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Study Objectives
and Survey Procedures

Describing the need for social science re,earch on
acquired immunodeficiency syndrome (AIDS), the
1988 report of the Royal Socicty of Canada'
identifiec three “populations” whose attitudes and
behaviour are critical. people with AIDs or pcople
infected by the human immunodeficiency virus
(HIv ), thuse atnsk of infection, and people who are,
voluntanly or as part of their jobs, involved with
those who already have a1ps and Hiv-infected
people. it is not difficult to see how the results
of research on these groups can inform health-
promotion imtiatives Less obvious in the context of
dealing with aIDs is the need for research, of the
kind presented in this report, on the attitudes and
behaviour of a representative cross-section of the
Canadian population, a majonity of whom are no.
personally at risk.

Between September and December 1988, 1259
Canadians answered a thirty-minute questionnaire
for interviewers calling from the Institute for Social
Research at York Umversity. The questions dealt
with knowledge about aIDs and how it is communi-
cated, with behaviour involving risk of HIv nfec-
tion, and with public policy for dealing with AIps

Such & study was necessary for three reasons
First, in order to estimate the incidence of behav-
iour, 1t is necessary to sample from the entire
population at risk In order to determine the number
of Canadians who use injection drugs, for example,
it is not sufficient to survey injection drug users
alone; instead, a representative sample of the
population must be asked if they use injection
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drugs. The same argument applies to the incidence
of sexual practices that carry the nsk of Hiv
infection. In this context it is worth remembering
that, while the percentage of the population at nisk
from needle sharing s likely to be quite small, each
tenthof | percent of the population represents about
eighteen thousand Canadians.

This argument applies also to subgroups of the
population. For example, in order to determine
whether people with more than one sexual partner
take effective precautions agamnst Hiv infection, a
representative sample of that sub-population 1s
required. Since individuals with more than one
partner cannot be identified on the basis of visible
characteristics, they must be located through a
sample of the entire population. Respondents in that
representative sample can then be asked about their
sexual practices, and those with more than one
partner can be asked about whether they take
precautions.

This strategy has its limi.s. Not enough members
of very small groups, such as injection drug users,
can be located in representative population samples
to provide adequate information about the group.
While the present study provides a fairly precise
estimate of the incidence of injection drug use, it
cannot tell us much about the age, marital status,
location, and other charactenstics of drug users.
Thatkind of investigation would require a survey 1n
which injection drug users were sampled more
directly.

The second rationale for this study of Canadian

10
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4 amps 1n Canada

adults reflects the fact that. 1n vanous ways. very
large numbers of Canadians know about and are
affected by AIDs. News and information about Albs
15 almost 1mpossible to avoid, necessary public-
education efforts often cannot be confined to
individuals at immediate nisk. parents face uilen-
mas about educating their children. and consider-
able numbers of people know or hnow of someone
with AIDS or who 15 HIv infected. Effective mobili-
zation against AIDS requires broad public support
and understanding.

Recent controversy over confidential testing for
HIv nfection and providing (lcan needles to inje -
tion drug users demonstrates the need for an
informed public. Often researchers are able to
identify and quantify the advantages and disadvan-
tages of alternative policy positions. For example,
existing research on such programs provides the
casis for predicting whether providing needles to
injection drug users will decrease the shanng of
needles and the consequent spread of 1y infec-
tion. But evidence of the effectiveness of acedle-
cxchange programs alone will not bring them inty
being. Also necessary is a broad public acceptance,
or at least the absence of concerted opposition. to o
public program that acknowledges and does not
punish the use of 1illegal drugs.

Although the level of personal nsh of Hn
infection varies enormously across the population -
as a function of sex. sexual orientation, age, mantal
status, and so on - most educational programs
cannot be directed exclusively to people at risk. The
rest of the population must at least be prepared to
tolerate messages designed to alter the behaviour of
what may be a minority of Canadians The general
acceptance of advertising condoms is an encourag-
ing sign of increased public tolerance. Identifying
gaps n public knowledge and misinformaucn
makes it easier to develop broad public support for
AIDS education.

Whether Canadians are well informed abour Albs
has broader consequences as well The continued
success of a blood-donation system based on
voluntary contributions, for example, requires that
Canadians know that AIDS cannot be spread through
blood donations. Our comrmitments to individual

rights can be compromised by the nustaken beliefs
that AIps can be spread though food prepared by
HIv-infected persons or by casual personal contact
between teachers and students or health-care work-
ers and patients. Not only are broad principles
placed at risk, but misinformation about AIDbs causes
real harm to people hiving with a1ps and to therr
friends, famlizs, and caregivers. to I -infected
persons, and to individuals and groups of Caaadians
perceived to be at high risk.

A third rationale for this study of the Canadian
adult population involves the intrinsic 1mportance
of broad public understanding of a major threat to
public health. An inforined citizenry is a necessary
and important element of an effective and humane
societal response to AIps A high level of public
knowledge also 1.nproves the quality of individual
and community life. The behef that Hiv infection
can be spread through casual contact results in the
stigmatization of Hiv-infected people, but the peo-
ple holding that belief are also harmed The belief
that one 1s at nisk from casual contact with an
nvisible, deadly virus 1s certainly not conducive to
good mental health.

In formuiating policies to deal with AIDS, polls
cannot take the place of coherent public policy-
making .’ but public understanding of AIDs provides
policy-makers with an environment for effective
and compassionate response to the threat from a1ps

11




Contents of the Survey Questionnaire

The questionnaire was designed to achieve four
objectives First, 1t was to provide an assessment of
how much and what Canadians know about a1ps At
the very beginning of the questionnaire, respon-
dents were asked: to describe aips in their own
words; what the most common method of transmis-
sionof HIV infection i> at present; and whether they
thought certain individuals and groups were at
particularly high risk of Hiv infection. There fol-
lowed a series of questions that dir ctly measured
individuals® knowledge of HIv transmission and ¢
the effectiveness of different methods of preventing
transmission. In addition to providing information
about the average level and range of vartation 1n
knowledge of aIDs, these data can be used to
determine the extent of differences 1n knowledge
between women and men and among age, socio-
economic, and regional and ethnic groups.

The sccond objective was to determine how
people find out about A1DS and who they feel should
be responsible for providing that information. The
concern here was tc assess the effectiveness of
alternative forms of communication and to assess
public perceptions of the legstunacy of information
coming from different organizations and snstitutions

The third objective of the survey was to estimate
the prevalence of behaviour that potentially exposes
individuals to Hiv infection and to determine what
personal charactenstics are associated with higher
levels of risk. Except for one question about
ijection drug use, these questions dealt with
aspects of sexual behaviour, including the numbers
and sex of sexual partners, the incidence of sex with
partners who were not well known to the respon-
dent, and whether and how people have changed
their behaviour to prevent Hiv nfection

The fourth objective was to discover the state of
public opimon on the key policy 1ssues that have
been raised by the aips epidemic. These include the
protection, in employment and housing, of people
who are Hiv positive, confidential testing, provid-
ing needles to dme users, and AIDS education 1n
scnools.

Objectives and Procedures 5

Of course, the survey also included an extensive
set of questions designed to determine respondents’
demographic and socio-economic characternstics.
Different sectors of the population are hikely to have
different levels of knowledge, behaviour, and
attitudes towards aIDS, and the design of effeciive
programs to prevent the spicad of Hiv infection
requires an understanding of the extent and nature
of this variation.

12
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How Survey Respondents Were Selected

The target population for the survey was all Cana-
dians 1n the ten provinees. but not the Northwest
and Yukon Temtories.’ who were at least eighteen
years of age. To ensure the representativeness of the
sample. telephone numbers were selected at ran-
dom. This “random digit dialing” procedure en-
sures that individuals with unlisted numbers or who
have moved since the publication of the directories
are just s likely to be selected as individuals who
have listed numbers. Because mobility {and hence
the probabihity of not having a listed telephone
number) may be correlated with the attitudes and
behaviour that are measured in the survey. the use
of a directory for sampling right have led to biases
n the data collection. While individuals with o
telephones are excluded from the sample. present
estimates are that fewer than 2 percent of Canadians
do not have telephones.

Since 1t -annot be assumed that the person
answering the interviewer’s first call 1s representa-
tive of the household, the respondent n each
selected household was randomly chosen from
among the adults living there This i« accomplished
using what 1s known as the “last birthday ™ method
of selection. the person responding to our first
successful call to a number was asked which adultin
the household had the most recent birthday .. and that
person became the selected respondent. In order to
ensure that respondents who were more often at
home were not over-represented in the sample. a
mimmum of fifteen attempts were made to reach
each selected telephone number

13

Design of the Questionnaire

The imual design of the questionnaire involved
extensive consultations among AIDS researchers.
people engaged in AIDs education. and survey
researchers. The resulting draft questionnaire was
then modified on the basis of the results of two
pre-tests. The initial pre-testing of the question-
naire, in English, was followed by pre-testing of a
revised English questionnaire and the French trans-
lation. Aside from numerous minor modifications.
the main result of the pre-test was to lead us to
simplify some of the questions and to include three
general questions® at the very beginning of the
questionnaire so that respondents were not immedi-
ately confronted with the relatively difficult open-
ended questions about the definition of alps and the
transmission of HIv infectinn. The pre-test was also
used to determine the most frequent responses to
some open-ended questions so as to simplify the
recording of answ ers to those questions 1n the main
survey.

For the mos. part the questionnaire makes use of
“closed-ended” questions, in which the respondent
is asked to choose from a number of specified
responses. For collecting precise factual informa-
tion, closed-ended ques*ions provide more reliable
information than open-ended questions, in which
1o answers are suggested to respondents 3

The survey began. however. with a series of
open-ended questions designed to discover the
public’s general perceptions of AIDS Answers that
fitted 1nto one of a number of pre-defined categories
established from the pre-test interviews were coded
immediately by interviewers, while answers that
did not fit (or that left the interviewer in doubt) were
recorded verbatim. From these additional responses
an enlarged classification scheme was designed to
accommodate all the responses. The responses were
then manually classified into categories.

The advantage of open-ended questions 1s that
they do not “lead™ respondents. Whatever 1s said
can be recorded and analysed later. The answers to
open-ended questions gave us access to ideas and
feelings that might not have been ant:cipated
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beforehand. Tor this advantage there 1s a pnce. Even
for experienced and extensively trained interviewers.
open-ended questions generate considerably higher
levels of non-response than closed-ended questions.
Also, some respondents could or would not provide
an answer that was full and clezr enough to allow 1t
1o be classified.

Throughout the questionnaire, efforts were made
te determine whether or not respondents actually
had >pinions about the questions being asked and to
phrase questions so that respondents were able to
s2y that they had no opinion without putting
themselves 1n a negative light There is strong
evidence in the research literature that unless
respordents are assured that not knowing the
answer 1o a question 1s commor and acceptabie.
they will tend to guess the answers to questions they
cannot answer These guesses diminish the reliabil-
ity of the resulung data and cloud the critical
distinction between musinformation and lack ol
information.®

One obvious question 1s why people would be
prepared to reveal information about their sexual
practices to complete strangers over the telephone
The extent of non-response to these spzcific ques-
tions was higher than tt t to more impersonal
questicns. but people are more reluctant to disc lose
their income than to reveal the numbers and .. nder
of their sexual partners. In general. people answer
these sensitive questions for much the same reasons
that they answer o*her questions. Accounting for
respondents” initial agreement to be interviewed is
some combination of public spiritedness. a general
willingness to accommodate polite requests and
desire to avo:d being rude, and perhaps the attrac-
tveness of having one’s views heard by a sympa-
thetic and anonymous veice Once the interview has
begun, interest in the topic of the survey . the desire
to- avoid gomng back on a commiment to the
mterviewer, and psychological inertia lead almost
all respondents tc carry through to the end

The survey results themselves provide durect
evidence of this point. Saying to prospective re-
spondents that our survey was about A1ps did not
result ina lower response rate than for other surveys

of sinilar length cammed nut by the Institute for

Objectives and Procedures 7

Soctal Research. nor were respondents unusually
likely to terminate the interview at the start of the
section dealing with sexual behaviour.

Although we had little difficulty obtaining re-
sponses to the questions about njection drugs and
sexual practices, the survey is likely to underests-
mate the extent of risk-taking. Three factors con-
tribute to this bias. First, non-response 1s likely to
be higher among the groups of people wio are at
higher risk because their lifestyles are hkely to
involve their more often being away from home and
out of reach of our interviewers™ calls. Second,
some respondents will be unwilling to disclose fully
activities that place them at risk (especially since
one such activity, injection drug use, is illegal).
And third. some respondents will fail to remember
activities that placed them at nisk.

While there were compelling reasons to include
questions about risk-taking behaviour 1n a large-
scale telephone survey dealing with knowledge of
AIns and public policy, it 1s worth briefly consider-
ing whether another method of data collection
might have produced better results. Although for
particular populations, such as gay men, street
people, and students in Ingh .chools, colleges, and
umiversities, self-administered questionnaires may
provide better data, the consensus in the now fairly
extensive methodological literature 1s that for large
representative samples telephone interviews are as
effective as other survey methods at mimmizing
bias.” Teiephone surveys provide a high degree of
anonymity compared to face-to-face surveys, and
for studies of the general public achieve higher
response rates than mailed surveys.

The survey questions were designed to minimize
the degree of non-response while respecting the
rights of our respondents. In order totake advantage
of the rapport that develops over the course of an
nterview and so that respondents could make use of
information provided implicitly 1n the course of
asking questions about the transmission of AIDS, the
questions about behaviour were placed towards the
end of the interview, just before the background
questions. Before they were asked these questions,
respondents were assured. “I have some questions
now about how a1bs affects you personally Before

14
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] ask these questions, I want to remind you that your
answers will be kept completely confidential. Of
course, you have the right to refuse to answer these
questions.” In line with our experience in previous
surveys, virtually all the respondeats proceeded to
answcr our questions.

Data-Collection Procedures

The survey was administered using ISR’s computer-
assisted telephone interviewing (CATI) system. In-
terviewers read the questions from a computer
monitor and entered the answers from the keyboard.
To maintain the high quality of the data, interviews
were monitored by supervisors while they were in
progress. The survey also made use of the CATi
system’s capacity to manipulate the content of
questions so that randomly selert=d parts of the
sample would receive different versions of a ques-
tion. This strategy was used extensively for the
questions dealing with public policy in order to
provide insights into the motivation behind respon-
ses. (The tzchnique is described in more detail at
the beginning of chapter 5 of this report.)

Interviews were conducted in French or English,
with calls initiated in French in Quebec and in
English outside Quebec. At the respondent’s re-
quest, interviews were done in either official
language. Included among the non-respondents are
thirty-five individuals (or 2.1 percent of all thos*
selected) who did not speak French or English well
enough to complete the interview. In principle it
would have been possible to interview these respon-
dents using translations of the questionnaire. Unfor-
tunately, the non-English, non-French speakers are
divided into many differ=nt groups, and translations
into a number of different languages (Cantonese,
Greek, Italian, and Portuguese, at minimum) would
have been necessary to obtain interviews with a
major proportion of them. For a survey this size,
such an effort was not justified. In the context of
AIDs there may be justification for conducting
studies of particular communities with significant
proportions of non-French, non-English speakers.
In such a study, however, translation of the ques-
tionnaire should be coupled with a sampling pro-
cedure designed to oversample respondents from
the desired group or groups.

The overall response rate fur the survey was 64
petcent, a figure near the average of the response
vates for national telephone surveys conducted by
1sk. This 1s encouraging, since it indicates that

15
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Canadians are as prepared to talk about aIps as
about other subjects. In addition to the 28 percent of
respondents who refused to participate, 3 percent
did not speak French or English well enough to
complete the interview, and with the remaining 5
percent it was not possible to arrange an interview
after repeated efforts. After the brief initial intro-
duction, the average length of the interviews was
29.6 minutes.

16
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Sample Size and thr: Precision of Estimates

The size of the sample, 1259, places some con-
straints on th2 findings of this survey. Estimates of
percentages that are based on the entire sample — for
example, the percentage of Canadian adults who
approve of anonymous Hiv testing — are correct to
within approximately 3 percent, with 95 percent
confidence (that is, 95 percent of the time the
population value is within 3 percent of the value
observed for the sample).

The precision of estimates declines steadily as
smaller groups within the population are con-
sidered. Separate estimates for women and men (for
example, an estimate of the percentage of men who
approve of anonymous testing) are accurate to
within about 4.5 percent; for groups one-fourth the
size of the total population, the 95 percent confi-
dence interval is plus or minus 6 percent; and for
groups one-twelfth the size (thatis, about 100 of the
total 1250 observations), it is plus or minus 10
percent. In other words, for a group represented in
the sample by 100 observations, an estimate that 50
percent had some attitude or behaviour tells us only
that the true value is in the range between 40 and 60
percent.®

What this means practically is that estimates for
the population are highly precise and that differ-
ences between women and men, among age and
education groups, and among major regions of the
country are known with fair precision. For smaller
groups, however, the findings are not very precise.
Most important, not enough respondents are gay or
bisexual men to permit analysis of their characteris-
tics and behaviour.

With sufficient funds, these limitations, imposed
by the sample size, can be overcome. They were
well understood at the time that the survey was
designed. The decision to use a sample of about
1250 respondents reflected in part the fact that this
was the first survey of its kind in Canada. The
results of the present survey are a marked improve-
ment on previous information about Canadians’
knowledge, attitudes, and behaviour; they also
provide the basis for deciding whether a larger-scale
study is justified in the future.
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10  aIps in Canada

Terminology in the Questionnaire and in
This Report

Numerous commentators have remarked on the
significance of the terminology used to describe
aps and HIv infection.® The use of the expression
“alDs virus,” for example, incorrectly imphes that
people with Hiv have alps, and the expression
“general population,” used 1n the contex* v, the
increased prevalence of Hiv infection, c.ten refers
mmphatly to the heterosexual populatic 1, excluding
homosexuals, whose needs are there sy defined as
lying outside the general interest.

This report follows the guidelines ¢ n term.:nology
refemng to AIDs outiined by Franci, Bates in Le
Virulent.'® n formulating the questic nnaire, how-
ever. the main concern was that questions be
understandable to members of the public with
relatively little knowledge about arps. In some
cases, these practices conflict. For example, while
this report refers to HIv infection. the questionnaire
refers to ""the A1Ds virus ™

Interpreting the Resuits of This Study

Anyone examining these results should consider
two points. First, statistical significance alone — the
criterion by which it is determined whether an
observed difference could have been the result of
chance — is not a sufficient guide to these data. With
a sample of more than twelve hundred respondents,
findings that just reach statistical significance are
often too weak to form the basis for policy choice

For this reason, the analysis focuses more closely
on the magnitudes of the differences among sectors
of the population than on the degree of statistical
significance. Of course, it is necessary that differ-
ences that could have anisen from random error be
identified as such.

Second, simple estimates of the differences
between groups will often be less informative than
analysis that takes account of two or more variables
simultaneously. In examining age differences in
knowledge of aIbs, for example, it is important to
recognize that younger people, on average, have
more education than older Canadians, as a result of
the rapid growth of educational institutions over
time While both age and education may affect
knowledge of AIDs. 1t 1s important to differentiate
among their effects.
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Levels of Information

about AIDS

To have escaped word of A1Ds 1n Canade 1n 1989 1s
not easy. Of the 1259 Canadians who responded to
the surv y, only 6 said that they had never heard of
AIDS, a number so small that it is not meaningful to
talk about the differences between people who have
and have not ever heard of AIDs. There is, however,
great variation in how much Canadians know about
AIDs and about the transmission and prevention of
Hiv infection. An understanding of the nature of
differences in knowledge about AIDs — between
women and men, and among regions and cultural
and socio-economic groups — provides a basis for
targeting efforts to provide information about A1Ds
and to slow the spread of infection.

Using respondents’ answers to the open-ended
questions at the start of the questionnaire, this
chapter begins with a description of Canadians’
understanding of what A1Ds is, how it is transmitted,
and who is at risk. On the basis of a series of factual
questions about AIDs, the second part of the chapter
provides more systematic information about what
Canadians know about the transmission and preven-
tion of AIDs. The third part of the chapter examines
differentials in levels of knowledge about AIDs.
Included in this analysis are comparisons among the
major demographic categories, defined by gender,
age, marital stats, and parenthood; among socio-
economic groups, defined by education, income,
occupation, and labour-force status, among ethnic
and religious groups, among regions and sizes of
community; and among individuals with different
levels of personal contact with the AIDs epidemic,

Aruitoxt provided by Eic:

Descriptions of AIDS, of the Transmission
of AIDS, and of Individuals and Groups
at Risk

In order to prevent the responses from being
affected by factual information provided in the
course of asking other questions, the open-ended
questions about AiDs were placed at the beginning
of the questionnaire. The first question asked
simply, “How would you describe A1Ds?’ Most
respondents dealt with this question in medical
terms: 27 percent referred to a virus or some similar
aspect of AIps, and 41 percent referred to the
seriousness of the illness. The next largest group of
responses, about 15 percent of the total, referred to
the means of transmission and communicability of
AIDs, mostly its sexual transmission. Fewer than §
percent of respondents referred to AIDs in a hostile
way orexplicitly mentioned gay men: 2. 1 percent of
the responses referred to male homosexuality,
another 1.2 percent referred to AIDS in a censorious
manner (by calling 1t, for example, “a disgusting
disease™); 0.8 percent referred to immoral life-
styles; and 0.4 percent referred to negative religious
interpretations of AIDs. The exact distribution may
be found in Table 2.1.

These answers indicate a high level of awareness
of what AIDs is: on thz whole, Canadians think
about AIDs in medical terms rather than 1n terms of
the groups it affects. Although virtually all Canadi-
ans say they have heard of AIDs, about one in twelve

18
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TABLE 2.1
Responses to the question “How would you
describe AIDS?”

Percentage
Category of response gving
(examples of response) response
Responses stressing the senousness of 408
AIDS (a fataliilness, deadly fatal)
Medicat defintions 273
(avirus, animmune system illiness
a disease)
Sexual communication 82
(venereal disease.a social disease)
Transmission via blood 1
PromiscLity 9
Drug use (caused by drugs) 1
References to more than one form nf 39
transmission of AIDS
References t0the communicability of AIDS 12
Male homosexuality 21
(a gay disease)
Hostile references to AIDS 12
(a disgusting disease)
References to hfestyles and society 8
(immoral Wfestyles resuit of a permissive
society)
References to rehgron 4
(a curse from God)
Wisecracks 9
Uncodeable responses 12
Dontknow 85
No response or refused to say 14
Total 1000

respondents, 8.5 percent, could not give ever a
simple description of the disease (to which sho:1d
be added the 0.5 percent who had never heard of
AIDS). Another 2 or 3 percent of the responde its
gave answers that suggested they did notknow w!at
AIDS is.

The next question, reported in Table 2.2, reads,
“What do you think is the most common way of
becoming infected with the AIps virus?” It too was
answered primarily with reference to source of risk,
rather than to the groups at risk. Sixty-three percent
of respondents answered correctly that sex or sexual
intercourse is the primary means of transmission.
About 15 percent of the responses referred to
needles, transfusions, and other methods of trans-
mission. Only 10.5 percent of respondents an-
swered the question by referring to sexual orienta-
tion or to sex between homosexuals. A very small
proportion, fewer than 1 percent, answered this
question in moral terms. References to other sources
of transmission made up most of the remaining
answers; only 3.7 percent of respondents were
unable to give any answer. Just 1 percent of the
responses suggested a fundamental misunderstand-
ing ot the transmission process.

b.ext, respondents were asked, “Are there some
[groups or} individuals who are more likely to
become infected with the a1Ds virus than others?”
Randomly chosen halves of the sample received
versions of the question that did and did not include
mention of “groups” at rnisk. The purpose of this
experiment with the wording of th’. question was to
determine whether perceptions of risk depend on
the framework — either individual behaviour or
group vulnerability — in which the question is
posed. The distributions of responses to the two
versions of the question turned out to be quite
similar, which indicates that most respondents
already have a firm idea of who is affected by AIDs.
For both versions of the question, about 8 percent of
the sample indicated that they did not know the
answer. When the question referred only to individ-
uals, 13 percent of the respondents (excluding those
who said they did not know) said that no irdividuals
were more likely to become infected; when the
question referred to “groups or individuals,” 9
percent gave this answer.
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To learn more about public perceptions of Hiv
infection, respondes.:s who said that there were
differences in risk were asked “which [groups or}
individuals do you think are most likely to become
infected with the AIDS virus?” Among AIDS re-
searchers and educators, the critical distinction is
whether risk is conceptualized in terms of group
membership or in terms of behaviour. This is a
complex question. Understood in demographic
terms alone, gay men 2nd injection drug users (and
in the past, haemophiliacs) are at relatively greater
risk than other sectors of the population. It is not
membership in these groups, however, but particu-
lar activities that pose the risk of Hiv infection.
From a health-promotion standpoint, the concern is
that individuals who are not or do not se¢ them-
selves as members of stereotyped “risk groups” are
unlikely to take precautions in the face of genuine
risk.

Table 2.3 indicates that, when the question
mentioned only individuals, about half the respon-
dents mentioned gay men as the group at greatest
risk; when both individuals and groups were men-
tioned, this proportion increased to about 60 per-
cent. Between 11 and 20 percent of respondents,
depending on which version of the question was
asked, named promiscuous or sexually active peo-
rle as most likely to become infected. Between 11
and 17 percent of respondents identified users of
injection drugs as most likely to become infected.
The remaining responses were distributed among a
large number of alternatives. Given the wording of
this question, the extent t» which aIDS is identified
with gay men, who account for the great majorty of
Canadian cases of AIDs and a clear majority of
American cases, secems rather low. In addition to
the approximately 8 percent of people who did not
answer the question about differences in nisk, 1.5
percent of respondents said such differences existed
but were not able to specify which individuals or
groups were at risk.

£.bout half the respondents named a “risk group,”
gay nien, as most subject to Hiv infection. The
question is whether these responses reflect the
“demographic™ facts of a1Ds and Hiv infection or
whether they reflect a mistaken belief that infection
is limited to particular groups in society. That only a
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TABLE 2.2

Responses to the question “What do you
think is the most common way of becoming
infected with the AIDS virus?”

Percentage
giving
Cnteyory of response response
Sex, ntercourse (with an AIDS carrer) 630
Homosexual sex (‘'unnatural sex ) 101
Heterose xual sex 13
Anal sex 6
Oral Sex 3
Promiscuous sex 52
Contaminated needies intravenous drugs 71
Contact with bodily fluids 23
Blood transfusion 32
Broken skin 2
Homosexuals (not specified further) 4
Jriknown partners 2
Immoral living 1
Unsafe sex 15
Food 1
Poor Hygiene 1
All others 6
Don't know 37
Total 1000
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TABLE 2.3

Responses to the question “Are there some
individuals [or groups]} who are more likely
to become infected with the AIDS virus?”

Question refers to

Groups or
Indiviquals mdividuals
(percentage) (percentage)
Yes some more likely tc be 795 835
infected
No 123 86
Don t know. would not say 82 79
Total 1000 1000
FIGURE 2.3

Are some individuals/groups more likely to
beconie HIV-iniected?
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small percentage of respondents referred to sexual
orientation in av.-wer to the previous question about
HIv transmission suggests that respondents who say
that gay men are at greater risk recognize that Hiv
infection is spread by sexual activity and injection
drugs.

The results so far may be summarized as follows:
a) although virtually all Canadians say they have
heard of AIps, about 10 percent are unable to say
what AIDS is, how it is transmitted, and who is at
risk; b) Canadians generally think of AIpS in
medical terms, as a particular illness, or in terms of
its severity, not as a disease affecting any particular
group or groups; ¢) most Canadians f2unk of AIDS as
a sexually transmitted disease; d) in defining AIDs
and describing its transmission, fewer than 10
percent refer initially to gay men or sexual orienta-
tion; e) gay men are identified by about half the
population as having been the most affected sector
of the population, and about one-third of Canadians
refer to the risk of AIps in terms of activities,
primarily sexual relations and the use of injection
drugs
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Factual Knowiedge of AIDS

A direct assessmenc of public know ledge of A1Ds 1
provided by two sets of items 1n the questionnaire,
one including more general questions and the other
dealing with the effectiveness of different methods
of preventing the transmission of H1v infection (see
Tables 2.4 and 2.5 respectively). Before these
questions were asked, half of the respondents
(selected randomty) were told. “If you are not suze
of the answer to any of these questions. just let me:
know and we’ll go on to the next one " This
experimental manipulation of the questionnaire had
very little effect on the respenses. Encouraging
respondents to skip questions to which they did not
know the answer increased the non-iesponse by
between 1 and 3 percent. depending on the ques-
tion. In surveys of the general public on other
topics, 1t 1s not unusual to find an increase 1n
non-response of between 5 and 25 percent when
respondents are encouraged tv say that ihey do not
know the answer to a questson. That the extent of
non-response 1s nearly unchanged for these ques-
tions indicates that people are aware of and have
thought about a1Ds. h also imiphes that erroneous
answers represent real musinformation, rather than
wild guesses by people whe have not thought about
the subject.

On the whole, levels of public nformation are
quite kigh, butthe answers to these questions reveal
some important gaps 1n public information ! De
pending on the question, between 70 and 9~  reent
of the answers were correct. Notable gaps 1n public
knowledge were found 1n responses to these ques-
tions.

- “Canapersonbecome infected with the AiDs virus
by donating blood”™ 26 percent said yes and 4
percent did not know

- “Can 4 person become infected by eating food
prepared by someone who 15 infected with the
AIDS virus 7" 8 percent said ves and 12 percent did
not know.

-~ “Can aperson who has th: AIDS virus pass iton to
someone else, even though the infected person

TABLE 2.4

Responses to the question “Which
individuals or groups] are more |.':ely to
become infected with the AIDS virus?” for
respondents who say that some individuals
[or groups] are more likely to become
infected

Question refers to

Groups or
Individuals indwiduals
(percentage) (percenrtage)

Homoasexuals gays gay 468 625
men

People who are promiscu- 152 87
ous

Sexually achve people 24 24

People practcing unsafe 16 6
sex

Prostitutes 21 22

Haitians h spanics 5 16

Usersofir trav2nous drugs 169 109

People requint 3 bivod 30 10
transtusions

Children of infected a 0
mythers

Men 17 3

Teenagers 7 39

Unmarried people 6 4

Unheaithy peopie 40 c

All others 22 32

Dont krow 14 14

Totai 000 1000
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TABLE 2.5
Knowiedge about AIDS and HIV transmission

Responses (percentage)

Don't
Question atout transmission Yes No know Depends Total

Cana person become infected withthe AIDS 255 702 43 00 1000
virus by donating blood?

Can a woman who 15 infected with the AIDS 908 18 59 18 1000
virus transmit the virus 1o @ man with whom
she has sex?

Can a persor become infected by eating 83 799 118 — 1000

food prepared by someone who 1s infected
with the AIDS virus?
Can a person who has the AIDS virus pass 760 121 19 - 1000
iton to someone else, even though the
infected person has no signs or symptoms
of the 1liness?
Can AIDS be cured if treated early? 109 706 185 - 1000

FIGURE 2.5
Knowledge about AIDS and HIV
transmission

Can a person
become infected
by donating blood?

Can an infected
woman transmit
the virus?

Can infection
through food?

Can an infected
person with no
symptoms of AIDS
transmit the virus?

It diagnosed
early, can AIDS
be cured?

Percent correct 0 20 40 60 80 100
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has no signs or symptoms of the iliness?* 12
percent said no and 12 percent did not know.

~ “Can aIDs be cured if treated early?” 11 percent
said yes and 19 percent did not know.

Regarding methods of preventing the spread of Hiv
infection, about 90 percent of the respondents gave
correct assessments of the effectiveness of birth-
control pills, condoms, not having intercourse, and
having “one partner in a long-tezin relationship.”
Knowledge about two other methods was not as
good. Using a diaphragm and washing one’s geni-
tals after sex were both rated very or somewhat
effective by 15 percent of the sample; another 14
percent did not know if a diaphragm was effective,
and 7 percent did not know if washing was
effectrve.

Instead of a lack of or misinformation, wrong
answers to these questions might result from re-
spondents’ difficulties in hearing or understanding
the questions, from errors of interviewers, or from;
ambiguities 1n the wording of the items Method-
ological studies have shown that some such “mea-
surementerror” is incvitable 1n surveys.? In the case
of the question about blood donation, for example,
1t is possible that respondents thought the reference
was to receiving a transfuswon.

The 2xtent of measurement error may be deter-
mined by examining the correlations among the
questions about A1DS. If the questions are reliable,
respondents who answer one question correctly will
be more likely to answer the others correctly
Such ananalysis provides strong evidence that these
questions are rehable indicators of respondents’
knowledge of a1ps. This conclusion is confirmed by
the finding that giving an incorrect answer 10 a
question was strongly associated with being unable
to answer the one or more of the three open-ended
questions about AIDs at the beginning of the
questionnaire,

While the average level of public knowledge
about AIDS is farly high, serious misconceptions
are not uncommon. That about one-quarter of
Canadians belicve that donating blood 1s not safe,
for example, is cause for concern. Simularly, 1t is
worrisome that 24 percent of Canadians do not
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know that AIDS can be transmitted by healthy
carriers of the virus and that it cannot be cured, and
about an equal number are falsely optimistic about
the effectiveness of the diaphragm and washing
one’s genitals after sex for preventing H1V transmis-
sion. This misinformation could ead some people
to avoid taking the measures they should to protect
themselves, while others might take what are
actually ineffective measures.
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TABLE 2.6
Knowledge about the effectiveness or various methods to prevent
HIV transmission
Rating of effectiveness (percentage)

Method of preventirg very Somewhat  Noteffec- Dont
the transmission of ADS eflective  ehective tive at all know  Total
Birth control pills 16 30 902 52 1000
Condoms 405 539 31 25 1000
Diaphragm 17 133 708 142 1000
Washing genitals after sex 35 1ns 785 65 1000
Not having intercourse 775 18 73 34 1000
One partner in a long-term 810 142 30 18 1000

relationship
FIGURE 2.6

Knowledge about the effectiveness
or various methods to prevent
HIV transmission

One partner in
a monogamous
relationship

Condoms
Birth control
pills

Abstinence

Washin¢ jenitals

Diaphragm
Percent correct 0 25 50 75 100
B Correct answer incorrect answer
Don't know
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Who Is, and Who Is Not, Well Informed
about AIDS

We tum now to an examination of the factors
associated with different levels of knowledge about
AIDS Again, it is worth differentiating between
two consequences of misinformation about AIDs.
Regardless of which particular groups are better
or worse informed, misinformation impedes and
lowers the quality of public discussion of these
issues The threat to individuals 1s more concrete.
misinformation is the potential source of sertous,
avoidable risk of Hiv infection Here the character-
istics of individuals who are misinformed are much
more important.

In the following examination of know ledge about
AIDS, the “predictor” variables are divided into five
categories' demographic variables, including sex.,
age, and marital and parental status, soci0-economic
variables, including education, income, labour-
force status, and occupation, cuitural variables. 1n
this case, ethnicity and religion. location, measured
by region and sizc of community, and measures of
social contact with a person with aips and with
homosexuals Combining these variables, we hope
to 1dentify groups with mor~ and less knowledge
about AiDS and to determine how large the inter-
group differences are.

In developing a model >f knowledge about sins,
we need to consider three different factors. First, we
can predict that information about aips will be
greater among individuals with a personal stake 1n
AIDS - that 15, individuals who see themselves as
vulnerable to #Iv infection and’or whose friends
ar 1 associates are vulnerable because of the use of
injection drugs. sexual practices, and use of blood
products In the analyss in this chapter, vulnerability
s conceived of in behavioural terins - as member-
ship 1n the demographic groups at greatest sk Of
course, behaviour, not membership 1n groups.
determunes the risk of exposure to Hiv infection
The survey also includes direct measures of these
practices, and the next chapter gives these results
That chapter also includes a more detailed discus-
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sion of the relationship between knowledge and
practices.

Second, we can predict that knowledge about
alDs will be higher among individuals who, in
general, have a higher level of literacy and greater
knowledge about health and current events. There 1s
a great deal of evidence that socio-economic status
is correlated with literacy and knowledge of this
kind. The strongest soci0-economic correlation of
knowledge about AIDs should be education, but 1t
also seems likely that individuals with higher-status
Jccupations and with greater imcome will be more
knowledgeable. Third, we predict that cultural and
institutional factors have some impazt on knowl-
edge. Here there is little 1n the way of previous
research to provide specific predictions, so ethnic
and religious differences are explored without a
previous hypothesis. The same is true of regional
and community-size differences. Because the most
active AIDs-prevention programs are i large Cana-
diaus cities, notably Montreal, Toronto, and Van-
couver, knowledge about aIDs should be highest
there. Althovgh there are not sufficient numbers of
respondents in these particular cities to examine
them alone, it seems reasonable to predict that
knowledze would be greatest 1n larger cities and 1n
the highly urbanized provinces.

The translation of theory into concrete prediction
is not entirely straightforward. In some cases,
particular groups are the sibject of contradictory
influences. For exainple, at present in Canada nen
overwhelmingly outnumber women 1n the numbers
of reported cases of AIDs, and presumably in levels
of Hi1v infection ~ which suggests that men shou!d
know more about a1Ds than women, but women also
have somewhat higher levels of Iiteracy - which
suggests the opposite. The critical question, then, 15
whether one of these effects 1s much larger than the
other or whether they approximately cancel each
other out. Thus, a wsignificant hmitation of the
theoretical predictions 15 that, ever. when it 1s
possible to predict the direction of these influences
with some confidence, 1t 15 not possible to predict
their relative magnuudes.

In order to exam.ne nter-group differences. 1t 1y
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helpful to have a single Sunuuary measure of
knowledge about aips. The individual question-
naire items discussed in Tables 2.4 and 2.5 are all
valid indicators of an individua:'s knowledge about
AIDS, but each has some degre: of measurement
error. Some respondents who do not know the
correct answer will guess correctly, while other
respondents who know the answer will, through
carelessness or because they did not hear the
question correctly, give wrong answers. The solu-
tion to this problem is to create an additive index
that combines the individual answers into an index. '
Such an index was created by giving ore point for
each comrect answer to nine of the questions
described 1n Tables 2.5 and 2.6.* The resultung
index of knowledge about aIDs ranged from zero,
assigned to respondents who did not know the
answer to any of the questicns, to mne for respon-
dents with all nine correct answers.

Nine percent of the respondents were ¢nable to
answer half of the questions correctly. This figure 1s
very close to the percentage of respondents who
could not answer each of the imtial open-ended
questions about AIDs and the transmission of HIv
infection. In addition to this very poorly informed
group, another 22 percent of the sample. who
answered only five or six out of nine questions
correctly. can be classified as rather poorly n-
formed. About two-thirds of the respondents gave
seven or more correct answers. 18 percent had
seven correct, 26 percent had eight correct. and 25
percent had nine correct

The following analysts begins with summanes of
the effect of each vaniable on knowledge about AIDs
These results are 1in Tables 2.7 to 2 10 and the ac-
companying Figures 2 7A to 2 10B. Inthe Figures.
respondents with less than S out of 9 correct answers
are scored “iow.” those with 5, 6, or 7 correct are
scured “medium,” and those with 8 or 9 are scored
“high™ in knowledge about aIDs. Because the
vanous predictors of knowledge are strongly .nter-
related. the analysis concludes with a discusston of
the results of a multple regression analysis that
separates their effects

Demographic Differences in Knowledge
about AIDS

Among the demographic variables (see Table 2.7),
age has the strongest impact on knowledge about
AIDS. As age increases, knowledge drops steadily.
Only 6 percent of 18- to 24-year-olds had fewer than
five correct answers and 60 percent had eight or
nine correct; in contrast, one in four respondents 65
years of age or older had fewer than five correct
answers, and only about one-third had eight or nine
correct. Although the youngest age group is the
most knowledgeable, the differences among 18- to
44.year-olds are quite small; 45- to 54-year-olds are
somewhat less knowledgeable; and 55- to 64-year-
olds, and especially those 65 orolder. have relative-
ly little knowledge about A1DS. Among respondents
under 45, just over 5 percent have very little
knowledge: another approximately 20 percent (who
score five or six out of nine) have what could be
described as marginal levels of information

There is almost no difference in the knowledge
levels of women and men, but marital status has a
strong effect. As might be predicted from the
relationship between age and knowledge. widows
and widowers have the lowest levels of knowledge.
individuals who have never married are the most
knowledgeable. and marmed. separated. and di-
vorced people are in between The obvious ques-
ton. which 1s taken up below,. is whether these
effec:s of marttal status on knowledge are the result
of differences 1 the average ages of respondents
with difterent mantal statuses

The two lower panels of Table 2 7 show that
there 1s little difference 1n the knowledge levels of
individuals with and without children. between
parents with different numters of children. or
between parents whose chilcren are of hifferent
ages. There 1s no evidence that tie parents of
teenagers are unusually well informe{ about AIDs.
therr level, of information are very close to the
average for the entire population These findings
suggest that many parents do not have the knowl-
edge they need to teach their chiidren about AIDs
and how to avoid "ilv infection
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TABLE 2.7
Knowiedge about AIDS, by age, gender, marital status, and presence
and age of chiidren

Knowledge about AIDS

Number of correct answers out of

nine (percentage) Number

of
Category 0-4 5-6 7 8 9 Total cases
Total 9 22 18 26 25 100 1253
GENDER
Male 10 24 19 25 22 100 5813
Female 9 20 17 27 27 100 672
AGE
18-24 6 19 5 26 34 100 216
25-34 5 8 19 20 29 100 341
35-44 7 18 2t 29 25 100 269
45-54 e 22 4 25 28 100 150
55-64 *2 35 17 24 12 100 123
65 or more 25 28 ! 21 8 100 144
MARITAL STATUS
Married or witk parirer ‘0 22 ‘8 27 23 100 846
Separated or dworcec 4 2° 8 32 25 1 78
Widowed 28 25 17 4 18 100 SG
Never Marrnied 7 20 725 3 100 276
NUMBER OF CHILDREN
None 8 20 ‘6 26 30 100 447
Ore of more nore at here ‘6 27 ‘8 24 15 100 265
Ore 7 25 20 23 25 ' 198
Two 6 ‘9. 20 28 26 100 241
Three or more ‘3 6 5 37 19 '00 101
For respondents with one or more children at home
AGE OF OLDEST CHILD AT HOME
Less than 5 6 25 ‘9 20 30 100 99
5-9 4 !9 26 3t 20 100 117
10-14 719 173 26 106 108
15 0r mere A 2 9 26 22 00 210
O
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FIGURE 2.7A
Knowledge about AIDS, by age and gencgar

Gender

Male

Female
Age

18-24
25-34
35-44
45 -54
55 - 64

65 or oider

Percent 0 25 50 75

100

B Hgh Medium Low

FIGURE 2.7B
Knowledge about AIDS, by marital status
and presence and age of children

Marital status

Marned/with partner
Separated/divorced
Widowed

Never marned

Number of children

None

One, none at home
One at home

Two at home
Three at home

Less than 5

5-9

10-14

15 or older

Percent 0 25 50 75 100
B Hgh < Medum Low
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Socio-Economic Status and Knowledge
about AiDS

Table 2.8 shows that all three indicators of socio-
economic status, education, income, and occupa-
tion, affect knowledge about aIps. Generally,
respondents with more education, higher family
income, and higher occupational status are more
kngwledgeable. The differences among individuals
with different levels of education are particularly
large: among Canadians who had not attended high
school, only 9 percent answered all nine questions
correctly, 25 percent answered fewer than half
correctly, and 39 percent had five or six correct.
Among respondents with some university education
(but not necessarily a university degree), more than
a third answered all the questions correctly; only
about 2 percent answered fewer than five correctly.
and about 15 percent got five or six correct While
knowledge about AIDs increases steadily as educa-
tion rises, the important divisions are among four
categories: respondents who had not attended high
school; those who had attended but not completed
high school; high school, technical, and college
graduates; and those with at least sonie university
education.

The proportion of respondents with fewer than
five correct answers falls from 19 percent for
respondents with under $20,000 1n household in-
come to 9 percent for respondents with $20.000 to
$29,000n 1ncome. to about 5 percent for those with
household income of $30.000 or less. Respondents
who dJid not know their household income (even in
very gross categories) and refused to give their
income, each accounting for around 5 percent of the
population. were also characterized by very low
levels of information. Managers, professionals. and
students were most knowledgeable, while retired
people, farmers. and sem:- and unskilled manual
workers were least informed. Skilled manual work-
ers and foremen as well as semi- and low-skilled
manual workers were significantly less knowledge-
able than semi- and low-skilled workers in clerical
and service occupations.

Levels of Information 23

Because education has a very strong effect on
knowledge and because respondents with more
education have higher-status jobs and higher in-
comes, it is possible that the impact of occupation
and income is entirely or partly the result of
educational differences. The regression analysis
described at the end of this chapter allows the
eftects of these variables to be isolated.
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TABLE 2.8
Knowledge about AIDS, by education, household income, occupation,
and labour force status

Knowledge about AIDS

Number of correct answers out of

nine (percentage) Number

of

Category 0-4 5-6 7 8 9 Tolal cases
EDUCATION
Elementary only 25 39 14 13 9 100 97
Some high school 16 28 16 24 16 100 306
High schoo! graduate 6 24 19 29 22 100 308
Technical, college 7 16 18 29 30 100 236
Some university 1 16 22 27 34 100 114
University graduate 3 1118 29 39 100 186

HOUSEHOLD INCOME

Under $20.000 19 30 15 21v 15 100 229
$20-29.000 9 25 17 30 19 100 182
$30-49.000 6 21 20 26 27 100 356
$50-69.000 4 15 16 32 33 100 215
$70.000 or more 4 12 22 21 4 100 154
Don't know 17 29 6 41 7 100 53
Refused to say 14 30 24 19 13 100 67
OCCUPATION AND LABOUR FORCE STATUS

Professionals 2 17 18 24 39 100 N
Managers 3 12 19 25 M4 100 68
Semi-professionals 5 13 24 24 34 100 89
Skilled clercal, supervisof 2 17 16 34 31 100 110
Skilled craft, supervisor 9 36 15 24 16 100 101
Semi-skilied clencai 9 17 19 29 26 100 168
Semi-skiled manual 16 35 12 19 18 100 140
Farmers, farm labourers 18 28 23 10 21 100 21
Unemployed 8 24 20 24 24 100 62
Student 4 18 16 25 37 100 81
Retired 20 29 19 24 8 100 153

Not in paid labour force 23 20 23 23 100 168
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FIGURE 2.8A
Knowledge about AIDS, by education

Elementary only
Some high school
High school
graduate

Technical, college

Some university

University

graguate

Percent correct 0 25 50 75 100
B High Medium Low

FIGURE 2.8C

Knowledge about AIDS, by occupation
and labour force status

Professional
Manager
Semi-professional
Skilled clerncal
Skilled craft
Semi-skilled clerical
Semi-skilled manual
Farmer farm labour

Unemployed
Student

Retred

Not in tabour force

Percent 0 25 50 75 100
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FIGURE 2.8B
Knowledge about AIDS, by household
income

Less than $20.000
$20 - 29,000
$30 - 49,000
$50 - 69,000

$70,000 or more

Don't know

Refused

Percent correct 0 25 50 75 100

B Hgh < Medium Low
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Cultural Differences

As Table 2.9 shows, there are moderate differ-
ences in knowledge among ethnic groups.® The
largest -h difference, however, between the
French and all other groups, cannot — because of the
predominance of French Canadians in Quebec - be
distinguished from the impact of region. While
ethnicity and region are conceptually distinct, in a
sample of the size used here there are not enough
British Quebeckers or French Canadians outside
Quebec to distinguish their effects empirically.
Also notable is the lower level of information
among Canadians of non-European origin.® Unfor-
tunately, this category accounts for only about 8
percent of the sample and includes many different
groups: Asians, South and Central Americans,
Africans, East Indians and Pakistanis, and na.ve
Canadians. It is possible that there are large
differences among these groups. While the results
suggest that attention be paid to the distinct needs of
these ethnic groups. this study does not provide
sufficient information about individual groups to
serve as a basis for the planning of educational
programs.

The differences among religious groups were
rather small Protestants and respondents with no
religion were somewhat more knowledgeable than
Catholics and people whose religion was neither
Protestant nor Catholic. The interpretation of these
findings 1s problematic because religion 1s correlat-
ed with region (most people in Quebec °re both
French and Catholic) and with ethnicity (the non-
Europeans are disproportionately neither Protestant
nor Catholic) A muluple regression analysis,
described below , permits these effects to be separ-
ated

Religious observance also has a small effect on
knowledge about AiDs. About 15 percent of the
re.pondents who attend rehgious services at least
once 2 month are unable to give five or more correct
answers to the nine questions, compared to about 6
percent of the respondents who attend less frequent-
ly or not at all. Because attendance at religious
services 1s correlated with other variables, its effect
must also be examined 1n a multivanate context.

FIGURE 2.9A
Knowledge about AIDS, by ethnic group

Bntish

Southern and
Eastern Europe

Northern and
Western Europe
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Other
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FIGURE 2.2B

Knowledge about AIDS, by religion and
attendance at religious services
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TABLE 2.9
Knowledge about AIDS, by ethnic group, religion, and attendance at
religious services

Knowledge about AIDS
Number of correct answers out of

nine (percentage) Number
of

Category 0-4 5-6 7 8 9 Total cases
ETHNIC GROUP

Brtish 6 19 16 29 30 100 474
French 12 26 19 27 16 100 256
Northern, Western Europe 7 21 18 29 25 100 221
Southern, Eastern Europe 8 16 17 21 38 100 86
Others 17 28 19 15 21 100 100
None given, refused 16 25 22 22 15 100 113
RELIGION

None 3 10 20 33 34 100 131
Protestant 8 200 19 25 28 100 476
Catholic 12 25 16 27 20 100 575
Other 1 28 19 21 21 100 61

For respondents with some religion
FREQUENCY OF ATTENDANCE AT RELIGIOUS SERVICES

Every week 16 25 14 23 22 100 216
Almost every week 12 31 14 19 24 100 84
Once or wice a month 1f 2 18 23 22 100 139
Atew times a year 8 20 21 28 23 100 351
Less often 4 25 15 29 27 100 129
Never 7 21 19 28 25 '00 180
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Region and Community Size FIGURE 2.10A

Knowledge about AIDS, by region and
Both region and community size affect levels of community size
knowledge about aIDs. Limitations in the sample

size prevented an examination of each province Region
separately, so in Table 2.10 the four Atlantic Allantic
provinces are combined, as are Manitoba and Quebec
Saskatchewan. Levels of information are highest in Ontarto

Ontario and Alberta, where close to a third of the

respondents answered all nine questions correctly Man. & Sask.
and around 5 percent had fewer than five correct. Alberta
Knowledge was marginally lower in British Colum- Bntish Columbia
bia and Manitoba and Saskatchewan, and some-

whatlowerin Atlantic Canada and Quebec. There is Community size
always a concemn that errors in translation might be Large city
responsible for differences between Quebec « where Mid-size City

about 90 percent of the interviews were in French)
and English Canada (where more than 96 percent of
the interviews were in English), but the care taken
with these translations and the fact that the ques-
tions are very direct and concretc both argue
strongly against the possibility that our estimate of
levels of knowledge about aIbs in Quebec is the
result of bias. Cor..nunity size has a weak effect on -
knowledge, which i3 somewhat greater in larger
centres than 1n rural areas and small towns.

Small city/town
Village/rural area

Percent

 High B Medium

FIGURE 2.10B

Knowledge about AIDS, by whether
respondent knows person with AIDS
and person who Is a homosexual

Kn>w some who has or had AlIDS?

No

No

Yes but no gay or
lesbian fnend

Yes, also has a gay
or fesbian fnend

Percent 0 25 50 75 100

B Hgh +: Medium Low
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TABLE 2.10

Knowledge about AIDS, by region und community size, whather
respondent kinows or knew someone with AIDS, and knows or is
f:iends with a homosexual

Knowledge about AIDS
Number of correct answers out of

nine {percentage) Number
of
Category 0-4 5-6 7 8 9 Total cases
REGION
Allantic 15 22 17 22 24 100 140
Quebec 12 29 22 23 14 100 278
Ontario 6 21 16 27 30 100 466
Manitoba-Saskalchewan 13 17 16 32 22 100 102
Aiberta 5 20 16 28 31 100 123
BC 8 20 20 27 25 100 144
SIZE OF COMMUNITY
Large city 9 18 17 28 28 100 3
Mid-size city 9 25 16 30 20 100 291
Sinall city or town 8 20 20 26 26 100 380
Village or rural area 12 28 17 21 22 100 239
KNOW SOMEONE WHO HAS OR HAD AIDS? ‘
No 10 23 18 26 23 100 1739
Yes 4 13 16 26 M4 100 99
KNOW SOMEONE WHO IS GAY OR LESBIAN?
No 13 %6 16 25 20 100 745
Yes but has no frend whr ~ nav or 4 20 23 26 27 100 274
lesbtan
Yes also has a gay of lesban friend 3 12 16 31 38 100 222
Q -,
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Social Contact

Among the hypothesized predictors of knowledge
about AIDS were some more direct indicators of
social networks, in particular questions about
whether the respondent knew or had known a
person with AIDS and whether she or he knew or had
a* a friend someone who was homosexual. Both
weasures had strong effects on knowledge. Eight
percent of the respondents reported that they knew
someone with AIDs Of this group, 41 percent
amswered all nine questions correctly, compared to
23 percent of all other respondents. Similarly,
respondent. who did not know anyone who was gay
or lesbian answered all the questions correctly 20
percent of the time, compared to 27 percent for
respondents who knew a gay man ur lesbian but did
not have one as a friend, and 38 percent for
respondents w ho had afnend who was homosexual
Interestingly . 22 percent of the respondents reported
that they knew a gay man or lesbian and an
addiional 18 percent said that they had a friend who
was gay or lesbian

Integrated Model of Knowledge of AIDS

Using multiple regression, it 1s poussible to separate
the effects of different factors on knowledge about
a1ps.” In this analysis the focus is on the average
number of correct answers given by respondents,
rather than on the distribution of scores on the
nine-point scale, which are discussed above.

The strongest predictor of knowledge about A1DS
proved to be socio-economic status. Holding all the
other variables constant, the average difference 1n
the scores (on the nine-point scale of knowledge)
between respondents with no high school and
university graduates 1s 1 | points, between those
with less than $20,000 annual household income
and those with $70,000 or more 15 0.7 ponts, and
between managers and semi- and unskilled manual
workers is 0.8 points. Thus, knowledge about Alps,
like many other advantages in soulety. accrues
disproportionately to individuals with more educa-
tion and income and better jobs.

The eifects of the other vanables are much
weaker. As the results in Table 2.9 suggest,
members of non-European ethnic groups. who
make up about 8 percent of the population, are
significantly less knowledgeable (by 0.9 points on
the scale) than members of the Bnitish ethnic group
(which combines English, Scotush, and Insh re-
spondents). The only other significant ethnic differ-
ence nvolves the French, who are marginally less
knowledgeable than the British (even after controls
for region are applied). Because the ethnic differ-
ences 1n knowledge about AIbs are affected by the
statistical controls for education, income, religion,
age, and s0 on, they cannot be the results of
demographic and socio-economic differences be-
tween ethnic groups 1n Canada. Instead, they reflect
cultural differences.

Religion does not have a statistically sigmificant
effect on knowledge about aibs, but differences 1n
religious observance do People who attend church
at least two or three times a month are on average
about one-half point less knowledgeable than those
who attend less often.

The network vanables affect knowledge about




AIDS, even after statistical controls for the other
variables are applied. Knowing someone (but not
having a friend) who is gay or a lesbian increases
knowledge by an average of O 5 points on the nine-
point scale, and having a friend who is gay or a
lesbian increases knowledge by 0.6 points.

Still weaker, although statistically sigmificant,
are the effects of age, region, size of community,
and gender. Until age sixty-five, there is a steady
but slow decline in knowledge about AIDS; in
addition, the group of respondents aged sixty-five
or older has much less knowledge :han all the
younger groups. The only regional difference is that
residents of Quebec are, by about one-half a point
out of nine, less knowledgeable. Because of the
controls introduced by the regression, the lower
level of knowledge in Quebec cannot be due to the
distinctive religious or ethnic composition of Que-
bec (or, for that matter, to its age, income, or
occupational structure). There is a very weak but
statistically significant tendency for people living in
larger cities to have more knowledge. but the
difference in average scores between large cities
and rural areas and small towns 1s only 0 3 points
out of nine. Women are marginally (by an average
of 02 points) more knowledgeable than men
Marital status and number of children have no
impact at all on knowledge about aips.

Roughly speaking, then, knowledge about Alps
Vares across so¢10-economic categories much more
than across geographical. demographic, hfe-cycle,
or cultural categories A< 1n many other aspects of
social policy. the key differences mvolve the
terrelated educational, occupational, and eco-
nomic divisions 1n Canadian society There 15 a
general tendency for know ledge to increase steadily
for each subsequent category of these vanables, but
the most 1mportant differences are between the
lowest categories of education, occupation, and
income and all the other categones taken together
In this sense. the problem for aips educators 1s
much like thar confronting policy-makers in other
arcas’ to reach the most disadva. taged
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Conclusion

Most Canadians understand the problems of AIDS 1n
terms of its threat to health and as a sexually
transmitted disease. Relatively few people think of
it primarily in terms of the communities affected.
This is positive. For individuals, understanding that
AIDS has clear behavioural causes is a prerequisite t¢
avoiding infection; it also lessens the nisk that
groups will be scapegoated.

Canadians are relatively well informed about
AIDS, but there are large enough gaps in public
knowledge to argue for continuing educational
programs. Interpreting these findings would be
easier if there were some comparative data on
public knowledge about other aspects of health. It
would be astonishing to find that the great majority
of Canadians scored nine out of nine on the scale of
knowledge about a1ps, but what would constitute a
“high™ level of information is more difficult to say.
Still, our finding that half the Canadian population
gets eight or nine correct answers supports the
conclusion that overall levels of information are
high. The consequences of Hiv infection are so
serious, however, that misinformation among a
very small percentage of the sample represents a
serious public health threat.

Knowledge about *Ips 15 not spread equally
through the population. Clearly, the group at
greatest risk is made up of poorly educated, poorer,
unmarmed young people. Although younger people
know more about aIDS, the least-educated and
poorest young people have significantly less in-
formation than their bewcr-educated, better-off
counterparts. Other differences among population
groups are smaller, but large enough to suggest
efforts to remedy them There 15 the hint - but the
nature of the sample makes 1t difficult to say more -
that non-European ethnic and religious groups have
less knowledge than Canadians of European back-
ground Knowledge levels are somewhat lower 1n
Quebec and Atlantic Canada than 1n Ontario and the
west In Atlantic Canada, the difference 1s largely a
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result of demographic and socio-economic factors;
but these factors cannot account for the somewnat
lower levels of knowledge in Quebec.
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Behaviour Involving
Risk of HIV Infection

Critical to preventing the spread of Hiv infection are
efforts to alter sexual practices and stop the sharing
of needles by injection drug users. The survey
questions devoted to measuring the extent of this
behaviour are discussed in this chapter, along with
respondents’ reports on changes in behaviour in
response to the risk of Kiv infection. Also examined
is the critical relationship between risk and know!-
edge of AIDS.

The present study is not a substitute for a
full-scale effort tc deal with behaviour involving
risk of Hiv infection. The survey data discussed
here suffer from two limitations: first, there are not
enough guestions about behaviour, because of the
need to gather information on a number of other
topice; and second, a representative sample of the
populaton includes too small a proportion of
respondents at high nsk to serve as an efficient
vehicle for studying these individuals Any larger-
scale effort to gather data on nisk should be gmded
by an explicitmodel of health-related behavicur and
behavioural change.’

The principal limuation on the conte. t of the
presentsurvey involves the limited measurement of
the activities that entail risk Respondents were
asked if they had ever shared a needle used to injec:
drugs; how many sexu>' partners they had had in the
previous five years and the sex of their partners,
whether they had had unprotected intercourse with
“someone who [they] thought might be a carrier of
the AIDS virus” or with “someone [they] did not,
know very well” in the previous five years, and

~

whether they had changed their behaviour 1n order
to avoid infection. Although a great improvement
over what is currently known, these auestions do
not provide precise estimates of individual risk, that
would require more precise measurement of the
frequency of sexual contacts, the number of part-
ners, and the form of sexual practices.

Before examining these dat , 1t is worth com-
menting briefly on the extent vi risk of Hiv infection
from sexual contact. The Canadian AIDs Society’s
Safer Sex Guidelines. A Resource Document for
Educators and Counsellors® notes.

Despite the popular notiun that having muluple serual
partners 1s stself contributory to Hiv transmission, v
consider types of sexual activity more sigmficant than
the number of different partners an individual has. What
o far more sagnificant than multiple partners 1s multiple
exposures 10 infection (p 17, emphasis 1n ongmal).

The assumption here 1s that infection 15 what 1s
known statistically as a “‘poisson process,” in which
the overall probability of exposure to infection 1s
simply the result of compounding the probabilhities
of all events that may cause infection, and that the
nisk is the same for events with the same or with
different partners. Reviewing the recent eprdemio-
logical evidence, however, May, Anderson, and
Blower® argue that the risk of transmission 1s only
weakly related to the nwaber of exposures to
infection but 1s strongly related to the number of
different partners. Obviously there can be no
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argument that the critical educational imperative 1s
to diminmish the practice of unprotected sex  Not
fully resolved, however. 1s how much emphasiy
should be placed on the number of partners

In nterpreting these results. it 1s 1mpontant to
distinguish the prc babihity of individual nik from
the overall extent of risk 1n the population. relative-
ly small prupurtions of the Canadian population
correspond to large numbers of individuals. For
each | percent of the population engaging in unsate
sex or sharing needles. nearly vne-quarter of u
mullion people are at risk of HIv nfection. This is ¢
staggeningly large number. when that iisk involves
a virus that eventually leads to the development uf ¢
deadly 1llness, at an age when most people experi-
ence very good health

Prevaience of Needle Sharing by Injection
Drug Users

The first question 1n this section ashed "Have you
ever injected yourself with drugs using a needle
shared with someone else? Of the 1253 respon-
dents, 16, or 1.3 percent, answered yes (and one
respondent would not say). Interms of the popula-
tion as a whole, this leads to an estimate that
approximately 235.000 people have shared a nee-
dle Unfortunately . the number of respondents who
reported having shared a needle 15 far too small to
allow their characteristics — age. location. and 50 on
— to be determined with any precision




Sexual Practices

First. respondents were asked how many sexual
partners they had had in the previous five years and
their sex. The interval of five years was chosen
because that 1s a reasonable estimate of how long
HIV infection has been significantly prevalent.*

A total of 5 percent of men and 13 percent of
women reported that they had not had a sexuai
partner in the previous five years, and 54 percent of
men and 69 percent of women reported having one
partner By aratio of 35 percent to 14 percent, men
were more likely than women to have had two or
more sexual partners in the previous five years. Of
the respondents with two or more partners, about
** ~ee-quarters of the men and half the women had
uad three or more partners, and about 40 percent of
the men and 15 percent of the women had six or
more partners. Five percent of the men and 3 6
percent of the women would not disclose the
number of sexual partners and were asked no further
questions in this section.

In terms of sexual onentation. O 7 percent of the
men ndicated that they had had only male sexual
partners in the previous five years, and another 0 9
percentindicated that they had had partniers of both
sexes: only 03 percent of women irdicated that
they had had only female partners, and ¢ | percent
had had partners of both sexes

The reports of numbers of parners for women
and men cannot both be correct. The distributions
of numbers of partners of women and men n¢ ed not
be identical (for example, a small proportion of
women could account for a much larger proportion
of all women’s partnerships than the same propor-
tion of men) The numbers of heterosexual relation-
ships reported by women and men, however, must
be equal. to within sampling error Commenting on
the similar findings of a number of previous
surveys. May, Anderson, and Blower® remark.

These figures iltustrate a problem that 1s common to
essenuially all such studres, namely that men report a
significantly higher average numbr of nartners than do
women This clearly cannot be the ca,e The extent to
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TABLE 3.1
Number and gender of sexual partners, by
gender of respondent

Number and gender Men Worne 1
of sexuai partrers percertage) (percentage)

No partner 56 133
Ore partner of the cppo-
Site sex

Marred 490 572

Not marrea 48 g
Tota 533 68 6
Ore pariner of the same 2 2

sex

Two Or more partrers a-
of the opposite sex

2 panners 79 68
3-5panrers 7 48
6-10 partners 67 8
11 0r more partrers 56 2
Dont xnOw bow 7o o7 3

Towa 336 ‘39

TWG of Tore parrers a 5 ‘
of the sa~e sex

TwC o7 rore partrers at 9 ‘
east ore of eacr sex

TAQ or more parirers 4 2
ACU'U POt disCrose the
sexies)

Nou g ro’ gne rooer of 5¢C 36
parress

Tora ‘000 ‘000
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TABLE 3.2

Whether respondent had sex without a condom with a person who
may have been HIV infected and with someone whom he or she
“did not know very weil” in the last five years, by gender

Had sex without using
a condom with someone
you thought might be

Had sex without using
a condom with someone
you did not know very

a carner of the AIDS well in the last

vIrus five years

(percentage) (percentage)
Response Men women Men women
Yes 6 2 41 27
No g2 96 58 72
Don'tknow 2 1 0 0
Would not say 0 1 1 1
Total 100 100 100 100
Number of cases 203 93 203 95

TABLE 3.3

Whether respondent had sex without a condom with a person who
may have been HIV infected and with someone he or she “did not
know very well” in the previous five years, by nuniber of partners

in the last five years, by gender

Had sex without
using a condom
with someone you
thonght might be a
carrer of the AIDS

Had sex without
using a condom
with someone you
did not know very
well in the tast five

vIrusg years

Number of (percentage) (percentage) Number of cases
parners inthe — — — . -
last five years Men women Men women Men Wwomen
Two 0 2 9 9 45 45
Three or more — 4 — 45 — 42
Three to five — 31 70 —
Six to nine 5 — 63 . 21 -
Ten or more 18 — 7z — 54 _

43




which the reported numbers reflect exaggeration by
men, underestimation by women, or failure to capture a
small, ighly active fraction of the female population 1s
usually not known

Respondents with two or more sexual partners 1n
the previous five years (except exclusively lesbian
women) were asked about behaviour that might
have placed them at risk.° Relatively small percent-
ages, 6 percent of r~n anu 2 percent of women,
reported that they had “had sex without using a
condor with someone {they] thought might be a
carrier of the aIDs virus.” In addition, 2 percent of
men and 2 percent of women indicated that they did
not know or would not say whether they might have
had sexual contact with someone who was Hiv
infected. Although the percentage of men saying
that they might have had such contact was small
enough that it could largely reflect the behaviour of
gay and bisexual mnen, analysis of the data showed
that this was not the case Relative to the entire adult
population, between 2 and 3 percent of men thought
that they might have been exposed to albs, com-
pared to about 0.5 percent of women. Among
individeals with two or more partners n the
previous five years, 27 percent of the women and 41
percent of the men reported that they had “had sex
without using a condom with someone [they] did
not knov very well.”

An obvious question 1s whether respondents who
report having more sexual partners are more likely
to say that they have had sex with a potentially
Hiv-infected partner or with someone they did not
know very well (remember that these two questions
were asked only of people with two or more partners
n the previous five years). As Table 3 3 shows,
among men with two sexual partners, none reported
that he had had unprotected sex with a person who
might be Hiv infected; the figure was 4 percent for
men with between three and nine partners, and 18
percent for men with ten or more partners. The
percentage of men who reported having had sex
with someone they did not know very well was 9 for
men with two partners, 31 for men with three to five
partners, 63 for men with six to nine partners, and
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FIGURE 3.3

Percent who had unprotected sex with
someone who may have been HIV infected
and with someone the respondent did not
know very well, by number of sexual
partners in the last five years

Men

2 pantners

3 -5 paniners

6 - 9 paniners

10 or more partners

Women

2 partners

3 or more partners

Percent 0 20 40 60 80 100

B Hadunprotectedsex W
with someone who
may be HIV-infected

Had unprotected sex
wtih someone you did
not know very well
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72 for men with ten or more partners. The corres-
ponding figures for women are very similar

The relationships between number of sexual
partners and having had unprotected sex with a
potental Hiv carmer or with someone whom the
respondent did not know well are very strong
Although some individuals with large numbers of
sexual partners do not engage n unprotected sex, on
average people with more partners are more hihely
to risk unsafe sex

Sexually Transmitted Disease and
Sexual Practices

Whether or not someone has had a sexually trans-
mutted disease (STP) is also a good predictor of the
number of partners and of the likelihood of having
unprotected sex with a potentially Hiv-infected
person and with someone not well known to the
respondent. Among the 35 percent of male respon-
dents with two or more partners in the previous five
years, 13 percent reported having had anstp. Of the
men who reported having had an sTp, 27 percent
said they had had sex with someone who they
thought might be Hiv infected, or did not know
whether they had done so. compared to only 5
percent of those without an STD; furthermore, 77
percent of men who had had an sTp said that they
had had sex with someone they did not know very
well, compared to 37 percent of those who had not
had an sTp.

Men who had had an stp had also had more
sexual partners: 53 percent had had six or more
partners in the previous five years and 40 percent
ten or more; for men without an stp, 35 percent had
s1x or more partners and 24 percent had ten or more
in the previous five years. Becavse the number of
male survey respondents who reported having had
an sTp 1s only twenty six, these findings should be
treated with some caution While the results for
women are fairly similar, the percentage of women
who had had an sTp (6 percent of women with two
or more partners) is too small to justif  reporting the
figures.

From these figures, 1t is apparent that respon-
dents who report having had an sTp are more likely
to engage 1n behaviour that puts them at risk. There
1s strong justification for using sTp clinics to
distribute a1ps educational materials and for en-
couraging pnysicians and other health practitioners
who treat sTDs to do the same.
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Predictors of the Number of Sexual Partners
and the Likelihood of Having Unprotected
Sex with an Unknown Partner

Knowing that sexual practices are related to 1denti-
fiable characteristics of individuals would allow
AIDS education efforts to be targeted more effective-

Iy Sexual practices are certain to be related to the

demograp*uc vanables of gender. age, and manital
status,” but the key question is whether any other
variables affect sexual practices As noted. there
were too few gay, lesbian. and bisexual respondents
to permut estimates of the impact of sexual orienta-
tion on sexual behaviour

Again, Canada was divided nto s1x regions in
which the four provinces of Atlantic Canada were
grouped together, as were Manttoba and Saskatche-
wan Region had no statistically sigmificant effect
on sexual practices for either men or women 1n all
but one of the analyses. education also had no
significant effect, but there was a suggestion that
numbers of partners and having had a partner who
was not well known to the respondent were margin-
ally higher among high-school graduates than among
Canadians with less or with more education

Sex. age, mantal status, and (for men) sexual
orientation had strong effects on sexual practices, as
Table 3 4 shows for men and Table 3 5 for women
These tables give the percentages of men and
women with two or more, three or more. and six or
more partners in the previous five years and the
percentages who reported having unprotected sex
with someone they did notknow very well Because
marttal status and age are strongly interrelated. the
tables also give the “adjusted percentages™ in these
categonies  The adjusted percentages show the
differences between categories when 1t 15 assumed
that the individuals 1n these categones are alike in
other respects For example. they provide a com-
partson of the number of sexual partners of married
and unmarried men when 1t 15 assumed that the age
distributions of marnied and unmarmed people are
the same ®

Manital status exerts the strongest effect on the
reported number of sexual partners and on the
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likelihood of the respondent’s having had sex with
someone that he or she did not know well. Eleven
percent of the married mer, 15 percent of widow-
ers, 89 percent of divo:ced and separated men, 74
peicent of never-marided men, and 66 percent of
men living with bu* not mammied to a female partner
had had two or m ore partners in the previous five
years.

The proportion >f women who reported having
two or more partr.ers was approximately half the
figure for men, but the pattern of differences
between categonies of mantal status was sinular

Five percent of marmed women, 7 percent of
widows, 40 percent of those liviag with but not
married to male partners, 35 percent of the never
married, and 24 percent of the divorced and
separated women had had two or more partners 1n
the last five years While the size of the differences
in sexval behaviour between the mantal-status
categories depends on which cnterion 1s employed,
the key distinction 1s between the far more active
unmarried people and marmed people (combined
with widows and widowers).

Age 1s correlated with mantal status, so the
smaller numbers of sexual partners of married and
widowed people might result from their being
older, on average, than unmarried people. The
adjusted percentages 1n the fifth to eighth columns
of Table 3.4 and the fourth to sixth columns of
Table 3.5 show the differences among marntal-
status categories, adjusting forage This adjustment
for age, 1t turns out, does not sigmficantly change
estimates of the impact of mantal status.

Age has a very strong impact on number of sexual
partners and on whether the respondent reports
having had sex with a partner whom he or she did
not know very well. Table 3.4 shows that 61 per-
cent of 18-t 24-year-old men reported having three
or more partners in the previous five years, com-
pared to 39 percent of 25- to 34-year-old men, 15
percent of 35- to 44-year-olds. 8 percent of 45- to
54-year-olds, and around 4 percent for older men
These differences are considerably reduced when
¢ rial status 1s taken into account If we discount
the tendency for 18- to 24-year-old men to be
unmarned, the 6] percent figure 15 reduced to 38
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TABLE 3.4

Percentage of men with tv.o or morz, three or more, and six or more sexual partners, and
who had sex with someone they did not know very well, in the last five years, by age and

marital status."

Unadjusted percentages

Percentages adjusted for all other vanables

Unprotected Unprotected
Numbper of partners sex with Number of partners sex with
someone - - - someone Number
Age 2o0r 3or not wel! 20r 3or 6 or not well of
Maritai status more more known more mare more known cases
AGE
18 24 79 61 27 23 57 38 17 14 94
25 34 48 39 23 28 45 36 21 26 152
35-44 19 15 8 9 24 21 1" 12 115
45 54 19 8 3 5 25 18 5 9 65
55- 64 15 4 3 0 29 18 9 8 o1
65 of imore 4 3 3 2 18 17 10 9 1)
MARITAL STATUS
Marred 19 5 2 4 17 9 5 6 315
Live with partner 66 54 29 36 61 51 27 34 48
Separated Cwv 89 70 50 37 94 81 51 37 23
Widowed tH 4 14 8 28 20 16 12 7
Never married 74 60 29 28 61 51 25 25 140
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incuding estmates of the effects on sexyal onentation
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FIGURE 3.4A

Sexual behaviour in the last five

years, by age
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FIGURE 3.4B

Sexual behaviour in the last five years,

by marital status
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TABLE 3.5
Percentage of women with two or more and three or more sexual partners, and who had sex
with someone they did not know very well, in the last five years, by age and marital status

Percentages adjusted for all other

Unag;usted percentages vanables

Number of Unprotected Number of Unprotected

partners sex with partners sex with

someone - someone Number

Age 2o0r 3or not well 2o0f 3or not well of
Marital status more more known more more known cases
AGE
18-24 34 15 10 22 8 4 102
25-34 18 ‘0 7 19 11 7 169
35- 44 7 3 1 10 5 3 136
45-54 12 ! 1 0 2 2 70
55 -64 2 0 0 6 2 2 78
65 of more 4 0 0 7 2 1 72
MARITAL STATUS
Marned 5 1 1 6 1 2 388
Live with partner 40 15 9 36 13 8 48
Separated dwv 24 " 3 27 13 0 46
Widowed 7 2 2 14 6 0 39
Never marned 35 '9 12 2 17 11 106
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percent. Even holding constant marital status, men
underthe age of 35 are about *wice as likely as those
over 34 to report having had unprotected sex with
someone they did not know well. Among women
between 18 and 24, 15 percant had had three or
more partners in the previous five years and 10
percenthad had unprotected sex with someone they
did not know well; for women aged 35 to 44 the
corresponding figures are only 3 and 1 percent.

The key demographic variables, sex, marital
status, and age, and not sociv-economic variables
or location, affect the prevalence of sexual practices
that carry the risk of Hiv ir.fection. These findings
suggest that efforts at behaviourial change should
be focused on unmarried, younger people.

a0
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Knowledge about AIDS and Sexual Figure 3.6
Practices Number of sexual partners, by knowledge
about AIDS

It makes sense that people who know more about
AIDS will exerci:® more caution in their sexual

. . .. Men
relationships, but this is not what Table 3.6 shows:
men who are more knowledgeable about Aips are Leo2 than 4 correct
more likely to have had two or more, three or more, 5 0r 6 correct

and six or more partners and more likely to report
having had unprotected sex with someone they did
not know very well. The main difference is vetween

7 correct answers

8 correct answers

respondents scoring six or less on the nine-point 9 correct answers
scale of knowledge and those scoring seven, eight,
or nine. Twenty-three percent of the less know!- Women

edgeable men had had two or more partners, and 9
percent had had unprotected sex with someone they
did not know very well, while nearly 40 percent of
the more knowledgeable men had had two or more 7 correct answers
partners and nearly 20 percent had had unprotected 8 corect answers
sex with someone they did not know very well. For
women also, greater knowledge is associated with
greater risk, but the relationship 1s not as strong.

Less than 4 correct

S or 6 correct

9 correct answers

. Percent 0 20 40 60 80 100
Because knowledge about Aips is related to a
number of different variables, including age, and
beca.use sexual pracucsasl are related Fo age and W Had two or more M Had three or more
marial status, the positive relationship between sexual partners In sexual partners in
knowledge and sexual practices night be caused by the last 5 years the last five years

variables that affect them both. It is possible, for
example, that greater knowledge is associated with
niskier behaviour only because both are higher
among younger people. Statistical analysis, how-
ever, showed that this was not s0. When age,
education, marital status, sexual orientation (for
men only), and region are held constant, the
positive association between knowledge and risk is
not altered. In other words, even if knowledge
about a1ps were unrelated to individuals’ age,
education, marital status, region, and sexual orien-
tation, there would still be a tendency for people
with more knowledge to take more risks. This
finding — that greater knowledge 1s associated with
increased, or at least not decreased, incidence of
behaviour with risk of Hiv infection - is consistent
withmany other studies of the relationship between
knowledge and behaviour *

Q
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TABLE 3.6

Percentage of men and women with two or more, three or more, and (for men only) with six
or more sexual partners In the last flve years, and who had sex with someone they did
not know very well, by knowledge about AIDS

Men women
Unprotected Number of Unprotected
Number of partners sex with partners sex with
Knowledge about (percentage) someone (percentage) someone
AIDS (number of e — not welt e not well Number of cases
correct answers 20r 3or 6 or known 2o0r 3or known e ——
out 0f9) more more more  (percentage) more more (percentage) Men Women
Four or Iess 22 21 10 8 7 6 3 57 59
Five o7 six 23 15 6 9 7 2 1 140 134
Seven 38 30 21 16 9 9 5 111 110
Eight 37 30 15 19 18 7 6 144 182
Nine 39 27 12 18 17 7 3 125 181
Totai 33 25 13 15 13 6 1 575 666
L’; [p]
(RS
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Reported Changes in Behavlour to
Avold AIDS

Respondents with two or more sexual partners in the
previous five years were ashed if they had “changed
{their} behaviour because of the nisk of becoming
infected with the AIps virus © Respondents who
rephed yes were then asked what changes they had
made; these responses were recorded verbatim and
subsequently coded into the categones shown tn
Table 3.7. In order to gather more detailed informa-
tion about behavioural change. respondents were
asked whether they had. reduced the number of
sexual partners, been more cautious about whom to
have sex with: ever decided not to have sex with
someone because of the fear of becoming infected.
and started to use or used condoms more often The
responses are shown in Table 3 8 Because this
analysis 1s restricted to persons with two or more
partners, the sample 15 reduced to 203 men and 95
women.

Forty-one percent of the women and 54 pereent
of the men with two or more partners in the previous
five years reported that they had changed their
sexual practices to avoid infection (another |
percent of men and 5 percent of women indicated
thatthey had no need to do so) Relative to the entire
population (not just to individuals with two or more
partners). about 16 percent of Canadian men and 7
percent of woinen had had two or more sexual
partners 1n the previous five years but had nort
changed their behaviour in response 10 Alps

About one-third of the men who reported that
they had not changed their behaviour had had two
partners 1n the previous five years and another third
had had three to five partners. Ts leaves about 5
percent of Canadian men who had had six or more
sexual partners 1n the previous five years and had
not changed their sexual practices to reduce the risk
of infection. Three-fifths of the women who had not
changed their behaviour had had two partners:
another fifth had had three to five pantners. and only
one-fifth - accounting for somewhere over | per-
cent of all adult women - had had six or more
partners and not changed their behaviour Of

ERIC
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TABLE 3.7

Responses to the question “Have you
changed your behavlour because of the
risk of becoming Infected with the AIDS
virus?” by gender

Behavioural change Men Women
in resporise to AlDS (pereentdge)  (percentage)
Yes practced safe sex 16 g
one partner only 10 5
more caulious > 20
got married 3 3
remained celibate N 2
all others 2 2
Total C¥] a1
No change 44 51
NO no need to charge B
Would not say ' 3
Totar 100 100
Numrber of cases 203 95




TABLE 3.8
Behavioural change by respondents with
two or more sexual partners in the last
five years who reported some change in
their practices, by gender

Men Women
(per (per
Question Respanse centage) centage)
Beenmore caulious Yes 95 84
aboutwhoyouhave No 5 15
sex wih Tota *30 00
Reduceanumberof Yes R o
sexua par'ne’s No 26 33
Woo g rot sdy - Q
Tota 00 Q0
Has fear of AIDS tes 40 RIS
ever stopped you No R [eX]
oM hav ng sex’  Wou U0 Sdy N ¢
Tota 00 NG
Have you started o Yes (O 59
JSe congomrs o N 9] BN
used them more AoL Qo sy K .
ofter? Tra o0 AN

NuTDer of ( dses
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FIGURE 3.8

Behavioural change to avoid HIV infection
for respondents with two or more sexuai
partners in the last five years who reported
some change in their practices
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TABLE 3.9
Frequency of condom use by number of sexual partners in the last

flve years, by gender

Frequency of corgom Lse ipercertage:

Number of Asmost

partnersinthe  Every  every Number
last fve years  'me tme Somermes Secor  Never  Totar  ofcases
MALE

Two 24 2 '8 2 54 ‘00 34
Three to f:ve 28 'S 8 5 1” ‘00 58
Six or more 8 ‘6 30 ] 40 00 75
Torai ‘9 ‘3 ‘9 5 14 00 ‘87
FEMALE

Two 3 5 4 2 66 00 4a
Three or more N 5 6 2 7 00 40
Tota: 2 6 3 62 00 85

N
]
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coure, this behavioural change takes place i the
context of men being nuch more likely than women
1o report sexual practices that expose them to HIv
infection and to other sexually tr:.nsmitted diseases.

Changes i sexual behaviour were more common
among respondents with more sexual partners., who
said that they had had sex with a person who may
have been infected or who they did not know very
well. and who reported having had a sexually
transmutted disease Among respondents with two
or more partners in the previous five years, 2
percent of men and 21 percent of women reported
that they had made some change 1n their behaviour.
for men and women with three or more partners. 62
and 64 percent respectively reported making somic
change Thirty-six percent of men who had not had
an s1D reported some change 1n behaviour. com-
paredto 77 percentof men with an sTo Changes 1n
sexual practices to avoid HIv infection are not,
however, related to education, age. or know ledge
of aips The absence of a relationship between
knowledge and nisk avoidance 15 also well docu-
mented 1n previous research '°

Almost all the respondents who said that they had
de-. something to reduce their nisk of infection
indicated that they chose their partners more care-
fully and said that they were more iikely to take
precautions when having sex. but only avery small
proportion reperted abstaining from sex About 70
percentind:icated that they had reduced the number
of partners: around 90 percent reported that they
were more cauticds about their sexual partners. and
60 percent had started to use condoms or used them
more often About 40 percent said that they had. on
at least one occasion. not had <ex for fear of
exposure to Hiv intection There are no statistically
significant differences 1n the responses of women
and men to these questions '

The extent to which behavioural changes have
not been adequate to prevent the transmission of
HIv nfection and other sexuvally transmtted dis-
casesetfectively s clear fromthe data. in Table 3 9,
on the frequency of condom use Again, respon-
dents with fewer than two sexual partners 1n the
previous five years are excluded from the analysis
Among men with two sexual partners, 24 percent

Behaviour Involving Risk of Infection 49

reported that they use condoms every time they
have sex. 54 percent never use them, and most of
the remainder said that they use condoms “some-
times.” For men with three to five partners. condom
use appears to be slightly more frequent. Among the
most sexually active men. who had had six or more
partners in the previous five years. however, only 8
percent use a condom every time, 16 percent use
one almost every time; 30 percent use one “some-
times™, 6 percent use one "seldom,” and 40 purcent
never use a condom.

The frequency of condom use 15 no greater for
wimen Among women with two partners in the
previous five years. 13 percent reported that they
use a condom every time they have sex and 66
percent never use a condom, among women with
three or more partners, 11 percent use a condom
every ime they have sex and 57 percent never use a
cordom

These figures are difficult to :nterpret precisely.
It 1s possible that respondents who use a condom
some but not all of the ume make accurate judg-
ments of when they are at risk. This 1s not very
likely. however, especially 1n hight of the evidence
that having more sexual partners does not increase
the frequency of condom use Concern about aiDs
has led to changes in the sexual behaviour of
Canadsans. but these changes are far from making
safer sex the norm

Q
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Conclusion

In a certain sense, these data speak tor themselves
while the use of injection drugs and sexual practices
that carry the rish of HIV infection are confined to a
minonity ot the Canadian population. large numbers
ot Canadidns are potentially at rish - Sexual practices
that inv olve rish are concentrated among aduits who
are not married texcept widows and widowers) and
among younger people The prevalence of unsate
practices 1s unrelated to socio-veonomic variables.
such as education, income. and occupation. or to
location. including region and size of community
There appears to be a much greater prevalence of
risk among men, but this 15 in part due to bias in
measurement  Too few respondents reported using
injection drugs to pernnt an exannnation of thewr
chi-acteristics

Approximately halt of Canadians who had had
more than one sexual partner in the previous five
vears said that they had changed their sexual
practices n response to the threat ot Hiv infection
Sull. about 6 percent of all men reported having had
s1x or more sexual partners 1n the previous five
vears and an equal number reported that they had
had unprotected sex on at least one occasion with
someone they did not know well  Two percent ot
men and just less than | percent of women reported
that they had “*had sex without using a condom with
someone [they]| thought mught be a cammer of the
aibs virus ” The figures on condom use demon-
strate that many sexually active people do not
practise safer sex

alps education alone 15 not sutficient to bring
about behaviourial change 1t anything. better
informed Canadian< are more hkely to have en-
gaged 1n sexual practices that place them at nisk of
Hiv infection’ There 1s a need to tailor the content ol
a1ps education to sectors of the population whose
practices place them most at risk

While restrictions on the length ot the question-
naire lymut the present analysis of sexual behaviour,
there are sersous drawbacks to the use of any single
cross-sectional survey to understand sexual behav -
1our and behavioral change Understanding changes

a7

in attitudes and behaviour requires, at the least,
repeated cross-sectional .uiveys Still better would
be a longitudinal survey. in which respondents are
interviewed on at least two different occasions
While the high cost of longitudinal surveys remains
a major linitation, in portant advances m knowl-
edge of how to organi. e the data collection and 1n
the statistical analysis of longitudinal data make
such an enterprise <crentifically feasible
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Information about

AIDS: Sources and
Responsibility

Which media are used to inform Canadians about
HIv 1nfection and AIDs is potentially cntical to the
success Of these efforts. Not only are different
media likely to differ in overall effectiveness, but
the effectiveness of a particular medium may not be
the same for all segments of the population. In
addition, the source of messages about AIDs may also
have an impact on their effectiveness. This chapter
begins with an analysis of what Canadians report is
their main source of information about AIDS and
where they say they would ge to learn more about
AIDS. There follows an examination of the percent-
ages of Canadian adults who have seen a program
about AIDS on television or listened to onz on the
radio, read an article in a newspaper or magazine,
read a pamphlet, or called an ApS “hotline.”
Exposure to these media 1s then examined n
relation to the key predictors of knowledge about
ADs. This chapter also reports on Canadians’
opinions concerning the responsibilities that medi-
cal practitioners and parents, the vanous levels of
government, and other organizations should have
for aiDs educaton.

We will also examine the relationship between
exposure to information about AIDS 1n the different
media and knowledge about AIDs These findings
must be treated with caution, however, because the
direction of the relationship cannot be determined
from asingle survey. If, for example, people who
report having watched a television program know
more about AIDS, it 13 possible that they know more
becuse of the program  But it 1s also possible that

RIC

Aruitoxt provided by Eic:

people with more :aterest and previous knowledge
of AIDs are more motivated to watch a program on
the subject. The present survey can be used to
describe the association between information about
AIDS and exposure to mass media, 1t cannot be used
to demonstrate that use of some particular medium
causes knowledge to increase.'
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Sources of Information about AIDS

Table 4.1 summarizes the answers to the question
“What has been your main source of information
about A1DS?" Television and newspapers, which are
named by 39 percent and 23 percent of respondents
respectively, lead the list. Magazines, the main
source for 9 percent, and brochures, the main
source for 7 percent, are a distant third and fourth in
popularity. The remaining 22 percem of responses
included a gr. * vanety of sources of information.
Between 2.5 and 6 percent of respondents named
radio, books, and/or journals and schoolteachers
Allhealth authonities combined - physicians, nurs-
es, hospitals, and climes - account for only 2 5
percent of all mentions; the gay community, AIDS
groups, and AIps hotlines account for 0.3 percent,
and the provincial departments of health, Health
and Welfare Canada, and “govemment™ account for
0.2 percent. In the main, Canadians rely on the
mass media rather than more specialized publica-
tions to learn about AIDS.

Asking people where they would look “'to learn
more abeut AIDS" produced a remarkably different
distribution of responses (see again [lable 4 1)
Physicians, named by 32 percent of the respondents
as the best source of information. were by far the
most frequently mentioned, even though only 0 9
percent of respondents reported that physicians had
been their main source of information Next most
popular were health climces, chosen by 11 percent,
Journals and books, chosen by 8 percent, and
pamphlets, chosen by 7 percent. Television and
newspapers, respectively, accounted for only 6 and
5 percent of the respondents’ choices

While the enormous discrepancy between the
distnibutions of the main source of information and
the preferred source 1s disturbing at first, the two
questions are not as sumlar as they appear The
question about the main source of information 15
probably understood by most respondents to refer to
the kinds of general information about A1bs that are
re rted in the mass media, while the question
about where to go to find out about AIDS assumes a
different goa!, that of obtaining specific informa-

TABLE 4.1
Main source and best source of information
about AIDS

Main Best
source source

Source of information (percentage) (percentage;

Television 391 57
Radio 35 "
Videos movies 2 2
Newspapers 225 46
Magazines 88 28
Newspapers and magazines 2 1
“Reading 4 5
‘Media 31 6
Pamphiets 66 71
Medical Journalis 4 12
Journals books 33 79
Library 0 10
Family members spouse 7 5
Friends 9 0
Nurse 6 5
Doctor 9 321
School teachers 26 18
Hospital clinic n hospital 4 16
Health chnic 7 110
Through own occupation 1 0
Gay community ! 1
AIDS groups 2 24
A person with AIDS 0 8
Telephone hotline 0 32
Department of Health ! 37
Provincial government 0 2
Heaith and Weltare ! '3
Government 0 ‘0
Al others th 22
Don t xnOw 16 43
Pefused to say 4 5

Totat 1000 GO0

a0
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TABLE 4.2
Exposure to informatlon about AIDS from varlous media

Exposure to information about AIDS (percentage)

Does
Has bas not use
used notused  Not medium  Dont
Medium medium  medium  certain  at all know  Total

Watched program on 1v 625 343 26 1000
Heard program on radio 270 658 24 1002
Read newspaper story 817 160 14 1000
Read article in magazine 728 251 10 1000
Read pamphilet 56 0 426 10 1000
Telephoned AIDS hotine 10 989 0 1000
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FIGURE 4.2
Percentage who have learned about AIDS
from various media
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tion about some aspect of atbs That information is
better obtamned from an expert or a published
reference than from general coverage of aips in the
mass media

Respondents were also asked whether they had
ever heard about AiDS from any of six particular
sources As Table 4.2 indicates, very large percent-
ages had read a newspaper story about AIDS (82
percent), read an article 1n a magazine (73 percent),
or watched a program on television (63 percent).
Just over halfhad read a pamphlet, and a quarter had
listened to a radio program about Atbs. One percent
of the respondents had made use of a telephone
hothne. These figures partly reflect more general
differences in peoples’ viewing, listening. and
reading habits. A regular reader of any newspaper,
for example, would have difficulty avoiding articles
about AIDs Given the relatively small amount of
broadcast time devoted to documentaries on radio,
except for the CBC, it is possible that people who say
they have listened to or seen a program about AIDS
are actually referring to a brief item on AtDS 0 a
news report




Who Uses Which Media?

For aips educators, and more generally for people
engaged in health promotion, 1t is 1mportant to
know whether soine media are more effective than
others 1n reaching particular sectors of the popula-
tion. The question is whether the “‘market” for
information about AIDS 1s segmented, like the
markets for many consumer products. To address
this question, use of the various media was correlat-
ed with five of the major predictors of levels of
knowledge about aiDs and of behaviour entailing
risk of HIV infection: gender, age, mantal status.
education, and region.?

Only education exhibits a consistent effect across
all the media. As Table 4.3 indicates, attention to
al! the media increases with education. For televi-
sion viewing, the range 1s 20 percent: about 70
percent of respondents who had graduated from
high school or ohtained more education reported
that they had watched a program about Aips.
compared to about 50 percent of respondents who
had not completed high school For radio programs,
the trend 1s similar but weaker Education has the
strongest impact on reading about A1Ds Individuals
who had not attended high school are nearly 20
percent less likely to have read a newspaper story,
magazine article. or pamphlet than are individuals
with atleast some high school. Generally speaking,
people with less education rely more on the elec-
tronic edia and less on print media.

There are a number of other less consistent
although statistically sigmficant effecis,.

- People in British Columbia and Quebec are miore
likely to report having watched a program about
AIDS than people n other parts of Canada.

- People between the ages of 18 and 24 are about
IS5 percent less hikely than people 25 years and
older to renort having seen a television program
about AIDS

-~ People in Quebec are less Iikely than people in
English-speaking Canada to have read an article
about AIDS

information Sources and Responsibility 55

FIGURE 4.3

Percentage vho have learned about AIDS
from various media, by respondent
education
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TABLE 4.3
Exposure to Information about AIDS from varlous media, by
education

Percentage who have ever used medium

Read Read Read

Program Program newspaper magazine brochure, Number
Education ontv onradio story articte pamphlet of cases
Elementary school onty 46 27 60 42 31 97
Some high school 54 22 76 o1 49 298
High school graduate 67 28 84 77 57 305
Coliege. Technical 71 27 84 81 62 234
Some university 69 24 89 87 58 12
University graduate 66 34 94 83 69 186
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~ Men are less likely than women to have read aa
article about A1DS

~ 18- 10 24-year-olds arc abowt 15 percent more
likely than 25- to 54-year-olds and 30 percent
more likely than people over 54 to have read a
pamphlet about aips.

Thesc differences are large enough to warrant
consideration in the development of a1ps education
They fall far short. however, oi segmenting the
populaton into distinct groups for which sharply
different communications strategies are advisable

Methodological difficulies again suggest cau-
tion 1n translating these findigs 1nto policy recom-
mendations  What 1s rmissingz rom the analysis are
measures of the current amount 5f coverage of Atps
n the differentmedia The bestexample 1s provided
by the pamphlets. since they are directly aimed at
providing information about AIDs, unlike the cover-
age 1n the mass med-a, where the communication of
information 1s otten suberdinate to the presentation
of newsevents That eighteen- to twenty -four-year-
olds are more likely to have read brochures may
reflect the reading habits of young people and easy
availability of aips pamphlets. but 1t could nstead
reflect the considerable efforts that have gone into
pr viding educational matenal to them 1n schools,
colleges and umversities, and 1n other coatexts.

Unfortunately, the most consistent pattern of
media use 1s the tendency of people with more
education to make more frequent use 1, .he media
This finding emphasizes the importar ce, and diffi-
culty, of reaching less-educated Canadians

Q
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Sources of Information and Knowledge
about AIDS

While these findings should be treated with some
caution, it 1s reasonable to examine the relationship
between use of the media and knowledge about
aps. The use of media was measured by the
question concerning the respondent’s main source
of :nformation about aibps and by the six items
indicating whe her he or she had watched or heard a
program on the topic, and so on. Knowledge about
AIDs was measured by the nine-point scale de-
scribed tn chapter 2. Because education has a strong
effect on knowledge about AIps and on use of all the
media, 1t causes what is known as a “spurious
correlation™ between knowledge of a1bs and media
use. To eliminate this effect, the following discus-
sion is based on analysis 1n which this impact of
education 1s removed statistically.

The resuits are surprising. Having read an article
about AIDS 1n a magazine was associated with a
score about 0.6 point higher ¢n the nine-point scale
of knowledge about A1Ds than not having read one.
reading a newspaper article or p imphlet was associ-
ated with an approxirnately 0.4-point incredse 1n
avowledge. and watching a TV program or having
called a hotline with only a 0.2-point increase.
Hearing a radio report had no effect on knowledge.
In addition, respondents whose main source of
information was famly and/or friends scored one
pomnt more on the knowledge scale. and people
whose main source of information was a school or
workplace or magazines scored about one-half
point more than people with other main sources of
information As Table 4 1 shows, only about 2
percent cf the respondents relied on fam.ly and
friends to find out about AIDs

Irrespective of their education, people who read
about Aips know more about 1t, and reading about
AIDS 1n @ magazine 1y associated with a larger gain
than reauing about 1t 1n a newspaper. This suggests
that educators need to try to get the kinds of people
who usually do no read much to read about A1ps

64
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Responsibility for AIDS Education

In order to determune the legitimacy of the vanous
sources of information about AIDS. the survey asked
how much responsibility “for informing people
about preventing the spread of AIDs" a number of
groups and institutions should have. The question
began:

First, what about the public-health department in the city
or regton where you hve? Do you think that the public-
health department should have a major responsibility,
that 1t should have some responsibility. r that 1t
should not be involved n educating people about A1DS?

As Table 4.4 shows, 59 percent of the respondents
indicated that the public- health department should
have & major responsibility for Aibs education; 38
percent said it should have a minor responsibility: 1
percent said it should not be involved, and 2 percent
had no opinion. These ratings are best interpreted in
companson with the ratings of other groups and
institutions.

With one exception, there 1s majonty support for
all the institutions having a “'major responsibility™
for a1ps education. There 1s considerable vanation
in the ratings. Highest in pubiic support are parents
(82 percent of respondents said they should have
major responsibility for Alps education), doctors
(76 percent), and clinics for sexually transmitted
diseases (75 percent). Next are the government of
Canada, the government of the province in which
the respondent lives, und the Canadian Public
Health Association, to which respectively 71, 66,
a.d 65 percent of Canadians assign a major respon-
sibility Public-health departments and ‘“‘organiza-
tions 1n your community concerned about AIDS”
recerve about 60 percent support: community health
centres 1n Quebec receive 55 percent support. and
famly-planning and birth-control clinics receive 41
percent support Only “churches, synacogues. and
religious 1nstitutions” rece:ve hittle public support
14 percent assign them a major responsibility. 46
percent minor responsibility, and 35 percent no
responsibihity at all (5 percent had no opinion)

FIGURE 4.4

Who should have responsibility for AIDS

education?
Parents

Doctors

Sexually transmuted
disease (STD) chnics

Government of Canada

Government of your
Province

Canadian Public
Health Association

Public Health Dept

Community
organizations

CLSCs (Quebec only)

Family planning

Religious
organizations

Percent 0

B Major responsibiiity

20 40 60 80 100

Some responsibihity
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TABLE 4.4
Ratings of groups’ and organizations’ responsibility for AIDS
education
Rating of responsibiily for AIDS education (percentage)
Major Some Should
respon respon  not be Not Dont
Group Institution sibility sibibty nvolved  famiar  know  Total
Parents 820 167 08 00 05 1000
Doctors 755 225 08 00 12 1000
Clinics for sexually 747 216 'S5 00 22 1000
transmitted diseases
Government of Canada 707 228 46 00 '9 1000
Government of your province 66 4 274 46 00 16 1000
Canadian Pubiic Health 645 249 07 78 21 1000
Association
Public Health Department 591 381 07 06 15 1000
Organizations in your 580 298 35 00 87 1000
commynity concerned with
AIDS
CLSCs (in Quebec onty) o5 0 364 *3 40 3 100 Q
Family pianning and bir'h 44 498 52 08 28 1000

control chinics
Churches synagogues ara K 456 30
religious Insttutons

00 48 ‘000
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Canadians see AIDs education as the responsibihi-
ty of parents, medical and health organizations, and
government. There is a minor tendency to favour
higher over lower levels of government, and there
are mmnor differences among kinds of nstitutions
preferred. Few people regard AIbs education as the
responsibility of religious institutions.

67

Conclusions

The result of asking people about their main source
of information about AIDs and whether they have
seen programming about AIDs in a number of
different media is a profile of media exposure that
would likely be the same for other public issues.
Most people rely on the mass media rather than on
their immediate friends or specialized publications
to find out about current events; and AIDs is one such
event. The most important differential in media use
is socio-economic. People with more educauon
report more exposure to information about AIDs
from all the media. Not surprisingly, education also
has a strong effect on knowledge of A1Ds, although
its impact on behaviour involving risk of HIv
infection is at best weak.

Although the survey is not ideal for measuring
the impact of media use on knowledge of AIDs, the
analysis is suggestive. Reading abuut AIDs, in
newspapers, in pamphlets and brochv ces, and espe-
cially in magazines, is more stroagly associated
with higher levels of knowled<e than watching or
listening to program's about » ps. Unfortunately, it
1s difficult to change peoples’ reading habits.
People who do not read newspapers and magazines
regularly, because of their personal disposition or
relatvely low level of literacy, are not likely to be
induced to read them to find out about AIDs. It 15
easter for AiDs educators to make direct efforts to
reach people with pamphlets and similar material.
Given the strong relationship between education
and reports of having read a pamphlet about AIDs, 1t
18 important that some of this material be accessible
to people with weaker reading skills.

The public sees AIDs education as a responsibility
to be shared broadly among the medical profession,
government, and specialized organizanons. The
junisdictional 1ssues are likely to be far more
important to those involved than to the public. With
the exception of a strong belief that AIDs education
15 not a matter for religious institutions, there 15
relauvely little vanation in the ratngs of the
appropriateness of varnious public and private
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bodies’ responsibility for promoting an understand-
ing of AIDS. This can be taken as affirmation of the
present broad involvement of all levels of govern-
ment in collaboration with mediral and public-
health organizations and professionais
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Public Policies for
Dealing with AIDS

At 2 ime when public discussion of medical 1ssues
15 sl confined largely to heaith-care budgets and
the quahty of medcal services. the aIps epidemic
has changed the public policy agenda In part this 1
because of the long asymptomatic period during
which Hiv -infected people are able to transmut the
infection' and because aips causes death at ages
when fatal illness 15 extremely rare The impact ot
these eprdemuological aspects of Hiv infection and
AIDS 1s amplified by their high incidence among gay
men and injection drug users  AIps 15 a unique threat
as well because 1t has appeared at a ime when few
Canadians have any memory of an epidem.c that
could not be controlled by drugs or vaccination

The aips epidemic has rarsed important questions
about the nights and treatment of w4Iv-infected
people. people with aips and sympotomic HIv in-
fection. and. more generally. about civil nghts in
Canada In the context of a1ps. guaraniees against
discimination 1w employment and housing and
other asp._*< of civil nights. which have long been
regarded as settled and supported by a broad pubiic
consensus. have become open to question * These
tssues have ansen despite the fact that epidemucs.
and the questions about public policy that they
raise. are not at all new Public-health ‘measures
de<igned to deal with communicable discases have
been 1n place for many years * Indeed. comparud to
diseases that can be spread through casual contact.
AIDS 1s not easily communicated

Thus far public debate on these 15sues has mainly
involved community orgamzations that represent

RIC
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people with and at high nsk from AIps. health
professionals in the governmental and voluntary
service organizations that provide health and social
services, and pohtical and bureaucratic pohcy-
makers In the absence of a survey dealing with
public opinion as a whole. m~dia attention has often
focused on incidents in which parents. employers.
and other citizens have voiced their concerns directly
While the distllation of poll results into the east
controversial policies 1s no substitute for effective
and compassionate policy-making. a know ledge of
public opinion can do much to inform debates over
public policy

This chapter first descnibes Canadians” views on
public pohcies dealing with alps By examining the
impact of differing formulations of the questions. it
will be possible to gain 1nsight nto respondents’
reasoning 1 answering them Maost of the questions
dealing with public policy concern the treatment of
persons who are not ill but have tested positive for
Hiv This apparently paradoxical combination of
good health with the presence of a deadly and
transmussible virus 1s a unique characteristic and the
greatest source of public fear of AiDs

This section of the questionnaire began with ques-
tions that asked people whether they would send
their children to class 1f the teacher were known
to be HIv positive and whether they would allow
their children to play wath an infected chid. These
were foliowed by questions dealing with the
legal protection of emgloyees with Hiv fection
and their rnight to rental accommodation Further
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questions concerned testing tor Hiv intection, they
dealt with anonymous testing. employers” nights to
test job appheants, whether physicians should be
empowered to order tests of people who they
suspect are camers. and the right of insurance
compantes to demand tests of people seehing
insurance The last questions dealt with educational
programs in the schools. when those programs
should begin. and w hether ciean needles should be
provided to injection drug users to stop the spread of
the viruy

This chapter alse examines ditterences in the
opinons of majur sevtors of the population on these
issues  Such difterences might increase the like-
hihood ot contlict over the direction of a1Ds policy
Like the analysis of knowledge about aips in
chapter 20 this discussion will cover hey demo-
graphic vaniables tage. gender. and mantal statusi,
location iregion and size of community ). souo-
economiv ditferences teducstion, household n-
come. and occupation and labour-terce status:
“oultural” vanables rethnety and Lagon and
rehigiosity ). and social contacts twith a person with
a1ps and homosesuals) Also conaidered here is the
question of whether there 15 a single dimension ot
response to AIDs. with. on the one sde. people who
would send therr child to the Jlass of an aios-
intecied eadher, support anensy mous testing. pro
hibit employ ment and housing discriimination. an.
wo on. and. on the uther. people with the opposat.
opinions  Last. the chepter exanunes the relation-
<hip between individuals knowledge about s
and their view s on public policy issues

Response to a School Teacher Who Is
HIV Infected

Based on an inaident that oceurred .n Nova Scotia.
the first question asked respondents whether they
would send their child to school if ner or his teacher
were known “te have been exposed to the aips
virus 7 The question reads

Nov. 1 would bihe to ask yvou some guestions about
policies for dealing »ith peuple who have been exposed
to the a1ps virus  The firdt guestion concerns o mule
teacher who is o homose xual and has been exposed 1o
the AIDS virus

Medical authorities say that there s no risk at all 1o
the Children in thes (lass trom this teacher  but some
parents wiv they J notirust the wahorities bewause not
enough ts known at present about AIDY

The teacher s 1n good health and snows 7o symptoms
ot having the disease itselt

Let™s say that vou had d six-vear old sor who wasina
class taught by this teacher Would vou permit your
vt cear-old som to continue to go to Jasses taught by

thos teacher’

Instead of providing g single question to be putto all
respondents. the computer introduced ¢ number ol
variations into the tormulation of the guestion. at
rendom the sex and sexual orientation of the
teacher were vanied. some of the time medical
authonties were said to have given assure  es of

safety . sometimes to what were said to be “al
parents. and the child involved was de N
temale or male and aged six. ten. or fourie. ac

tahicized phrases indicate the location of these
vanations 1n the questHn The combinations ot
these possibilities resulted 1n 10X possible versions
ot the question, aithough each respondent heard
only one of the 108 There 15 no relationuhip
between the particular verston addressed to a given
respondent and her of his own characteristics - for
example. whether she or he 15 a perent

When responses to all formulations of the ques-
tion are combined.® 69 percent ot Canadians said
that they would send their children o school it the




Public Policies 65

TABLE 5.1
Responsas to a question about sending a child to school if the teacher is HIV infected
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child’s teacher had “been exposed to the AIps
virus.” Another 8 percent responded positively but
quahfied their answer in some way. Sixteen percent
would not send their children to school n the
circumstances described, and 7 percent imtially
would not grve an opimon. In this context. Cana-
dians are generally respectful of the nghts or
Hiv-infected persons.

Further information about respondents’ attitudes
was gathered by following up the imtial question
Respondents who sad that they would send thexr
children to school were divided almost equally over
whether they would do so with “complete confi-
dence” or with "some misgivings.” Of the tmtially
negative respondents. one-quarter said that they
mught be convinced to send their child to class
While i a deaded nmnonty, respondenis whe
opposed sending thewr children to school appear tu
hold their views more strongly than respondents
who would send their children

Respondents who quahified thewr positive answers
to this question expressed a gredt vanety of views
Some were generally uneasy, saying, for example.
that they would send their child to class only if the
.~acher were well enough to teach. even though all
versions of the question included the statement
“The teacher s 'n good health and shows no
symptoms of hcving the disease ™ Others vorced
stronger qualifications. saying that they would send
their child to school “only if the teacher 15 not gay.”
or "only as long as the teacher has no record of
sexually molesting children ™ Sull others sard that
they needed more information When respondents
who did not respond 1nitially were pressed with the
question "If you had to make a choice, what do you
think youwould do. send your child to class ornot ™
Just less than half still would not give an opimon. 4
small majrity of the remainder gave a positive
response

Three element, of the question as 1t was posed 1n
the survey were vaned randomly The first varration
nvolved the teacher, who was identified in cne of
six different ways, as

- aman who s a teacher and has been expused to
the AIDS virus,

- awoman who 15 a teacher and has been exposed
1o the AIDS virus:

- amale teacher who 1s a homosexual and has been
exposed to the AIDS virus,

- a female teacher who 15 a lesbian and has been
exposed to the AIDS virus;

- ateacher who has been exposed to the AIDS virus
because he received contaminated blood during
an operation; or

- ateacher who has been exposed to the AIDS virus
because she recerved contaminated blood during
an operation.

By examimng the differences in answers to the
question when the teacher was described 1n these
different ways, 1 1s possible to determine the impact
of saying the teacher 1s gay The inclusion of the
description of a lesbian teacher provides evidence
of whether 1t 15 the teacher’s sexual orentation or
the association of Alps with gay men that affects
respondents

The second vanation in the question that was vaned
ivolved the credibility of information about the
nisk of infection One-third of the time the question
included an “assurance” from medical authonities
that there was no nsk to children from the teacher.,
one-third of the time this assurance was accompa
med by a statement that the parents distrust the-.
authorities. and one-third of the time there was no
statement at all

The third +anation in the question involves the
sex and age of the child. half the time the child was
dcscribed as a girl and half the time as a buy, and
one-third of the t:me she or he was said to be six.
ten, or fourteen years of age. An indication of
whether responses are motivated by a fear that the
Jmld will be sexually assaulted 15 provided by
exarmining the responses to versions of the question
that say that the teacher 15 gay and the child 1s a boy
{and alternatively, the teacher 15 not gay and the
child 1s a girl)

Table 5 2 shows the impact of these vanations in
the formulation of the question. Only the sexual
orientation of the teacher had a statistically signifi-
cant effect on the responses The statements about
the health sk and the sex and age of the schoolciuld
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TABLE 5.2
Would respondent atlow a child to attend school if nis or her

teacher is known to be HIV infected, by gender and sexual orientation
of the teacher, assurances about risk and gender and age of the

child
A uw ch g te atterd schoo ? (percentage)
Yes Not Number
Character st ¢ of *feacre MG quatfec o sure Totai of cases
GEfSDER SEXUAL SRIENTAT.ON
Ma'e urstated 68 3 ‘9 5 " 210
Ferrae sta'ea 69 ’ ‘6 8 00 201
Gay b M 9 9 100 230
Lesb ar o’ [¢] 20 ’ *00 223
Male reterosex .a K 8 3 8 100 ‘92
Femae hetercsex.a b ) *2 r 00 196
ASSURANCE ABOLT R'Sr
Nore oY R 6 "0 409
From nregth actrors, "3 ) ‘3 o 00 432
Somre oppos mer 67 "R 3 00 112
GENDER AGE OF Zri T
6-yea’ oc ©o, . = = . ‘00 a7
*0-year 0 a Doy ri d ©T 4 ‘00 206
'dyear oo, ot 4 4 R "0 204
688" 003" 8 = - 2 Y 207
‘0Oyearru g Pt ~ L ’ " 00 212
‘d,eaccqr T ~ tH *00 206
T>a = " o ) * 00 1253
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did not significantly attect whether the respondent
said he or she would send the child to school © Even
with the teacher described as homosewual, 64
percent of the respondents said they would send
their children to school, compared to only 19
pereent who would not Describing the teacher asa
heterose xual mulde (at least implicitly . by saying that
the infection resulted trom receiving contaminated
blood) raised to 76 percent the percentage who
would send a child and lowered opposition to 8
pereent That the version of the guestion that left the
teacher’s sexual onentation unstated produced a
response much doser to that tor the homosezual
teacher suggests that Hiv-infected people are as-
sumed to be gay

Perhaps the most interesting finding s that the
sev ot the teacher had no effect on the responses,
even tor the comparison between a gay man and a
lesbian Since lesbian women are at low risk trom
atps, the difterence between the response to a
lesbian teacher and a female teacher “exposed to the
AIDS virus bec ause she recerved contaminated blood
in an operation” must be entirely a reflection of
prejudice based on sexual orientidtion

Lending support to the argument that some
respondents are moty ated by prejudice rather than a
concern about the prevalence of Albs among gay
men s the finding that respondents who were ashed
a version of the question that combined a gay
teacher and a male student were not disproportion-
ately likely to say that the child should notbe sent to
school ” Since the sex and age of the child described
in the question had no impact on the response, 1t
anpears that general feehngs about homosexuahty
and the contagrousness ot AiDS, rather than parucu-
lar images of nteraction between the teacher and
child, motivated individuals’ responses

Finally, it 15 significant that assurances about the
safet, of the c¢hmld and expression of parents’
s apposed doubts had no influence on response
These vanations in the question invited respondents
to avoid dealing with a difficult question by going
along with, or voicing their suspicton of, authority
The absence of an effect suggests that public
opimon on this issue 15 firmly fixed and that in such
situations as the one described, public statements

alone are not Iikely tu have much etfect on either
side of the 1ssue.

To summarize, concern about the health nsk to
studeuts leads about 10 percentot the population to
say that they would not send their children to a class
taught by an miv-infected teacher, homophobic
attitudes, which inyohve no differentiation between
gays and lesbians, double the prupurtion who would
not send thewr children to school, to about 20
percent. Still, the context for these findings 15 a
situation where, when the teacher 1s described as o
£4y 1.an, about two-thirds of Canadians would send
the. children to class and only one-fifth would not
do so About one 1n twehve respondents gives no
opmon ntrally, and the remainder express some
sort ot quahfied approval

~1
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TABLE 5.3

Responses to a question about sending a child to school if a
fellow student is infected with AIDS

Now lets say that an elementary schoo! student is found to have been exposed the AIDS
virus through a blood transfusion Medial authornties say that there 1s no risk at all to the
other children i this class frem the infected student If your child was in this student s class
would you allow your child to attend that class?

Wouid allow 74

Would aliow with some guaiification 8 Qualfied responses classified into categories
Would warn child about the infected child 21
Would allow with some hesitation 45
If there was no sk 24
Other qualified responses 9
Totai 100

Wouid not allow

Don t know

Refused to say

Tota:
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A Schoolchild Who Is HiV Positive

Questions about Employment and Housing

The question about the HIV-positive teacher was
followed by a similar item about “an elementary-
school student who ts found to have been exposed to
the AIDs s1rus through a blood transfuston ™ Re-
spondents were reassured that “medical authorities
sdy that there ts no sk at ol to the other chilcen in
this class from the infected student ™ This question
removes both the sexual onentation of the teacher
and the 1ssue of sexual assault, leaving only concern
about the risk of intection through casual contact

The content of this question abor ! the HIVv-
infected child 15 most similar to the vasion of the
previous question that described a female teacher
given contaminated blood in an operation The
distribution ot responses, shown in Table 5 3,
supports this conjecture  Seventy-tour pereent of
the respondents said that they would allow their
children to attend class with the HIv-positive student,
8 percent would do so with some qudlification, 13
pereent would not allow their chuild to attend class,
and 5 percent had no opinion These values are all
within 1 percent of those obtained tor the hetero-
sexual femaie we _aer

Some of the qualitied responses (which were
recorded verbatim) betray uncertarnty about the
tishs of HIv intection through casual contant About
one-quarter of the ume. respondents” quahifications
imwulved an exphicit demand for reassurance that
ther child would not be at rish. despite the
statement to this effect in the question it 1s hikely
that some of the respondents who had no opinion
were alsumoved by such tears Taking these figures
together, we conclude that between 15 and 20
percent of the respondents were feaiful that AIDS can
be spread through casual contact

¢

Respondents were asked whether employers should
have the right to require that job applicants be tested
for 1y infection Purposely left unstated were the
consequences of the employer’s discovening that
the test was positive, but the question implies that
apphicants could be refused considerationif they did
not agree to a test and they could be re ised
employment if the test was positive The question
was varied randomly o that1n some cases there was
no reference to a specific occupation, while 1n
others the occupation was given When no occupa-
tion was mentioned. as the first row ot Fable 5 4
indicates, 25 percent of respondents agreed that the
employer should be able to require a test, 61 percent
were opposed. 10 percent said 1t depends, and 4
percent had no opimon Most respondents w ho gave
qualified answers said that the nature of the job was
at issue.

Specifying the vccupation of the job applicant
radically altered the responses Support for testing
ranged from 16 percent for accountants to about 25
percent for office clerks. salespersons, and con-
struction workers, to between 40 and 50 percent for
daycare workers. high-school teachers, restaurant
workers, and factory workers who process food. to
about 75 percent for nurses and orderlies 1n hosps-
tals Compared to answers to the questions about
the Hv-infected teacher and student, the answers to
this question about job applicants appear relativen,
conservative In addition to mistnformation about
the transmission of HIv infection and homophobia,
the relatively strong support for testing job apphi-
cants likely reflects three factors. cuaution in the
absence of information about the health nisks 1n
specific situations, a tendency to place the right of
existing emplioyees before thuse of applicants seck-
ing new employment, and a casual view of the
consequences of HIV testing.

The next question (see Table 5 5) deals with the
nghts of an employee who 15 found to be Hiv
infected {described as “a carnerof the AIDS virus™ in
the questionnaire) Respondents were asked whether
the employer "'should have the legal night to fire the
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TABLE 5.4
Responses to the question about testing job applicants

Suppose that someone 1s applying for a job as a [)ob description} Do you think that the
empioyer should be able to require that the job applicant undergo a test for the AIDS virus
before keing hired?

Percentage distribution of responses

Do not

Require require Dont Number
Job Description ~5t test Depends know Totai of cases
No occupation stated 25 6 10 4 100 352
Accountant 16 78 1 5 100 96
Office clerk 25 71 ! 100 91
Salesperson 25 63 2 10 100 88
Construction worker 26 72 1 1 100 82
Daycare worker 45 46 4 5 100 98
High school teacher 42 52 0 6 100 100
Food processing 50 a2 4 4 100 93
Restaurant waiter 44 53 0 3 100 73
Nurse in hospital 73 1 5 3 00 79
rfospttal orderly 74 23 1 2 100 100

TABLE 5.5
Support for employee who carries the AIDS virus, by whether or not
co-workers complain and gender of the employee

Say thatthe owner of a business iearns that onne of his workers is 1 fected with the AiDS virus
This [man s;woman s] work is completely satysfactory Also nune of [his.her] work would
expose other employees to infection [blank b.t necric working with this person compiain
that they don t want to be around someone who carnes the AlDS virus] Do you think

the owner should have the legal nght to fire the employee?

Percentage distnbution of responses

Action of co-workers, Quaiified Dont Number
Gender of employee ‘es  responses No  know Totai  of cases

No complaint from co-workers

maie employee 9 3 84 4 100 290

female employee 7 2 88 3 100 330
Complaint from co-workers

male employee 15 4 75 6 100 322

ERIC 77

female employee 13 5 79 3 100 3n ‘
1
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FIGURE 5.4 .
Support for HIV testing of job applicam, by
job applied for ’

No job stated

Accountant
Oftfice Clerk

Salesperson
Construction worker

Daycare worker
Srhool teacher

fFood processing
Waiter

Nurse
Ho ©tal orderly

Percent 0 25 50 75 00
W Require test B Depends % Do not
require test
Dont know
FIGURE 5.5

Support for not firing an HIY infected
worker

No complaint from co-workers
Male employee

Female employee

Complaint from co-workers
Male employee

Femdle employee

Percent 0 25 50 75 100

# Do not fire worker B Qualified response

Allow worker 10 be fireu Dontknow

employee " Again, the gender of the employee was
vanied randomly. In addition, half the respondents
were told that “people working with this person
complain that they don’t want to be around someone
who carries the atps virus™, the other half of the
time, nothing was said about fellow employees All
versions of the question included a statement that
the work of the employee was completely satisfac-
tory. Respondents were overwhelmingly opposed
to the employer’s having the legal right to dismuss
the worker. Accarding to the situation, between 75
anc 88 percent supported the worker's nght to legal
prtection, compared to between 9 and 15 percent
opposed. Another 5 to 10 percent gave quahfied
responses or took no position The sex of the
employee had a very small impact on responses. in
the predicted direction. respondents were about 4
percent more likely to support a worker described as
female. A complaint by co-workers had a stronger
impact 1t decreased support for the Hiv-infected
worker by 9 percent.

A sinuilar question concerned discrimination 1n
housing It refers. randomly. to the wife or husband
in a marned couple. a man. a woman, two men. of
two women who answer an advertisement to rent an
apartment The landlord. 1t 1s said. accidentally
discovers that the prospective tenant 1s a carner of
the aIbs virus, and respondents were asked. "Do
you think that the landlord should have a legal nght
to refuse (v rent the apartment?” Opposstion to this
form of discrimination 1n housing was overwhelm-
ing Depending on the circumstances, about 80
percent of Canadians would not permut the landlord
to deny accommodation Describing the infected
person as one of two men seeking to rent the
apartment decreased opposition to 74 percent.

These results demonstrate overwhelming public
support for the right of Hiv-infected persons to
protection from discrimination in employment and
housing. Opposition 1s not entirely absent. but 1t 15
restricted to a small minority of the population
Support for the extension of these rnights to the
enforcement of equity 1n hinng does not, however,
gain majority approval: about half the respondents
would allow employers of teachers, daycare work-
ers. and people who process and nandle food the
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TABLE 5.6
Support for prohiblting discrimination agalnst HIV-Infected tenants,
by marital status and gender of tenant

[A mared couple A man.A woman Two men/Two women) answer(s] an ad to rerit an
apartment Now what if the landiord discovers that [the manthe women.one of the men.one
of the women]is a carrier of the AIDS virus? Do you think that the landlord should have the
tegal nght to refuse to rent the apartment to the {couple;man/woman/men‘women)?

Description o Dont Number

prespective tenant Yes No know Total of cases
Couple (man infected) 17 79 4 100 204
Couple (woman infected) 14 79 7 100 155
Man 18 75 7 100 232
women 14 80 6 100 210
Two men 21 74 5 100 202
Two women 12 82 6 100 210
FIGURE 5.6

Support for prohiblting discrimination
against HIV-infected tenants, by marital
status and gender of tenant

Couple man infected

Couple woman infected

One man l
One woman |
Two men |
Two women
Percent 0 25 50 75 100
Should landlord have right not
to rent?
M No Dontknow
Yes
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right to require tests of job applicants; and three-
quarters would do soin the case of hospital workers.
In this respect, public attitudes resembie current
law, which does much more to protect workers in
Jobs than 1t does to constrain employers to treat job
applicants equitably

Testing for HIV Infection

Testing for HIv infection 1s one of the most
controversial issues 1n the development of public
policies to deal with aiDs. Ideally, such policies
would simultaneously protect individuals' rights to
determine how much and what information they
have about their health status, assure that individu-
als exercise reasonable prudence in preventing the
spread of infection, and provide health planners and
health educators with the information needed to
plan the delivery of care and discourage the spread
of infection. Unknowing carriers of the AIDS virus
who engage in unprotected sex or share needles
threaten others and impose demands on the health-
care system.

Reaching a compromise that protects individuals
and effectively contains tlie spread of the virus is
complicated by the imperfection of the bureaucratic
systems. There have been sufficient numbers of
well-publicized accidental disclosures of positive
HIv tests to generate legitimate concern among
people considering a test. Assuming that mandatory
AIDS testing is regarded as an infringement of
individual rights, weaker forms of coercion may do
more harm than good, leading people away from a
considered judgment of the merits of testing for fear
that a positive test result might become known to
thesr employers, landlords, and personal associates

The survey question that addresses this issue
reads as follows:

Let’s say that someone suspects that he or she has
been infected with the AIDS virus and 1s considenng
whether to be tested Do you think a person should be
able to have a test for the AIDS virus, withour giving
his or her name”

Because most Canadians are not likely to be aware
of the distinctions of usage in the medical, health-
promotion, and research communities, the de<cnp-
tion of a test “without giving his or her nzme™ was
used instead of the technical expression “ancnym-
ous testing.” By more than a two-to-one majority,
respondernts supported anonymous testing: 68 per-
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TABLE 5.7
Support for anorymous testing for AIDS, by arguments nade to supoort or oppose it

Let's say that someor e suspec's that te or ste s beer pecied o th the AiIDS virus and s or s genng whether to be
tested [INSERTED ARGLMENT Dl vy ™™ iw a g ersor shoust e ab e 'o hdve a test for the AIDS  rus wrthout ¢iv ng

his Of her name”’
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cent would allow peuple to ubtain a test without
giving therr names, 31 percent opposed it 4
remarhably small proportion. just 1 pereent, did not
state an opimion These results are summanzed in
Table 5 7

In order to judge the strength of support for
anonymous testing, five different quahifying arpu
ments were mserted into the question., at random
The results of this were as for. vs

The burcaucratic argurrent that the person being
tested “should have to :dentify himself or herself
50 that statistics on AIDS can pe kept up to date™
had hittle impact on the responses

- Appealing against anony mous tests on the grounds
that they increase the rishs of sexual partners of
Hiv-infected individuals measurably altered the
responses  Support for anony mous testing fell to
54 percent and opposition rose to 41 percent (S
percent were undecided) when the question
included either the argument that, 1f 1dentified.
those testing positive could “receive proper
counselling on preventing the spread of the virus™
or the argument that 1t would allow eftorts 'ty
contact people who muay have been infected by
contact widh the person tested so that they can
also be wested for A1ps
The arguments that “requinng people to identify
themselves would make t om aiiaid to be tested
for the aIDs virus™ and “this could tncrease the
number of people who are transnutting the virus,
since they do not know they are infected”
reduc ed oppusition to anunymous testing to only
16 percent of the population
Saying that people would avoid t:sting “because
of what mghthappen if people leamed they were
infected.” howuver, had no impact on responses

While changing the formulation of this question
affects the responses, even the strongest arguments
a2amst anonymous testing leave a clear majority 1n
favour. Furthermore, advancing the strongest argu-
ments for or agamnst anonymous testing results 1n
approximately equal shifts for and against it This
suggests that the simplest formulation of the ques-
tion, 1n which no argument 1s advanced, provides a

reasonable estimate of the state of public opimon
«nd thss strongly favours anonymous testing.

The answer to the next question shows, however,
hat appont for individuals’ nghts in relation to
testing for HIv infection is highly conditonal It
«shed. “If a doctor thinks a patienthas been exposed
to the AIDSs virus, should that patient be required by
law 10 have a test for the virus?" Eighty percent of
the respondents answered yes. There was strong
support, too, for taking strong measures to follow
up sexual contacts with people found to be Hi
positive Eighty-six percent responded affirmative
ly to the question

A Jductor warmries out d blowad test and finds a person has
been infected with the aps virus Do you think that
the infected person should be required by lum to Nam.
his or her sexual partners su that they can be traced
and wamed that they nught have been exposed to the
AIDS virus?

Canadians’ views about testing for aibs are thus
sumew hat contradictory  There is wadespread sup-
port for anonymous testing, which becomes even
stronger 1if «.e argument s made that providing
guarantees of secunty will lead more people to be
tested. Once the authonty of a physician s invoked,
Lowever, opinion swings strongly to supput for
testing without regard to *he wishes of the ind vidual
and, 1f the tes* 15 positive . to mandatory disclosure
and follow-up of sexual contacts

When a commeruial interest 15 involved, there 1s
alsu support for testing Fifty-one percent of re-
spondents agreed that “‘a hfe-insurance company
should be able to require that people taking out hfe
insurance have g test to show they don't carry the
AIDS virus,” while 41 percent disagreed and &
percent gave no opinion

i
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TABLE 5.8

Responses to questions about physicians having the power to require a test for HIV infection,
the requirement that people who test positively for HIV give the names of their sexual
partners, and the right of insurance companies to require tests for HIV infection

Perceriage G st b o of resporses

Dort
Ques: or ves No <POw Tota:
tagoctor ™ rxs a pate ras beer exposec !¢ the AIDS v rus shoL @ 80 °7 3 00
that patert be required by -aw 10 Pave a test fof the virus?
A goctor carres oul a H:00C test anc f nds a gersor has beer niected w ok 86 . < 00
the AIDS v rus Do you tr re 1 at the nfectec persor shou d be ‘equired by
-aw (o rame h's o« her sex.a' parirers so trat they can be traced anrg
warneg that they might have been exposec 10 the AtDS vrus?
Doyouthrk that a ' fe esurance compary shou @ be abe 10 requ re that 5° <40 8 00

peopie takirg oot fe rsurarce nave 2 1est 10 Shuw 'hey gor ' Lasy tre
ADS virus?
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AIDS Education in Schools and Providing
Needles to Injection Drug Users

Relative to the questions just discussed 1 an amazing
consensts on the need tor aps cducation 1n
schools The question read

Are you 1n fav our of educational programs in the schoois
to inform students about the way 1n which aIDs 18 spread
and how to avoid becoming infected”’

As Table 59 shows. 97 percent of Canadiany
favoured educational programs in schools, 2 per-
cent were opposed. and | percent had no opimon
To judge the seriousness of public commitment to
a1ps education. those who favoured were asked at
what age it should begin  Here too the responses
reflect strong concern about the 1ssue. 42 percent
said 1ps education should begin at or before the age
of ten, 34 percent said 1t should begin at eleven or
twelve. and 17 percent at thirteen or fourteen. only 4
percent of the respondents wanteu educational
prograims to begin at age fifteen or later

There 15 strong majority support as well tor
allowing ngh-school students to obtain condoms in
their schools. As Table 5 i0 indicates. about 60
percent favoured this measure Saying that the
purpose of providing condoms was “to stop the
spread of A1Ds” had no impact on the answers.
though this may have been assumed given the topic
of the survey and the finding that the great majonty
of people are aware of the effectiveness of condoms
In preventing HIv transmission

The extraordinanly strong puohc support tor
aiDs educanon 1n the schools demonstrates the
magnitude of pubhic concern Public acceptance of
the need to prevent the spread ot aps far overndes
concerns abou the moral 1imphcations of exphait
discus<ion of sex and horaosexuahty These find-
ings appear to reflece a general shift 1n public
opimon. as mamfested. for example. n the wide-
spread acceptance of sexually explicit advertise-
ments about AID,

ABLES.9
Support for AIDS education in schools, and
age at which AIDS education should begin
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TABLE 5.10

Support for providing condoms to students in their high schools,
by the presence of an argument about AIDS
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TABLE 5.11

Support for providing free needles to drug users, by whether a
counter-argument about increasing drug use is presented

Peop:e who ‘nject themseives wih drugs  sx teng ~fected with the AIDS virus fthey
share needies with other Grug wsers It migh £2 possibe to decrease the sk of infect.or
by oroviding free reeates 1o arug users [but dong this could aiso increase Crug Jsage’
Do jou tnink that Pee reecies shoud be provided to drug users®

Percentage arstr but.or of

esponses
Cor* Nurrber
Questor ves Ne X" 0w Tota of cases
Nithout warn rg abou! reeeasec orug use 37 58 5 00 626
¥/ h warr ng about rcreasea orug wse 26 29 5 ‘00 627
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Providing Clean Needies to Injection
Drug Users

With the increase in HIV transmission through the
skanng ot needles among mjection drug users.
programs to provide tree needles have been imuated
4 number of countries ¥ As with providing
condems 1n high schools tor many  Canadians
supporting a4 program to provide needles requires
thatthey acknow ledge an activity of which they do
not approe And unlike sex among teenage
high-schoolstudents. which may be seen as moraily
objecuonable njection drug use 18 llegal The
question read as tollows

Peopie who miect themselves with drugs rik by T
Intected witn the ATOS virus it they share needles with
other dmug esers [t might be possible o e rea the
sk o rtection by providing trec needles to dnug ason
Do you think that free acedies siould e prosided to

- . >
Jrug awens

Fitty-eight percent of respondeny opposed provid-
g tree needlas to drug users i order to decrease
the mh of transmussion by contanunaied needles.
37 pereent supported the policy. and 5 per.ent had
po ofimon Adding 4 warmng w the guesuon that
providing tree needles “could also 1 rease drug
usage stgnificantly rais Jd oppositien to providing
needles o 69 percent ot raspondents It posaible
that d tormulation of the guestion in terms of nee
¢ hange would gamner greater public supnort
that no t w user vould obtain g needie
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Summary of Public Attitudes

Public opinton on some of the key policy questions
CONCEMIRE AIDS responds to two potentrally contra-
dictory impuises On the one side. there 15 strong
support tor the nights ot Hiv-intected persons to
protection from discrimination 1n employnient and
housing. combined with a readiness to allow teach-
ers tand presumably other workers in “sensitine”
occupations) o conunde to work Consistent with
these views 1s majonity support tor @nonymous
testing for Hiv - On the other side. thees atutudes are
qualitied and potenually compromised once medi-
cal authonity or necessity ssinvoked There 1s strong
support for giving phy sicians the unilateral ~ight to
test individuals who they believe may be infected
and for mandatory follow-up ot sexual contacts of
HIx-positive individuals Prospective emplovers of
medical personnel and 1nsurers are seen as legi-
mately demanding atDs tests I terms of s
prevention. there 1s a distiction between the nzarly
ananimous approval of educational activities. how
cver expitatly they deal with sexuahity, and 2
program such as providing needles to drug users.
which acknowledgev and does not gimi 1o prevent
tegal activity

In assessing these attitudes, 1t shouid not be
assumed that individualy’ attitudes are centred
entirely on albs More general aspects ot Cana-
dianv’ attitudes and s alues. as well as their under-
standing ot AIpS. aifect the answers o these
questions about public policies tor dealing with
ADS HUIN Dot surprising. tor example. that people
who are already employed shouid be seen as enjoying
more rights than people appiving torobs Atter ali.
tederal and provinciai iaws otter much greater
protecton to empa <>~ than to job applicants

The cntical question s wiiether the policy preter
ences outlined here are actually contradictory — tha
In. whether they indicate a combination ot rhetoricdl
suppont with practical opposition to wavil bberties
Experts may find it ditficult to reconcile support tor
dnonymous testing with grapting physicans the
nght to demand tests Butthere 18 hikely hite public
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understanding of the implications of. for example.
giving physicians the right to demand Hiv tests or
requiring Hiv-positive individuals to disclose the
names of their sexual partners. This ambiguty in
public opinion 1s likely to remaia until these 1ssues
become the focus of public debate.

Relationships between Attitudes towards
Different Policies Dealing with AIDS

To this point public attitudes on a variety of issues
ieiating to AIDs have been dealt with separately. It is
not likely, however, that an individual who opposed
the right of landlords to discriminate against HIv-
infected persons would be no more likely than
anyone else to say that Hiv-infected persons should
have security of employment. While these two
attitudes are not likely to be perfectly correlated,
opponents of discrimination in housing should be
more likely than average to oppose discrimination
in the workplace. Simularly, although there is much
greater sugport for anonymous testing than opposi-
tion to giving doctors the night t  demand tests,
people who support anonymous te<ting should be
more likely to oppose doctors’ having the right to
demand tests.

For some of the questions, however, the relation-
ships are likely to be more complex. Support for
providing needles to njection drug users, for
example, 1s no’ Juite so easily related to the concept
of protection from discrimination that likely under-
lies answers to the questions about liousing and
employment. The key question, which is whether
individuals’ atutudes towards AIDS can be under-
stood 1n terms of a single hberal-conservative
continuum,'® can be resolved by examining the
interrelations among the vanous attitudes. Such an
cxamination reveals that the answers to the ques-
irons about sending a chuld te school if the teacher 1s
nfected, testing of job applicants, physicians’
nights to demand tests, discrimination in rental
housing, and protecting the jobs of Hiv-infected
people are strongly related to one another. ' Answers
to the questions about anonymous testing, provid-
ing clean needles to drug users, and requiring
Hiv-infected people to name their sexual partners,
however, are not strongly related to the other
answers, or to each other.

Anonymous testing. providing needles, and com-
pulsorv follow-up of exual contacts tnvoke con-
flicting mterests. between the nght to privacy and

&8
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the desire to provide counselling to Hiv-infected
people. to prevent the spread of the virus. ana to
warn the sexual contacts of an Hiv -infected person,
and between the desire to prevent the spread of Hiy
infection and discourage the use vt injection drugs

It 1s not surpmising that choosing between the
potentially confhcting interests ot a person and his
or her sexual contacts calls into play a different set
of principles from those evoked by deciding what
sorts of protection should be given to a potentially
‘vulnerable group. whose living 1n an apartment or
continuing to work at a job poses no risk to anyone

The apparent inconsistencies 1n Canadians’ attitudes
towards atDs arise from the complexaty of the public
policy 1ssues raised by the aIDs epidemic
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Predicting Attitudes towar<s AIDS

The second major purpose of this chapter 15 to
descnbe the extent to which varous sectors of the
population take different positions on the major
policy tssues Tables 5 120 5. 15 show the sectoral
differences 1n responses to the questions about the
HIv-infected teacher. rental acc ommodation, anon-
ymous testing. physicians. power to demand tests,
and providing clean needles to injection drug users
These measures were chosen for analysis because
they reflect different aspects of attitudes towards
AIDS  As potential predictors of these attitudes. the
same measures used to examine levels of knowl-
edge about aIDS are employed The figures accom-
panying the tables show some ot the larger sectoral
differences 1n public opinion on these 1ssues  The
follow ing discussion 1s also based on the results of a
multiple regression analysis of pohcy attitudes The
regression .. based on a scale of support for more
tolerant policies to deal with aiDS. and combines the
responses to the questions about the Hiv-infected
teacher and schoolchild. rental accommodation,
and the Hiv-infected worker's right to continued
employ ment !~

Taking the results of this analysis as a whole 1t 1s
sigmficant that the variation among sectors does not
alter the overall consensus on these 1ssues. For only
two of the seventy relationships between the four-
teen predictors and five policy questions are the
group differences large enough to indicate that
some categories of respondents give majority sup-
port to a policy that other categories in the majority
oppose. Support for outlawing houstng discrimina-
tion. for example, ranges from a low of 57 percent
(for people with only e'ementary-school education)
to a high of 97 percent (for people in nanagenal
occupations) Simslarly. >pposition to physicians’
having the night to order Hiv tests ranges from 5
percent (for retired people) "0 33 percent (fer people
1n professional occupations)
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Demographic Differences in Attitudes
towards AIDS

The mmpact of the demographic difterences on
attitudes towards AiDs (shown in Tabie 3 12) 1
quite imited Theonly strong etfect s that of age on
the issues of discrimination 1n housing and giving
physicians the nght to demand tests  About 90
percent of respondents under the age of thirty-five
support the nghts of Hiv-positive persons to rental
housing. compared to about 70 percent oi those
aged fifty-five or more. people under thirty-five are
more than twice as likely as those fifty-five and over
to oppose physicans might to demand tests By
comparison. 84 percent of men and 82 percent of
women would guarantee the nght to rental accom-
modation. as wouid 82 perceni ot married people
and 89 percent of people who are unmarried. and 89
percent of parents whose oldest child 15 under five
and 81 percent whose oldest child 1s fifteen or more

The other group differences 1n Table 5 12 are
attributable to age differences between groups For
example. widowed persons” weak support for the
right to rental housing fonly 62 percent) is due
largely o their relatively high average age. and the
relatn |, advanced average age of pcople who have
one or more children but none still hiving at home
accounts for the relative conseryatism of this group
There are some difterences between the opimons ot
parents and non-parents and among parents with
ditferent numbers of children and with oldest
children of different ages These differences are.
however. very small. and in large part they are dv-
to the ditferences in the ages of these groups

The nature of the relationship between these
opinton~ and age lends further support to the con-
cluston that there are two distinct aspect.. or
dimenstons. of attitudes towards aips Opposition
to housing discnminatior: decreases with age.
+ lereas support for anonymous testing. for physi-
clans’ power to demand testing. and for providing
needles 1 not related to age Sex and marital status
also have some anomalous ettects For example.
men are more likely than women to say that they
would send their children to class i the teacher were

known to be Hiv infected. but men are less likely
than women to support anony mous testing In terms
of mantal status. the widows and widowers are the
most distinctive group: they are 20 percent less
likely than the { :r other groups to oppose housing
discrimination, but they are the most likely to
support providing needles to drug users Part of the
reason for the comple x relationship between marntal
status and these attitudes is that widows and
widowers are both much older than the other
marnital-status groups and predominantly female

To cnly a minor degree do demngraphic vanables
affect people’s atutudes towards aips The only
consistent finding 1s that support for the nights of
Hiv-infected persons 1s lower among older people
Even taese are only differences 1n degree While.
for example. older people are less prepared to
protect Hiv-positive people from discnmination 1n
housing. 1t remains true that about 70 percent of
them would offer such protection
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TABLE 5.12
Position on AIDS policy issues, by demographic variables

Do not
Qutiaw aliow Provicte
Senu housing Provicte physicans reedles
chug arscrmi anonymous t0 demand 1o njection Number
Demographic 10 C1ass naton HiV test HIV test drug users of
vanable Category (percent) ipercent) {percent) {percent) (percent) cases’

Total ' 83 o’ 8 33 1253

GENDER
Maie 34 65 5 32
Female 82 69 21 34

AGE

18 -24 90 70 i 28
25 34 2R 64 32
35-44 86 69 37
45 54 81 34
55 .64 7 7 64 38
65 or more 69 33

MaRITAL STATUS

Marneg ; 48
Live with partner 47
Separated divorcea 5 67
Widowed 2 68
Never marr ed T2

NUMBER OF CHILDREN
Never any chedren 87 68
1or more none at home T 69
Living with one chig 85
'wo chigren 86 68
3 or more chidren 85

For respondents with one or more children at home
AGE OF OLDEST CHILD AT HOME

Less tran 5 7S 89 64 24 36 99
59 o 87 5% 20 ’5 117
0 14 8~ &7 66 ) 29 108
Sormae 18] 51 68 7 37 210

The £7*.a rumbers Af resporae ts e edck Lateqory w Jifer somewbar from the numbers giver bere Jue to
non-resporse for eact ur ne tems See tre above 1ab es to ke frequency disir butions N wding ran response for all
the «tems
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Socio-Econo.aic Status and Attitudes
towards AIDS

The reported willingness of Canadians to send a
child to school 1f the teacher was HIv infected and
their opposition to housing discrimination and to the
right of physicians to order tests for aips all increase
with education. Education has rather little impact
on the two other items, which deal with anonymous
testing and providing needles to injection drug
users. Eighty-eight percent of university graduates
would send a child to school and 94 percent would
outlaw housing discrimination, compared to 63 and
57 percent, respectively, of people with elementary-
school education. The impact of education on other
aspects of atps policy is weaker. Probably because
of concem about illegal drug use, university gradu-
ates are only about 10 percent more likely than
people with elementary-school education to support
providing needles to drug users.

Income affects policy attitudes in the same way
that education does, but the group differences are
smaller. For example, opposition to housing dis-
crimiration rises from 73 to 94 percent as household
income increases from under $20,000 to $70,000 or
more, while the comparable difference between the
lowest and highest categories of education is be-
tween 57 and 94 percent. The attitudes of the
approximately 5 percent of respondents who did not
krow their incomes resembled those of the lowest
income category, while the respondents who re-
fused to give their incomes resembled middle-
income groups.

The effect of occupation on policy attitudes 15
also limited. Reured people stand out the most,
mainly because their opinions closely resemble
those of ol : people. Roughly speaking, the most
liberal attitudes are found among the higher-status
occupational groups and students, while people
with lower-status occupations and retired people
are more conservative. Regression analysis showed
that, of the three socio-economic vartables, only
education affects attitudes towards alps: once edu-

<
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cation and age (to deal with the position of retired
people) are taken into account, the effects of income
and occupation on attitudes are negligible.
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TABLE 5.13

Position on AIDS policy issuec, by measures of soclo-economlc status

Do not
Outlaw allow Provide
Serg housing Provide physicans needles
chid drscrim- anonymous todemand tonjection Number
Socio-economic tc class ination HIV test HIV test drug users of
varnable category {percent) {percent’ (percent) (percent) {percent) cases
EQUCATION
Elementary oniy 63 57 67 7 29 97
Some high schoo! 75 75 62 n 27 304
High school graduate 87 85 67 15 31 308
Tecnnical coliege 82 88 71 20 38 236
Some university 89 91 63 27 39 114
Umwversity graduate 88 94 74 3 38 186
HOUSEHOLD INCOME
Under $20 000 74 73 69 1" 36 229
$20-29 000 76 80 62 16 28 182
$30-49 000 86 87 65 20 36 356
$50-69 000 86 87 67 21 32 213
$70 000 or more 85 94 74 20 35 154
Don t know 75 67 63 8 27 53
Refused to say 81 78 7 26 28 €7
OCCUPATION AND LABOUR FORCE STATUS
Professionals 84 89 73 33 91
Managers 88 97 61 29 30 68
Semi-professionais 87 89 65 24 35 89
Skilted clencal supervisor 84 78 0 12 35 101
Skilled craft supervisor 81 84 68 15 28 110
Semi-skilled clerical 79 76 69 18 33 140
Semi-skilled manual 77 86 64 16 28 168
Farmers farm labourers 75 76 57 21 19 21
Unemployed 79 82 65 20 35 62
Student 89 93 66 22 33 81
Rotired 5., 67 65 5 37 154
Nct in paig tahour force 82 85 72 16 39 168
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FIGURE 5.13A

Agree to send child to the class of an HIV

infected teacher, by age, education, and
household income

Age

18-24
25-34
35-44
45-54
54 - 64

65 or more

Education
Elementary
Some high school
+High school
Technical college
Some university

University

Household Income
Under 320 000
$20 000 - 23 000
$30 000 - 49.1700
$50 000 - 69 000
$70 000 or more

Percent saying yes 0

100

FIGURE 5.13B

Support fo anonymous HIV testing, by
age, ea'c. .on, and household income
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FIGURE 5.13C

Support for providing clean needles to
injection drug users, by age, education,
and household income

Age

18- 24
25- 34
35-44

45 -54

54 - 64

65 or more

Eciucatlon

Elementary
Some high school
High school
Technicalicoilege
Some university

University

Househol¢) income
Under $20.000
$20.000 - 29.000
$30.000 - 49.000
$50.000 ~ 69.000
$70 000 or more

Percent saying yes 0 10 20 30 40

50
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Cultural Differences

Ethnicity has relatively httle impact on attitudes
towards AIDps. For the most part, the differences
among groups (see Table 5.14) are small and
inconsistent. so that 1t 1s difficult to make any
generalization. Members of non-European ethnic
groups (considered together). for example. are the
least likely to oppose housing discrimination but the
most likely to support anonymous testing.

A scrious shortcoming of this analysis 1s the
crude measurement of ethmcity. which 15 made
necessary bv the relatively small proportions of
Canadians in any one ethnic group aside from the
French and English groups (the latter combining
Bnush. Irish. and Scottish respondents). In aggre-
gate, Canadians who are neither French nor British
account for a substantial proportion (about 35
percent) of the population. but no one distinct ethnic
group appears in large enough numbers to permit 4
detailed analysis of 1ts position when the overall
sample 15 as small as the present one There 15 likely
to be considerabie vartaton within. for example.
the “non-European™ group. which includes East
Indians. Pakistams and Bangla Deshs. Chinese.
Vietnamese, and a vanety of other Asians. and
blacks from Canada. the United States. the Canbbean
and Africa. and so on

The major religious difference. 1n parallel with
the impact of ethmeuy. 1s between the combuation
of Protestants and Catholics (who are not much
different in attitudes) and two groups: people with
“other” r.ligions. who are again a mixture of many
different groups: and people who say they have no
religion While the differences are not large . people
with no rehizion tend to be more liberal and people
with “other” religions tend to be more conservative
Interestingly. there 15 no evidence that Catholics.
despite the homophobic religious doctrines of their
Church. are at all different from Piotestants 1in terms
of these attitudes

Among people who say they have some rehigion.
there is a distinction between those who say they
never attend religious services and those who say
they do. even if they attend less than “"a few times a

year " People who never attend have attitudes very
similar to those of people with no rehigicn - that 1s.
they are marginally more hberal. The regression
analysis showed that rehgion does not have a
sigmficant impact on attitudes. once differences in
attendance at religious services are accounted for
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TABLE 5.14
Position on AIDS policy issues, by cultural variables

S0ro
Do aa 2 ow Peov ge
Serz ~0u5 g 2cy ce phys cars ~eegres
cr g Jscr™ arcrvmaLs 0 ceTand 10 njec! or NuTber

Corura ‘o cass ralon HIV test HiV tes: arug users of
var ab-e £a'ego" ‘percert percent (percent} (percent) (percert) cases
ETHNIC GROLP
Brigh 25 B3 87 T 36 474
Frencr "9 88 6" 20 3 343
Orer Euopear

Northern Nesterr 23 33 ¢ 24 3 ‘34

Scutrerr Ease 36 35 8" ‘6 49 86
Nor-Eurcpean "2 "3 "2 '3 36 ‘o
Nere guven refusec ~4 "a 28 2 24 3
3E.GION
Nore 88 59 a9 22 44 ‘3"
Prorestan 23 ’C 83 6 32 478
Catro ¢ ac 85 &9 g 3 575
Cirer "3 ] N 2 47 6°
For respondents with some religion
FREQUENCY OF ATTENDANCE AT RELG 008 SER, 83
Every weex ] "8 35 20 25 2'6
AmQOst every weex £4 33 £2 ‘3 29 54
Cre o' twce g ~crm 73 °5 88 '8 26 ‘39
Afew " ™es a year 8¢ 34 €6 ‘6 34 351
Less ofter 8 34 65 ‘6 36 29
Ne,er g 30 "4 ‘9 42 :
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Renion and Comimunity Size

Regional vaniation 1n attitudes towards AIDs is quste
limited. and also depends on winch attitude is beiag
considered. For the questions about anonymous
AIDs testing and providing needles to drug users.
there is no statisucally significant difference in
regional responses — the variation among the six
regions s 6 percent or less. For the questions about
the Hiv-positive teacher and housing discrimina-
tion. the respondents in Atlantic Canada are less
tolerant than respondents in other regions: agree-
ment to send a child to school is about 10 percent
below the average for the rest of Canada (72 percent
versus 82 percent): and opposition to discrimination
in housing in Atlantic Canada is about 15 percent
below the average in the rest of Canada (69 versus
84 percent). Although the question about the
infected teacher is modelled on events that took
place in Nova Scotia, it is impossible to tell wheter
these events were responsible for the survey finding
or reflect pre-existing attitudes. The largest regional
difference involves the policy of providing clean
needles to injection drug users. Nearly a majonty,
49 percent, of respondents in British Columbia
supperted this policy. compared with fewer than 40
percert in the rest of Canada. This likely reflects
local conditions in that province and public accep-
tance of the first needle-exchange program in
Canada, which is 1n Vancouver.

Size of community has little impact on these
attitudes. Again. there appears to be an anomaly in
the response to the five items. Canadians in villages
and rural areas are least likely to say that they would
send their children to a class taught by an HIv-
infected teacher and to oppose housing discrimina-
tion. but they are more likely than people living 1n
cities to be willing to supply needles to injection
drug users. Still, these differences are very small.
Of villagers and people living in rural areas. 74
percent <ay they would send their children to
school. compared to an average cf 83 percent 1n
more densely populated areas. There is a compara-
ble urban-rural difference in responses to the
qu.stion about housing discrimination.

FIGURE 5.15A
Agree to send a child to the class of an
HIV-infected teacher, by ethnic group and

region

Ethnicity

Bnush

French

North Western Europe
South Eastern Europe
Non-European

(refused none)

Regton
Atlantic
Quebec
Ontano
Man. Sask
Alberta

Bntish Columbia

4 60

Percent saying yes 0 20 80 100
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FIGURE 5.158 FIGURE 5.15C
Support for anonymous HIV testing, by Support for providing needies to
ethnic group and region - drug users, by ethnic group and region
Ethnicity Ethnicity
Bntish i Bntish
French French
North Westarn Europe North Western Europe
South Eastern Europe ! SouthvEastarn Eurcpe
Non-European Non-European
{refused none) (refused'none)
Region Region
Atiantic Atlantic
Quebec | i Quebec
Ontano | f Ontano
Man Sasx ' ‘ Man Sask
Alberta 3 Alberta
Brtish Columbia ‘ Bntish Columbia
Percent saying yes 0 20 40 60 80 100 Percent saying yes 0 20 40 60 80 100
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TABLE 5.15

Position on AIDS policy issues, by location and soclal contacts

Do rot
Outaw anow Provide
Locator xnowing Seng rousirg Prc se physicans reectes
scmeore wth AIDS che discnm- anonymous 10 demana torjecton Number
Know hemosexua! 0 rass na“on HIV test HIV test arug users of
Krow'eage & calego'y (percert) {percent) (percent) {percent) (percent) cases
REGION
Atiantic 72 69 68 '5 35 140
Quebec 82 86 69 5 25 278
Ontaro 85 85 87 20 32 466
Manitoba-Saskaichewar ’9 79 69 21 32 102
Aiberta 83 84 64 7 38 123
8C 8" 86 65 '8 49 144
SIZE OF CCMMUNIT «
Large ¢ty 83 85 69 22 36 341
Mid-size city 86 88 64 8 35 29N
Small city or iownr 81 8" 65 16 30 380
Viitage or rural area 74 77 7 13 3i 239
KNOW SOMEONE WHO HAS OR HAS HAD AIDS
No 8 83 67 17 3t 1139
Yes a0 92 7 30 51 99
KNOW SOMEONE WHO IS GAY OR LESBIAN
No 78 80 17 3¢ 745
Yes rogay of esbiar 82 85 a2 8 3 274
frieng
Yes also a gay o’ 'esbar 92 93 7t 2t 13 222

freng
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Soclat Contact

It makes sense that. as well as knowing more about
AIDS. people who know or knew someone with AIDs
and who have a gay or leshian friend would tend 1o
be supportive of the rights of Hiv-infected people
and of more aggressive policies to prevent the
spread of infection. The results in Table 5.15 show
that this is the case These variables have much
more consistent effects on attitudes than other
factors Knowing someone with A1ps and having a
friend who is gay or lesbian result in a 10 percent
increase in positive response to the Alps-infected
teacherand in opposition to housing discrimination.
The largest effect 1s that caused by knowing
comeone with AIDS, which increased support for
providing needles to injection drug users from 31 to
51 percent Interestingly. these variables have
extremely weak effects on the question about
anonymous testing. although the diffc.ences are n
the predicted directions.

To agreater extent than 1s true of the other factors
considered n this analysis, imposing statistical
controls for age. education. and so on leaves the
effects of knowing someone with AIps and having a
homosexual friend unchanged.
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Knowledne about AIDS

Finally, Table 5.16 shows that knowledge about
AIDS has a strong effect on attitudes. Only 62
percent of respondents scoring four or less out of
nine on the knowledge scale said that they would
send their child to school if the teacher were known
to be Hiv positive, compared to about 80 percent of
those scoring between five and eight and 91 percent
of those scoring nine out of nine. Similar results are
obtained for the question about housing. Opposition
to physicians’ having the right to order HIv rests 1s 8
percent among those scoring four or less, about 13
percent for those scoring five to seven, 19 percent
for those scoring eight, and 27 percent for those
scoring nine out of nine.

Answers to the questions about anonymous
testing and providing needles to injection drug users
are only weakly related to knowledge about AIDs,
providing further confirmation that these 1ssues are
the subject of a number of conflicting influences.
Support for providing needles to injection drug
users is somewhat greater, by about 10 percent,
among more knowledgable people. For anonymous
testir.g the relationship is close to negligible, but the
tendency to support anonymous testing appears to
decrease as knowledge increases.

Education affects attitudes towards aips; and
there is strong evidence, presented in chapter 2, that
education has a strong effect on knowledge about
AIDS. The multiple-regression analysis, however,
shows that controlling for education does not
substantially diminish the relationship between
knowledge and attitudes. In other words, the
tendency of more knowledgeable people to support
tolerant policies does not simply mean that people
with more education are more knowledgeable and
tolerant. This is good news. Since people with more
knowledge about a1Ds are more willing to protect
the rights of Hiv-infected persons, aIbs education
can help to increase public support for policies that
support those rights.
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TABLE 5.16

Posltion on AIDS policy issues by knowledge of AiDS

* Do not
Dutiaw ailow Provide

Seng housing Provide physicans needles

child aiscnm- anonymous to demand to v drug Number
Knowledge of AIDS to class nation AIDS test AIDS test users of
Score on 9-pant scale (percent) {percent) {percent) (percent) (percent) cases
Four or less 62 61 73 8 29 116
Five of six 79 71 69 13 22 274
Seven 82 84 67 14 38 221
Eight 83 89 64 19 38 326
Nine 91 93 66 27 37 306
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FIGUTE 5.16
Position on AIDS policy issues, by
knowledge of AIDS

Physicians should
not be able to
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Summary and Conclusions

Knowledge about a1Ds is by far the strongest pre-
dictor of attitudes towards AIDs. Most clearly,
individuals who know more about AIDS are more
willing to protect the rights of Hiv-infected persons
in employment and housing. This is only partly
because knowledge about Ajps is related to educa-
tion and other variables. Knowledge of AIDS re-
mains the strongest predictor of attitudes towards
AIDS, even when individuals’ demographic, socio-
economic, and cultural characteristics, as well as
their social contacts and location, are taken into
account.

The general tendency for some people to support
and others to oppose more tolerant policies in
employment and housing does not extend to the
more complex issues, which involve trade-offs
between individuals’ rights to privacy and to make
decisions about their health care and the need to
prevent the spread of Hiv infection. Indeed, individ-
uais’ positions on those issues are very difficult to
predict at least with the variables employed here.

Education stands out as the strongest of the
demographic and socio-economic predictors of
attitudes towards AIDS. When we account for the
effect of education, reither income nor occupation
(which independent! affected knowledge of A1DS,
as was shown in chapter 2) affects these attitudes.
Better-educated Canadians are generally more will-
ing to protect the civil liberties of Hiv-positive
people, but they are no more ready to endorse less
traditional measures to deal with Hiv infection and
AIDS. Similarly, support for Hiv-infected persons’
rights in housing and ermployment declines with
age, ac does support for physicians’ rights to
demand tests — but age has little impact on the
answers to the questions about anonynious testing
and providing clean needles. Other demographic
variables, such as sex, marital status, and number of
children, have little impact on attitudes.

Some other variables exert small but statistically
significant effects on attitudes towards AIDS: rela-
tive to the rest of Canada, respondents in Atlantic
Canada were less protective and those in Ontario
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more protective of the rights of Hiv-infected per-
sons; respondents who had a friend who was
homosexual and or knew a person with A1Ds tended
to have more liberal views; peop’e with non-
European ethnic backgrounds tended to be less
tolerant; people whose religion was neither Protes-
tant nor Catholic were also less tolerant, but the
main distinction was between people with a religion
and those who said they had no religion or had a
religior: but never attended religious services — the
latter were more supportive of the rights of Hiv-
infected persons.

More generally, there is a core of aIDs policy
issues that can be understood in the context of
traditional debates over civil iibeities. Those issues
involve conflicts between individuals and structur-
ally more powerful individuals or institutions, such
as employers and landlords. There are also a
number of issues that do not fit into this paradigm.
The difficulties arise when it comes to reconciling
the rights of individuals and those of their peers or
associates.
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Conclusions and
Recommendations

The scientific shortcomings of survey research on
AIDS are minor in comparison to the task of
cenverting research findings into effective policy.
Compared to pure guesswork, however, efforts to
interpret the policy implications of the national
survey make a lot of sense. The following recom-
mendations follow the organization of the chapters
in which the findings have been presented and are
accompanied by brief summanes of the results of
the research.

Knowledge about AIDS

Virtually all Canadians know what Aps is, and
about 90 percent are able to give a reasonable
description of the disease and how it is transmitted.
Only a small minority of the population, fewer than
10 percent, identify AIDS in terms of the groups with
high incidence or in terms of negative morality. Gay
men are identified as the group with the greatest
incidence of A1Ds by about 60 percent of people.

Canadians have a generally high level of knowl-
edge about the transmission of Hiv infection, about
the distinction between Hiv infection and AIDS,
and about the efficacy of different methods to
prevent the transmission of Hiv. There are, however,
significant proportions of people with serious mis-
conceptions:

- 26 percent believe that blood donoi s are at risk of
H1v infection, and another 4 percent do not know
if donors are at risk.

- 8 percent believe that HIv infection can be spread
through food prepared by someone who is infected,
and another 12 percent do not know if this is
possible.

— 12 percent do not think that Hiv infection can be
spread through contact with a person who shows
no signs or symptoms of the illness, and an
additional 12 percent do not know.

— 11 percent believe that AIDS can be cured i,
treated early and a further 19 percent do not know
if tkis is possible.
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Knowledge about aIDS increases with socio-
economic status: Canadians with more education
and income and in higher-status occupations are the
best informed. Other differentials are not as large,
but should be considered in the development of
educational programming. In particular, knowl-
edge about AIDS 1s lower in Quebec than in the rest
of Canada, and it is lower among people with
non-European ethnic backgrounds. Parents’ knowl-
edge of AIDs s not, on average, much different from
that of the population as a whole, in the neighbour-
hood of one-third of all parents do not have
sufficient information about AlDs to inform their
children adequately.

Recommendation 1

There 15 a need to continue efforts to inform the
public about Hiv infection and 1ts transmission, and
about Atps. Particular attention should be paid to
mistaken beliefs that cause harm to individuals and
nstitutions, such as the belicf that k1v infection can
be spread through food, vasual vontact, or donation
¢f blood.

Recommendation 2

Special efforts should be devoted to making Aps
education accessible to educationally and economi-
cally disadvantaged people. This concem should
shape both the content of the information ang the
means used to communicate it.

10A

Medla and R®sponsibllity for AIDS
Education

Most information about HIv infecticn and AIDS
comes through the mass media - television and
newspapers — which dominate communication about
public events in Canadian society. Given the need
to find an answer to a particular question, however,
most Canadians would choose to consult an expert,
such as a physician, directly. People whose knowl-
edge of AIps reflects their use of print media and
direct communication with experts and knowledge-
able associates are generally better informed than
those who rely on the electronic media. People with
more education are much more likely to make use of
the print media to find out about AIDS.

Rather than seeing atps education as the preserve
of any single group or institution, Canadians are
strongly accepting of the wide involvement of a
broad range of health, governmental, and voluntary
organizations. The only exception is religious
instituttons, whose involvement 1n Albs education
receives little support.

Recommendation 3

A varnety of media should be used to provide aips
education, but there should be special emphasis on
written material that conveys information in a form
accessible across the range of educational levels.

Recommendation 4

The presznt involvement of different organizations,
institutions, and levels of government in AIDs
education should continue, since it is congruent
with the public view that a broad range of groups 1s
legitimately involved in these activities.
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Behaviour Involving Risk of HIV Infection

Concern about a1Ds has led to significant changes'm
the sexual practices of Canadian adults. These
changes have reduced the likelihood of Hiv trans-
mission, but about 15 percent of men and 5 percent
of women appear to engage routinefy in unprotected
sexual practices with partners not well known to
them Among people with two or more partners in
the last five years, only 19 percent of men and 12
percent of women use a condom every time they
have sex, and 44 percent of men and 62 percent of
women never use a conoom. While having large
numbers of sexual partners is only a source of risk if
these partnerships involve unprotected sex, there is
evidence that people with more partners are more
likely to engage in behaviour that entails risk.
Risk-taking practices are heavily concentrated
among people who are unmarried and below middle
age. Only a very small percentage of Canadians
have shared a needle to inject drugs, but the aumber
who have done so is quite large.

Recommendation 5

AIDS education dealing with sexual behaviour should
be directed to unmarried and to younger people

Recommendation 6

Efferts to prevent the transmission of Hiv infection
should stress the imponance of taking effective
precautions n every encounter in which there 1s
nisk.

Recommendation 7

Effcrts shoald be increased to make know n the rishs
involved in sharing needles to inject drugs.

Attitudes towards AIDS

Canadians are strongly supportive of the rights of
HIv-infected persons to freedom from discrimina-
tion, and believe these rights shbuld be protected by
law. They are also supportive of measures to
prevent Hiv transmission. More controversial are
measures designed to decrease the spread or Hiv
infection where there are conflicting interests — for
example, between an individual’s right to privacy
and the desire to protect other people from Hiv
infection. Only a small minority of Canadians
express opinions suggesting they fear that casual
contact will lead to Hiv infection. The key findings
include:

~ 69 percent of Canadiar.s would permt their child
to continue to attend a school class taught by a
teacher who was infected with Hiv, and another 8
percent would do so with qualification.

~ 61 percent of the population would not allow
employers to demand a test for the Hiv virus from
job applicants.

- About 80 percent of Canadians believe that
Hiv-infected persons should be legally protected
from discrimination by landlords and employers.

- By more than a two-to-one majority Canadians
support the provision of anonymous testine for
RIv.

- There is very strong svppont for allowing physi-
c1ans to demand a test for Hiv from patients they
suspect to be infected and for compelling Hiv -
infected individuals to disclose the names of their
sexual contacts.

— 97 percent of Canadians support AIDs education
in schools and 75 percent say those programs
should begin when children are twelve years of
age or younger, and a nearly two-to-one majority
indicate support for allowing high schoo! stu-
dents to obtain condoms in their schools.

- About 60 percent of Canadians oppose providing
needles to injection drug users.
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Recommendation 8

On the basis of a broad public mandate, measures
should be taken to prohibit discrimination in housing
and employment against Hiv-infected persons and
persons living with AIDs.

Recommendation 9

Greater efforts are needed to explain the reasoning
behind AIDs-prevention policies that involve more
active intervention rather than mainly the protection
from discrimination. These would include needle-
exchange programs and policies reiating 10 testing
for Hiv infection.

Recommendation 10

Efforts to educate school children about Hiv infec-
tion and AIDs should be increased. Such efforts have
nearly unanimous public support, and there 1s
evidence that many parents do not have sufficient
knowledge to educate their own children.
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Final Word: Strengths and Weaknesses
of This Survey; and Suggestions for
Further Research

The strength of the present study lies in the
information it provides about the present state of
Canadians’ knowledge and attitudes about AIDs
and, to a lesser extent, about behaviour that
invoives risk of HIv infection. As a vehicle for
research on behaviour that involves the risk of Hiv
infection, however, the size of the sample is
something of a limiting factor. Only about a quarter
of the sample fall into the demographic category -
that is, they are unmarried and not old — whose
sexual behaviour is of interest. Use of injection
drugs is too rare to yield enough such people for this
survey to draw conclusions abeut them. Regional,
ethnic, and religious differences could not be
measured with great precision; it should be noted,
though, that the differences that were observed do
not suggest that there are fundamentally different
levels of knowledge and attitudes in the different
provinces or ethnic and religious groups.

Perhaps the most serious limitation of the survey
is not the sample size but has to do with the problem
of nferring causal relations from data collected at
one point in time. Variables that are correlated - for
example, reading a brochure about AIDs and knowl-
edge about AIDs — are not necessarily causes and
effects. Although reading a brochure is one way to
learn about AIDs, it is possible that people with more
interest and knowledge about AIDs are more likely
10 pick up and read brochures than are people
without the interest.

A single survey is also problematic because it is
often difficult to interpret findings without the
context of previous findings. More important than
whether people are engaging in behaviour that risks
HIv infection, perhaps, is the rate at which this
behaviour is changing, and how the present situa-
tion compares to that of a year ago.

To some extent these shortcomings can be dealt
with by conducting such surveys as the present one
at regular intervals. Longitudinal surveys, in which
individual respondents are interviewed on two or




more occasions, are a still better way to determine
the causes and effects of changes in knowledge
apout AIDS, public support for particular policies,
and behaviour. If the aim is to examine sexual
behaviour and/or regional or other demographic
sectors, consideration should be given to increasing
the size of the sample and/or increasing the selec-
tion probabilities of important groups.

Recommendation 11

Consideration should be given to conducting the

following additional research:

- Arepetition of the survey described here, in order
to determine the extent of change in knowledge
and attitudes towards AIDS; there should be
discussion of the advisability of increasing the
size of the sample to provide more precise
comparisons among important subgroups of the
population.

— Development of a survey focusing on sexual
behaviour related to Hiv infection that would
oversample individuals in the demographic groups
in which risk is prevalent.

109

Conclusions and Recommendations

103




Index of Tables

Table 2.1
Responses to the question “"How would you
describe A1ps?" 12

Table 2.2

Responses to the question “What do you think is
the most common way of becoming infected
with the A1ps virus?" 13

Table 2.3

Resporses to the question ““Are there some indi-
viduals [or groups] who are 1ore likely to become
infected with the AIDs virus?" 14

Table 2.4

Responses to the question *“Which individuals {or
groups] are more lik2ly to become infected with
the AIbs virus?" for respondents who say that
some individuals {or groups] are more likely to
become infected 15

Table 2.5
Krowledge about aIDs and Hiv transmission 16

Table 2.6
Knowledge about the effectiveness of various
methods to prevent Hiv transmission 19

Table 2.7
Knowledge about aips, by age, gender, marital
status and presence and age of children 21

Table 2.8
Knowledge about aibs, by education, household
income, occupation and labour force status 24

Table 2.9
Knowledge about aIDs, by ethnic 2roup, religion,
and attendance at religious services 27

Table 2.10

Knowledge about Aibs, by region and community
size, whether respondent kno ¥s or knew someone
with AIDS, and knows c. is friends with a
homosexual 29

110




106 Index of Tables

Table 3.1
Number and gender of sexual partrers. by gender
of respondent 35

Table 3.2

Whether respondent had sex without a condom
with a person who may have been Hiv infected
and with someone whom he or she “did not know
very well” in the last five years. by gender 36

Table 3.3

Whether respondent had sex without a condom
with a person who may have been Hiv infected
and with someone he or she “did not know very
well™ n the previous five years. by number of

partners in the last five years. by gender 36

Table 3.4

Percentage of men with two or more. three or more,
and six or more sexual partners. and who had sex
with someone they did not know very well.

the last five years. by age and .narital status 40

Table 3.5

Percentage of women with two or more and three
or niore sexual partners. and who had sex with
someone they did not know very well, in the fast
five years. by age and mantal status 42

Table 3.6

Percentage of men and women with two or more.
three or more, and (for men only) with six or
more sexual partners 1n the last five years. and who
had sex with someone they did not know very
well, by knowledge about aibs 45

Table 3.7

Responses to the question “"Have you changed your
behaviour because of the risk of becoming in-
fected with the A1ps virus”” by gender 46

Table 3.8

Behavioural change by respondents with two or
more sexual partners in the last five years who
reported some change in their practices, by
gender 47

Table 3.9
Frequency of condom use by number of sexual
partners in the last five years. by gender 48

i11



Table 4.1
Main source and best source of information about
AIDS 52

Table 4.2
Exposure to information about aIps from vartous
media 53

Table 4.3
Exposure to information about AIps from various
media, by education 56

Table 4.4
Ratings of groups™ and organizations’ responsibility
for airs education 59

Index of Tables 107

Table 5.1
Responses to a question abont sending a child to
school if the teach:ris Hiv infected 65

Table 5.2

Would respondent allow a child to attend school
if his or her teacher is known to be uiv infected,
by gender and sexual orientation of the teacher,
assurances about risk, and gender and age of
the child 67

Table 5.3
Responses to a question about sending a child to
school if a fellow student 1s infected with AlIps 69

Table 5.4
Responses to the question about testing job appli-
cants 71

Table 5.5

Support for employee who carries the AIDS virus,
by whether or not co-workers complain and
gender of the employee 71

Table 5.6

Support for prohibiting discrimination against
Hiv-infected tenants, by mantal status and gender
of tenant 73

Table 5.7
Support for anonymous testing for Aips. by argu-
ments made to support or oppose it 75

Table 5.8

Responses to questions about physicians having
the power to require a test for Hiv infection, the
requirement that people who test positively for Hiv
give the names of their sexual partners, and the
night of insurance companies to require tests for
HIv infection 77

Table 5.9

Support for a1Ds education in schools, and age at
which aIps education should begin 78

112




108 Index of Tables

Table 5.10

Support for providing condoms to students in their
high schools, by the presence of an argument
about aIDs 79

Table 5.11

Support for providing free needles to drug users,
by whether a counter-argument about increasing
drug use :s presented 80

Table 5.12
Position on aIbs policy issues. by demog.aphic
variables 85

Table 5.13
Position on AIDS policy issues, by measu es of socio-
economic status 87

Table 5.14
Position on aIbs policy 1ssues, by cultural
variables 91

Table 5.15
Position on AIDS policy issues. by location and
social contacts 94

Table 5.16
Position on aIbs policy 1ssues. by knowledge of
AlDs 96




ERIC

Aruitoxt provided by Eic:

Notes

Chapter One: Objectives and Procerures

| See Lo-na R Marsden, “Social Science and Research
on Aips. Priorities for Canada,” in a1ps. A Per-
spective for Canadians, report of the Royal Society
of Canada (Ottawa 1988), background papers,
333-46, and 22ff. of the summary report and
recommendations.

2 For example, see the November 1986 statement by
the Honourable Jake Epp (at the tme Minister of
National Health and Welfare) entitled “Achieving
Health for All. A Framework for Health Promotion.”

3 In a sample that 1s representative of Canada as a whole,
with the number of respondents in the present study,
there would be too few residents of the Territones to
allow us to say anything about them as a group The
argument is not that the North should not be the
subject of a study such as this one But this survey 1s
not the proper means to conduct such a study

4 These questions asked respondents what they thought
were the most important and second most important
health problems facing the country today, and what
they thought would be the most important such prob-
lem ten years from now Because respondents were
initially informed that the survey dealt with aips.
their answers to these questions are heavily biased 1n
the direction of saying that A1ps was the most impor-
tant problem For this reason, the answers to these
questions are not used in the analysis.

5 See Howard Schuman and Stanley Presser, *“The

Open and Closed Question,” American Sociological
Review 44 (1979}, 692--712.

6 See Howard Schuman and Stanley Presser, “The
Assessment of "No Opinion’ in Attitude Surveys,”
wm Karl Schuessler, ed., Sociological Methodology
(San Francisco: jossey-Bass 1979), 241-74,

7 See Norma:: M. Bradbum, Seymour Sudman, and
associates, “Effects of Questicn Thecat and inter-
view Method,” in Bradburn, Sudman, and associ-
ates, Improving Interview Method and Question-
naire Design (San Francisco. Jossey-Bass 1979),
chap. 1.

8 All these estimates of error assume simple random
sampling. The procedure for selecting telephone
numbers involves systematic selection and results 1n
a sample at least as cfficient as a simple random
sample. Observations are weighted by the number of
adults in the household divided by the number of
telephone lines, and this decreased the efficiency of
the sample somewhat.

9 A fine discussion of the terminology of A1bs may be
found in Jan Zita Grover's “AIps. Keywords,” in
AIDS. Cultural A, ysis! Cultural Activism
(Cambridge, Mass.: M1t Press 1988), 17-30.

10 See the February 1989 edition, p 5
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Chapter Two: Levels of Information about different levels of education are esumated on the
AlDS assumption that individuals with different levels of
education are equal in other respects. That 1s, they
1 Because the impact of emphasizing the ““don’t know" are exactly alike in age, income, occupatioral distri-
response is very weak, in the analysis below no bution, and so on.

distinction is made between respondents who
received the two different versions of the question

2 Measurement error is independent of, and adds to,
sampling error. Sampling error 15 a function of the
size of the sample, i« decreases as the sample
grows larger.

3 A good introduction to scale construction 1s George
W. Bohnrstedt, “Reliability and Validity in Attitude
Assessment,” in G.F. Summers, ed., Attitude Mea-
surement (Chicago: Rand McNally 1970), 80-99.

4 The items in Table 1.4 dealing with women trans-
mitung AIDS and the items in Table 1.5 dealing with
having one partner 1n a long-term relationship are
left out of the scale because stati<tical analysis
showed that they did not improve the reliability of
the scale. More complex procedures, that differ-
entiated incorrect from “don’t know™ responses and
assigned different weights to the items being com-
bined, would produce only a marginal improvement
in the quality of scale — at considerable cost in
terms of added complexity The um-dimensionaiity
of the scale was verified using factor analysis.

5 For respondents bomn in Canada, ethnicity was mea-
sured with a question that asked, “To what ethmic
group did your ancestors belong on first coming to
this continent?™ Respondents who mentioned more
than one group in answer to this question were
assigned to the group they named first. For respon-
dents bom outside of Canada, ethmeity was measured
on the basis of place of birth.

6 Also low in information are respondents who did
not identify themselves as belonging to any ethme
group, or would not disclose thear ethnic background.
Witt.out a much larger sample, unfortunately, not
muc.: can be said about these two groups.

7 Multiple regression provides estimates of the effect
of two or more variables on a dependent variable
(here, knowledge about A1ps). The effect of each
variable is estimated on the assuinption that all other
variables arz held constant For example, the differ-
ences in the levels of knowledge of individuals with

O
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Chapter Three: Behaviour Involving Risk of
Infection

Good brief reviews of this hiterature and its apphca-
tion to A1DS may be found in George A, Lamb and
Linette G Leibling, “The Role of Education 1n AIDs
Prevention,” and Susanne B. Montgomery and Jill G
Joseph, “Behavioural Change 1n Homosexual Men at
Risk for aIDs Intervention and Policy Implications,”
respectively pp 215-22and 323-34 in New England
Journal of Public Policy 4, no. 1 (Winter/Spring
1988) A more general discussion 1s M H Becker
and L A Maiman, “Models of Health-Related Be-
havior,” 1n David Mechanic, ed.. Handbook of
Health, Health Care. and the Health Professions
(New York: Free Press 1988).

This document is a “Report from the Canadian AIDS
Society Consultation on Safer Sex™ and 1s published
(and available from) the Canadian aIDSs Society
Robert M May. Roy M Anderson. and Sally M
Blower, “The Epidemiology and Transmission
Dynamucs of HIV-AIDS.” Daedalus 118.no 2
(Spring 1989): 163-201

Five years 1s a long enough interval that we can
expect considerable errors 1n recall Methodological
research suggests that the predominant errors will
mnvolve the failure to recall activities that did take
place: there will be a partially compensating “tele-
scoping” of responses so that events that occurred
more than five years ago will be counted as having
occurred within the five years A more refined effort
to obtain these measures should involve the collection
of data for a shorter tirie period. say one year. ds
well as over the five-year interval.

Robert M May. Roy M. Anderson, and Sally M
Blower, “The Eptdemiology and Tran<nmssion
Dynamics of HIV-aIDS.” 184-5

Because the number of respondents wiat.. «wo or more
partners 1s relatively small, these estimates, espe-
cially those for women. are much less precise than
those 1n the previous analysis. Totals of 203 men
and 95 women who had had two or more partners 1n
the previous five years are included 1n Table 3 3
Separate analyses were conducted for women and
men. As outcome measures, four variables were
employed. the probabulity of having two or more,

(‘1{
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three or more. and six or more partners, and the
probability of having had sex with someone that he
or she did not know very well.

Ordinary least squares (OLs) regression 1s used to
make the adjustment. Logistic regresston was also
employed as a check on the OLS results. There were
no important differences in the results obtained using
the two different estimation techniques. To avoid
cumbersome language. we assume that exclusively
lesbian women are excluded whenever reference 1s
made to individuals with two or more partners. In
any event, insufficient numbers of women identified
themselves as lesbians (see Table 3.1) to allow
sexual ortentation to be included tn the analysis
presented in Table 3.5.

For example, see 325ff. of Susanne B. Montgomery
and Jill K. Joseph, “Behavioral Change 1n Homo-
sexual Men at Risk for aIDs. Interventivn and Policy
Implications.™

There may be a reciprocal relationship between
knowledge and behaviour involving nsk. Whle it
makes sense to think that perceptions of risk affect
behaviour, 1t 1s also possible that people whose
practices expose them to infection are more likely to
seek out or be exposed through educational programs
to information about Amps. Thus behaviour would
affect the acquisition of information, rather than

the reverse.

The preciston of this analysis is markedly reduced by
the small population base, consisting of respondents
who had had two or more sexual partners n the
previous five years and who reported that they
changed their behaviour 112 men and 43 women
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Chapter Four: Informatior; about AIDS

1 The methodologicat problems descrnibed here must
be addressed 1n all studies destgned to evaluate the
effectiveness of educattonal programs and other
“interventions " The solution 1s to collect data from
the same individuals on two or more uccasions. with
at least one 1neasuremernit preceding the intervention
whose effect 1s to be evaluated

2 Ths discusston 1s based on a regression anaiysts in

which use of the six different sources of information
about AIDs was regressed on all five factors stmul-
taneously This was necessary because the factors are
reiated

Chapter Five: Public Policies

—

There is now fzirly stong evidence that Hiv-infected
persons are much more likely to transmit the virus at
the time of their own 1nitial infection and shortly
before the onset of symptomatic illness. See Charles
F. Turner. Heather G. Miller, and Lincoln E Moses.
AIDS Sexual Behaviour and Intravencus Drug Use
(Washington: National Academy Press 1989): 76-7.
A detailed discussion of the legal aspects of A1Ds
may be found in Martha Mackinnon and Horace
Krever, “Legal and Social Aspects of aibs 1n Canada,”
1 Royal Society of Canada, AIDS A Perspective
for Canadians, background papers, 347- 104, see
especially 380ff.

3 See John M. Last, “National and Social History of
Epidemics.” in Royal Society of Canada, 4 .s

A Perspective for Canadians. background papers,
9-14, and Charles E. Rosenberg, “What 1s an Ep1-
demic?” Daedalus 118, no 2 (Spring 1989): 1-17

o

4 Ths research stracw gy was developed 1n a seres of

stuches by Peter H Rossi. The most complete descrip-
uion 1s found 1n Peter H Ross1 and Steven L. Nock,
eds , Measuring Social Judgements The Factorial
Survey Approach (Beverly Hills. Sage 1982).

5 One adyantage of varying the content of survey items

1n this way 1s that one s not forced to choose
among a number of quite different possible scenarios
A subsample of the respondents can be asked to
respond to as many verstons of the question as are
required to cover the potential real-life contexts 1n
which 1t might anse The average response. which
1n this case 1s aggregated over a number of different
versions of & 4 question, can thus be seen to provide
a better esima.w. of public opinion than any one
version. This average response is not. however, an
average 10 any strict quantitative sense, because that
would require that the various versions of questions
are equally likely to occur and that they are equally
important.

6 Sigmficance tests were obtained from a log.stic

regression of response on sets of dummy vanables
measunng the sex and sexual orientation of the
teacher. the health assurances given, and the sex and
age of the student
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7 The impact of saying that the teacher 1s a gay man 15
no greater when the school child 1s described as a
boy than when she s described as a garl.

8 For the present policy on confidenuality of testing.
refer to the report of the Federal-Provincial-
Termtorial Working Group on Confidentiality n
Relation fo Hiv Seropositivity, dated November 1988
and available from Health and Welfare Canada. :ts
contents are summarized 1n Canoda Diseases Weekly
Report 15. no. 8 (25 Feb. 1989). 43-7. The recom-
mendations are based on Margaret A. Som.erville
and Norbert Gilmore, “Human Immunodeficiency
Virus Antibody Tesimg n Canada.” which 1s avail-
able from the Health Prciection Branch of Health
and Welfare Canada. For a statement of current
recommendations about the circumstances in which
testing 1s appropnate, see “Human Immunodeficiency
Virus Antibody Testing 1n Canada.” the recommen
dations of the Nauonal Advisory Commuttee on
AIDs. reported 1n Canada Diseases Weekly Repor:
15.no. 8 (25 Feb 1989). 37-42

9 A detailed discussion of programs underway n a
number of different countries and evaluations of their
success may be found in Charles F Turner, Heather
G Miller. and Lincoln E Moses, eds . Alps Sevual
Behaviour and Intravenous Drug Use (Washungtor:
National Academy Press 1989), 204ff The Roya!
Society of Canada’s recommendation, 1n the Suminary
Report and Recommendations of aips A Perspe: -
tive for Canadians (17). reads *We recommend that
frec condoms, needles, syninges and faciiities for
decoataminating needles be made available to injec-
tion drug users who choose not to refiain from
behaviours that could transmut Hiv *

0 There1s an extensive hiterature 11 pohitical science

and soz10logy dealing with the orgamzation of

opinions about pohtical 1ssues aind voung When
individuals’ attitudes are strongly mntervelated, they
are said to be “constrained

The table following shows the relationships between

the responses to eight of the attude questions The

cocfficients in the table are gammas, with posstble
values ranging from -~ I to + 1, a gamma vatue of
zero indicates no net relationship between the van-
abics.and ~ 1 and + | indicate perfect relationships
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between two vanables (in the two opposite direc-
tions). This measure of association indicates how
well ore ordinal vanable can be predicted from the
value of another ordinal vanable. The gamm. salues
are calculated with missing vaues for each pair of
variables ornitted and by ordenng all the non-mmissing
responses for cach vanable.

Send child to school
Anonyinous test for Hiv

infection 16
Recure naming

partr<re 21 26
Do not test ,ob

apphcants 40 20 35
Outiaw housing

discrimination 61 27 45 68

Provide iree needles 14 08 16 05 19
Protect existing

employees 65 14 50 52 79 12
Doctors cannot
demand test 38 48 82 53 70 04 51

12 Scores on this r~ale ranged from zero. given to

people who wen totally opposed to protecting the
nights of Hiv-nfected persons. to four, for
respondents with positive answers to all four. The
mean of the scale 15 3 15, which reflects our findings
that there 15 strong >upport for measures to protect
people who are Hiv infected. the standard deviation
of the scale 15 1.20.
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