, from 0-100%? (Your total should equal 100%) 

(6-7) 

(8-9) 

(10-11) 

(12-13) 

Chance 

Someone else 

Environment 

Robert himself 
Total = 1 0 0 

(14) 

Please assess the degree to which you blame Robert for his 
illness: 

1 2 3 4 
I I 
I I 
I Completely 
I 

Quite a bit 

Somewhat 

Not at all 
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(Col.) 
(1-2) 08 

(3-5) 8 

Instrument-card 

Subject Number 

Please read the following hypothetical vignette, and answer 
the subsequent questions based on your feelings toward the 
person in the vignette. 

Robert is a 29-year-old college graduate who holds a middle-management 
position in a small software company. He is an outgoing person who 
enjoys socializing with friends. He has been a heavy smoker since age 
15, and he currently smokes two packs of cigarettes a day. Robert has 
been married for just over seven years and has no children. 

Six months ago, Robert began to feel fatigued and had a recurrent 
respiratory infection, which would not go away and which he attributed 
to "the flu." He described these symptoms to his physician during a 
yearly physical, and a series of blood tests and X-rays were performed. 
The next day, Robert's physician informed him that he has several large 
tumors in his lungs; a subsequent biopsy confirmed a diagnosis of 
advanced lung cancer. 

Assume that four things are partly or wholly a cause for 
Robert's illness: chance, someone else, the environment, 
Robert himself. How much would you say each of them is a 
cause, from 0-100%? (Your total should equal 100%) 

(6-7) 

(8-9) 

(10-11) 

(12-13) 

Chance 

Someone else 

Environment 

Robert himself 
Total = 100 % 

Please assess the degree to which you blame Robert for his 
illness: 

(14) 1 

I Completely 
I 

Quite a bit 

Somewhat 

Not at all 
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(Col.) 
(1-2) . 
(3-5) . 

09 

Attitudes toward Robert: Scale 1 

Instrument-card 
Subject Number 

Strongly Disagree 

Disagree 

Somewhat Disagree 

Undecided 

( 6 ) 1 

( 7) 1 

( 8) 1 

( 9) 1 

(10) 1 

(11) 1 

(12) 1 

(13) 1 

(14) 1 

(15) 1 

(16) 1 

(17) 1 

Somewhat Agree 

Agree 

Strongly Agree 
I 

7 Robert is responsible 
for his own illness. 

Robert deserves sympathy 
and understanding. 

Robert deserves what has 
happened to him. 

Robert's illness has 
been traumatic for him. 

Robert has a lot of pain 
and suffering. 

Robert is dangerous to 
other people. 

Robert deserves the best 
medical care possible. 

Robert deserves to die. 

The world would be 
better off without 
Robert. 

Suicide might be the 
best solution for 
Robert. 

Robert should be 
quarantined so he 
doesn't expose others. 

Robert deserves to lose 
his job. 
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(Col.) 
(1-2) . 
(3-5) . 

10 

(12) 

(13) 

(14) 

Attitudes toward Robert: Scale 2 

Instrument-card 
Subject Number 

Strongly Disagree 

Disagree 

Somewhat Disagree 

Undecided 

( 6) 1 

( 7) 1 

( 8) 1 

( 9) 

(10) 1 

(11) 1 

1 

Yes 

2 

No 

Somewhat Agree 

Agree 

Strongly Agree 
I 

7 

Unsure 

If I met Robert, I would 
be willing to strike up 
a conversation with him. 

I would attend a party 
where Robert was 
present. 

I would attend a party 
where Robert was 
preparing food. 

I would be willing to 
work in the same office 
with Robert. 

If I was a friend of 
Robert's, I would be 
willing to continue the 
friendship at this time. 

Robert's lease is up in 
two months. If I was 
his landlord, I would 
renew his lease. 

I would allow my 
children to visit Robert 
in his home. 

I would be willing to 
have Robert as a guest 
in my home. 

Have you ever completed 
this exact same packet 
of surveys in the past? 
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