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Abstract 

 

of 

 

EXPLORATION OF GRADUATE SOCIAL WORK STUDENTS’ KNOWLEDGE 

AND ATTITUDES TOWARDS INDIVIDUALS LIVING WITH HIV/AIDS 

 

by 

 

Christina Marie Handal 

 

 

This study utilized a quantitative, cross-sectional, survey design to explore the knowledge 

and attitudes, including stereotypes, held by graduate social work students towards People 

Living with HIV/AIDS (PLWHA). It specifically studied the relationship between the 

following two identified areas: (1) knowledge about the HIV virus, epidemic, and best-

practices in working with PLWHA; and (2) personal biases towards those commonly 

infected. A nonprobability, purposive sample of 72 MSW II graduate students constituted 

the respondents of this study. Study findings indicate that respondents who were least 

comfortable providing HIV services endorsed higher levels of blaming PLWHA for 

contracting their disease, higher levels of personal bias towards HIV-positive pregnant 

women or parents, and AIDS phobia. Respondents who indicated that they were most 

comfortable providing HIV services, also expressed that they have attained a greater 

amount of information regarding HIV/AIDS treatments within their MSW program. T-tests 

for independent groups found that students who identified as religious were less 

comfortable delivering HIV services to clients, and endorsed higher levels of HIV stigma 

than students who identified as non-religious. The common types of HIV stigma that were 
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endorsed at higher levels by respondents who identified as religious included: homophobia, 

transphobia, victim blame, AIDS phobia, and bias toward HIV-positive pregnant women 

or parents. Age emerged as a factor in the existence of bias, students over the age of 30 

reported increased levels of bias towards commonly stigmatized HIV/AIDS groups than 

those in the 20 – 29 age range, this included homophobia, racism, and AIDS phobia. 

Additionally, findings indicate that students who had previously encountered an HIV-

positive client at their field placement were more comfortable discussing HIV-related 

topics. Although majority of respondents fared well on the knowledge about HIV 

Transmission Quiz, detailed content about HIV/AIDS, including the HIV Treatment Quiz 

was poorly identified by the respondents with several unsure and incorrect answers.  

Recommendations include the imperative need to develop inclusive curriculum that 

integrates the diversity competencies required in the graduate social work program, with 

the competent knowledge and attitudinal requirements for helping PLWHA. 
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Chapter 1 

STATEMENT OF THE PROBLEM 

This cross-sectional study explored the knowledge and attitudes, including 

stereotypes, held by graduate social work students towards People Living with 

HIV/AIDS (PLWHA). The Center for Disease Control and Prevention (CDC, 2016a) 

reports that roughly 1.2 million PLWHA reside in the U.S., with an average of 50,000 

new infections occurring each year. Despite the progress of knowledge surrounding 

transmission and treatment of HIV/AIDS, a level of bias continues to exist towards this 

population. The rationale for this research is that social workers’ negative attitudes and 

lack of knowledge can have a detrimental impact on the therapeutic alliance. Social work 

ethics stipulate the role of social workers who serve PLWHA is to provide compassionate 

care, accentuating the process of helping clients successfully manage their disease. This 

study examined the extent that knowledge and skills taught through higher education 

have been internalized, so that social workers can function as empathetic and ethical 

providers working with vulnerable populations, such as PLWHA. 

There are certain populations which have an increased vulnerability to 

HIV/AIDS, who require a proficient response from the social work profession. The 

transmission of HIV among youth continues to be a predominant issue with heterosexual 

young women of color, and young men who have sex with men (YMSM). These 

populations can be hyper susceptive to negative attitudes that leads them to feel rejected, 

due to commonly experienced lack of social power and oppression in the form of sexism, 

racism, and heterosexism (Ziff et al, 2006). The CDC (2016b) reports that youth aged 13 
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to 24 accounted for more than 1 in 5 new HIV diagnoses in 2014, and estimate that 

57,200 youth aged 18 to 24 were living with HIV in the U.S. at the end of 2012.  A 

staggering 84% of youth aged 15 to 24 said they believe there is HIV stigma in the U.S. 

(Kaiser Family Foundation, 2012), which might prevent young adults from discussing 

and addressing an HIV diagnosis (CDC, 2016b). Young gay and bisexual males 

accounted for 8 of every 10 new HIV diagnoses among youth in 2014, this group 

commonly experiences lack of support, bullying, isolation, and violence due to their 

sexual orientation (CDC, 2016b). This growing trend necessitates increased knowledge 

on the competency of care providers in management, treatment, and prevention of HIV 

transmission. 

Background of the Problem  

Since the United States and France’s joint discovery of the virus in the early 

1980’s, social workers have been at the forefront of the AIDS epidemic by providing 

support and case management services. In addition, social workers have pioneered the 

prevention movements aimed towards members of high-risk groups. However, at times 

the social work response to HIV/AIDS has been plagued with ignorant and even 

discriminatory attitudes (Bowen, 2013). At the beginning of the epidemic, AIDS was 

solely linked to male homosexuality because that is who made up the first 121 victims. 

Soon thereafter, the disease was given names like “gay cancer”, or “GRID” (Gay-Related 

Immuno Deficiency, Tan, 2013). Dhooper, Royse, and Tran surveyed 128 social workers 

in 1987, 80% of those providers said they would refuse to deliver services to a person 

with AIDS if they were working in a hospital (as cited in Bowen, 2013).  Lack of 
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knowledge about the virus coupled with high rates of homophobia, heterosexism, and 

misogyny, perpetuated a country uninformed about AIDS. Even though the truth was 

later revealed that heterosexuals could also become infected with the disease, the 

prejudice ideals about AIDS remained, and still exist today. Isolative attitudes fueled by 

ignorant social constructs have the possibility to negatively affect PLWHA. If the true 

concept of what it means to be a person infected with HIV/AIDS is removed from reality, 

this creates a society ill prepared to help people on an individual basis, or prevent further 

infection from occurring.  

 Today, the classification of HIV has been transformed from a terminal diagnosis 

to a chronic illness, based on the advancement in medical treatment modalities (Bowen, 

2013; Humble Bride, Kolomer, Reeves, 2012; & Tan, 2013). Social work with PWLHA 

is no longer centered on death and dying, but rather how to successfully manage the 

virus.  Therefore, it is imperative for social workers to educate itself about the various 

aspects of the disease, because of the likelihood of encountering members of the 

HIV/AIDS population throughout their careers. The elimination of the view that HIV is a 

“death sentence” has positive and negative implications on the HIV/AIDS community. 

Since individuals are living longer with HIV/AIDS, it is necessary for social workers to 

advocate for the maintenance of adequate resources as the disease continues to evolve, 

based on the National Association of Social Workers (NASW) recovery model. The 

NASW (2006) states that everyone in this society should have equal opportunity to make 

their own self-determined decisions. For example, a homeless person with HIV/AIDS has 

the right to obtain housing assistance without placement discrimination, and there are 
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laws in place to protect that right. However, it could be a social worker’s role to ensure 

those rights are being upheld, and funding is being sustained.   

 The National Alliance to End Homelessness (2006) reports that 3.4% of the 

homeless population is HIV positive, which represents a rate 3 times higher than that of 

the general population. The US Department of Housing and Urban Development (HUD, 

2016) manages the Housing Opportunities for Persons with AIDS (HOPWA) program, 

established to provide housing assistance and related supportive services to low-income 

PLWHA and their families. HOPWA is the only federal program solely dedicated to the 

housing needs of PLWHA, by allocating grants to local communities, states, and 

nonprofit organizations (HUD, 2016).  The Kaiser Family Foundation (2016) illustrates a 

snapshot of the federal funding apportions for HOPWA from 2011 through 2017. The 

HOPWA funding endured a $19.1 million cut from 2011 to 2013 due to Federal 

sequestration, however it has since been restored to its original allocation of $335 million 

by 2016. Yet, the safety of those funds is again being called into question as a new U.S. 

Administration enters the White House. Some conservatives, like Jeffrey (2016), are 

calling for reduction or complete elimination of the HOPWA funds, because PLWHA 

can lead active lives. It could be argued that PLWHA are receiving “special treatment”, 

when they are “more likely” to die from heart disease, cancer, or old age. Viewing 

HOPWA through this lens creates an argument that these funds are no longer necessary, 

since they originated out of a need for housing a dying population. However, unlike 

cancer which goes into remission, HIV/AIDS continues to put a person at risk for 

acquiring further health issues. The conservative view misses the point of the physical 
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complexities which are encompassed in a HIV/AIDS diagnosis, and completely ignores 

the stigmatization component.  

Over the past 35 years, social workers have become more knowledgeable about 

HIV/AIDS through education and direct interaction with the community. However, there 

continues to be critical challenges in preparing students to practice ethical and competent 

care of PLWHA. It is imperative for social work education to produce graduates with the 

aptitude to respond to HIV/AIDS by becoming effective advocates, policy makers, and 

practitioners (Bowen, 2013). The MSW program at California State University: 

Sacramento (CSUS) offered a social work practice course with an emphasis on 

HIV/AIDS between the years of 1998 to 2012, but it has since been removed from the 

program’s course listings. Bowen (2013) makes a stance against limiting HIV/AIDS 

content to a single social work course, because it reinforces stigma and isolation of the 

community. A more empowering approach to educate students about the virus is to 

integrate the information throughout curriculum. HIV/AIDS can present in a variety of 

practice settings, and may not emerge as an individual’s primary reason for seeking 

services. Therefore, only giving students the opportunity to self-select into an HIV/AIDS 

course does not create an adequately broad knowledge base within the field.  

Bowen (2013) concludes her declaration for HIV/AIDS curriculum integration 

into social work education by reinforcing that HIV/AIDS remains a paramount issue of 

importance for social workers. The number of new infections has remained relatively 

stable from the mid-1990s through 2010 (CDC, 2016a), despite significant investment in 

prevention efforts.  Effective prevention and support for PLWHA requires a broader 
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social work response, and cannot be confined to clinicians who identify as HIV 

specialists or works in HIV-specific settings. A career in social work offers a unique 

position of working on the front lines with marginalized groups, placing social workers 

amid those who are the most affected by the HIV/AIDS epidemic. Students who are 

prepared to meet the challenges presented by HIV/AIDS in the United States will be 

advancing the very goals of social work education, which is to empower and advocate for 

oppressed populations (Bowen, 2013). 

Statement of the Research Problem 

A social worker’s level of comfort to engage with a client who has HIV or AIDS 

could be influenced by the relationship between the following two identified areas: (1) 

knowledge about the virus, epidemic, and best-practices working with PLWHA; and (2) 

personal biases of those commonly infected. Social work education regarding HIV/AIDS 

will impact students’ impressions about the community, and subsequently will impact 

their perceived level of comfort to provide PLWHA services. This study was designed to 

examine the level of knowledge and attitudes, including stereotypes of the graduate social 

work students regarding HIV/AIDS, and further explore how their awareness of the 

disease impacts impressions about PLWHA.  

Study Purpose 

 The primary purpose of the study was to measure the level of knowledge, degree 

of negative attitudes, and the level of comfort that MSW students at CSUS have about 

PLWHA. A secondary purpose of the study is to examine the extent to which HIV/AIDS 

information has been integrated into the curriculum of the MSW program.  
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Theoretical Framework 

  The first two theories discussed within this subsection (social constructionism 

and labeling theory) will relate to the stigmatization piece of the research problem, while 

the third theory (choice theory) provides a framework for the knowledge component. 

Social Constructionism emphasizes that the human experience is understood through 

shared subjective definitions about the social world. All human beings live under a 

specific cultural and historical setting that shapes their perceptions (Johnson & Rhodes, 

2015). Human life is viewed through a lens that envisions relationships to one another. 

Social relationships are the guiding principle of social construction, it forms our beliefs, 

feelings, what we find pleasing, beautiful, right, etc. In the social work field, social 

constructionist informed clinicians tend to adopt a rationalist position when working with 

clients, meaning that a situation is handled on an individualistic basis. Determining the 

“most useful” treatment is based on each interaction with the client’s frame of reference, 

rather than a particular method or technique (Witkin, 2012). 

 Medicalization of physiological differences are categorized as a socially 

constructed term “illnesses”, which need to be treated with examinations, test, and 

prescriptions of expensive pharmaceutical drugs. The social interaction experienced by 

an individual with an illness normally includes contact with a health care provider, who is 

considered the expert. The patient’s knowledge about his or her own body and life is not 

considered part of prevention, maintenance, or cure. Patients diagnosed with a chronic 

illness, such as HIV, are expected to engage in new behavior patterns established by 

health care providers to prolong life. Since a cure is not available, individuals with 
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chronic but treatable conditions are never again viewed as “normal functioning”. A 

person’s ability to cope with a chronic illness is based on the effects of social 

characteristics like support networks, work and financial status, family obligations, 

access to health systems, and cultural values (Lorber & Moore, 2002). 

Brown declares that illness is a social experience which goes far beyond the 

physiological components within a person’s body. Defining a legitimate illness is 

entrenched in hierarchies of power and economic resources (as cited in Lorber & Moore, 

2002). In modern societies like the U.S., physical states of illness enhance the capitalist 

profit motive. Health care providers mainly rely on biomedical data produced by health 

agencies like pharmaceutical companies, government agencies, and private 

philanthropies. All these entities have agendas that shape the research questions asked, 

and target populations to benefit, exploit, or control. Therefore, the medicalization of 

illnesses turns all symptoms into treatable conditions, and may diminish the attention 

given towards prevention (Lorber & Moore, 2002).  

Society’s construct about what constitutes a healthy person, is important to 

recognize when working with individuals infected with HIV/AIDS. A deeper 

understanding of how social constructionism can apply towards working with PLWHA is 

through labeling theory, which focuses on society’s reaction to social constructed ideas 

of “rule breaking” (Goode, 1990). Traub & Little interpret the main question of labeling 

theory as “what happens to people after they have been singled out, identified, and 

defined as deviants?” (as cited in Goode, 1990, p. 57). HIV/AIDS contraction often 

occurs through behaviors that are labeled as “deviant” (i.e. promiscuity, homosexuality, 
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and drug use), leading those who become infected to feel ashamed an engage in harmful 

self-blame. Blumer declares that labeling theory is an application of symbolic interaction 

based on three principles (meaning, interaction, and interpretation). People apply 

meaning to events in their lives, which grows out of interactions with others. Meaning is 

continuously modified based on the interpretations of a person’s interactions (as cited in 

Goode, 1990). Symbolic interactionalist assert that people are not merely a “product” of 

their environment, rather they think, feel, and act in response to a dynamic process based 

on the reactions of others (Goode, 1990).  

  Labeling theory maintains the perspective that stigma associated with 

membership to a certain group can be harmful, primarily because of the impact it has on a 

person’s self-perception. Modified labeling theories suggest that when a person 

recognizes they are part of a socially stigmatized category, those negative beliefs become 

relevant dimensions of their self-concept (Fife & Wright, 2000). A key element of 

labeling deviance is stigmatization. The moral stain that stigma identifies as undesirable, 

or deviant from social norms, indicates to the world that a person is a shameful and a 

morally discredited human being (Goode, 1990). People in the HIV/AIDS population 

may operate in a secretive manner regarding their HIV status and care, because of the 

stigma attached to having HIV/AIDS. PLWHA may want to hide their "disgraceful" 

disease and disconnect from care, because they have been socialized to believe that the 

acts which led to contraction are deviant. The stigmatizing paradigm connected to 

HIV/AIDS disables the progression of the community. If the public does not question 

their belief system of HIV/AIDS, then the shift towards destigmatizing the disorder will 
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not occur. In addition, the more past biases are used to dictate the current belief system 

about HIV/AIDS, the less likely acquired knowledge and resources will be used to 

prevent the progression of the problem. 

 Finally, Glasser (1998) presented choice theory in relation to the way educators 

worked with students. The foundational principle of choice theory is based on the belief 

that every person is in control of their own life. Therefore, a professor cannot make 

students do or believe anything. The role of an educator is to influence their students to 

practice better behaviors and strive for successful outcomes. Glasser (1998) encourages 

the education system to move away from the false belief, best called “schooling”. There 

are two destructive practices which encompass schooling. First, students are forced to 

memorize facts that have no value in the real world. Second, students are forced to 

engage in this memorization whether they like it or not. Education should not simply be 

about acquiring knowledge, but rather how should that knowledge be applied in the 

context of daily life. Competency is then demonstrated when knowledge is used to 

improve one’s life and the lives of others. This study examines the extent to which 

educators have influenced their students through needed training to work with PLWHA. 

Definition of Terms 

• AIDS: acquired immune deficiency syndrome, final stage of HIV 

infection which develops when immune cells fall below a particular 

level (AIDS.gov, 2016a). 

• ART: Antiretroviral therapy, the currently used combination of 

medications used to fight HIV/AIDS (AIDS.gov, 2015a). 
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• CARE Act: Ryan White Comprehensive AIDS Resources Emergency 

Act, federally funded HIV-specific health program which includes a 

variety of services (Human Resources & Service Administration, 

2016).  

• CDC: Center for Disease Control and Prevention, U.S. health 

protection agency within the U.S. Department of Health and Human 

Services (DHHS, CDC, 2017).  

• CSUS: California State University: Sacramento. 

• CSWE: Council on Social Work Education, the national association 

representing social work education in the United States (CSWE, 2017) 

• FDA: U.S. Food and Drugs Administration, agency within the U.S. 

DHHS responsible for regulating pharmaceutical drugs (U.S. Food and 

Drug Administration, 2015).  

• HIV:  human immunodeficiency virus, disease that attacks/impairs the 

body’s immune system (AIDS.gov, 2016a).  

•  LGBTQ+: Lesbian, Gay, Bisexual, Transgender, Queer, and 

Questioning. 

• MSM: men who have sex with men. 

• MSW: Master of Social Work degree. 

• NASW: National Association of Social Workers, maintains social 

work’s professional standards (NASW, n.d.).  
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• PEP: post-exposure prophylaxis, a drug which prevents the HIV 

infection after suspected exposure has already occurred (AIDS,gov, 

2015c). 

• PLWHA: people living with HIV/AIDS. 

• PrEP: pre-exposure prophylaxis, drug approved to protect individuals 

from becoming infected with HIV (AIDS.gov 2016b). 

Assumptions 

  The following assumptions are made regarding this research: MSW students in 

their final year of the program can provide information pertaining to the study, based on 

their graduate level social work education; student respondents will be honest about their 

attitudes and level of comfort in relation to HIV-positive clients; and finally, the reported 

student knowledge and attitudes about PLWHA are likely to affect their future service 

delivery and interactions with HIV-positive clients. 

Social Work Research Justification  

 This research has important implications for the social work profession and 

education programs. The National Association of Social Workers (NASW) list 

competence as one of its core values in the Code of Ethics, meaning that professional 

expertise should be efficiently developed and enhanced (NASW, 2008). For social 

workers to have the knowledge and skills necessary to serve PLWHA they must be 

provided with efficient higher education. In addition, the NASW’s Code of Ethics 

includes that social workers should value dignity and worth of the person, which states 

that each person should be treated in a caring and respectful fashion (NASW, 2008). 
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Social workers must be cognizant of the conscious and unconscious biases about 

PLWHA that could affect their ability to provide empathetic care of those infected with 

the highly-stigmatized disorder. 

Limitations 

 This research is a cross-sectional study, analyzing a group of MSW II students at 

one point in time. It is possible that the respondents of this survey could further their 

competency working with the HIV/AIDS population in the future, and acquire more 

knowledge and self-awareness of their biases. In addition, it used a non-random sample; 

the data has limited internal validity and findings cannot be generalized to any other 

sample. Furthermore, due to time constraints MSW II students were surveyed four 

months prior to the completion of the two-year graduate social work program. This 

means there is possibility for further acquisition of knowledge about working with 

PLWHA in the remaining four months of the program. 

Delimitations 

This study does not provide a parallel analysis to professionals working with 

PLWHA in the social work field, due to limited access of established social workers. In 

addition, lack of time to secure the necessary permissions from the Institutional Review 

Boards of other agencies and the university, currently makes this analysis unfeasible.  
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Chapter 2 

REVIEW OF THE LITERATURE 

 The literature reviewed for this study elicited key themes that guided this study’s 

formulation of the research topic, study questions, development of the tool for data 

collection, and the human subjects protocol. These themes are organized to provide the 

historical, conceptual, and disease management competencies of professionals working 

with PLWHA. The following areas have been identified by a thorough literature review 

to comprise a comprehensive knowledge base for social workers about HIV/AIDS.  

Transformation of the HIV Diagnosis from Terminal to Chronic 

In the past thirty-five years, the classification of HIV has been transformed from a 

terminal diagnosis to a chronic illness based on advances in medical treatment modalities 

(Bowen, 2013; Humble et al, 2012; Tan, 2013). With each decade of existence in the 

U.S., HIV/AIDS has brought new barriers, social movements, policies, testing, 

treatments, and demographic trends (Bowen, 2013; Tan, 2013). The first reports of AIDS 

came to the CDC in 1981 from Los Angeles, New York, and San Francisco. All reporting 

physicians documented similar observations, which stated that homosexual male patients 

were dying of an unknown disease that impaired the immune system from properly 

functioning (Shilts, 1988). Troubling themes are showcased throughout Shilts’ (1988) 

investigative report, with an emphasis on the government’s failure to adequately address 

the AIDS epidemic. The Reagan Administration repeatedly declined AIDS funding, and 

refused to acknowledge the disease’s existence (Shilts, 1988). Reagan first mentioned 

AIDS publicly on September 17, 1985, in response to a question about his commitment to 
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supporting AIDS research at a press conference. Reagan proclaimed he had been 

supporting research into AIDS for the last four years, and that the effort was a ''top 

priority'' for the Administration (Boffey, 1985). 

The medical community originally linked the disease to homosexuality, because 

the first 121 people infected were gay males. The disorder was soon labeled as a “gay 

disease”, and named “gay cancer”, and “GRID” (Gay-Related Immuno Deficiency, Tan, 

2013). The tie of AIDS to “gayness” would have profound impacts on the community, 

and the treatment received. Larry Kramer’s 1985 play The Normal Heart, recreated into a 

motion picture, provides a humanizing depiction of the challenges MSM faced the first 

years following the AIDS outbreak. Survivors hopelessly witnessed their lovers, partners, 

and friends die at an alarming rate, especially in metropolitan areas. However, calls for 

supporting this national emergency were starkly unmet with any action. The “gay 

political movement” was conflicted by the crossroad they faced. Homosexuals had been 

fighting against prejudice and discrimination through nonconformity to heterosexism. 

Engaging in self-determined sexual activities provided a sense of empowerment. Then a 

deadly disease disproportionally begins to affect MSM, which is suspected to be sexually 

transmitted. The ominous reality for gay men during this era was that sex, an entity of 

liberation, was killing their community at an alarming rate and there was no immediate 

urgency or treatment to address AIDS (Murphy et al, 2014). 

The CDC launched a taskforce to investigate the unknown disease as the number 

of cases and death toll began to rise. The first couple years of the CDC task force's 

investigation received no media coverage because all the reported victims were gay.  
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However, the disease began to obtain national attention once heterosexual men, women, 

and children also became affected. The CDC created two hypotheses about the routes of 

transmission (sexual and blood-to-blood contact), which were later validated. On January 

4th, 1983, the CDC held a public meeting with several major health organizations who 

had control over the blood banks in the United States. The purpose of the meeting was to 

identify opportunities to prevent the spread of AIDS. Gay activists objected to proposed 

screening measures, claiming that they were discriminatory toward MSM. Many meeting 

participants were not convinced by the evidence that AIDS was transmitted by blood, or 

blood products (Institute of Medicine, 1995). 

In 1984, United States and France shared in the discovery of the retrovirus that 

leads to AIDS, Human Immunodeficiency Virus (HIV). The immediate imperative 

outcome of discovering the retrovirus was the ability to provide a specific target for 

blood-screening test. In 1985, a blood test was created and regulations were finally 

implemented over blood banks to test for HIV/AIDS. By the time the blood testing 

regulation was passed 28,000 patients had received AIDS-tainted blood, and 8,760 

transfusion-transmitted AIDS cases were reported (Shilts, 1988).  

In the late 1980’s, Azidothymidine (AZT) was the first medication introduced to 

manage symptoms and slow the progression of the HIV virus (Tan, 2013).  Brenner and 

Vallée’s (2013) film, The Dallas Buyers Club, illustrated the AZT era and users’ 

experience of horrific side effects. This major motion picture was based on the true story 

of Ron Woodroof, a heterosexual man who had a difficult time accepting his diagnosis of 

the “gay cancer”.  Woodroof became a distributor of experimental AIDS drugs because 

https://www.ncbi.nlm.nih.gov/books/n/nap4989/ddd00270/def-item/ggg00050/
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he believed the side effects of AZT were indicative of an ineffective treatment, which 

could be improved upon. Woodroof brought treatment to many helpless victims in the 

greater Dallas area, who otherwise had no access to medical treatment for the new virus. 

On September 2, 1992, Woodroof lost his fight to AIDS, but not before bringing a great 

deal of awareness to the disease. After 1996, the treatment for HIV/AIDS was 

revolutionized with the implementation of highly active antiretroviral therapy (HAART). 

The combination of medications employed by HAART demonstrated effectiveness in 

lowering mortality rates (Humble et al, 2012). 

In 1990, congress passed one of the only disease-specific health programs in the 

country, which is still in existence. The Ryan White Comprehensive AIDS Resources 

Emergency (CARE) Act was named in memory of an Indiana teen living with hemophilia 

that died of AIDS after contracting the disease through a blood transfusion. White was 

one of the first children to be diagnosed with AIDS, he brought attention to the fact that 

the virus could happen to anyone. White committed his life to advocacy after 

encountering extensive amounts of AIDS-related discrimination, outsiders insisted he 

must be gay. People were extremely cruel, and claimed that God was punishing White for 

being homosexual (Human Resources & Service Administration, 2016).  

Unfortunately, White did not get to witness his efforts come to fruition, he died a 

few months before congress passed that law that bears his name (Human Resources & 

Service Administration, 2016). The CARE Act includes funding streams for medical 

research, treatment of uninsured individuals, HIV prevention programs, and much more. 

By the turn of the 21st century HIV testing and prevention measures had greatly slowed 
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down the number of newly diagnosed cases (Tan, 2013). Social workers have 

progressively begun to shift their focus from death and dying, to assisting HIV-positive 

people with complex psychosocial challenges like: negotiating intimate relationships, 

partner notification, avoiding maternal transmission, and medical confidentiality (Bowen, 

2013). 

The Need for a Broad Knowledge Base 

Koob & Harvan (2003) administered a survey examining the extent that MSW 

programs’ curriculum addressed the new needs of the HIV/AIDS population. Out of 108 

accredited programs, 54% offered no HIV/AIDS courses, meanwhile, more than three 

quarters (87%) provided students with HIV/AIDS internship experiences. This finding 

leads to the assumption that students placed in an HIV/AIDS internship, may not be 

receiving enough education about PLWHA. Bowen (2013) argues against limiting 

HIV/AIDS content to a specialized social work course or field placement, because it does 

not create an adequate broad knowledge base within the field. In addition, limiting 

HIV/AIDS information to a single course reinforces stigma and isolation of the 

community.  

A more empowering approach to educate future social workers is to integrate 

HIV/AIDS content throughout curriculum. HIV and AIDS can present itself in a variety 

of practice settings, and may not emerge as an individual’s primary reason for seeking 

services. There is a need for social work education to provide the next generation of 

social workers with an opportunity to confront their emotions, fears, and prejudices, 

while opening the floor to honest communication about sex (Bowen, 2013). Based on the 
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Council on Social Work Education’s (CSWE) priorities, Bowen (2013) highlighted the 

following three areas of cross-curricular HIV/AIDS content integration: “HIV/AIDS in 

the context of social, racial, and economic justice; the role of international social work in 

the global AIDS epidemic; and social work responses to HIV/AIDS in the elderly”. 

The intersectionality of present-day HIV/AIDS demographics demonstrates 

oppression based on race, class, gender, and sexual orientation, which could be used as a 

case study in several social work courses (Bowen, 2015). The Center for Disease Control 

(CDC) and Prevention (2013) conducts annual research on the demographics associated 

with HIV/AIDS in the United States. The CDC (2013) has found that certain groups are 

at more of a risk for HIV/AIDS than others. The disproportionate incidence of HIV/AIDS 

in communities of color can be closely tied to poverty, with the highest rates of HIV 

occurring in urban areas predominately dominated by African American and Latino 

populations (Bowen, 2013). African-Americans represent 12% of the US population but 

account for 41% of PWLHA, while Hispanics represent 16% of the US population but 

account for 20% of PLWHA (CDC, 2013). Denning, DiNenno, & Wiegand (2011) 

reported that HIV has a 2.3% prevalence rate in households with an annual income at or 

below the poverty level, a comparable increase to the 1% prevalence rate in household 

with an annual income above the poverty line. Higher prevalence of HIV in lower 

socioeconomic status communities is attributed to adverse social conditions which can 

lead to sexual exploitation, marital conflict, poor mental health, substance abuse, limited 

access to health care, and poor preventive services (Denning, DiNenno, & Wiegand, 

2011). 
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Gay, bisexual, and other men who have sex with men (MSM), particularly young 

African American MSM, are the most disproportionally affected by HIV/AIDS 

(AIDS.gov, 2014). MSM only represent 4% of the US population, however, at 54% they 

account for the largest PLWHA subpopulation (CDC, 2013). Bowen (2013) asserts that 

sexuality is an important factor to understanding the HIV/AIDS epidemic. Sexual 

orientation and gender identity have proven to be a complex issue for HIV prevention 

movements, which needs further social work research because of mixed results. African 

American MSM who do not identify as gay are referred to as living “on the down low”, 

they have received significant amounts of research and media attention. Wheeler (2009) 

declares there is likely a link between African American MSM living on the down low, 

and the high HIV prevalence rate among African American women. The CDC (2016a) 

encouragingly reported the new infections rate of African American women has 

decreased 21% from 2008 to 2010, but they continue to be far more affected than women 

of any other races/ethnicities. African American women still account for nearly two-

thirds (64 %) of all new infections among women. 

Humble et al (2012), describes changes that have occurred to the demographics of 

HIV/AIDS infection since the 1980’s, with an increased number of cases for 

heterosexuals, women, and older adults.  Heterosexual transmission accounted for only 

3% of the total new infection in 1985 (Humble et al, 2012), however, the CDC (2016a) 

estimated that heterosexual transmission rate to be 25% in 2010. About two-thirds (66%) 

of those who were infected through heterosexual sex interactions were women (CDC, 

2016a). In addition, as the treatment for HIV and AIDS improved, so did the life 
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expectancy. The CDC (2013) estimates that 42% of PLWHA in the United States are 50+ 

years old. Older adults living with HIV/AIDS now face an unimaginable issue at the 

beginning of the epidemic, normal aging while managing their disease. 

Prevention strategies have remained a popular HIV-topic for social programs. 

Treatment is an important and effective means of addressing HIV/AIDS, however, 

progressive activists are calling for strategic planning surrounding prevention as we 

prepare to enter the fourth decade of the epidemic. Over the past 5 years, the number of 

people placed on antiretroviral drugs has increased more than ten times, demonstrating 

that we cannot treat our way to the disease’s extinction. For every two people placed on 

antiretroviral drugs in 2007, five new HIV infections occurred (Merson, O’Malley, 

Serwadda, and Apisuk, 2008). HIV prevention models have relied increasingly on 

evidence-based practices, early detection, and behavior risk reduction; however, these 

models are not necessarily grounded in the experiences or needs of the most vulnerable 

populations (Wheeler, 2007).  

HIV/AIDS Transmission 

 Extensive research on HIV/AIDS has shown that transmission is a difficult 

process. Communicating accurate information to social work students regarding 

transmission could ease fears about interacting with individuals infected with the disease. 

The CDC (2015) explains that HIV is spread through specific activities, most commonly 

U.S. transmission is a result of sexual behaviors. Blood, semen, genital fluids, and breast 

milk are the only fluids that can transmit HIV/AIDS. Transmission occurs when one of 

these fluids encounters another body through a mucous membrane, damaged tissue, or 
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injected directly into the bloodstream.  Receiving anal sex is the most high-risk sexual 

behavior, followed by vaginal sex. Intravenous drug users are at high risk for contracting 

HIV because of the common practice of needle/syringe sharing between individuals. In 

certain conditions, HIV can live in a used needle for up to 42 days (CDC, 2015). 

A less common route of HIV transmission is from mother to child during 

pregnancy, birth, or while breastfeeding. Most pregnant women are now tested during 

pregnancy for HIV, because medications have significantly lowered the number of babies 

being born with the disease (CDC, 2015). There is a specific ART designed to diminish 

the chance of prenatal HIV transmission, currently less than 2% of all pregnancies with 

HIV positive mothers result in transmitting the virus (Panel on Treatment of HIV-

Infected Pregnant Women and Prevention of Perinatal Transmission, 2016). Other 

reported rare cases of transmission include: oral sex, blood transfusions, and broken skin-

to-skin contact (i.e. mouth sores). HIV being spread through blood transfusions was a 

serious problem in the early years of the epidemic, however, rigorous testing regulations 

imposed on the U.S. blood supply and donated organs has virtually eliminated this form 

of transmission. HIV cannot reproduce outside a human host, meaning it doesn’t survive 

long outside the body. Transmission will not occur through the following events, which 

historically were mistaken as possible means of HIV contraction: bug bites, saliva, tears, 

sweat, hugging, shaking hands, sharing toilets or dishes, and closed mouth kissing (CDC, 

2015). Educators should communicate the relative safety in the type of interactions that 

clinicians normally have with HIV-positive clients, this will reduce the amount of AIDS 

phobia endorsed.  
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HIV/AIDS Treatments  

All people with HIV/AIDS are highly recommended to take medications to 

prolong life, and prevent further spread of the disease (AIDS.gov, 2015a).  Knowing the 

basics about HIV treatment is a vital component of knowledge for future social workers, 

who will be providing support to improve HIV-positive client’s quality of life. 

Antiretroviral therapy (ART) is the combination of medications used to fight HIV/AIDS, 

but will not cure it. ART slows the progression of HIV, and can even prevent the virus 

from developing into AIDS. ART reduces the amount of HIV in the body, which 

improves an individual’s ability to fight off other infections. Today, ART has evolved 

into six different classes of treatment options, with approximately 25 medications 

(AIDS.gov, 2015a). Public safety is another important reason that medication promotion 

should be communicated to those infected with HIV, ART reduces the chance of passing 

the virus onto others (AIDS.gov, 2015b).  

The two newest additions of HIV treatment are aimed towards reducing 

transmission, pre-exposure prophylaxis (PrEP) and post-exposure prophylaxis (PEP). 

Since 2012, PrEP has been approved by the U.S. Food and Drugs Administration (FDA) 

to protect individuals from becoming infected with HIV. PrEP is the same combination of 

drugs originally developed to treat HIV (ART), studies have also found them to be 90% 

effective in disabling contraction for those at high risk of encountering the virus (Park, 

2015). In May 2014, the FDA set clinical practice guidelines to determine an individual’s 

appropriateness for PrEP. Federal guidelines recommend prescriptions for PrEP be 

provided to: persons in monogamous relationships with an HIV-positive partner, MSM, 
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heterosexuals who regularly have unprotected sex, or intravenous drug users (AIDS.gov, 

2016b). In contrast, PEP is a way to prevent the HIV infection after suspected exposure 

has already occurred. PEP also utilizes ART medications by stopping HIV from making 

copies of itself, and spreading throughout the body. For PEP to be effective, it must be 

taken within 72 hours (3 days) after a single high-risk event (AIDS.gov, 2015c). 

Knowledge of PrEP and PEP can be applied in several social work practice settings 

where LGBTQ+ issues, sexual abuse, and drug abuse are present. 

Multifaceted System Navigation Assistance 

As previously mentioned, HIV/AIDS is now a controllable and chronic disease, 

those infected need services and supports in a variety of contexts. Social workers must 

assist HIV-positive clients with meeting basic needs, in addition to managing medical 

needs. Wheeler (2011) and Chin, Botsko, Behar, & Finkelstein (2009) promote a “system 

navigation” model for social work practice with PLWHA, which focuses on two critical 

areas: (1) identify barriers to sustaining consistent medical care, and (2) comprehensive 

care-coordination. Some common barriers existing in the socioeconomic context of the 

disease is homelessness, substance abuse, and poverty. (Chin et al, 2009). In addition, 

there is a social barrier for the HIV/AIDS community surrounding stigmatization. The 

MSM (Jefferies et al, 2015) and African-American (Streets, 2013) populations have 

expressed that they do not feel supported by their communities because of the stigma 

associated with being HIV-positive. The various types of stigma associated with 

HIV/AIDS will be discussed within the next section.   
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Webb-Robins & David (2008) use Maslow’s Hierarchy of basic needs as a 

framework for treating HIV/AIDS in poverty stricken communities. Maslow's theoretical 

five level hierarchy, in order of importance, consists of: physiological needs; safety 

needs; need for love, affection, and belonging; esteem; and self-actualization. Webb-

Robins & David (2008) propose that treatment models for PLWHA, must address all five 

levels of Maslow’s Hierarchy. It is not enough to simply address the necessity for 

medications, when majority of the HIV/AIDS community is struggling to maintain 

housing, sobriety, and mental health. Chin et al (2009) advocates for coupling HIV/AIDS 

medical services with ancillary services. Ancillary services are a wide range of 

professional services offered in the healthcare setting, which includes social work 

support. Utilization of ancillary services can stabilize life situations and remove barriers, 

leading to more consistent participation in medical care. The DHHS funds the following 

array of services in high prevalence cities throughout the United States: case 

management, medical care, mental health, oral health, substance abuse outpatient and 

residential care, home health care, rehabilitation services, food services, client advocacy, 

health education/risk reduction, transportation services, treatment adherence counseling, 

psychosocial support services, emergency financial assistance, nutrition services, 

outreach services and companion services (Basta, Shacham, & Reece, 2008). 

 Comprehensive care of PLWHA must include a mental health services component 

because infected individuals often experience a wide range of psychological distress, 

such as anxiety or depression (Basta et al, 2008). Do et al (2014) found the odds of a 

person with HIV having a recent depressive episode in the past 6 months is 2 times more 
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likely, compared to those without the virus. Particular confounding variables, like 

socioeconomic status, must be considered when discussing depression rates among 

PLWHA. Depression prevalence is known to be higher in persons with lower 

socioeconomic status, an overrepresented characteristic of the HIV population. There is a 

well-known association between depression and other chronic illnesses, because of 

factors like physical symptoms, medication side effects, social stigma, isolation, and 

disability (Do et al, 2014).  

Mental health counselors working with PLWHA have a unique role in contrast to 

working with other populations of people. Zeligman and Robinson (2014) discuss the 

vital role of HIV counselors is to address mental health concerns, while also promoting 

medication adherence. It is estimated that 48% of PLWHA have a dual diagnosis with 

other psychiatric disorders. Counselors are charged with the responsibility of promoting 

medication adherence, because mental health symptoms can impact PLWHA’s 

willingness and ability to maintain a medication regiment. Zeligman and Robinson 

(2014) encourage mental health counselors to utilize the evidence-based technique known 

as motivational interviewing (MI) to improve imperative health taking behaviors, and one 

of the most important is medication adherence. Applying MI with HIV clients creates a 

safe space to speak about barriers that have been preventing PLWHA from properly 

taking medications, and eliciting self-determined ways they might be able to increase 

their adherence. Counselors owe it to their clients to be well-versed in a clinical 

intervention which provides guidance on how to approach this type of challenge that will 

significantly affect a person’s wellbeing. 
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Stereotypes and Personal Biases 

 HIV/AIDS is a condition that historically has been stigmatized for a variety of 

factors. The public shares similar attitudes about which disorders deserve empathic 

treatment, and which do not. HIV-related stigma and discrimination has negative 

consequences on both the prevention movements and care for PLWHA (Brooks, Etzel, 

Hinojos, Henry, & Perez, 2005). Experimental psychology literature has shown that 

prejudice beliefs can be “unlearned” through education and exposure to members of 

socially devalued groups. Establishing clear institutional norms about expected practices 

can be especially effective at reducing prejudiced behaviors (Saleh, Operario, Smith, 

Arnold, & Kegeles, 2011). HIV/AIDS is plagued with the following personal biases, 

contributing to the lack of compassion for the community: 

Homophobia & Heterosexism  

As previously stated, HIV/AIDS is not restricted to MSM, but they continue to be 

the most affected subpopulation of PLWHA. The HIV-positive MSM community has 

endured the brunt of AIDS-related discrimination since the disease came into existence.  

Until 2015, the FDA upheld the recommendation that any individual who ever engaged in 

MSM contact, indefinitely not be allowed to donate blood. The FDA recently revised this 

sanction to a 12-month blood donation deferral from the last MSM contact (FDA, 2015). 

In an interview, a civil rights attorney proclaimed the blood restriction standards set by 

the FDA endorses a false image of how dangerous MSM are, and how likely they will 

contract/transmit HIV (Rochkind, Dupont, & Ott, 2009). 
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Homophobic cultural practices can be found throughout America’s heterosexist 

norms and policies. In 2015, the Southern Poverty Law Center reported an additional 

seven anti-LGBT organizations were formed in response to the Supreme Court’s ruling in 

favor of nationwide legalization of same-sex marriage (Wright, 2016). The passage of the 

national same-sex marriage law does demonstrate growth of Americans’ acceptance of 

the LGBTQ+ community. However, extensive data on anti-LGBT violence proves that 

it remains unsafe to be gay in America (Wile, 2016). The National Coalition of Anti-

Violence Programs (NCAVP) collected data which suggests that 20-25% of lesbian and 

gay people will experience hate crimes within their lifetimes (as cited in Wile, 2016). 

Most recently, the NCAVP (2016) received reports on 24 hate related homicides of 

LGBTQ and HIV-positive people in 2015, of which 62% were people of color. This 

reported homicide rate was a 20% increase compared to 2014. Furthermore, 11% of the 

LGBTQ hate violence survivors were HIV-positive (NCAVP, 2016). 

Brooks et al (2005) provided a summary of the documented reasons why 

homophobic and heteronormative attitudes are regularly practiced in communities of 

color. Community/family norms, attitudes, and values based on heterosexism are the 

primary sources of homophobia within communities of color. The African-American 

community views homosexuality as a weakness and embarrassment, this taboo subject 

clash with their definition of masculinity. Race and gender role expectations are closely 

tied to traditional sexual behaviors between men and women, violations are perceived as 

unnatural. A similar perspective is taken within the Latino community, but with more of 

an emphasis on homosexuality hurting and embarrassing other family members. The 
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dominating homophobic views in communities of color results in reluctance from its 

members to identify as “gay” or “be out”, which leads to an increase in secret MSM 

engagement (Brooks et al, 2005). 

 MacDonald (2013) summarizes that heterosexist stereotypes and homophobic 

attitudes are well documented within the social work practice. The lack of experience, 

encounters, and coverage of the topic in social work education leads to the negative 

attitudes held by practitioners. MacDonald (2013) asserts that Christian social workers 

often face internal conflict when providing services to the gay community because their 

lifestyle is a direct contrast to biblical teachings. Some Christian extremist endorse the 

perspective that HIV was God’s way of punishing homosexuals for their sinful actions 

(Tan, 2013).  

 Socially ingrained personal beliefs about secretive bisexuality can create 

ambivalence with the professional responsibility to provide nonjudgmental risk reduction 

counseling. Social workers might endorse negative personal bias towards secretive 

bisexuality, due to empathy for the female partners of men who have sex with men and 

women (MSMW).  Bisexual men who experience insensitive services from helping 

professionals may further alienate themselves from HIV prevention efforts, highlighting 

the need for ongoing training and capacity building to improve interactions with MSMW. 

Efforts must be placed on educating providers on the distinctions between sexual identity 

and sexual behavior so competent care will be provided (Saleh et al, 2011). Sexual 

identity and sexual behavior are two separate measures, and one is not automatically or 
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dependably predictive of the other. Both are influenced by a variety of sociocultural 

related factors, and may be fluid over time and circumstance (Rankow, 1996). 

Transphobia 

 Herbst et al. (2008) completed a systematic review of 29 published studies 

showing that 28% of male-to-female (MTF) transgender individuals had HIV infections 

(4 studies), while 12% of MTF’s self-reported having HIV (18 studies). Large 

percentages of MTF’s (27-48%) reported engaging in risky behaviors (unprotected 

intercourse, multiple casual partners, and sex work). Melendez & Pinto (2007) offered 

the explanation that stigma and discrimination are the reasons why MTF’s are at more 

risk of contracting HIV. Since MTFs experience such high rates of stigma and 

discrimination based on nonconformity to assigned gender roles, a heightened need is 

created for the safety and love of male companions. MTFs turning to men to feel loved 

and affirmed as a woman creates a possible environment were sexual partners will exploit 

vulnerabilities, and request unsafe sexual behaviors. 

Ashley, Craig, & Mclnroy (2016) found that majority of the existing research on 

the LGBT community in social work education focuses on gay and lesbian issues, leading 

to a lack of trans-specific content in social work academic settings. A shortage of specific 

transgender social work education and training has been shown to negatively affect 

students’ attitudes and effective service competency. Floyd and Gruber (2011) surveyed 

BSW students and found that students listed transgender issues among the most 

challenging to approach, with nearly 60% citing strong moral concerns about working 

with this population. Ashley et al (2016) found that 43% of students reported 
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experiencing transphobia within their social work education, and nearly 40% of students 

perceived faculty to speak and behave in a manner that perpetuated transphobic attitudes 

and beliefs. Furthermore, 65% of students indicated that transgender issues were 

originally introduced into courses by students rather than instructors, only 3% of students 

reported that trans-specific readings were required by instructors in their social work 

classes. 

Racism 

  Racism is identified as a pervasive silent code in American society, and social 

workers should strive to advocate for improved social conditions to promote social 

justice. The disproportional effects of HIV/AIDS on the African American and Latino 

communities are well documented. The CDC (2016a) reports that a lack of awareness, 

fear of discrimination, limited access to healthcare, and language barriers are few of the 

factors which contribute to the high diagnosis rates amongst minorities. Stone (2004) 

argues the need for culturally competent HIV/AIDS care, which includes diversifying 

their clinical staff to make patients feel more comfortable. Naturally, people feel more 

relaxed in environments where there are other members of their own racial/ethnic 

background, likely because of previous experienced racism.  

Since blatant racism is no longer a socially acceptable practice, researchers have 

begun to study its new more concealed form. Modern or covert racism actions, also 

referred to as racial microaggressions, are “brief and commonplace daily verbal, 

behavioral, and environmental indignities, whether intentional or unintentional, that 

communicate hostile, derogatory, negative racial slights and insults to the target person or 
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group” (Sue et al, 2007, p. 73). Nadal, Griffin, Wong, Hamit, & Rasmus (2014) study 

results suggested a negative significant relationship between racial microaggressions and 

mental health. People of color who perceived and experienced racial microaggressions 

were more likely to exhibit negative mental health signs and symptoms, such as 

depression, anxiety, negative affect (or negative view of the world), and lack of 

behavioral control. 

White social work students must go through a self-exploration process to analyze 

and reflect upon white privilege, while identifying microaggressions they may perpetuate. 

Kendall (2013) a nationally known consultant on diversity, social justice, and white 

privilege, compares white people not noticing their white privilege to a fish not noticing 

that they are swimming in water. White privilege is all around us, yet many people fail to 

notice the impact that a person’s racial identity has on their life. Well-meaning social 

work students may want to believe the answer to racial bias is a colorblind society. 

Williams (2011) defines colorblindness as a racial ideology that suggests the best way to 

end discrimination is by treating all people as equals, regardless of race, culture, or 

ethnicity. Kendall (2013) explains the colorblind ideology is a barrier that keeps white 

people from being able to see their own white privilege, and assume that racism is an 

interpersonal problem.  Not embracing the white label is a defense mechanism so one 

does not have to confront the injustices that whites regularly inflict on minority groups. 

Wise (2010) declares that racial transcendence is dishonest rhetoric, which 

obscures the power of racism and its present-day impact. It appears that many white 

Americans, especially from younger generations, don’t perceive that historical racism 
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still affects the modern-day experience for people of color. The hatred perpetuated 

towards people of color, based on the socially constructed idea of race, creates a butterfly 

effect which cannot be glossed over by the contemporary fantasy of a peaceful existence. 

Furthermore, the dominant group supports a colorblind society as it allows past 

oppression to no longer be criticized on an institutional level, morphing race-related 

issues into individualized conflicts and shortcomings (Williams, 2011). 

Victim Blame 

Misnomers about the events which lead to HIV transmission creates another type 

of stigma PLWHA face – victim blame. A common belief is that HIV mostly affects 

people who are taking part in demonized risky behavior, which produces a “they are 

asking for it” attitude. Experts argue victim blame is a major barrier to solving problems 

within the epidemic (Rochkind et al, 2009). The high-risk behaviors leading to HIV 

transmission labeled as deviant include: unprotected and homosexual sex, promiscuity, 

and drug use. Rochkind et al (2009) held focus groups all around the U. S. and found that 

the public could identify certain people who are more at risk for contracting HIV. 

However, they had a hard time conceptualizing how structural issues influence the 

likelihood of acquiring the disease. The public tended to frame the issues of HIV in terms 

of individual behaviors and personal responsibility. If a particular demographic group has 

a higher HIV prevalence rate than other populations of people, then they must be 

demonstrating different behaviors. Rochkind et al (2009) found AIDS issue experts 

viewed the epidemic in broader terms than the public, socioeconomic factors are a major 

player in HIV transmission risk. HIV/AIDS is an epidemic of poverty, race, class and 
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gender. Furthermore, social marginalization is associated with hopelessness that can lead 

to increased risk for HIV.  

Nondisclosure 

Jeffries et al (2015) found that negative stigma associated with HIV prompts 

some individuals to avoid disclosing their status, and disassociate from things connected 

to HIV. Participants from Jeffries et al (2015) study explained that labeling and unwanted 

HIV status disclosure is common among MSM. Nondisclosure of HIV status to one’s 

partner does not necessarily indicate a desire for intentional transmission. Currently in 

California, there is legislation which criminalizes individuals who practice nondisclosure 

of their HIV diagnosis. However, proof of condom use and/or other protection are 

affirmative defenses to prosecution (Richardson, Golden, & Hassenes, 2015). There is a 

push to decriminalize HIV nondisclosure with H.R. 1843: Repeal Existing Policies that 

Encourage and Allow Legal HIV Discrimination Act, a policy formulated because of a 

serious problem with discrimination from criminal and civil commitment laws against 

those who test positive for HIV. Intent to transmit HIV is extremely rare, even when 

nondisclosure is being practiced (Positive Justice Project, 2015). 

The creation of PrEP also has implications on the necessity of disclosure within 

the MSM community, which has not been well studied. Serovich & Mosack (2004) 

reported that an adequate understanding of motivations behind disclosure needs more 

investigation, which is necessary for social workers to possess when assisting their MSM 

clients with disclosure insecurities. Service providers could possibly be put in an 

uncomfortable situation when faced with a client who is not disclosing their HIV status. 
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It is vital for social workers in the field to remain nonjudgmental and empathetic to HIV 

clients who admit to nondisclosure practices.  

AIDS Phobia 

Experts report that one of the primary sources of HIV stigma in the U.S. is fear of 

contracting the disease from indirect contact. Rochkind et al (2009) found that majority 

of the public understands how HIV is transmitted (i.e. unprotected sex and blood-to-

blood contact), however, there were clearly overstated risks and questions about whether 

enough is known about the virus. Uncertainties about indirect transmission lead 

individuals to adopt a “better safe than sorry” attitude. A possible source of fear and 

misconception about HIV transmission may stem from the reliance on messages heard in 

the beginning stages of the epidemic, making it difficult to separate rumors from facts. 

Lingering fallacies regarding HIV transmission may be a contributing factor to the 

discomfort and anxiety felt around HIV-positive individuals (Kaiser Family Foundation, 

2009). A civil right attorney interviewed on the stigma and discrimination against people 

with HIV stated “…the challenge relates to an incredible amount of ignorance on the part 

of the general public about HIV and how it is and is not transmitted” (Rochkind et al, 

2009, p. 16). The Kaiser Family Foundation (2009) found 1 in 5 Americans still believe 

HIV could be transmitted through sharing a drinking glass.  

There is a slew of existing policies that draw on outdated notions about HIV 

transmission, and lead to further discrimination. The director of an HIV law and policy 

organization pointed out that just about every state in the country has some type of law 

interpretation, which excludes people with HIV from doing personal contact jobs like 
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hair dresser, massage therapist, nurse, and physician (Rochkind et al, 2009). In every 

focus group completed in the Rochkind et al (2009) study, participants demonstrated 

anxiety about possible transmission through contact with HIV-positive individuals in 

certain occupations, including “…medicine, dentistry, sports, food service, child care, or 

teaching” (p. 16). The Kaiser Family Foundation (2009) found that 35% of American 

parents would not want their child to have an HIV positive teacher, while 51% of adults 

said they would be uncomfortable having their food prepared by someone who is HIV 

positive.  

HIV-Positive Pregnant Women & Parents 

The final derogatory attitude related to the HIV community is specifically towards 

HIV-positive pregnant women and parents. Today, there are approximately 8,500 women 

living with HIV, who give birth annually (CDC, 2016c). Discrimination of HIV-positive 

women who choose to carry out their pregnancy stems from a lack of knowledge. The 

Kaiser Family Foundation (2009) reported that more than half (55%) of Americans did 

not know that a HIV-positive pregnant woman can take drugs to reduce the risk of her 

baby being born infected. Inungu, Mumford, Younis, & Langford (2009) found similar 

result within a college student population, 55.1% were either unsure or did not believe in 

the existence of drugs which could prevent maternal transmission. Mother-to-child 

transmission rates are so low due to the effectiveness of treatment, the CDC (2016c) 

reports that “if a woman is treated for HIV early in her pregnancy, the risk of transmitting 

HIV to her baby can be 1% or less”. Women who are engaging in maternal HIV 
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treatment during their pregnancy still may face stigmatization because the treatment and 

transmission information is so commonly unknown.  

Parents who are HIV-positive are faced with a complex question when deciding 

whether to disclose their status to their children, because of the highly stigmatizing nature 

of the disorder. Murphy, Roberts, & Hoffman (2002) found that 77% of mothers, who 

disclosed their status to their children, warned them not to tell other people. Many of the 

mothers were concerned with the potential “stigma by association” that their child might 

face if others found out about their HIV status. The children also reported fear of 

ostracism, their peers might think they too are infected with this virus and were abnormal 

or deviant in some way. Interestingly, Murphy, Roberts, & Herbeck (2013) recounted an 

overwhelming number of youth (92.5%) found a benefit in their mother dealing with 

HIV/AIDS. Majority of the youth realized it assisted in their development of positive 

personal characteristics, such as strength and resiliency, due to watching their mothers 

cope with the disease.  

The literature review revealed that the primary focus of empirical knowledge is on 

challenges and dynamics PLWHA face. The information normally transmitted to helping 

professions has been on diagnosis, prevention, and effectiveness of treatment modalities. 

Relatively few studies have focused on enhancing the HIV/AIDS knowledge base of 

social workers and emerging social work professionals. The mechanisms necessary to 

make the helping relationship an effective complementary process to treatment and 

prevention is still in need of further investigation. This thesis is based on a study which 

attempts to measure which knowledge gaps exist in the social work field, specifically 
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antecedents and precedents of the help giving process. Interventions are impacted by the 

knowledge and attitudes of professionals who are about to begin their careers as graduate 

level social workers. The knowledge which is presented in coursework is likely to 

contribute to practice effectiveness. Furthermore, the results for this study can inform 

other empirical studies on how knowledge and attitudes of social work professionals 

affect treatment outcomes among PLWHA. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



39 
 

 
 

Chapter 3 

METHODS  

 This chapter presents the methods used to conduct this study on attitudes and 

knowledge of emerging helping professionals, with special reference to social work 

graduate students in the division of social work at CSUS. This cross-sectional research 

study utilized a quantitative design, and a nonprobability purposive sample of emerging 

helping professionals as the study subjects. The following sections describe in detail the 

methodology components of this study. 

Study Design 

A quantitative cross-sectional survey research design was chosen due to the 

timeframe constraints and limited availability of participants, making this design the most 

feasible. Per Leedy & Ormrod (2010), a descriptive quantitative study that utilizes a 

cross-sectional research survey is most useful when an investigator needs to collect all 

the data at a single point in time. Furthermore, posing questions to a willing group of 

participants allows the investigator to summarize responses with frequencies and 

statistical indexes so inference can be drawn from the sample. A non-probability 

purposive sampling means that there is no way of guaranteeing that each element of the 

population will be represented in the sample, however, a reasonable inference was made 

that the group chosen was the best possible to provide diverse perspectives on the issue of 

interest (Leedy & Ormrod, 2010). This investigator inferred that MSW II students could 

provide information pertaining to the study based on their current graduate level social 

work education, and that their knowledge and attitudes about PLWHA will likely affect 
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their future service delivery and interactions with clients. Categorized questions 

(demographics) were used to gather nominal data, meaning it is restricted to the meaning 

of its name and can be used to divide data into discrete categories (Leedy & Ormrod, 

2010). Likert scaled questions, ideal for assessing people’s attitudes, were also used to 

elicit numerical ratio scale measurements, these determine means and percentage 

variation categories (Leedy & Ormrod, 2010). None of the threats to internal validity 

were addressed, although the investigator attempted to minimize threats such as testing 

through scaled items for scoring attitudes and knowledge. Anonymity of the study 

subjects contributed to reduction in the social desirability and prestige bias.  

Sampling Procedures 

The study used a non-random purposive sampling procedure and was introduced 

during MSW II practice courses (SWRK 204C), after instructors granted the investigator 

permission. Practice instructors were contacted by email the second week of the Fall 

2016 semester, requesting a date and time permissible for the survey to be administered. 

Those students who volunteered to participate in the study made up the study’s 

respondents. All MSW II students present at the time of the study in their SWRK 204C 

course were asked to voluntarily participate, and had equal access to complete the survey 

if desired. SWRK 204C courses were selected because enrollment in these classes is 

required of all MSW II students at CSUS. 

Data Collection Procedures 

The survey was conducted in SWRK 204C courses on the day designated by the 

professors, as feasible to collect data from their respective classes. The investigator 
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briefly introduced the study, then provided students with an informed consent sheet and 

questionnaires. The informed consent included a description of the potential risk and 

benefits associated with participation in the study. If a student volunteered to participate 

he/she completed the questionnaires, and then personally entered it into a folder which 

the investigator left behind. The investigator also provided self-addressed and stamped 

envelopes, should the student chose to complete the survey at a later time. The 

investigator had no way of knowing who completed which survey. The investigator came 

back at the end of each class to retrieve the folder containing the completed surveys. 

Instruments 

The 91-item self-report survey (Appendix A) was provided to students in hard 

copy form, for manual completion. The first part of the instrument included the following 

demographic characteristics: gender, age, religious preference, level of religiosity, 

number of high-risk populations encountered at field placement, and experience with 

HIV-positive clients. The rest of the questionnaire was broken into 3 surveys, which 

assessed the variables (level of comfort, knowledge/competencies, and personal biases) 

of the study question.  

HIV Service Comfort Level Survey 

 Social workers who serve the HIV population are expected to engage in a variety 

of disease specific services. In this section of the questionnaire, respondents were asked 

to rate their comfort level to discuss HIV-related topics and issues with clients. They 

rated their level of comfort on a five-point Likert scale from 1 (really not comfortable) to 

5 (very comfortable). The 12 items included: encouraging HIV testing, prevention of 
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maternal transmission, medication adherence, safe-sex practices, case management with 

an HIV-positive client, positive HIV test, partner notification, LGBTQ+ issues, 

negotiating intimate relationships, confidentiality, HIV stigmatization, and engaging in 

counseling with a HIV-positive client.  

HIV Education Survey 

 Competent social work practice with the HIV/AIDS population begins with a 

comprehensive knowledge base. The following 5 components were identified to comprise 

a comprehensive knowledge base about HIV/AIDS: history, current state, transmission, 

treatment, and system navigation. Respondents rated how well 18 topics were covered 

within the MSW program on a five-point Likert scale from 1 (not covered at all) to 5 

(very thorough). The current state component contained 6 topics: HIV demographics 

intersectionality, social/racial/economic injustices of PLWHA, white privilege, evidence-

based HIV prevention strategies, and HIV demographic trends. The system navigation 

component contained 6 topics: confronting HIV stigma, common barriers of the HIV 

community, continuum of clinical care coordination, Maslow’s hierarchy of needs, 

motivational interviewing, and mental health of PLWHA. The American HIV/AIDS 

history component contained 3 topics: AIDS history in the political context, CARE Act, 

and original federal government response to the AIDS epidemic. The transmission 

component contained 2 topics: honest communication about sexual behaviors/identities, 

and routes of HIV transmission. Finally, the treatment component contained only 1 topic, 

and simply asked if HIV treatments where discussed.  
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 There were an additional two sets of questions included in the survey to gage the 

respondents’ knowledge surrounding transmission and treatment, adapted out of the 

HIV/AIDS Questionnaire for Health Care Providers and Staff (International Planned 

Parenthood Federation Western Hemisphere Region, n.d.). These questions will be 

referred to as the HIV Treatment/Transmission Quiz. The 7 items on the HIV 

Transmission Quiz were adopted verbatim, and asked respondents to answer true, false, 

or unsure, to whether the presented scenarios could lead a person to become infected with 

HIV. The following 3 scenarios were presented which could lead to transmission: having 

unprotected oral sex, sharing needles, and receiving a blood transfusion that has not been 

screened for HIV. The following 4 scenarios were presented which could not lead to 

transmission: sharing silverware with an HIV-positive person, bathing in the same water 

as an HIV-positive person, getting a mosquito bite, and drinking from the same glass as 

an HIV-positive person.  

 The 5 items on the HIV Treatment Quiz asked respondents to answer true, false, 

or unsure on the beneficial outcomes of ART. There were 3 treatment items adopted out 

of the HIV/AIDS Questionnaire for Health Care Providers and Staff (International 

Planned Parenthood Federation Western Hemisphere Region, n.d.). The adopted 3 HIV 

treatment items included 2 possible benefits of ART (helps people with HIV live longer, 

and can decrease the risk of HIV transmission), and 1 impossible effect of ART (can 

eliminate HIV in a client). The other 2 treatment items were also benefits of ART, and 

created after reviewing the new preventive capabilities of PrEP and PEP (can stop HIV 
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transmission if taken shortly after exposure, and prevents a person from contracting 

HIV).  

HIV Stigma Survey 

 HIV/AIDS has been historically a highly-stigmatized disorder, and the most 

affected groups have been discriminated against for a variety of reasons. The final 42-

item scale gaged respondents’ personal biases to 7 identified common forms of 

discrimination contributing to the lack of compassion for PLWHA 

(homophobia/heterosexism, transphobia, racism, victim blame, nondisclosure, AIDS 

phobia, and bias towards HIV-positive pregnant women or parents). Respondents 

indicated how strongly they agreed with discriminatory statements on a five-point Likert 

scale from 1 (strongly disagree) to 5 (strongly agree). The personal bias scale contained 

original items, and items adapted from the Provider Perceptions Inventory (Windsor, 

Benoit, Ream, & Forenza, 2013), Spanish HIV/AIDS Stigma Scale (Diaz & Neilands, 

2009), and the HIV/AIDS Questionnaire for Health Care Providers and Staff 

(International Planned Parenthood Federation Western Hemisphere Region, n.d.). 

 Homophobia/Heterosexism. This subscale contained 6-items which measured if 

the respondent endorsed homophobic/heterosexist biases. The following discriminatory 

statements were adapted from Windsor et al (2013): “I would be upset if I learned that 

my brother or sister was homosexual”, female partners of men who practice secretive 

bisexuality are victims, and “I would feel that I had failed as a parent if I learned that my 

child was gay”. The following discriminatory statements were adopted from Diaz & 

Neilands (2009): “having religious beliefs reduces the risks of getting HIV/AIDS”, and 
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“homosexuals are predominantly responsible for the HIV/AIDS epidemic”. The final 

discriminatory statement was adopted from International Planned Parenthood Federation 

Western Hemisphere Region (n.d.), “AIDS is God’s punishment for immorality”. 

 Transphobia. This 4-item subscale was created based on the investigator’s 

literature review of identified transgender prejudicial beliefs. The following 

discriminatory statements were posed: a person’s gender should be biologically 

determined, transsexuality is unnatural, and it would not surprise me if a transgender 

individual had HIV because they normally engage in risky behaviors. One supportive 

statement was included, which was reverse coded (I would be comfortable having a 

transgender friend). 

 Racism. This 5-item subscale was created based on the investigator’s literature 

review of covert racist beliefs that could be endorsed by social workers. The following 

stigmatizing statements were posed: sometimes clients can be overly sensitive to cultural 

issues; I do not feel comfortable discussing racism with a person of color; racism 

prevalence is sometimes exaggerated by people of color; when interacting with a person 

of color, I don’t notice their race/ethnicity; and it is important to minimize cultural issues, 

and instead focus on the presenting problem when providing care to people of color.  

 Victim Blame. This subscale contained 5-items which measured if the respondent 

endorsed a victim blame bias toward PLWHA. The following discriminatory statements 

were adapted from Diaz & Neilands (2009): “people who are infected with HIV through 

drug use could have avoided it if they wanted to”, people get infected with HIV because 

they have been irresponsible with their health, “I would not be surprised if a promiscuous 
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person got infected with HIV”, and “infection with HIV is the direct result of people's 

promiscuity”. The final discriminatory statement was adopted from International Planned 

Parenthood Federation Western Hemisphere Region (n.d.), “most people living with HIV 

were infected because of irresponsible behavior”.  

 Nondisclosure. This subscale contained 8-items which measured if the 

respondents endorsed a bias towards PLWHA who engage in nondisclosure. The 

following discriminatory statements were adopted from Diaz & Neilands (2009): “there 

are a lot of people with HIV/AIDS that seek to infect others”, “people with HIV/AIDS 

should be penalized if they have unprotected sexual relations without revealing their 

health status”, “there should be a law that forces people with HIV/AIDS to reveal their 

status to their sexual partners”, “it is unforgivable that people living with HIV/AIDS do 

not reveal their status to their sexual partners”, and “the fact that a person with 

HIV/AIDS does not reveal his/her status to a sexual partner is equivalent to murder”.  

The following two supportive statements were included from Diaz & Neilands (2009), 

and reverse coded: “a person with HIV/AIDS has the right to not reveal his/her status to 

other people”, and “people with HIV/AIDS have the right to confidentiality”. The final 

supportive statement also reserved coded was adapted from Windsor et al (2013), men 

who practice secretive bisexuality deserve confidentiality in HIV treatment. 

AIDS Phobia. This 8-item subscale contained statements which measured if the 

respondents endorsed irrational fears about the likelihood of them contracting HIV from 

an infected person. The following prejudicial sentiments were adopted from Diaz & 

Neilands (2009): “all people with HIV/AIDS should carry an HIV-positive ID card in 



47 
 

 
 

case they are taken to an emergency room”, “the Health Department should have an 

updated registry with the first and last names of all the people with HIV/AIDS”, “the 

rights of people with HIV/AIDS should be limited so that they are not allowed to work in 

health scenarios”, “I would prefer not to sit on a toilet that has been used by people with 

HIV/AIDS”, and “I would think twice before eating in a restaurant in which the person 

that cooks has HIV/AIDS.” The remainder of these sentiments were rational expressions 

about having a professional relationship with an HIV-positive person, and reversed 

coded: “I would use the services of a dentist that sees many people with HIV/AIDS” 

(Diaz & Neilands, 2009), “I would not mind if my child’s teacher was HIV-positive”, and 

“if I found out that a food or vegetable vendor was HIV-positive, I would feel 

comfortable buying from him/her” (International Planned Parenthood Federation Western 

Hemisphere Region, n.d.). 

HIV-Positive Pregnant Women & Parents. This 6-item subscale measured if 

respondents endorsed negative attitudes towards HIV-positive pregnant women or 

parents. These prejudicial statements were adapted from Diaz & Neilands (2009): “There 

should be legislation to sterilize women with HIV/AIDS”, “a mother who has HIV/AIDS 

is a risk to her daughters/sons already born”, “people with HIV/AIDS should not adopt 

children”, “a baby of a mother with HIV/AIDS has a shorter life expectancy than one 

without HIV/AIDS”, and “a mother that has HIV/AIDS should avoid physical contact 

with her daughters/sons to prevent a possible infection”. The final statement is a 

supportive sentiment of HIV-positive pregnant women was adopted from the 

International Planned Parenthood Federation Western Hemisphere Region (n.d.) and 
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reverse coded (“an HIV-positive woman has the same right to become pregnant as any 

other woman”). 

Data Analysis 

Questionnaires were assigned a numerical ID, before the data was organized and 

entered in the IBM-SPSS software.  Frequencies, Pearson product-moment correlations, 

and independent sample t-tests, were the statistical analyses computed with the data of 

this research. Descriptive information of demographics (gender, age, religious preference, 

level of religiosity, number of high-risk populations encountered at field placement, and 

experience with HIV-positive clients) and other nominal items (HIV Education Survey) 

were analyzed for frequencies. Also, computation of respondents’ scores on the surveys 

produced interval level measurements for each variable (comfort level, acquired 

knowledge, and level of biases). Sub-scale interval measurements were also rendered for 

knowledge from the HIV Education Survey (history, current state, transmission, 

treatment, and system navigation), and personal biases from the HIV Stigma Survey 

(homophobia, transphobia, racism, victim blame, nondisclosure, AIDS phobia, and 

stigma against HIV positive pregnant women or parents).  

After the computation of overall scores and sub-scale scores, the Pearson product-

moment correlations coefficients were calculated to explore the strength, direction, and 

the statistical significance of the identified variable’s relationship with one another. 

Statistical significance was established using p < .05 alpha. Finally, independent sample 

t-tests compared mean scores on the various scales of mutually exclusive groups for 
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ethnicity, gender, age, interaction with HIV-positive clients, and religiosity. Some of the 

grouping variables were recoded based on the information provided by respondents.   

Protection of Human Subjects 

This research study was reviewed for the protection of human subjects by the 

CSUS: Division of Social Work Research Review Committee. The submitted Human 

Subjects Application met the federal definition of “Exempt” level research, meaning it 

was a minimal-risk study. Protocol approval number is 16-17-003 (Appendix B).  

Psychological risks associated with participation in this study was not greater than those 

encountered in daily life, but if some distress occurred by considering personal attitudes 

on this sensitive topic, respondents were encouraged to seek support through The 

WELL’s Student Health & Counseling Services (per informed consent form, Appendix 

C). All study records were kept confidential, under lock and key, and in a password-

protected computer.  All study identifiers will be destroyed by August 31, 2017. 
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Chapter 4  

RESULTS 

This chapter presents the findings of this study on attitudes of emerging social 

work professionals at CSUS towards PLWHA, and the respondents acquired level of HIV 

knowledge. The findings are based on the following computations: frequency distribution 

of demographical information and HIV Education Survey scores; Pearson product-

moment correlations between the HIV Service Comfort Level Survey, HIV Education 

Survey, and HIV Stigma Survey (including their corresponding subscale interval 

measurements); and independent sample t-tests of mutually exclusive demographic group 

means. Statistically significant relationships are interpreted and described. 

Demographics 

 The sample for this study consisted of 72 MSW II graduate students. The 

respondents’ demographical characteristics are summarized in Table 1. Majority of the 

students were female (91.7%), and in the 20 – 29 age range (69.4%). The most reported 

ethnic identity was White/Caucasian (41.5%), followed by Hispanic/Latino (26.4%), 

Asian (12.3%), and Other/Multi-Racial (12.3%). Christian (25.4%) and Catholic (21.1%) 

were the dominant religions practiced by respondents; however, the most common 

religious preference was no religion (36.6%). Level of religiosity was split relatively even 

between religious (45.7%) and not religious (54.3%). Also, 87.5% of the respondents 

reported to have encountered at least one group at high-risk for HIV contraction (recent 

sexually abused victims, intravenous drug users, LGBTQ+, or homeless individuals) in 
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their field placement, and 20.8% knowingly had direct contact with an HIV-positive 

client. 

Table 1 

Frequencies and Percentages for Demographic Characteristic of Respondents 

Variable n % 

Gender    

 Female   66 91.7 

 Male    6  8.3 

Age    

 20-29  50 69.4 

 30-39  11 15.3 

 40-49    6   8.3 

 50-59    5   6.9 

Race    

 Asian    8 12.3 

 Black/African-American    3   4.6 

 Hispanic/Latino  19 26.4 

 White/Caucasian  27 41.5 

 Other/Multi-Racial  8 12.3 

Religious Preference    

 No Religion  26 36.6 

 Buddhist    1   1.4 

 Muslim    1   1.4 

 Baptist    2   2.8 

 Jewish    1   1.4 

 Catholic  15 21.1 

 Christian  18 25.4 

 Other    7   9.9 

Religiosity    

 Religious  32 45.7 

 Not Religious  38 54.3 

Had Contact with HIV-Positive Clients    

 Yes  15 20.8 

 No  55 76.4 

Note: Religiosity was divided into two groups, Religious (respondents either selected religious, very 

religious, or extremely religious) and Not Religious (respondents either selected not religious at all, or not 

very religious).  
 

Study Findings 

 Each respondent’s totaled HIV Service Comfort Level Survey score is displayed 

on the Figure 1 histogram. The possible score of this survey ranged from a minimum of 

12 to a maximum of 60. Higher scores indicated students were more comfortable 
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discussing HIV-related topics with their clients. These totaled scores (M = 43.75, SD = 

9.57) produced a non-symmetric skewed histogram.  

Figure 1. Histogram of HIV Service Comfort Level Survey scores.  

HIV service comfort level score reflects the totaled sum of 12 items rated on a five-point Likert 

scale from 1 (really not comfortable) to 5 (very comfortable), n = 69.  

 

Figure 2. Histogram of HIV Education Survey scores.  

The acquired HIV education score reflects the totaled sum of 18 items rated on a five-point Likert 

scale from 1 (not covered at all) to 5 (very thorough), n = 71. 
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Each respondent’s totaled HIV Education Survey score is displayed on the Figure 

2 histogram. The possible score of this survey ranged from a minimum of 18 to a 

maximum of 90. Higher scores indicated students who reported thorough coverage of 

HIV/AIDS topics within their MSW program. These totaled scores (M = 42.75, SD = 

9.86) produced a non-symmetric skewed histogram.  

 

Figure 3. Frequency percentages of responses on the HIV Education Survey.  

Poor material coverage includes the following responses: somewhat, barely covered, and not 

covered at all. Material covered includes the following responses: thorough and very thorough.  

 

 A cumulative frequency representation of all the responses on the HIV Education 

Survey is presented in Figure 3. The HIV Education Survey column of the figure accounts 

for all the responses selected on the scale, 78% of the responses indicated poor material 

coverage in the MSW program on the 18 presented topics. Interestingly, when HIV-

Specific Education Topics were analyzed, 96% of the responses indicated poor material 

coverage in the MSW program. The following topics were computed in the HIV-specific 
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education scale frequency: AIDS history in the political context, CARE Act, 

government’s response to AIDS epidemic, HIV demographics intersectionality, 

social/racial/economic injustices of PLWHA, HIV demographic trends, routes of HIV 

transmission, HIV treatments, confronting HIV stigma, common barriers of the HIV 

community, and mental health of PLWHA.  

Figure 4. Transmission Quiz results.  

Cumulative percentages of correct, incorrect, and unsure responses.  

 

Figure 5. Treatments Quiz results.  

Cumulative percentages of correct, incorrect, and unsure responses. 
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The results from the HIV Transmission/Treatments Quiz can be viewed in Figures 

4 and 5. Majority of respondents were well informed about HIV transmission, 87% of the 

questions were answered correctly. Knowledge about HIV transmission was high, despite 

only 15% of the HIV transmission topics (honest communication about sexual 

behaviors/identities and HIV transmission) on the HIV Education Survey were reported 

to be thoroughly covered in student’s MSW program. In contrast, respondents were not 

knowledgeable about the benefits of HIV treatments, 75% of the questions regarding the 

benefits of HIV treatments (ART) were answered as either unsure or incorrectly. When 

respondents were asked how well HIV treatments were covered on the HIV Education 

Survey, 100% reported poor material coverage in their MSW program. 

Figure 6. Histogram of HIV Stigma Survey scores.  

HIV stigma score reflects the totaled sum of 42 items rated on a five-point Likert scale from 1 

(strongly disagree) to 5 (strongly agree), n = 62. 
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of 210. Higher scores indicated students who endorsed many stigmatizing biases towards 

the HIV population. These totaled scores (M = 79.76, SD = 15.52) produced a non-

symmetric skewed histogram. 

Table 2 reports Pearson product-moment correlation coefficients between the 

three main study variables (comfort level to deliver HIV services, acquired HIV 

knowledge, and level of HIV stigma). A positive weak relationship of r = .25 between 

respondents’ score on the comfort level to discuss HIV-related topics with clients and 

score of acquired HIV education was statistically significant at p < .05 level, (r (66) = 

.25, p < .05, two-tailed). A negative weak relationship of r = -.27 between respondents’ 

score on comfort level to discuss HIV-related topics with clients and score on HIV stigma 

was statistically significant at p < .05 level (r (58) = -.27, p < .05, two-tailed). There was 

no significant correlation coefficient found between acquired HIV education and HIV 

stigma. 

Table 2 

Correlations between HIV Service Comfort Level, HIV Education, and HIV Stigma  

Measure 1 2 3 

1. HIV Service Comfort Level —   

2. HIV Education   .25* —  

3. HIV Stigma -.27* -.03 — 
Note: HIV Services Comfort Level (n = 69); HIV Education (n = 71); HIV Stigma (n = 62). 

*p < .05, two-tailed  

 Pearson product-moment correlation coefficients between the scores on the HIV 

Stigma Survey’s sub-scales and the scores on the comfort level discussing HIV-related 

topics with clients are displayed in Table 3. A moderate negative relationship of r = -.33 

between respondents’ score on the comfort level to discuss HIV-related topics with 
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clients and score on the victim blame sub-scale was statistically significant at p < .01 

level, (r (64) = -.33, p < .01, two-tailed). A moderate negative relationship of -.36 

between respondents’ score on the comfort level to discuss HIV-related topics with 

clients and score on the bias towards HIV-positive pregnant women or parents sub-scale 

was statistically significant at p < .01 level, (r (64) = -.36, p < .01, two-tailed). A weak 

negative relationship of -.27 between the respondents’ score on the comfort level to 

discuss HIV-related topics with clients and score on AIDS phobia sub-scale was 

statistically significant at p < .05 level, (r (64) = -.27, p < .05, two-tailed).  

Table 3 

Correlations between HIV Service Comfort Level and HIV Stigma Sub-Scales 

Measure 1 2 3 4 5 6 7 8 

1. HIV Service Comfort Level —        

2. Homophobia -.07 —       

3. Transphobia  .00 .57** —      

4. Racism -.07 .29* .21 —     

5. Victim Blame -.33** .46** .43** .43** —    

6. Nondisclosure -.02 .27* .27* .25* .35** —   

7. AIDS Phobia -.27* .20 .33** .45** .34** .41** —  

8. Pregnant Women or Parents -.36** .28* .27* .38** .50** .25* .58** — 

Note: HIV Services Comfort Level and Homophobia (n = 69); Transphobia (n = 71);  

Racism and Nondisclosure (n = 67); Victim Blame and AIDS Phobia (n = 69); Pregnant Women or Parents 

(n = 68). 

*p < .05, **p < .01, two-tailed 

 When the Pearson product-moment correlation coefficients were calculated 

between the HIV Sigma Survey’s sub-scales, most relationships were statistically 

significant to one another with varying amounts of strength. 

• The following HIV Stigma Survey sub-scale correlation coefficients were 

computed as significant strong positive relationships between: victim blame 

and homophobia (r (66) = .46, p < .01, two-tailed); victim blame and 
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transphobia (r (67) = .43, p < .01, two-tailed); victim blame and racism (r (63) 

= .43, p < .01, two-tailed); AIDS phobia and racism (r (63) = .45, p < .01, 

two-tailed); AIDS phobia and nondisclosure (r (65) = .41, p < .01, two-tailed); 

stigma towards HIV-positive pregnant women or parents and victim blame (r 

(65) = .50, p < .01, two-tailed ); stigma towards HIV-positive pregnant women 

or parents and AIDS phobia (r (64) = .58, p < .01, two-tailed); and 

homophobia with transphobia (r (67) = .57, p < .01, two-tailed).   

• The following HIV Stigma Survey sub-scale correlation coefficients were 

computed as significant moderate positive relationships between: victim 

blame and nondisclosure (r (64) = .35, p < .01, two-tailed); victim blame and 

AIDS phobia (r (66) = .34, p < .01, two-tailed); transphobia and AIDS phobia 

(r (67) = .33, p < .01, two-tailed); and racism with stigma towards HIV-

positive pregnant women or parents (r (63) = .38, p < .01, two-tailed).  

• Finally, the following HIV Stigma Survey sub-scale correlation coefficients 

were computed as significant weak positive relationships between: 

nondisclosure and homophobia (r (64) = .27, p < .05, two-tailed); 

nondisclosure and transphobia (r (65) = .27, p < .05, two-tailed); 

nondisclosure and racism (r (62) = .25, p < .05, two-tailed); stigma towards 

HIV-positive pregnant women or parents and homophobia (r (64) = .28, p < 

.05, two-tailed); stigma towards HIV-positive pregnant women or parents and 

transphobia (r (66) = .27, p < .05, two-tailed); stigma towards HIV-positive 
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pregnant women or parents and nondisclosure (r (62) = .25, p < .05, two-

tailed); and homophobia with racism (r (64) = .29, p < .05, two-tailed).  

Pearson product-moment correlation coefficients between the scores on the HIV 

Education Survey’s sub-scales and the scores on the comfort level discussing HIV-related 

topics with clients are displayed in Table 4. A weak positive relationship of r = .25 

between respondents’ score on comfort level to discuss HIV-related topics with clients 

and score on the acquired HIV treatment education sub-scale was statistically significant 

at the p < .05 level (r (67) = .25, p < .05, two-tailed). Similar to the HIV Stigma Survey 

sub-scale computations, the Pearson product-moment correlation coefficients calculated 

between the HIV Education sub-scales were all significantly related to one another with 

varying amounts of strength.  

• The following HIV Education Survey sub-scale correlation coefficients were 

computed as significant very strong positive relationships: current state of 

HIV in the U.S. and American HIV/AIDS history (r (70) = .71, p < .01, two-

tailed); and current state of HIV in the U.S. with system navigation (r (70) = 

.71, p < .01, two-tailed).  

• The following HIV Education Survey sub-scale correlation coefficients were 

computed as significant strong positive relationships: HIV treatments and 

American HIV/AIDS history (r (69) = .46, p < .01, two-tailed); HIV 

treatments and current state of HIV in the U.S. (r (70) = .59, p < .01, two-

tailed); HIV treatments and HIV transmission (r (70) = .58, p < .01, two-

tailed); HIV treatments and system navigation (r (70) = .55, p < .01, two-
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tailed); HIV transmission and American HIV/AIDS history (r (69) = .51, p < 

.01, two-tailed); HIV transmission and current state of HIV in the U.S.  (r (70) 

= .65, p < .01, two-tailed); HIV transmission and system navigation (r (70) = 

.67, p < .01, two-tailed); and American HIV/AIDS history with system 

navigation (r (70) = .58, p < .01, two-tailed). 

Table 4 

Correlations between HIV Service Comfort Level and HIV Education Sub-Scales 

Measure 1 2 3 4 5 6 

1. HIV Service Comfort Level —      

2. American History .23 —     

3. Current State .20 .71** —    

4. Transmission .20 .51** .65** —   

5. Treatments   .25* .46** .59** .58** —  

6. System Navigation   .19 .58** .71** .67** .55** — 
Note: HIV Services Comfort Level (n = 69); American History (n = 71); Current State, Transmission, 

Treatments, and System Navigation Assistance (n = 72). 

*p < .05, **p < .01, two-tailed 

Table 5 

Independent Group T-Test between Variables of Importance Pertaining to Attitudes with 

Religiosity as the Grouping Variable 
 Religious  Not Religious  

Measure M SD  M SD t-test 

HIV Service Comfort Level 41.41   9.75  45.80   8.63 -1.96* 

HIV Stigma 85.79 13.84  75.48 14.92  2.78** 

 Homophobia   9.53   2.37    8.36   2.47  1.99* 

 Transphobia   7.34   3.06    5.39   1.84  3.15** 

 Victim Blame 11.69   3.25    8.64   2.64  4.27** 

 AIDS Phobia 17.94   4.90  15.68   4.47  1.99* 

 Pregnant Women or Parents 10.91   2.72    9.40   2.42  2.40* 

Note: M = mean; SD = standard deviation. Some items were not answered leading to different n sizes for 

each measure, religious ranged from n = 28 – 32 and not religious ranged from n = 33 – 38. 

*p < .05, **p < .01 

 Finally, independent group t-tests using religiosity, age range, HIV-positive client 

interaction, and gender as the grouping variable were computed to have significant mean 
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differences. Level of religiosity as the grouping variable produced the greatest number of 

significant score differences (Table 5). There was a significant difference in comfort level 

to discuss HIV-related topic with clients between religious (M = 41.41, SD = 9.75) and 

not religious (M = 45.8, SD = 8.63) respondents; t (65) = -1.96, p < .05, two-tailed. Also, 

a significant difference was found with overall HIV stigma scores of religious (M = 

85.79, SD = 13.84) and not religious (M = 75.48, SD = 14.92) respondents; t (59) = 2.78, 

p < .01, two-tailed. The significant mean differences on the HIV Stigma Survey sub-

scales between religious and not religious respondents are described below: 

• Religious students (M = 9.53, SD = 2.37) reported significantly higher levels 

of homophobia than not religious students (M = 8.36, SD = 2.47), t (66) = 

1.99, p < .05, two-tailed. 

• Religious students (M = 7.34, SD = 3.06) reported significantly higher levels 

of transphobia than not religious students (M = 5.39, SD = 1.84), t (49) = 3.15, 

p < .01, two-tailed. 

• Religious students (M = 11.69, SD = 3.25) reported significantly higher levels 

of victim blaming than not religious students (M = 8.64, SD = 2.64), t (66) = 

4.27, p < .01, two-tailed. 

• Religious students (M = 17.94, SD = 4.90) reported significantly higher levels 

of AIDS phobia than not religious students (M = 15.68, SD = 4.47), t (66) = 

1.99, p < .05, two-tailed. 
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• Religious students (M = 10.91, SD = 2.72) reported significantly higher levels 

of stigma towards HIV-positive pregnant women or parents than not religious 

students (M = 9.40, SD = 2.42), t (65) = 2.40, p < .05, two-tailed. 

Table 6 

Independent Group T-Test between Variables of Importance Pertaining to Attitudes with 

Age Range as the Grouping Variable 

 20 - 29  30 – 59  

Measure M SD  M SD t-test 

HIV Stigma 76.40 12.86  87.37 18.48 -2.70** 

 Homophobia   8.42   2.10    9.90   3.00 -2.06* 

 Racism   9.44   2.66  11.37   2.87 -2.62** 

 AIDS Phobia 15.87   4.08  18.27   5.75 -1.99* 

Note: M = mean; SD = standard deviation. Some items were not answered leading to different n sizes for 

each measure, age 20 – 29 ranged from n = 43 – 48 and age 30 – 59 ranged from n = 19 – 22. 

*p < .05, **p < .01 

Table 7 

Independent Group T-Test between HIV Service Comfort Level with HIV-Positive Client 

Interaction as the Grouping Variable 

 
Had HIV-Positive Client 

 Never Had HIV-Positive 

Client 
 

Measure M SD  M SD t-test 

HIV Service Comfort Level 47.93 7.67  42.25 9.62 2.04* 

Note: M = mean; SD = standard deviation; had HIV-positive client n = 14 and never had HIV-positive 

client n = 53.  

*p < .05 
 

Table 8 

Independent Group T-Test between AIDS Phobia and Gender as the Grouping Variable 

 
 Male  Female  

Measure M SD  M SD t-test 

AIDS Phobia 20.83 4.40  16.23 4.64 2.33* 

Note: M = mean; SD = standard deviation; female n = 63 and male n = 6.  

*p < .05 
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 The next independent grouping variable which produced numerous significant t-

test scores was based on difference in age range (Table 6). Since the dominant age range 

of respondents was 20 – 29 (69.4%), all other respondents were grouped into a 30 – 59 

range. There was a significant difference found with overall HIV stigma scores of 

respondents in the 20 – 29 age range (M = 76.40, SD = 12.86) and 30 – 59 age range (M 

= 87.37, SD = 18.48); t (60) = -2.70, p < .01, two-tailed. The significant variations on the 

HIV Stigma Survey sub-scales between respondents in terms of age range are described 

below: 

• Students who were between the ages of 20 – 29 (M = 8.42, SD = 2.10) 

reported significantly lower levels of homophobia than students between the 

ages of 30 – 59 (M = 9.90, SD = 3.00), t (29) = -2.06, p < .05, two-tailed. 

• Students who were between the ages of 20 – 29 (M = 9.44, SD = 2.66) 

reported significantly lower levels of racism than students between the ages of 

30 – 59 (M = 11.37, SD = 2.87), t (65) = -2.62, p < .01, two-tailed. 

• Students who were between the ages of 20 – 29 (M = 15.87, SD = 4.08) 

reported significantly lower levels of AIDS phobia than students between the 

ages of 30 – 59 (M = 18.27, SD = 5.75), t (67) = -1.99, p < .05, two-tailed.  

 The final two significant independent group t-tests are presented in Tables 7 and 

8. However, both these t-test were computed with extremely uneven sample groups due 

to majority of the respondents being female (91%) and having never encountered an 

HIV-positive client (79%). There was a significant difference in the comfort level to 

discuss HIV-related topics with clients between students who had encountered a HIV-



64 
 

 
 

positive client (M = 47.93, SD = 7.67) and those who had never encountered a HIV-

positive client (M = 42.25, SD = 9.62) at their field placements; t (65) = 2.04, p < .05, 

two-tailed. In addition, male students (M = 20.83, SD = 4.40) reported significantly 

higher levels of AIDS phobia than female students (M = 16.23, SD = 4.34), t (67) = 2.33, 

p < .05, two-tailed. 

Discussion 

The most common type of MSW II student in this study was a not religious, 

white, female, between the ages of 20 – 29, who has never encountered an HIV-positive 

client. However, most respondents had worked with at least one group at high-risk for 

contracting HIV at their field placement. Overall the scores on the various surveys 

revealed that most students endorsed low amounts of HIV stigma, and were relatively 

comfortable discussing HIV-related topics with clients. However, these positive 

outcomes could not be directly attributed to acquiring HIV/AIDS content in their 

graduate program. From these respondents’ perspective, there was little to no coverage of 

specific HIV-content in the MSW curriculum. Even though students are not receiving a 

significant amount of HIV content within the MSW program, they presented themselves 

as relatively knowledgeable about HIV transmission. The same was not true for 

knowledge of HIV treatments, most students were unsure about the effects and benefits 

of ART. 

Based on the Pearson product moment correlations coefficients, students’ comfort 

level to deliver HIV services provided many statistically significant relationships with 

other measures. For instance, respondents who were most comfortable delivering HIV 
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services to clients reported having acquired greater amounts of knowledge about 

HIV/AIDS in their MSW program, and endorsed lower levels of stigmatizing bias 

towards the HIV/AIDS community. Students who were least comfortable providing HIV 

services endorsed higher levels of blaming PLWHA for contracting their disease, 

personal bias towards HIV-positive pregnant women or parents, and AIDS phobia. 

Furthermore, students who were most comfortable providing HIV services attained a 

greater amount of information regarding HIV/AIDS treatments within their MSW 

program. The inter-correlations between the HIV Stigma Survey sub-scales were 

comparable to inter-correlations between the HIV Education Survey sub-scales. Students 

who endorsed one common type of HIV stigma were likely to score high in at least one 

other common type of HIV stigma. Similarly, students reported they have acquired 

equally low amounts of information across majority of the HIV topics presented. There 

were no significant relationships between the HIV Stigma Survey sub-scales and the HIV 

Education Survey sub-scales, which is likely due to the overall low scores of attained 

HIV knowledge and HIV stigma.  

Independent group t-tests found that certain demographics influenced 

respondents’ attitudes towards the HIV community. Religious students were found to be 

less comfortable delivering HIV services to clients, and endorsed higher levels of HIV 

stigma than not religious students. The common types of HIV stigma which religious 

students significantly endorsed higher levels of than not religious student included: 

homophobia, transphobia, victim blame, AIDS phobia, and bias toward HIV-positive 

pregnant women or parents. In addition, students over the age of 30 were found to have 
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increased levels of bias towards commonly stigmatized HIV/AIDS group than those in 

the 20 – 29 age range. The common types of HIV stigma which students over the age of 

30 significantly endorsed higher levels of than those in the 20 – 29 age range included: 

homophobia, racism, and AIDS phobia. Furthermore, males endorsed an increased level 

of AIDS phobia compared to women. Finally, it was no surprise that students who had 

encountered an HIV-positive client at their field placement were more comfortable 

discussing HIV-related topics. 

Summary 

 There were more commonalities among the study’s respondents than differences. 

The MSW II population surveyed shared many of the same demographical 

characteristics, endorsed similar types of attitudes, and equally reported acquiring a low 

amount of educational content related to HIV/AIDS. Results which analyzed the attitudes 

of student respondents were generally positive and supportive of the HIV/AIDS 

population. Unfortunately, the topics presented on the HIV Education Survey were 

reported to be so poorly covered, it was difficult to make correlations on the impact of 

receiving a thorough HIV knowledge base from a graduate social work program. 

Regardless, students fared well on the HIV Transmission quiz, indicating that knowledge 

about contracting HIV/AIDS has become more universally common. In contrast, detailed 

content about HIV/AIDS (i.e. treatments) was poorly understood by students, as made 

evident with the lack of correct answers on the HIV Treatment Quiz. It appears that 

students, who endorse common types of HIV stigma, will likely be the same person to 

endorse another type. A concerning significant result was the revelation that religious 
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students are less comfortable providing services to HIV-positive clients, and endorsed 

greater levels of bias towards the population. The disproportionate grouping variables on 

the remainder of the independent group t-test diminished their significant results strength. 
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Chapter 5 

CONCLUSION AND RECOMMENDATIONS 

 This chapter will present the study findings which are relevant, and critically 

influence the variables of interest. In addition, analysis of the researched proposition and 

collected data will be compared to previously described literature. Discussions pertaining 

to the limitations of the data, recommendations, and implications for the social work field 

are also encompassed in this section. This cross-sectional study set out to explore the 

knowledge and attitudes, including stereotypes, held by graduate social work students 

towards PLWHA. This study’s proposition suggested that social work education 

regarding HIV/AIDS would impact students’ impressions about the community, and 

subsequently would impact their perceived level of comfort to provide PLWHA services.  

 Generally, graduate social work students in their final year of the program 

reported low levels of HIV stigma, and were relatively comfortable delivering HIV-

related services to clients. One explanation of these overall results is that the new 

generation of social workers surveyed in this study has appropriately aligned their values 

with the NASW code of ethics. Logically, those who self-select into a profession whose 

mission is to empower vulnerable and oppressed groups, would not hold negative 

attitudes towards a typically stigmatized population. Value dignity and worth of the 

person is an NASW ethical principle which states that each person should be treated in a 

caring and respectful fashion (NASW, 2008). These graduate social work students 

embodied this ethical principle at the time they completed the survey. However, these 

positive outcomes cannot be attributed to acquiring HIV/AIDS content from their 
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graduate program, due to the overall reported poor coverage of the topic. Students who 

were most comfortable delivering HIV services to clients endorsed lower levels of 

stigmatizing bias towards the HIV/AIDS community. Subconscious bias could be behind 

those students who expressed slightly increased levels of HIV stigma, and lower levels of 

comfort to provide HIV-related services. This relationship may have been weak, but the 

dynamics of these correlations is something that could use further investigation with a 

greater sample size in the future. 

 The main concerning revelation of the study is that students have not been 

provided ample amounts of HIV/AIDS content in their graduate social work program. 

Lack of knowledge about a vulnerable population leads to an issue with the NASW 

ethical principle of Competence, meaning that professional expertise should be efficiently 

developed and enhanced (NASW, 2008). Majority of the graduate social work students in 

the study reported encountering at least one group at high-risk for HIV contraction at 

their field placements, yet they have not developed an efficient amount of professional 

expertise about the HIV/AIDS community. Exposure to a HIV-positive client did 

increase student’s comfort level to deliver HIV services, however, with such little 

coverage of HIV/AIDS content in their MSW curriculum, relevant information to 

effectively serve the population would have needed to be gained from other entities. 

HIV/AIDS services may not be a client’s primary reason for seeking assistance from a 

social worker, and a basic understanding on topics like, the evolution of HIV/AIDS from 

a terminal to chronic illness, is critical for cultural competency. For instance, a 

respondent from this study would likely have no frame of reference if they encounter a 
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long-term, gay HIV/AIDS survivor. These clients often present with high levels of 

vicarious trauma from witnessing so many of their loved ones pass away due to the slow 

development in treatment at the beginning of the epidemic.     

 The vast amount of weak and insignificant correlations related to acquiring HIV 

knowledge, can be attributed to the consensus that there was poor HIV/AIDS material 

coverage. There were missed opportunities for students to become informed about 

HIV/AIDS, as the disorder’s narrative provides many material rich case examples about 

race, class, gender, and sexual orientation injustices. Without integration of HIV/AIDS 

content in social work education, there will not be an adequately broad knowledge base 

within the field (Bowen, 2013). Bowen (2013) argues for HIV/AIDS curriculum 

integration into social work education because the disorder remains a paramount issue of 

importance in the field. The number of new infections has remained relatively stable from 

the mid-1990s through 2010 (CDC, 2016a), despite significant investment in prevention 

efforts.  Effective prevention and support for PLWHA requires a broader social work 

response, this profession offers a unique position of working on the front lines with 

marginalized groups. Even with the poor coverage of HIV/AIDS material, a significant 

but weak relationship was still found between students’ level of comfort to provide HIV-

related services and attained education in their MSW program. The dynamic of this 

correlation is something that could use further investigation, should a greater portion of 

students who obtained a significant amount of HIV/AIDS content be surveyed.  

 Knowledge about HIV treatments was showed to increase students comfort level 

to deliver HIV services. This finding has legitimacy since many of the topics presented 
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on the HIV Service Comfort Level Survey, could be discussed with clients in terms of 

HIV treatment options. For example, “negotiating personal relationships with an HIV-

positive client” would not be such a daunting subject should a social worker be informed 

on the benefits of PrEP, which would protect a person from becoming infected from an 

HIV-positive partner. Results from the Treatment Quiz demonstrated that few students in 

the cohort were aware of PrEP or PEP’s existence. The knowledge about PrEP and PEP 

can be applied with several populations that respondents reported to already be working 

with (LGBTQ+, sexually abused, and intravenous drug users). In addition, some of the 

least comfortable students in the study endorsed stigma towards HIV-positive pregnant 

mothers. Increased information about HIV treatments for HIV-positive pregnant women 

could improve the comfort level to deliver them services. ART has been designed to 

diminish the chance of prenatal HIV transmission, and currently less than 2% of all 

pregnancies with HIV positive mothers result in transmitting the virus (Panel on 

Treatment of HIV-Infected Pregnant Women and Prevention of Perinatal Transmission, 

2016). Analysis on whether knowledge about ART would improve comfort level could 

not be done in this study, because not one student reported receiving a thorough 

description on the benefits of ART in their graduate program.  

 Students proved to be well-informed about HIV transmission, indicating the truth 

about the subject has become common knowledge. However, students who were least 

comfortable providing HIV services, endorsed the highest levels of AIDS phobia. These 

results are consistent with those found by Rochkind et al (2009), who reported that 

majority of the public understands how HIV is transmitted (i.e. unprotected sex and 
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blood-to-blood contact), however, there are clearly overstated risks and questions about 

whether enough is known about the virus. An uncertainty about indirect transmission is 

leading students to adopt a “better safe than sorry” attitude. 

Students over the age of 30 also demonstrated higher levels of AIDS phobia than 

those in the 20 – 29 age range. This finding might be indicative of a lingering fear of 

accidental transmission which was a predominate idea about HIV/AIDS in the 80’s and 

90’s. The Kaiser Family Foundation (2009) agreed that a lingering fallacy regarding HIV 

transmission could be contributing to the discomfort and anxiety felt around HIV-positive 

individuals. The younger generation of students in this survey was likely not exposed to 

the previously common AIDS hysteria. In addition, students over the age of 30 were 

found to overall have higher levels of bias towards commonly stigmatized HIV/AIDS 

group than those in the 20 – 29 age range. Other than AIDS phobia, students over the age 

of 30 significantly endorsed higher levels of homophobia and racism. These results give 

merit to the belief that younger generations have grown up in a more progressive climate, 

and subsequently endorse lower levels of stigma towards typically oppressed populations. 

Also, an interesting revelation was that males endorsed higher levels of AIDS phobia 

then females. However, additional research with more evenly distributed gender, and age 

range, sample sizes is needed for determining interpretations to be made. 

 Significant relationships were found between almost all the common types of HIV 

stigma presented on the survey. This indicates that students were either endorsing low or 

moderate amounts of HIV stigma across the different common types which were 

researched. Victim blame, homophobia and transphobia were three of the most strongly 
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correlated types of HIV stigma, meaning if a student endorsed one they were likely to 

endorse another. In addition, students who were least comfortable providing HIV services 

endorsed higher levels of blaming PLWHA for contracting their disease. Interestingly, 

these types of stigma about PLWHA are produced from perceptions of deviance (i.e. 

promiscuity, homosexuality, and gender nonconformity). These findings can be 

understood through labeling theory, which focuses on society’s reaction to social 

constructed ideas of “rule breaking” (Goode, 1990). These behaviors sway from society’s 

norms and values leading to prejudicial thought patterns of people who contract HIV, 

which are not based in logic and reality. For example, HIV/AIDS is commonly thought to 

effect people who engage in risky sexual behaviors, however, not every person that 

contracts HIV was partaking in promiscuity. Moreover, even if a person does contract 

HIV through having multiple sex partners, it is unfair for a social worker to have disdain 

for those individuals who simply do not conform to socially imposed norms about sexual 

behavior. The danger in social workers endorsing their social norms in practice is 

explained by Fife & Wright (2000), who state that when a person recognizes they are part 

of a socially stigmatized category, those negative beliefs become relevant dimensions of 

their self-concept. 

 In terms of religion, “deviant” behaviors are demonized as being in direct 

contradiction to their belief system. This study found that religious students endorsed 

higher levels of HIV stigma than not religious students, especially in the victim blame, 

homophobia, and transphobia sub-scales. Since overt HIV stigma was not displayed by 

the overall HIV Sigma Survey score, it might be on a subconscious level that religious 
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students believe that PLWHA “deserved” their predicament because they chose to engage 

in “wrong” or sinful behaviors. MacDonald (2013) asserts that Christian social workers 

often face internal conflict when providing services to the gay community because their 

lifestyle is in direct contrast to biblical teachings. In addition, religious students were less 

comfortable providing HIV services, and significantly endorsed higher AIDS phobia and 

bias toward HIV-positive pregnant women or parents. These findings support that it is 

imperative for highly religious students to be provided with knowledge and insight about 

the realities of HIV/AIDS, or lack of compassion may ensue and empathic care is then 

loss for the population.  

Implications for Social Work 

 The research findings of this study provided a glimpse into the status of 

HIV/AIDS content integration in social work education, while simultaneously gauging 

students’ attitudes towards the population. Even though students didn’t endorse a 

significant amount of stigmatizing biases about PLWHA, they were not offered enough 

knowledge about the community to competently engage in competent professional 

practice. The CSWE (2015) accreditation rest on the belief that competency-based 

education should result in competent professional practice, or “the ability to integrate and 

apply social work knowledge, values, and skills to practice situations in a purposeful, 

intentional, and professional manner to promote human and community well-being” (p. 

6). Therefore, it is necessary for HIV/AIDS content integration to be imbedded into 

social work programs curriculum so that future social workers will have an overall 

context when serving HIV-positive clients and their unique characteristics.  
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All the previously mentioned identified components of HIV/AIDS knowledge 

have their space in various social work courses. The HIV Education Survey in this study 

presented a comprehensive list of topics which were identified to compose the necessary 

HIV/AIDS knowledge base to effectively serve PLWHA. Diversity courses provide an 

ideal opportunity to discuss confronting the various forms of HIV stigma, and the 

intersectionality of HIV/AIDS with race, class, gender, and sexual orientation. In this 

setting strives can be made towards reducing biases, stigma, and acknowledge unchecked 

privilege, which would benefit the work in almost any setting social workers fine 

themselves. Furthermore, AIDS history in the political context and the development of 

the CARE Act offers an excellent case example, which highlights the link between 

policy-making and advocating for social, racial, and economic justice. These examples of 

HIV/AIDS content integration would fit perfectly within social work academia, and 

provide student with tangible illustrations of the social theories already being stressed.  

 The vast amount of Christian-affiliated schools which offer social work programs 

further supports the argument of the necessity for increased HIV/AIDS content in 

curriculum nationwide. Currently, there are 806 CSWE-accredited bachelors and masters 

level social work degree programs, which produce majority of the practicing social 

workers throughout the country. The Social Work Degree Guide (2015) estimated that 

more than 150 (17%) of the CSWE-accredited schools were founded based upon 

religious roots. The finding that religious students endorsed higher levels of stigmatizing 

biases towards PLWHA is indicative of the vital need for HIV/AIDS realities to be 
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provided within academic settings, where historically religious ideals may not have been 

conducive to producing compassionate social workers for the HIV/AIDS community.  

In conclusion, if social work programs do not provide its graduates with the 

analytics, knowledge, and skills to work with PLWHA in a competent manner, then some 

of the most vulnerable populations, which social work vows to serve, are not receiving 

the highest quality of care possible. Training and education about the HIV epidemic 

should create a more empathetic individual who analyzes HIV transmission and the 

complexities, which ensue after contraction. If the results of this survey were to be 

representative of social work programs across the country then graduates are not exiting 

with adequate amounts of information regarding HIV/AIDS. Students must be prepared 

to meet the challenges presented by HIV/AIDS in the U. S. through service and 

advocacy. More research needs to be done to determine if low levels of HIV content in 

curriculum, reigns true for other colleges and universities. In addition, research must gage 

if graduate social work students in other geographic regions also endorse positive 

attitudes and low biases towards the HIV community, whether proper training has been 

obtained or not.  
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Appendix A 

MSW Students HIV/AIDS Knowledge and Attitudes Survey 

Please Choose the Most Appropriate Response: 

  

Gender:    Mδale   δFemale Tδransgender________ 

 
 
 
Age:  

  2δ0-29 

  3δ0-39 

  4δ0-49 

  5δ0-59 

  6δ0-69 

  7δ0+ 

 
Check all that apply 
 
Race: 

 Aδmerican Indian 

 Aδsian 

 Bδlack/African-American 

  δHispanic/Latino 

 Pδacific Islander 

 Wδhite/Caucasian 

 Oδther __________________ 

Religious Preference: 

   δNo religion  δBuddhist  δMuslim Pδrotestant  

   δBaptist Jδewish Cδatholic  Cδhristian  

  Oδther ___________________ 

Religiosity:  

  Nδot religious at all 

  Nδot very religious 

  Rδeligious 

  Vδery religious 

  Eδxtremely religious  

Check any client experiences you have encountered at your previous/recent field 
placement: 

  Rδecent Sexual Abuse  

  Nδeedle Sharing Drug Use Practices  

  LδGBTQ+ 

  Hδomelessness 

Have you had direct contact with HIV-positive clients through your field placement?      

   Yδes   Nδo 
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How Comfortable Are You Speaking with Clients About the Following Items: 

 Very 
Comfortable 

Comfortable 
Somewhat 

Comfortable 
Not 

Comfortable 
Really Not 

Comfortable 

Encouraging HIV Testing  δ  δ  δ  δ  δ

Prevention of Mother-to-
Child HIV Transmission 

 δ  δ  δ  δ  δ

HIV Medication 
Adherence  

 δ  δ  δ  δ  δ

Safe Sex Practices  δ  δ  δ  δ  δ

Case Management with 
an HIV-Positive Client 

 δ  δ  δ  δ  δ

A Positive HIV Test  δ  δ  δ  δ  δ

HIV Partner Notification 
Support 

 δ  δ  δ  δ  δ

LGBTQ+ Issues  δ  δ  δ  δ  δ

Negotiating Personal 
Relationships with an 

HIV-Positive Client 
 δ  δ  δ  δ  δ

Medical Confidentiality  δ  δ  δ  δ  δ

HIV Stigmatization  δ  δ  δ  δ  δ

Counseling an HIV-
Positive Client 

 δ  δ  δ  δ  δ
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A person can become infected with HIV by… 

 True False Unsure 

…sharing silverware with an HIV-positive person. 
   

…having unprotected oral sex. 
   

…bathing in the same water as an HIV-positive person. 
   

…sharing needles. 
   

…receiving a blood transfusion that has not been screened 
for HIV. 

   

…getting a mosquito bite. 
   

…drinking from the same glass as an HIV-positive person. 
   

 

    

Antiretroviral Therapy… 

 
True False Unsure 

…helps people with HIV live longer. 
   

…can eliminate HIV in a client. 
   

…can stop HIV transmission if taken shortly after exposure. 
   

…can decrease the risk of HIV transmission. 
   

…prevent a person from contracting HIV 
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How Well Were the Following Topics Covered Within Your MSW Program: 

 
Very 

Thorough 
Thorough Somewhat  

Barely 
Covered 

Not 
Covered 

at all 

AIDS History in the Political Context  δ  δ  δ  δ  δ

Confronting HIV Stigmatization  δ  δ  δ  δ  δ

Intersectionality of HIV with Race, 
Class, Gender, and Sexual Orientation  

 δ  δ  δ  δ  δ

The Ryan White Comprehensive AIDS 
Resources Emergency (CARE) Act 

 δ  δ  δ  δ  δ

HIV in the Context of Social, Racial, 
and Economic Justice 

 δ  δ  δ  δ  δ

White Privilege   δ  δ  δ  δ  δ

Common Barriers for the HIV/AIDS 
Community 

 δ  δ  δ  δ  δ

Continuum of Clinical Care 
Coordination 

 δ  δ  δ  δ  δ

Honest Communication about Sexual 
Behaviors and Identities 

 δ  δ  δ  δ  δ

Evidenced-Based HIV Prevention 
Strategies 

 δ  δ  δ  δ  δ

HIV Treatments  δ  δ  δ  δ  δ

Demographic trends in the HIV 
population 

 δ  δ  δ  δ  δ

Maslow’s Hierarchy  δ  δ  δ  δ  δ

HIV Transmission  δ  δ  δ  δ  δ

Motivational Interviewing  δ  δ  δ  δ  δ

Original Federal Government 
Response to AID Epidemic 

 δ  δ  δ  δ  δ

Mental Health in the HIV Community  δ  δ  δ  δ  δ

Racial Microaggressions  δ  δ  δ  δ  δ
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Indicate How Strongly You Agree or Disagree with Each Statement: 

 
Strongly 
Agree 

Agree Somewhat  Disagree 
Strongly 
Disagree 

I would not be surprised if a 
promiscuous person got infected 

with HIV. 
 δ ἦ  δ  δ  δ

Transsexuality is unnatural.  δ  δ  δ  δ  δ

There should be legislation to 
sterilize women with HIV/AIDS. 

 δ  δ  δ  δ  δ

It is unforgivable that people living 
with HIV/AIDS do not reveal their 

status to their sexual partners. 
 δ  δ  δ  δ  δ

People with HIV/AIDS should be 
penalized if they have 

unprotected sexual relations 
without revealing their health 

status. 

 δ  δ  δ  δ  δ

 All people with HIV/AIDS 
should carry an HIV-positive ID 

card in case they are taken to an 
emergency room. 

 δ  δ  δ  δ  δ

I would be comfortable having a 
transgender friend. 

 δ  δ  δ  δ  δ

 The rights of people with 
HIV/AIDS should be limited so that 

they are not allowed to work in 
health scenarios. 

 δ  δ  δ  δ  δ

Sometimes clients can be overly 
sensitive to cultural issues. 

 δ  δ  δ  δ  δ

I would be upset if I learned that 
my brother or sister was 

homosexual. 
 δ  δ  δ  δ  δ

People who are infected with HIV 
through drug use could have 
avoided it if they wanted to. 

 δ  δ  δ  δ  δ

Homosexuals are predominantly 
responsible for the HIV/AIDS 

epidemic. 
 δ  δ  δ  δ  δ
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Strongly 
Agree 

Agree Somewhat  Disagree 
Strongly 
Disagree 

It would not surprise me if a 
transgender individual had HIV 

because they normally engage in 
risky behaviors. 

 δ  δ  δ ἦ  δ

 The Health Department 
should have an updated registry 

with the first and last names of all 
the people with HIV/AIDS. 

 δ  δ  δ  δ  δ

A mother who has HIV/AIDS is a 
risk to her daughters/sons already 

born. 
 δ  δ  δ  δ  δ

There are a lot of people with 
HIV/AIDS that seek to infect 

others. 
 δ  δ  δ  δ  δ

 An HIV-positive woman 
has the same right to become 

pregnant as any other woman. 
 δ  δ  δ  δ  δ

 I would think twice before 
eating in a restaurant in which the 
person that cooks have HIV/AIDS. 

 δ  δ  δ  δ  δ

I do not feel comfortable 
discussing racism with a person of 

color. 
 δ  δ  δ  δ  δ

I would feel that I had failed as a 
parent if I learned that my child 

was gay. 
 δ  δ  δ  δ  δ

Men who practice secretive 
bisexuality deserve confidentiality 

in HIV treatment. 
 δ  δ  δ  δ  δ

 I would not mind if my 
child’s teacher was HIV-positive. 

 δ  δ  δ  δ  δ

 People with HIV/AIDS 
have the right to confidentiality. 

 δ  δ  δ  δ  δ

The fact that a person with 
HIV/AIDS does not reveal his/her 

status to a sexual partner is 
equivalent to murder. 

 δ  δ  δ  δ  δ

A person’s gender should be 
biologically determined. 

 δ  δ  δ  δ  δ
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Strongly 
Agree 

Agree Somewhat  Disagree 
Strongly 
Disagree 

 Having religious beliefs 
reduces the risks of getting 

HIV/AIDS. 
 δ  δ  δ  δ  δ

Most people living with HIV were 
infected because of irresponsible 

behavior. 
 δ  δ  δ  δ  δ

 There should be a law that 
forces people with HIV/AIDS to 

reveal their status to their sexual 
partners. 

 δ  δ  δ  δ  δ

People with HIV/AIDS should not 
adopt children. 

 δ  δ  δ  δ  δ

 A baby of a mother with 
HIV/AIDS has a shorter life 

expectancy than one without 
HIV/AIDS. 

 δ  δ  δ  δ  δ

 I would use the services of 
a dentist that sees many people 

with HIV/AIDS. 
 δ  δ  δ  δ  δ

 It is important to minimize 
cultural issues, and instead focus 
on the presenting problem when 

proving care to people of color. 

 δ  δ  δ  δ  δ

Infection with HIV is the direct 
result of people's promiscuity. 

 δ  δ  δ  δ  δ

I would prefer not to sit on a toilet 
that has been used by people with 

HIV/AIDS. 
 δ  δ  δ  δ  δ

 A person with HIV/AIDS 
has the right to not reveal his/her 

status to other people. 
 δ  δ  δ  δ  δ

AIDS is God’s punishment for 
immorality. 

 δ  δ  δ  δ  δ

 People get infected with 
HIV because they have been 

irresponsible with their health. 
 δ  δ  δ  δ  δ

Racism prevalence is sometimes 
exaggerated by people of color. 

 δ  δ  δ  δ  δ
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Strongly 
Agree 

Agree Somewhat  Disagree 
Strongly 
Disagree 

 A mother that has 
HIV/AIDS should avoid physical 

contact with her daughters/sons 
to prevent a possible infection. 

ἦ  δ  δ  δ  δ

Female partners of men who 
practice secretive bisexuality are 

victims. 
 δ  δ  δ  δ  δ

When interacting with a person of 
color, I don’t notice their 

race/ethnicity. 
 δ  δ  δ  δ  δ

If I found out that a food or 
vegetable vendor was HIV-

positive, I would feel comfortable 
buying from him/her. 

 δ  δ  δ  δ  δ
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Appendix B 

Human Subjects Committee Exempt Determination 

 

 
To:  Christina Handal      Date: September 16, 2016 
  
FROM:  Research Review Committee  
 
RE:  HUMAN SUBJECTS APPLICATION  
 
Your Human Subjects application, for your proposed study, “Exploration of Graduate 

Social Work Students' Knowledge & Attitudes Towards People Living with HIV/AIDS”, is 
Exempt, subject to the required modifications.  
Discuss your next steps with your thesis/project Advisor. After making the required 
modifications, please return your application to the Social Work office Attn:  Research 
Review Committee Chair, Dr. Maria Dinis.  Be sure to address the specific modifications 
noted below.  Be sure to attach a copy of this letter when you return your application 
with changes noted.  You must have your thesis Advisor sign-off on this letter before 
you resubmit your application to the committee.  The required modifications specified 
must be satisfied and approved by the Research Review Committee before you can 
initiate contact with research participants.  

 
Your Human Subjects Application Protocol # is: 16-17-003.  Please use this number in all 
official correspondence and written materials relative to your study.    

 
          
Review Committee Members:  Teiahsha Bankhead, Maria Dinis, Serge Lee, Kisun Nam, Francis Yuen 
 
 
 

Cc:  Antonyappan   

 

 

CALIFORNIA  STATE UNIVERSITY, SACRAMENTO  

DIVISION OF SOCIAL WORK 
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Appendix C 

Informed Consent Form 

INFORMED CONSENT TO  

PARTICIPATE IN A STUDY ON: 

 
Graduate Social Work Students’ Knowledge & Attitudes 

Towards People Living with HIV/AIDS 

 
My name is Christina Handal, a 2nd year graduate student at Sacranento State from the Division of 

Social Work. 

 

You are invited to participate in a research study which will examine the level of knowledge and 

competencies of graduate social work students regarding HIV/AIDS, and explore the impact of 

such knowledge on their impression about those who live with HIV/AIDS. The potential benefit 

of this research is to illustrate the efficacy of an MSW program to integrate HIV/AIDS 

information into curriculum, without having the option to take a specialized course. The present 

research is designed to reduce the possibility of any negative experiences as a result of 

participation. Risks to participants are kept to a minimum. However, if your participation in this 

study causes you any concerns, anxiety, or distress, please contact The WELL’s Student Health & 

Counseling Services at 916.278.6461 to make an appointment to discuss your concerns.   

 

If you decide to participate, please complete the attached survey. Your participation in this study 

will take about 20 minutes. Risks associated with this study are not anticipated to be greater than 

those encounted in completion of any professional level survey for exempt research. 

 

Your participation in this project is voluntary. You have the right not to participate at all or to not 

complete any part of this survey which you don’t feel comfortable answering, without penalty. As 

a token of appreciation for completion of this survey, please choose a candy that has been left in 

the classroom.   

 

This study is completely confidential and anonymous; no identifying information will be 

collected by this questionnaire.  

 

If you have any questions about the research at any time, please contact me at 

christinahandal@csus.edu, or Professor Jude Antonyppan at judea@csus.edu. If you have any 

questions about your rights as a participant in a research project please call the  Sacramento State 

Office of Research Affairs, at (916) 278-5674, or email irb@csus.edu. 

 

Results of this study will be located at the CSUS Library after May 2017. By submitting a 

completed questionarie you are agreeing to participate in this study and have read and understand 

the consent documentation. Feel free to retain this informed consent sheet if desired. 
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