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THE DEVELOPMENT AND VALIDATION
OF A MULTICOMPONENT SCALE
MEASURING AIDS PHOBIA
Jessica Purtan Harrell, M.A.
Western Michigan University, 1997
The development, reliability, and validity of a new instrument, the
Multicomponent AIDS Phobia Scale (MAPS), is described. The results indicate that the
MAPS has strong internal consistency and moderate test-retest reliability. In addition, an
assessment of concurrent and discriminant validity indicates statistically significant
correlations with other self-report measures of anxiety, hypochondriasis, obsessive
compulsive disorder, and fear of AIDS. The results of a factor analysis indicate that the
scale consists of 2 factors: fear of infection and fear of others/avoidance. The instrument
appears to be a reliable and valid measure of AIDS Phobia and may prove useful for
improving clinical assessment and documenting treatment outcome.
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CHAPTER I
INTRODUCTION
The Development and Validation of a Multicomponent
Scale Measuring AIDS Phobia
The term phobia is derived from the Greek word "phobos", which means fear,
terror, panic, and/or flight (Mavissakalian & Barlow, 1981). Someone who is
suffering from a specific phobia is said to have marked and persistent fear that is
excessive or unreasonable and that is cued by the presence or anticipation of a
particular object or situation. The range of specific phobias is vast and includes the
fear and avoidance of certain animals, people, events, situations, and objects.
Irrespective of the anxiety provoking object, those suffering from a phobia experience
an immediate anxiety response in the presence of the phobic stimulus and avoid that
stimulus to the extent that it interferes with their occupational, social, or emotional
functioning. Furthermore, the phobic person recognizes that the fear is excessive or
unreasonable (American Psychological Association, 1994).
One phobia that has not been subject to a great deal of empirical investigation
despite its relative frequency is illness phobia. Unlike those suffering from
hypochondriasis where the fears concern multiple bodily symptoms and a variety of
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illnesses, illness phobics tend to worry excessively about a single symptom or illness
(Marks, 1987). Common illness phobias, for example, center around the fear of
venereal disease, cancer, heart disease, and, more recently, AIDS.
Illness phobias tend to appear more frequently as information about certain
diseases is provided to the public at large (Glass, 1993). Therefore, illness phobias
represented at a particular time tend to reflect the concerns of the culture. For
instance, while fears about contracting syphilis were widespread during the 1920's
and 1930's, anxiety about AIDS infection is growing as more attention is paid to the
disease by the media (Glass, 1993; Jayaswal, 1990). Given the recent and widespread
focus on AIDS and the seriousness of the disease itself, it is not surprising that AIDS
has become a source of great fear and phobic responding.
AIDS Phobia, as it is now known, has been labeled previously as "psuedo
AIDS", "AIDS panic" or "factitious AIDS" (Bor, Perry, Miller, & Salt, 1989; Jacob,
Jons, Verghis, & Jons, 1986; O'Brien, 1987; Windgassen & Soni, 1987). Although
AIDS Phobia received some attention during the late 1980's in response to the
dramatic increase in AIDS cases seen around the world, little investigation has taken
place during this decade aimed at better identifying the diagnostic features of the
disorder. Furthermore, earlier literature regarding AIDS Phobia has been primarily
case study research, describing individuals exhibiting a set of symptoms thought to be
indicative of AIDS Phobia (Jayaswal, 1990; Logsdail, Lovell, Warwick, & Marks,
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1991; O'Brien, 1987; Ross, 1988). Based upon the limited research published in the
area, the following features have been identified to be present in AIDS Phobia.
AIDS Phobia appears to be comprised of two distinct features and several
other commonly occurring ones. First, unlike most illness phobics who fear that they
may become ill in the future, AIDS Phobics hold an unfounded conviction that they
are already infected with HIV (Jager, 1988; Jayaswal, 1990; Ross, 1988). Despite
repeated negative test results, the belief that they have the fatal disease persists. The
irrational belief of infection held by AIDS Phobics distinguishes them from other
illness phobics, with the exception of phobias centered around cancer or syphilis
(Ross, 1988).
Second, in order to be considered a phobia, Ross (1988) contends that it is
necessary that AIDS Phobics attempt to avoid AIDS-related stimuli, such as others
known to be infected with AIDS or those suspected to be at risk for contracting the
disease; however, DSM-IV diagnostic criteria for specific phobia suggests that when
a phobic is unable to avoid these situations, he may endure them under great duress
(American Psychological Association, 1994). Not only does the AIDS Phobic
typically avoid people and places he suspects might be contaminated with AIDS, but
he often avoids family members and loved ones, for fear that he will pass on the virus
to others close to him. Frequently, the "fear leads to phobic avoidance of possible
sexual partners and to the abandonment of social and professional activities" (Jager,
1988, p. 71). In fact, AIDS phobics commonly avoid contact with information about
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AIDS, like television programs or magazine articles dealing with the issue (Logsdail,
et. al., 1991).
Not surprisingly, AIDS Phobics typically visit numerous medical
professionals for repeated AIDS testing (Bruce & Stevens, 1992; Jager, 1988). While
reassurance from a negative AIDS test might provide some immediate relief, anxiety
levels tend to rise quickly and fail to subside until another test is taken that supports
the negative results. Due to repeated testing and frequent contact with health care
professionals, it may look as ifthe AIDS Phobic seeks out and desires that the
positive diagnosis be made (Jager, 1988).
AIDS Phobics present a particularly challenging clinical picture. Their
constant fear ofAIDS often leaves them searching for signs ofdisease (Jager, 1988).
Even the most trivial bodily symptom might be perceived as a sign offatal illness and
the source ofgreat anxiety. AIDS Phobics frequently suffer from symptoms ofraised
temperature, skin eruptions, diarrhea, and night sweats, which are the same non
specific symptoms seen in true AIDS patients before the full onset ofthe disease
(Jager, 1988). The resulting anxiety often leads to other symptoms that reinforce the
misinterpretation ofillness and exacerbate the fear response, such as abdominal pain
or tension headaches (Marks, 1987). Furthermore, the anxiety strengthens the phobic's
preoccupation with his body and those symptoms that mimic AIDS. Unlike some
other phobia sufferers, AIDS Phobics cannot escape all ofthe anxiety-triggering
events. Any change in bodily signs is cause for alarm in the patient. This feature is
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somewhat unique to illness phobics, such that many other phobics, like those afraid of
flying or bridges, may be able to avoid the feared stimuli entirely (Jager, 1988).
Another feature that is often present in AIDS Phobics is ritualistic behaviors
centered around avoiding germs and infection (Bruce, et al., 1992; Logsdail, et. al.,
1991; Schechter, Myers, & Solyom, 1991). For example, some AIDS Phobics wear
layers of clothing, wash themselves excessively, or wear gloves throughout the day.
Most rituals are aimed at preventing self-contraction of AIDS or the spread of the
disease to others. Such behaviors closely resemble symptoms present in obsessive
compulsive disorder.
Jager (1988) conducted the only large scale study on AIDS Phobia, based on
60 individuals seeking counseling for the problem over a one-and-one-half year
period. The study was able to identify several characteristics that tend to be present in
AIDS Phobia. Over 60% of subjects were men, and the most represented age group
was 30-39 years (39%). Slightly over 70% of subjects did not fall into a main risk
group for contracting AIDS, although the authors failed to identify what constituted a
main risk group at that time (e.g. intravenous drug user and/or homosexual activity).
Male subjects typically identified some form of sexual contact as the precipitator of
their AIDS-related anxiety, primarily when it involved an unfaithful episode.
Likewise, most subjects had sought out several AIDS tests and were highly
mistrustful of the results.
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Despite reports by Hall & Dunkley (1988,) that a single HIV test resolved
anxiety in most patients with "such severe fear of AIDS that the term AIDS phobia is
appropriate" (p. 98), their conclusions should be viewed skeptically in view of the
small sample size (n=6) and lack of standardized diagnostic criteria. For example,
they describe a 40 year old female who developed extreme AIDS-related anxieties
following a heterosexual episode during which she was intoxicated. Vaginal
penetration was doubtful, yet the woman's anxieties persisted despite reassurance by
her family doctor. After receiving a negative HIV test, the woman reported "feeling
much better" (Hall, et al., 1988). Such a case fails to demonstrate characteristics
found to be present in most AIDS Phobics. This woman's AIDS-related fears might
be considered realistic following the sexual episode.
Jager (1988) found that almost 80% of subjects considered to be AIDS Phobic
had suffered from fears of cancer or other diseases in the past. This history of other
health related concerns and bodily preoccupation suggests an element of the more
general disorder hypochondriasis (Jager, 1988). Logsdail, et al. (1991) described three
AIDS Phobics with similar histories: a 21 year old woman who feared she might have
cancer for two years before becoming phobic about AIDS; an AIDS Phobic who had
experienced persistent somatic preoccupation since his early teens, but only began
fearing AIDS at age 22; and a 30 year old woman with AIDS Phobia who presented
with a 10 year history of illness-related fears, initially of breast cancer and venereal
disease, then of AIDS.
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Marks (1987) posits that most illness phobics tend to have been brought up in
surroundings where excessive attention has been paid to physical disease and illness,
suggesting that increased awareness about germs and sickness throughout childhood
might facilitate future development of phobic tendencies about illnesses like AIDS.
One population that might be at a higher risk for developing AIDS-related
fears is health care providers (Bartnof, 1988; Bor, et. al., 1989; O'Donnell,
O'Donnell, Pleck, Snarey, & Rose, 1987; Pleck, O'Donnell, O'Donnell, & Snarey,
1988;). O'Donnell, et. al. (1987) conducted a study with health care providers to
investigate specific issues pertaining to AIDS. Due to the high mortality rate and
transmissibility associated with AIDS, health care providers perceive themselves to
be at risk for contracting the disease. If their rational fears become more serious and
result in phobic responding, the care-giving process might be greatly disrupted.
Further investigation of AIDS Phobia that identifies those at risk is particularly
worthwhile as health care workers are increasingly responsible for giving care to
AIDS patients.
It is likely, however, that individuals who are experiencing or are at risk for
developing AIDS-related anxieties go beyond health care workers. In fact, researchers
have identified male and female phobics of various ages, backgrounds and
professions (Hall, et al., 1989; Jager, 1988). AIDS Phobia does not appear to
discriminate with regards to its sufferers; however, little research has been conducted
to examine such a position.
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While research up to this point has highlighted some behavioral and attitudinal
trends present in AIDS Phobia, several features of the disorder remain unclear.
Namely, symptoms of AIDS Phobia often greatly overlap with symptoms of other
disorders, such as hypochondriasis and obsessive compulsive disorder (Jager, 1988;
Logsdail, et al., 1991; Schechter et. al., 1991). Clinicians may be unclear about a
diagnosis of AIDS Phobia unless a more clear picture of the disorder emerges.
Moreover, phobic behavior that centers around the fear of AIDS is particularly
complicated given the nature of the disease itself. Although rapid progress is being
made in AIDS research, the fact that much information about the disease remains
unknown lends an element of realism to the AIDS Phobic's fears. For example, it is
known that an individual who has been infected with the HIV virus may not test
positive for the antibodies for several months (Bartnof, 1988; Jager, 1998). In terms
of alleviating anxiety, it is not surprising that an AIDS Phobic is skeptical about
initial negative test results. Preoccupied with the fact that a negative test result does
not ensure freedom from the disease, the AIDS Phobic becomes increasingly anxious
until another test is conducted.
Likewise, little definitive research has been done to rule out the possibility of
AIDS transmission through casual contact (Jager, 1988). While the medical
profession believes the risk of transmission via casual contact to be small based on
epidemiological observations, controlled studies are lacking due to ethical
responsibilities associated with exposure to the HIV virus. The high degree of
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uncertainty surrounding AIDS contributes to the irrational, yet to some extent
understandable, fears experienced by AIDS Phobics (Bruce, et al., 1992).
In light of the complicated nature of AIDS Phobia, the following study
attempted to identify characteristics of AIDS Phobia that will help in accurate
diagnosis and treatment of the disorder. The purpose of the study was to develop a
psychometrically sound questionnaire that measures the behavioral, affective, and
cognitive dimensions of the construct AIDS Phobia. Currently, no such scale exists,
and research is lacking that adequately defines the construct.
The need for the development of a comprehensive AIDS Phobia scale was
two-fold. First, scales that have already been developed fail to adequately measure the
AIDS Phobia construct as it is defined in the literature. These scales, such as the Fear
of AIDS Scale (Bouton, et al., 1987) and the AIDS Phobia Scale (O'Donnell, et al.,
1987), measure an individual's fears about and attitudes toward those with AIDS and
might be better described as measuring AIDS-negativism. Although these scales
contain items suggesting avoidance of AIDS-related stimuli, they fail to attend to
other symptomatology seen in AIDS Phobics mentioned above, such as the belief that
the individual is infected himself, the fear that he will transmit the virus to others, and
the presence of ritualistic behaviors aimed at preventing the spread of the disease.
Similarly, the Fear of AIDS Scale and the AIDS Phobia Scale are primarily attitudinal
in nature. In attending mainly to the cognitive and affective components, valuable
information regarding the behavioral dimension of AIDS Phobia has been neglected.
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The absence of these critical symptoms as well as the behavioral component of AIDS
Phobia warrants the development of a comprehensive scale.
The aim of the present project was to specify the features of AIDS Phobia. It
was hypothesized that AIDS Phobia consists of affective, cognitive and behavioral
(i.e. avoidance and/or acting out) components, such that AIDS Phobia is different
from AIDS-negativity. AIDS-negativity, for the purpose of this study, is defined as
negative cognitions and affect with regards to AIDS, without inclusion of the
behavioral component. It was hypothesized, therefore, that AIDS-negativity must
always be present in AIDS Phobia, while the reverse does not necessarily hold true
(i.e. an AIDS-negative individual is not necessarily AIDS Phobic as well).
In addition, it was hypothesized that the scale being developed would
distinguish between avoidant, obsessive-compulsive, and hypochondriacal thoughts,
feelings and behaviors present in the AIDS Phobic. It was also hypothesized that
AIDS Phobics must not necessarily exhibit all of the above features. For example,
someone who is AIDS-Phobic (e.g. believes he is infected with AIDS despite
repeated negative test results such that he attempts to avoid AIDS-related stimuli)
may have a history of hypochondriacal-related complaints (i.e. prior fear of cancer)
without having experienced OCD-related syptomatology. On the other hand, an AIDS
Phobic who engages in ritualistic behaviors, such as repetitive hand washing, may
have no history of other illness-related fears or bodily preoccupation.

11
Similarly, it was hypothesized that there is more than one type of AIDS
Phobia such that symptomatology either favors AIDS-related hypochondriasis or
AIDS-related obsessive-compulsive disorder, in addition to the avoidant responding.
While symptoms of AIDS Phobia may overlap with regards to hypochondriasis and
OCD, it was hypothesized that individuals with AIDS Phobia will more commonly
exhibit symptoms of one or the other.
The following study, which has been divided into 4 phases, addressed these
hypotheses.

CHAPTER II
PHASE I
Information Gathering
Method
Participants
One-hundred-and-nine university students, 31 men and 78 women,
volunteered to participate. Each student was enrolled in an undergraduate abnormal
psychology course (see Appendix A for oral recruitment script).
Materials
The Fear of AIDS Scale (Bouton, et al., 1987) is intended to measure AIDS
related fear. The scale is comprised of 14 items scored on a five-point Likert scale,
with responses ranging from strongly agree to strongly disagree. Bouton et al. (1987)
reports a Cronbach alpha reliability coefficient of .80 for the scale which was based
on a sample of 524 college students; however, no data on stability was presented.
Possible scores range from 0-56, with higher scores suggesting greater levels of fear
about AIDS.
12
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The AIDS-Phobia Scale (O'Donnell, et al., 1987) is a 16-item instrument
designed to measure AIDS related attitudes in health care workers. Items on this scale
assess attitudes about AIDS in general as well as AIDS-related issues specific to
health care workers. Twelve items are scored on a 7-point Likert format, 4 items are
scored as "yes", "no", or "don't know", and all items are reported in terms of percent
agree. No normative, reliability, or validity data have been reported on the scale
(O'Donnell, et al., 1987; Pleck, et al., 1988).
Procedure
Participants completed both measures during one large group testing session
(see Appendix D for consent form). Individuals who reported high levels of AIDS
related fears were identified based on their responses to the questionnaires.
Researchers attended to specific items to determine fear levels instead of relying on
specific scoring criteria. For example, questions such as "I am worried about catching
AIDS in a public restroom" and "I am afraid that I will get AIDS" were weighted
more heavily than items such as "AIDS children should be allowed to attend public
school" or "The high cost of treating AIDS patients is unfair to other people in need
of care". The rationale for using such a procedure was two-fold. First, these scales are
not assumed to adequately measure the construct of interest, such that using total
scores would not necessarily identify individuals thought to be at risk for AIDS
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Phobia, as it is defined here. Second, neither scale outlines specific scoring criteria
beyond indicating that higher scores suggest higher levels of fear.
Nine individuals who endorsed items suggesting high levels of AIDS-related
fears were contacted and asked to participate in a one-on-one discussion with the
student researcher. Five participants attended a 30-45 minute meeting to discuss their
attitudes, thoughts, behaviors, and beliefs about AIDS. They were asked to elaborate
about specific items they had endorsed as well as questions about their perceived risk
of HIV contraction, behaviors associated with preventing HIV and AIDS, history of
HIV testing, previous contact with AIDS sufferers, and level of AIDS-related
knowledge seeking (see Appendix G).
Results
Participants provided little information during the discussion sessions that
aided in the construction of Multicomponent AIDS Phobia Scale items. However, two
items, "I consider myself to be at high risk for contracting HIV" and "I would donate
blood in order to be screened for HIV", were devel_oped as a result of participant
input.

CHAPTER III
PHASE II
Development of the MAPS Scale Items
Method
Participants and Procedure
Construction of items for the Multicomponent AIDS Phobia Scale was based
on several sources: (a) existing AIDS Phobia research; (b) DSM-IV criteria for
specific phobia, hypochondriasis and obsessive-compulsive disorder; (c) focus group
information; (d) existing scales intended to measure anxiety; and (e) input from
clinicians familiar with AIDS Phobia. An initial list of 45 items was reviewed for
grammar, readability, appropriateness and clarity by 3 doctoral-level psychology
students and one psychologist who specializes in scale development. Revisions were
made to the items based upon their suggestions.
The initial item pool was then distributed to 5 psychologists with expertise in
the area of anxiety disorders and/or scale development and 2 doctoral-level
psychology students with extensive training in anxiety disorder research. Reviewers
were provided with guidelines for rating each item (see Appendix G). First, raters
15
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were to decide whether the item was cognitive, affective, or behavioral in nature.
Second, they were asked to indicate whether the item was most closely associated
with hypochondriasis, obsessive-compulsive disorder, or avoidant symptomatology.
If an item was not thought to measure hypochondriasis, OCD, or avoidance, the rater
was instructed to check the "other" category.
Results
Information provided by the raters was pooled so that each item could receive
1 rating on each of the 2 dimensions. When there was agreement between 5 or more
raters, no modification was made to the item. When more than 2 reviewers disagreed
on a rating, the item was modified until researchers were satisfied that it adequately
assessed 1 of the 3 areas of interest on each dimension (cognitive, affective,
behavioral and hypochondriasis, OCD, avoidance). In 3 cases, researchers felt
justified in leaving the item as it was originally written, despite disagreement between
raters. For example, an item that read "I will not get tested for HIV because I am too
fearful of the results" was rated by reviewers as both affective and behavioral.
Because the affective component of the item is assumed to provide causality for the
behavioral component, the item was not modified and was retained as a behavioral
item.
Following these modifications, the initial version of the instrument contained
45 items. Each statement was rated on a 6-point Likert scale, where O equals strongly
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disagree and 5 equals strongly agree. No neutral response was provided in an attempt
to encourage respondents to fully consider their attitudes, thoughts, and behaviors
about AIDS. In addition, 14 of the items were written in a negative direction and
required reverse scoring.

CHAPTER IV
PHASE III
Field Trial and Item Reduction
Method
Participants
Participants included 248 university students. Students were enrolled in either
an undergraduate psychology course or an undergraduate math course (see Appendix
B for oral recruitment script).
Materials and Procedure
Participants completed the initial 45-item version of the Multicomponent
AIDS Phobia Scale during one of several large group testing sessions (see Appendix
E for the consent form and Appendix I for scale items).
Results
Descriptive statistics, item frequencies, reliability and exploratory factor
analyses were computed on the 45-item MAPS. Means and standard deviations are
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presented in Table 1, and item reliabilities as well as information about how the scale
would perform without the inclusion of specific items are presented in Table 2.
Table 1
Means and Standard Deviations for the 45-Item MAPS
Item#

Mean

Standard Deviation

1

3.52

1.39

2

0.83

1.08

3

0.29

0.75

4

1.06

1.60

5

0.89

1.09

6

0.19

0.62

7

1.56

1.57

8

1.15

1.37

9

2.19

1.50

10

0.60

1.09

11

0.91

1.34

12

2.04

2.01

13

0.75

1.28

14

3.29

1.50

15

0.95

1.36

16

0.70

1.31

17

0.29

0.86

18

0.63

1.32

19

1.26

1.52

20

1.55

1.71

21

2.23

1.60

22

0.59

0.98
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Table 1--Continued
Item#

Mean

Standard Deviation

23

0.65

1.04

24

0.14

0.57

25

0.88

1.31

26

2.84

1.68

27

1.96

1.35

28

2.14

1.56

29

2.64

1.74

30

1.84

1.61

31

0.39

1.23

32

0.89

1.25

33

2.37

1.69

34

2.37

1.90

35

0.66

1.13

36

0.59

1.06

37

4.17

1.29

38

2.98

1.63

39

1.56

1.63

40

0.47

0.91

41

1.01

1.25

42

0.72

1.27

43

2.12

1.36

44

0.21

0.60

45

0.83

1.24
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Table 2
Item-Total Summary Statistics for the 45-Item MAPS

Item#

Scale
Mean if
Item Deleted

Scale
Variance if
Item Deleted

Corrected Item Squared
Total
Multiple
Correlation Correlation

Alpha if
Item
Deleted

1

58.29

454.02

0.33-

0.36

0.8421

2

60.99

458.69

0.33

0.48

0.8424

3

61.55

463.01

0.38

0.41

0.8426

4

60.73

465.58

0.10

0.20

0.8483

5

60.90

464.81

0.20

0.31

0.8448

6

61.66

468.02

0.30

0.50

0.844

7

60.29

444.95

0.42

0.44

0.8397

8

60.66

447.54

0.44

0.48

0.8396

9

59.69

442.59

0.50

0.39

0.838

10

61.26

458.76

0.34

0.46

0.8423

11

60.95

449.15

0.45

0.52

0.8396

12

59.76

447.66

0.28

0.34

0.8445

13

61.06

451.73

0.41

0.51

0.8406

14

58.53

448.95

0.39

0.49

0.8408

15

60.91

460.77

0.22

0.33

0.8446

16

61.19

458.65

0.29

0.41

0.8431

17

61.55

468.32

0.18

0.37

0.845

18

61.23

452.51

0.38

0.44

0.8411

19

60.56

442.8

0.47

0.51

0.8386

20

60.30

451.66

0.29

0.34

0.8435

21

59.64

446.38

0.40

0.45

0.8404

22

61.25

458.71

0.38

0.53

0.8419

23

61.18

461.62

0.29

0.40

0.8433

24

61.69

473.30

0.07

0.27

0.8462

25

60.94

449.19

0.43

0.44

0.8399
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Table 2--Continued

Item#

Scale
Mean if
Item Deleted

Scale
Variance if
Item Deleted

Corrected Item
Squared
Total
Multiple
Correlation
Correlation

Alpha if
Item
Deleted

26

59.01

445.05

0.39

0.48

0.8406

27

59.88

483.68

-0.17

0.51

0.8530

28

59.77

442.53

0.47

0.45

0.8386

29

59.16

440.62

0.44

0.48

0.8391

30

60.01

435.62

0.55

0.52

0.8361

31

61.44

477.46

-0.06

0.32

0.8502

32

60.96

452.06

0.42

0.47

0.8405

33

59.43

450.37

0.31

0.35

0.8429

34

59.35

457.42

0.18

0.19

0.8471

35

61.19

456.37

0.38

0.52

0.8415

36

61.25

461.65

0.3

0.46

0.8431

38

58.86

442.88

0.44

0.49

0.8393

39

60.27

448.41

0.36

0.35

0.8415

40

61.37

460.98

0.36

0.37

0.8424

41

60.82

464.90

0.17

0.31

0.8455

42

61.14

451.74

0.41

0.40

0.8405

43

59.72

482.46

-0.15

0.52

0.8526

44

61.59

467.24

0.28

0.39

0.8440

45

60.99

457.87

0.30

0.42

0.8428

Exploratory factor analyses were computed using the Maximum
Likelihood Solution (Harman, 1976) with Direct Oblimin rotation. Based on both
the examination of scree plots (Cattell, 1966) and the selection of factors on the
basis of eigenvalues greater than 1 (Nunnally, 1978), a 4-factor solution emerged

23
from the initial version of the scale, accounting for 33% of the scale's variance.
Most of the items contained on the first and third factors measured avoidant
responding, while the majority of items on the second factor assessed obsessive
compulsive and hypochondriacal-type responding. Factor 4 contained only 2
items, both of which related to the seeking out of AIDS-related stimuli.
Correlations computed between Factors 1 and 2, Factors 1 and 3, and
Factors 2 and 3 yielded coefficients r=.18, r=.22, and r=.29, respectively. The 2
items contained on Factor 4 correlated negatively with other items, other factors,
and the total score, resulting in their omission from the scale.
Discussion
Several criteria were used to determine whether an item would be retained,
modified, or omitted from the final version of the scale. First, seven items with
factor loadings less than .30 on any of the 4 factors were omitted. Second, five
items with factor loadings of .30 or higher on more than 1 factor were either
omitted or modified to achieve greater clarity. Third, two items that correlated
negatively with other items and/or the total scale were omitted. Fourth, when
there was item redundancy regarding content, only the highest loading item was
retained for inclusion in the final scale (n=7). Finally, items with means 2:, 3, items
with significantly low variances, or items with poor reliabilities that had not fallen
into one of the omission categories described above were modified (n=3). One
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exception was made to the exclusion criteria such that although item 24 (I believe
that I am HIV positive) had a factor loading of only .29 on Factor 2, it was
retained because the item assesses a hallmark feature of AIDS Phobia that would
otherwise not be represented. Following these modifications, the scale contained
23 items that loaded on 3 separate factors (see Table 3).
Table 3
Factor Analysis and Loadings for 45-Item MAPS
Factor
loading

Item
Factor 1
9

I would be afraid of needing a blood transfusion because
of AIDS

0.39

14

Ifl found out my dentist was HIV positive, I would
continue to use him/her for dental work

0.52

21

I would not be scared to care for an AIDS patient

0.49

26

I frequently check my body for signs of AIDS

0.57

28

I would feel comfortable having a doctor who is HIV
positive give me a physical

0.55

37

If my lover had AIDS, I would still have sex with him/her

0.35

38

I would not let a doctor who is HIV positive give me
stitches

0.48

Factor 2
8
12

I cannot stop myself from worrying about AIDS

0.50

I don't worry about passing on the AIDS virus to others

0.34
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Table 3--Continued
Item

Factor
loading

13

I will not get tested for HIV because I am too fearful of the
results

0.53

23

I frequently check my body for signs of AIDS

0.40

29

I do not worry about getting AIDS

0.60

35

I am afraid that I will die from AIDS

0.66

36

I consider myself to be at high risk for contractingHIV

0.72

24

I believe that I am HIV positive

0.29a

Factor 3

a

3

I would not use a public telephone because of HIV
contamination

0.59

5

HIV test results should not be trusted

0.33

6

When I feel an ache or pain, I assume it is due to a serious
condition like AIDS

0.58

10

I prefer to wear gloves because surfaces may be
contaminated by HIV

0.58

11

I would not share a glass with a friend because of AIDS

0.59

16

I would not feel comfortable being in the same room with
a friend who has AIDS

0.48

18

I would visit a neighborhood in which someone with AIDS
lived

0.51

22

I avoid watching TV programs about AIDS

0.48

see text for rationale for retaining Item 24 on Factor 2.

CHAPTER V
PHASE IV
Reliability and Validity of the Multicomponent Aids Phobia Scale
Method
Participants
One-hundred-and-eighty-one undergraduate students (94 men and 87
women) were recruited from university sororities and fraternities (see Appendix C
for oral recruitment script). In exchange for their participation, participants were
entered into a lottery, by which they could win a small monetary award (see
Appendix F for consent form). The participants ranged in age between 18 and 24
years, with a mean age of 20.1 years. Demographic data for participants is
presented in Table 4. While 15.5% of the sample reported knowing someone with
HIV or AIDS, 85% of the respondents denied having been tested for HIV in the
past.
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Materials
The Multicomponent AIDS Phobia Scale, being developed here, is a 23item instrument that assesses the cognitive, affective, and behavioral components
of AIDS Phobia (see Appendix J for scale items). The_ scale is comprised of items
that measure hypochondriacal, obsessive-compulsive, and avoidant responding.
Each item is scored on a 6-point Likert scale, with responses ranging from
0=strongly disagree to 5=strongly agree. Eight of the items require reverse
scoring, such that 5=strongly disagree and 0=strongly agree. Higher scores on this
scale are suggestive of more AIDS-related phobic responding.
Table 4
Demographic Data
n

%

Men

94

52

Women

87

48

Caucasian

174

96

Asian-American

3

02

Latin-American

2

01

Other Christian

79

46

Catholic

78

45

Other

15

09

Marital Status

Single

180

100

Hometown

Urban

135

75

Gender

Ethnicity

Religion
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Table 4--Continued

# of HIV tests

Age
Education

n

%

Rural

42

25

None

153

85

One

18

10

Two-Five

7

04

M(years)

20.08

SD

01.32

M(years)

14.34

SD

01.01

The Illness Attitude Scale (Kellner, R., Slocumb, J.,Wiggings, R. N.,
Abbott, P. J.,Winslow,W.W., and Pathak, D., 1985) measures attitudes, fears,
and beliefs associated with hypochondriasis. It is a 28-item instrument, scored on
a 5-point Likert scale, that yields 9 subscale scores and a total score (Kellner, et
al., 1985). Higher scores are suggestive of more abnormal illness behavior. The
IAS has been widely used in the literature to distinguish between those with
hypochondriacal symptoms and those without (Kellner, Hernandez, and Pathak,
1992; Kellner, Abbott, Winslow, and Pathak, 1987). One to four week test-retest
correlations range from r=.62 to r=.92. Ferguson and Daniel (1995) report
Cronbach alpha reliability coefficients for each of the nine subscales, ranging
from .23 to .93. Given the overlap between symptomatology of hypochondriasis
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and AIDS Phobia, a moderate correlation between the IAS and the MAPS is
expected.
The Maudsley Obsessive-Compulsive Inventory (Hodgson and Rachman,
1977) measures various types of obsessions and compulsions. The scale contains
30 True/False items measuring 4 factors: cleaning, checking, slowness, and
doubting, with Cronbach alpha reliability coefficients of .80, .70, .70, and .70
respectively. The authors report a one-month test-retest reliability coefficient of
.80. With regards to the concurrent validity of the scale, the MOCI has been found
to correlate significantly (r=.60) with the Leyton Obsessional Inventory. In
addition, the scale has been shown to discriminate reliably between obsessional,
phobic, anxious, and normal control subjects (Hodgson, et al., 1977; Volans,
1986). The total score is computed by summing all questions answered in the
obsessional direction, such that the maximum possible score is 30. A moderate
correlation is expected between the MOCI and the MAPS given the overlap of
symptomatology present in these disorders.
The Somatic, Cognitive, Behavioral Anxiety Inventory (Lehrer &
Woolfolk, 1982) is a 36-item instrument that measures the somatic, behavioral,
and cognitive components of anxiety. Each item on the SCBAI is scored on an 8point Likert scale. A total score as well as 3 subscale scores (Somatic, Cognitive,
and Behavioral) are computed by summing each response, with higher scores
suggesting greater levels of anxiety. Lehrer, et al. (1982) report significant
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correlations between the SCBAI and several other related measures of anxiety.
For example, the somatic, cognitive, and behavioral factors on the SCBAI
correlate with the Spielberger Trait Anxiety Scale at r=.79, r=.60, and r=.86,
respectively, and with the IPAT Anxiety Inventory at r=.39, r=.34, and r=.51,
respectively. In addition, split half reliability coefficients for the somatic,
behavioral, and cognitive factors are .93, .91, and .92, respectively. No test-retest
data has been reported on the measure. A moderate correlation between the
SCBAI and the MAPS is expected given the relationship between general anxiety
complaints and anxiety symptoms specific to AIDS.
The Fear of AIDS Scale (Bouton, et al., 1987) described above, was
administered as well. Researchers expect a moderate correlation between this
scale and the MAPS given the overlap of items assessing AIDS-related cognitions
and affect.
Procedure
Participants were administered 5 questionnaires and a demographic
information sheet during 1 of several large group testing sessions (see Appendix F
for consent form). Testing sessions took place in sorority or fraternity meeting
rooms. The average time of testing was 25 minutes.
Approximately one week after the first testing session, 111 participants
(53 men and 57 women) again filled out the Multicomponent AIDS Phobia Scale.
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Four of the five groups included in retest completed the MAPS 7 days after the
first testing session, while one group provided retest data 6 days after the first
testing session. Retest data was completed by participants in sorority or fraternity
meeting rooms. The average time of testing was 5 minutes.
Results
Descriptive statistics were computed on the Multicomponent AIDS Phobia
Scale. Table 5 provides the mean and standard deviation for each item. Item-total
summary statistics, including reliability data and information about how well the
scale would function without the inclusion of each item, are provided in Table 6.
The scale yielded an overall alpha reliability coefficient of r=.74 and a one-week
test-retest reliability coefficient of r=.64 (computed on 61.3% of the original
sample).
In cases with incomplete data (n=8) on the Multicomponent AIDS Phobia
Scale, missing values were replaced by mean scores for those items to allow their
inclusion in statistical analyses (Raymond & Roberts, 1987). Seven cases had
only 1 missing response, while 1 respondent failed to answer 2 items. The mean
score for the scale, based on 181 respondents, was 35.0 (SD= l 1.90). An
independent samples t-test found a significant difference between men and
women respondents on the MAPS (t=2.21, df= l 79, p<.05) This finding was
replicated using retest data as well (n= l 11, t=2.34, p<.05)
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Table 5
Means and Standard Deviations for the 23-Item MAPS
Item#

Mean

Standard Deviation

1

3.35

1.56

2

0.36

1.11

3

1.03

1.43

4

0.33

0.94

5

1.31

1.43

6

2.86

1.61

7

0.78

1.27

8

0.77

1.24

9

0.92

1.54

10

3.15

1.62

11

1.31

1.69

12

2.54

1.60

13

0.76

1.03

14

0.77

1.20

15

0.66

1.01

16

0.23

0.73

17

1.17

1.37

18

2.96

1.51

19

2.72

1.60

20

0.94

1.25

21

1.09

1.35

22

4.30

1.12
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Table 5--Continued
Item#

Mean

Standard Deviation

23

0.66

1.21

Table 6
Item Total Summary Statistics for the 23-Item MAPS
Scale
Mean if
Item
Deleted

Scale
Variance if
Item
Deleted

Corrected
Item Total
Correlation

Squared
Multiple
Correlation

Alpha if
Item
Deleted

1

31.52

129.44

.27

.22

.7307

2

34.52

134.60

.20

.14

.7337

3

33.84

125.41

.43

.32

.7170

4

34.55

132.52

.36

.39

.7258

5

33.60

127.20

.38

.33

.7214

6

32.02

122.80

.45

.32.

7146

7

34.14

133.87

.21

.23

.7336

8

34.10

130.87

.30

.24

.7272

9

33.95

133.72

.14

.20

.7406

10

31.75

132.42

.17

.28

.7393

11

33.60

132.03

.17

.26

.7398

12

32.34

127.47

.30

.33

.7272

13

34.13

137.34

.12

.10

.7384

14

34.13

128.16

.43

.34

.7190

15

34.23

131.82

.36

.40

.7249

16

34.67

134.58

.39

.36

.7273

Item#
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Table 6--Continued
Scale
Mean if
Item
Deleted

Scale
Variance if
Item
Deleted

Corrected
Item Total
Correlation

Squared
Multiple
Correlation

Alpha if
Item
Deleted

17

33.71

129.01

.33

.46

.7252

18

31.94

126.36

.37

.28

.7214

19

32.17

127.28

.32

.32

.7259

20

33.92

. 127.47

.42

.48

.7188

21

33.78

129.37

.32

.47

.7256

22

30.60

137.06

.11

.12

.7394

23

34.26

136.58

.12

.20

.7388

Item#

Table 7 presents Pearson product moment correlations for the
Multicomponent AIDS Phobia Scale and several other related measures.
Correlations were computed using overall scores for each of the measures
administered, subscale scores on the SCBAI and IAS, and factor scores on the
MAPS. All of the correlations were statistically significant at the ps.005 level,
with values ranging from r=.21 to r= .57.
Age and education level were found to correlate significantly with scores
on the MAPS, with Pearson product moment coefficients of r=.26 and r=.21
respectively (ps.005). Having been tested for HIV in the past (r=.04) and knowing
someone with HIV or AIDS (r=.05) were not significantly correlated with scores
on the measure.
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Table 7
Correlations of MAPS Total Scores With Other Measures and Subscales
Scale

r

Correlations with MAPS total score
Somatic, Cognitive, Behavioral Anxiety Inventory

.34*

SCBAI-Somatic Subscale

.21 *

SCBAI-Cognitive Subscale

.36*

SCBAI-Behavioral Subscale

.28*

Illness Attitude Scale

.32*

!AS-Disease Phobia Subscale

.21*

IAS-Hypochondriasis Subscale

.34*

Maudsley Obsessive-Compulsive Inventory

.28*

Fear of AIDS Scale

.57*

Correlation with fear of infection factor (1)
Factor 1: Fear oflnfection and IAS

.42*

Factor 1: Fear oflnfection and MOC

.23*

Correlation with fear of others/avoidance factor (2)
Factor 2: Fear of Others/Avoidance and SCBAI

.22*

*12 :S .005
An exploratory factor analysis was computed on the 23-item instrument
using the Maximum Likelihood Solution (Harman, 1976) with Direct Oblimin
rotation. Based on scree plot analysis (Cattell, 1966) as well as the examination of
eigenvalues greater than 1 (Nunnally, 1978), a 2-factor solution emerged that
accounted for 28% of the scale's variance. Factor loadings are presented in Table
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8. The first factor, Fear oflnfection, accounted for 17% of the variance and
contained items that assessed, primarily, obsessive worry and hypochondriacal
responding with regards to AIDS. Factor 2, that assessed escape and avoidance of
AIDS-related stimuli. Three items failed to load significantly (2:_.30) on either
factor, while 1 item loaded on both factors.
Although item 13 (HIV test results should not be trusted) did not load
significantly on either factor, it was retained on Factor 1 both because the item
assesses a hallmark feature of AIDS Phobia that would otherwise not be
represented, and because its inclusion allowed both factors to contain an even 10
items. Based on these 20 items, Factor 1 yielded a mean score of 10.49
(SD=6.76), while the mean score on Factor 2 was 19.06 (SD=7.65). A paired
samples t-test yielded a statistically significant difference between the mean
scores on Factor 1 and Factor 2 (t=12.50, p<.001, df=180). In addition, the factors
were found to correlate significantly (r=.19) at the p<.05 level. The overall mean
score for these 20 items was 29.56 (SD=ll.11). Finally, Cronbach alpha
reliability coefficients for Factor 1 and Factor 2 were .73 and .70, respectively.
, Discussion
The primary goal of this study was to develop and validate a scale that
measures the cognitive, affective, and behavioral components of AIDS Phobia and
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Table 8
Factor Analysis and Loadings for the MAPS
Item

Factor loading

Factor I-fear of infection (17%)
1.

I do not worry about getting AIDS.

.35

3.

I will not get tested for HIV because I am too fearful of
the results.

.44

4.

When I feel an ache or pain, I assume it is due to a
serious condition like AIDS.

.34

9.

I worry about passing on the AIDS virus to others.

.36

15. I frequently check my body for signs of AIDS.

.33

16. I believe that I am HIV positive.

.46

17. I cannot stop myself from worrying about AIDS.

.61

20. I am afraid that I will die from AIDS.

.73

21. I consider myself to be at high risk for contracting HIV.

.71

13. HIV test results should not be trusted.

.1oa

Factor 2-fear of others/avoidance (11%)
5.

I would refuse a blood transfusion because of AIDS.

.45

6.

I would not let a doctor who is HIV positive give me
stitches.

.46

8.

I would not share a glass with a friend because of AIDS.

.39

10. If I found out my dentist was HIV positive, I would
continue to use him/her for dental work.

.33

11. I would feel comfortable being in the same room with a
friend who has AIDS.

.39

12. I would not be scared to care for an AIDS patient.

.53

14. I avoid watching TV programs about AIDS.

.33
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Table 8--Continued
Item

Factor loading

Factor I-fear of infection (17%)
18. I would feel comfortable having a doctor who is HIV
positive give me a physical.

.53

19. I would eat food known to have been prepared· by
someone who is HIV positive.

.51

23. I would visit a neighborhood in which someone with
AIDS lived.

.31

Items not loading on either factor (<.30)
2.

I would not use a public telephone because of HIV contamination.

7.

I prefer to wear gloves because surfaces may be contaminated by HIV.

22. If my lover had AIDS, I would still have sex with him/her.
Note. Item numbers may have changed in the final version of the scale.
asee text for rationale for retaining Item 13 on Factor 1.

to provide initial psychometric characteristics for the new instrument. Items
assessing AIDS-related cognitions, affect, and behavior were included in the final
version of the scale based on factor analytic results, suggesting that all three
components are represented in AIDS Phobia. Contrary to initial hypotheses,
however, the cognitive and affective components of AIDS Phobia, termed AIDS
negativity, do not appear to be prerequisites to behavioral responding. Instead, it
appears that these components are not independent of one another, such that
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AIDS-related cognitive, affective, and behavioral responding occur in
combination.
The MAPS demonstrated strong internal consistency and moderate one
week test-retest reliability. The test-retest reliability coefficient ofr= .64 suggests
that some respondents scored higher at retest than at initial testing, while others
scored lower at retest. Given the sensitive nature ofthe topic, reactivity may have
been contributing to individual variation in scores between testing sessions. It
should be noted, however, that means for the total score on the MAPS were
almost identical at initial testing and at retest.
The expected pattern ofmoderate correlations between the MAPS and
other related measures provides initial support for the validity ofthe inventory.
First, the moderate correlation between the MAPS and the SCBAI is consistent
with the expected relationship between AIDS Phobia symptomatology and more
general anxiety complaints.
Ofparticular interest to researchers were the correlations between the
MAPS and other well-known measures ofhypochondriasis and obsessive
compulsive disorder. As hypothesized, both the Illness Attitude Scale and the
Maudsley Obsessive-Compulsive Inventory correlated moderately with the
MAPS, supporting the notion that symptoms reported by AIDS Phobics often
overlap with these disorders. The correlations observed between these instruments
reflect the clinical relationship among these diagnostic conditions but suggest that
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they are not assessing the same construct, such that AIDS Phobia is not simply a
subtype of either hypochondriasis or obsessive-compulsive disorder.
The moderate to strong correlation observed between the MAPS and the
Fear of AIDS scale also provides support for the validity of the measure. Since
both the MAPS and the Fear of AIDS scale contain items that address the
cognitive and affective dimensions of AIDS Phobia, a moderate correlation was
expected; however, a correlation of r=.57 suggests that the MAPS is measuring
something different than the Fear of AIDS scale. In addition to attitudinal items
found on both scales, the inclusion of items intended to measure avoidance,
hypochondriasis, and OCD on the MAPS sets it apart from the Fear of AIDS
Scale.
Scores on the MAPS were found to correlate significantly with age and
education level as well. These relationships might be explained by increased
sexual contact and at-risk behavior engaged in by students throughout college
(Keller, Elliott, & Gunberg, 1982), that may result in both an increased perception
of risk for contracting HIV and a subsequent rise in avoidance and anxiety with
regards to AIDS.
Men scored significantly higher than women on the MAPS, suggesting
higher levels of AIDS-related phobic responding. Although one possible reason
for the discrepancy may be that college-aged men are engaging in more at-risk
behavior than women and, therefore, may perceive themselves to be at greater risk
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for contracting HIV, the results do not support this hypothesis. Men did not score
significantly higher than women on the MAPS item that assesses perceived risk
(t=.76, p>.05). Unfortunately, no information was gathered from the sample about
actual at-risk behavior that might have shed light on this difference.
Results of the exploratory factor analysis identified two factors: fear of
infection and fear of others/avoidance. A significant difference was found
between the mean scores on Factor 1 and Factor 2, with respondents scoring
significantly higher on items assessing fear and avoidance of others with
HIV/AIDS than on items measuring personal fear and worry about being infected.
This suggests that individuals, regardless of their convictions about being infected
themselves, tend to avoid some AIDS-related stimuli, such as others known to be
infected with HIV. It may be that the uncertainty surrounding HIV's
transmissibility results in the escape or avoidance of AIDS-related stimuli that are
perceived to be threatening; however, results indicate that a preoccupation with
personal infection, such as searching one's body for signs of AIDS, is experienced
much less often.
It is recommended, therefore, that subscale scores for Factors 1 and 2 be
computed in addition to a total score on the MAPS. While higher overall scores
will certainly reflect greater levels of AIDS Phobia, more specific information
might be gleaned from examining subscale scores, particularly with regards to
treatment options. An individual who, for example, endorses few items relating to
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persistent worry that he, himself, is infected, might require a different treatment
approach than someone who holds an unfounded conviction that he is HIV
positive, despite repeated negative test results.
Contrary to initial hypotheses, items measuring AIDS-related
hypochondriasis and AIDS-related obsessive-compulsive disorder loaded on the
same factor (Factor 1 ), such that subtyping AIDS Phobics as either
hypochondriacal or obsessive-compulsive might prove less useful than examining
their fear of infection and fear of others/avoidance responding.
Interestingly, a correlation between Factor 1 and Factor 2 of r=.19
suggests that a high score on one factor does not necessarily predict a high score
on the other. A number of possibilities might explain this finding. First, it may be
that, in some cases, avoidance of AIDS-related stimuli is not necessarily the result
of obsessional worry, but the result of what may be a more realistic concern about
AIDS transmission. Second, the avoidance of AIDS-related stimuli may serve to
successfully reduce anxiety in the individual, such that they no longer need to
engage in obsessional worry about contracting the virus. This might be similar to
a flying phobic who shows little obsessional worry about flying, given successful
avoidance of this type of travel. In both cases, however, the avoidant responding
was triggered initially by anxiety about the feared object.
Several potential limitations of the study must be noted. First, because
data was collected on a non-clinical population, it is unclear how scores from a
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clinical sample would affect the psychometric properties of the scale. Although
this study provides normative data, information about how other populations
would score has not yet been gathered. Therefore, no specific scoring criteria can
be recommended beyond indicating that higher scores on the MAPS suggest
higher levels of AIDS-related phobic responding. Further research, using a
clinical population, will provide more specific scoring criteria and additional
information about the scale's ability to discriminate between non-clinical and
clinical respondents.
In addition, the factor structure that emerged accounted for less than 30%
of the variance, suggesting that other unidentified sources are contributing to the
scale's variance, such as gender, age, or education level. Further investigation that
aims to identify other sources of variance is warranted. Similarly, the factor
analysis requires replication on a second sample including only the 20 items
retained for the final version of the measure.· Appropriate validity studies are
needed as well to address the construct validity of the factor scores.
Further research might also include a means by which to collect data on
actual at-risk behavior, such as number of sexual partners and safe-sex practices,
that might contribute to an individual's fear and anxiety about AIDS. Such
information might have served to clarify observed gender differences on the
MAPS.
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Conclusions
In summary, a new 20-item instrument was developed to measure negative
cognitions, affect, and behaviors regarding HIV and AIDS (see Appendix K for
final version of the scale) . A total score along with 2 subscale scores, Fear of
Infection and Fear of Others/Avoidance, may be computed. All of the items are
scored on a 6-point Likert scale, with 7 of the items requiring reverse scoring
(items 1, 8, 9, 10, 16, 17, and 20). The MAPS has demonstrated strong internal
consistency and adequate test-retest reliability. Support for the scale's validity
was demonstrated by moderate correlations between the MAPS and other related
measures. Although further research is needed to replicate the psychometric
properties of the MAPS, the scale may prove useful both as a diagnostic
instrument and as a measure of treatment outcome.

Appendix A
Oral Recruitment Script for Phase I
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Oral Recruitment Script for Phase I
"I am here to tell you about a study that I am conducting regarding AIDS
attitudes, beliefs and behaviors. I am in the process of developing a scale that
adequately measures these concepts. In order to develop such a scale, I need the
help of students like yourselves who are willing to volunteer a little of their time.
Participation in this study will require that you spend approximately ten minutes
filling out two short questionnaires. For most of you, that will be all that is asked
of you. However, some of you may be contacted within the next four weeks and
asked whether you would be willing to meet one-one-one with myself or the
study's primary investigator, Dr. Lester Wright, to discuss your attitudes,
behaviors and beliefs about AIDS in greater detail. If you choose to continue
participation in the study at that time, the meeting should be expected to take
approximately 45 minutes. Participation in today's part of the study in no way
obligates you to continue participation if you should be asked to do so. In order to
ensure confidentiality, you will be asked to provide your name and contact
number on the consent form only. This form will be coded with a number that
matches the one on your questionnaire packet. The consent forms will be
collected and stored separately from actual questionnaire data in a locked file
cabinet in Room 203, West Hall. Only the principle and student investigators will
be able to match your responses to your name so that we might contact some of
you again. Again, participation is this study is entirely voluntary and may be
terminated at any time without prejudice or penalty."

Appendix B
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Oral Recruitment Script for Phase III
"I am here to tell you about a study that I am conducting regarding AIDS
attitudes, beliefs and behaviors. I am in the process of developing a scale that
adequately measures these concepts. In order to develop such a scale, I need the
help of students like yourselves who are willing to volunteer a little of their time.
Participation in this study will require that you fill out one questionnaire that is
expected to take less than ten minutes to complete. The data you will provide is
completely anonymous. You will not be asked to provide identifying information
on any forms so that responses on the questionnaire will never be able to be linked
to your name. Again, participation is this study is entirely voluntary and may be
terminated at any time without prejudice or penalty."

Appendix C
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Oral Recruitment Script for Phase IV
"I am here to tell you about a study that I am conducting regarding AIDS
attitudes, beliefs and behaviors. I am in the process of developing a scale that
adequately measures these concepts. In order to develop such a scale, I need the
help of students who are willing to volunteer a little of their time. Participation in
this study will require that you fill out a set of five questionnaires today and one
of the same questionnaires again one week from today. It should be expected to
take less than thirty-five minutes to complete today's questionnaires and less than
ten minutes next week. The data you will provide is completely anonymous. I will
be asking you to sign a consent form, which will be the only form with your name
on it. The consent form will be collected and stored away from actual
questionnaire data in a locked file cabinet in Room 203, West Hall. Since we will
be asking you to fill out another questionnaire one week from now, we need to be
able to match your responses from the two occasions. So, you will be asked to
write the last four digits of your student ID number in reverse order on the packet
today and again in one week. Since no names will be used on the data, the
responses you provide on the questionnaires will never be linked to your name.
Those of you who participate today and and again in one week will be entered
into a lottery by which you may win a small monetary award. I will choose one
questionnaire next week, and the winner will receive 35 dollars in cash. In order
to be entered into the drawing, however, you must participate on both occasions.
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Again, participation is this study is entirely voluntary and may be terminated at
any time without prejudice or penalty."

Appendix D
Consent Forms for Phase I
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Consent Forms for Phase I
I understand that I have been invited to participate in Jessica Harrell's
thesis study entitled "The Development and Validation of a Multicomponent
Scale Measuring AIDS Phobia". I understand that it is a confidential survey study
investigating attitudes, behaviors and beliefs about AIDS. I understand that I must
be 18 years of age to participate, and that I must be currently enrolled in an
undergraduate course at Western Michigan University. I understand that I may
withdraw my consent to participate in this research at any time without prejudice
or penalty.
I understand that I will be filling out two questionnaires regarding my
attitudes and beliefs about AIDS that will take approximately ten minutes. The
two questionnaires I will be asked to fill out are the Fear of AIDS Scale and the
AIDS-Phobia Scale. I understand further that, based upon the information I
provide on the questionnaires, I may be contacted within one month and asked if I
would be willing to continue participation in the study. I understand that further
participation would mean that I would attend a 30-45 minute one-on-one meeting
with the principle or student investigator, at which time my attitudes, beliefs and
behaviors about AIDS will be discussed in greater detail. I understand that
consent to participate in the first part of this study in no way obligates me to
participate further ifl am contacted later and asked to do so.
I understand that there are no potential benefits to my participation in this
study. As in all research, there may be unforeseen risks to the participant. If an
accidental injury occurs, appropriate emergency measures will be taken; however,
no compensation or treatment will be made available to the subject except as
otherwise stated in this consent form. I understand that one potential risk related
to this study may by some psychological discomfort associated with being asked
highly personal questions and divulging sensitive information. I understand that
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Ms. Harrell and Dr. Wright are prepared to provide crisis counseling should I
become significantly upset and that they are prepared to make a referral if I need
further counseling about this topic. I will be responsible for the cost of therapy if I
choose to pursue it.
I understand that confidentiality of myself will be maintained through the
use of code numbers and that neither questionnaire will have my name or other
identifying information on it. My signature and contact number will appear only
on this consent page, which will be kept in a locked file in Dr. Wright's Lab, away
from actual questionnaire data. I further understand that only the primary and
student investigators will be able to match my responses to my name. All forms
containing data will be retained for three years in a locked file in the primary
investigator's lab.
Finally, I understand that I may contact Dr. Wright at 387-8358, or Jessica
Harrell, B.A. at 381-3190 at anytime ifl have questions or concerns. I may also
contact the Chair of the Human Subjects Institutional Review Board, at 387-8293,
or the Vice President for Research, at 387-8293, if questions, concerns or
problems arise during the course of this study. My signature below indicates that I
give my consent to participate in this study.

Signature
Date

Phone Number

Appendix E
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Consent Forms for Phase III
I understand that I have been invited to participate in Jessica Harrell's
thesis study entitled "The Development and Validation of a Multicomponent
Scale Measuring AIDS Phobia". I understand that it is _a confidential survey study
investigating attitudes, behaviors and beliefs about AIDS. I understand that I must
be 18 years of age to participate, and that I must be currently enrolled in an
undergraduate course at Western Michigan University. I understand that I may
withdraw my consent to participate in this research at any time without prejudice
or penalty.
I understand that I will be filling out one questionnaire regarding my
attitudes, behaviors and beliefs about AIDS. The questionnaire that I will be asked
to complete is the Multicomponent AIDS Phobia Scale, and it should take no
more than ten minutes to complete. I also understand that I will be asked to
provide some background information.
I understand that there are no potential benefits to my participation in this
study. As in all research, there may be unforeseen risks to the participant. If an
accidental injury occurs, appropriate emergency measures will be taken; however,
no compensation or treatment will be made available to the subject except as
otherwise stated in this consent form. I understand that one potential risk related
to this study may by some psychological discomfort associated with being asked
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highly personal questions and divulging sensitive information. I understand that
Ms. Harrell and Dr. Wright are prepared to provide crisis counseling should I
become significantly upset and that they are prepared to make a referral if I need
further counseling about this topic. I will be responsible for the cost of therapy if I
choose to pursue it.
I understand that the data I provide on the questionnaire and background
form will be entirely anonymous. That is, my responses will in no way be linked
to my name since I will not be asked to provide any identifying information. I
understand that all forms containing data will be retained for three years in a
locked file in the primary investigator's lab.
Finally, I understand that I may contact Dr. Wright at 387-8358, or Jessica
Harrell, B.A. at 381-3190 at anytime ifl have questions or concerns. I may also
contact the Chair of the Human Subjects Institutional Review Board, at 387-8293,
or the Vice President for Research, at 387-8293, if questions, concerns or
problems arise during the course of this study. My signature below indicates that I
give my consent to participate in this study.
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Consent Forms for Phase IV
I understand that I have been invited to participate in Jessica Harrell's
thesis study entitled "The Development and Validation of a Multicomponent
Scale Measuring AIDS Phobia". I understand that it is a confidential survey study
investigating attitudes, behaviors and beliefs about AIDS. I understand that I must
be 18 years of age to participate, and that I must be currently enrolled in an
undergraduate course at Western Michigan University. I understand that I may
withdraw my consent to participate in this research at any time without prejudice
or penalty.
I understand that I will be filling out five questionnaires regarding my
attitudes, behaviors and beliefs about AIDS that will take approximately thirty
minutes, and I will also be asked to provide some background information (i.e.
sex, race, etc.). I understand that I will be filling out one of the same
questionnaires seven days from now. The questionnaires that I will be asked to
complete today are the Multicomponent AIDS Phobia Scale, Illness Attitude
Scale, Maudsley Obsessional-Compulsive Inventory, Fear of AIDS Scale and the
Somatic, Cognitive, Behavioral Anxiety Inventory. One week from now, I will be
asked only to complete the Multicomponent AIDS Phobia Scale.
I understand that there are no potential benefits to my participation in this
study. As in all research, there may be unforeseen risks to the participant. If an
accidental injury occurs, appropriate emergency measures will be taken; however,
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no compensation or treatment will be made available to the subject except as
otherwise stated in this consent form. I understand that one potential risk related
to this study may by some psychological discomfort associated with being asked
highly personal questions and divulging sensitive information. I understand that
Ms. Harrell and Dr. Wright are prepared to provide crisis counseling should I
become significantly upset and that they are prepared to make a referral if I need
further counseling about this topic. I will be responsible for the cost of therapy if I
choose to pursue it.
I understand that confidentiality of myself will be maintained through the
use of code numbers and that none of the questionnaires will have names or
identifying information on it. My signature will appear only on this consent form,
which will be kept in a locked file in Dr. Wright's Lab, away from actual
questionnaire data. I understand that I will be asked to write the last four digits of
my student ID number in reverse order on the questionnaire packet and that no
other identifying information will be provided on those forms. I understand that
this number will be used by the researcher only to match responses from the two
testing administrations, one week apart. I understand that at no time will the
researcher be able to match my responses on the questionnaires to my name. The
researcher will not know my name, except by signature on the consent forms,
which will be stored separate from the questionnaires. All forms containing data
will be retained for three years in a locked file in the primary investigator's lab.
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Finally, I understand that I may contact Dr. Wright at 387-8358, or Jessica
Harrell, B .A. at 381-3190 at anytime ifI have questions or concerns. I may also
contact the Chair ofthe Human Subjects Institutional Review Board, at 387-8293,
or the Vice President for Research, at 387-8293, ifquestions, concerns or
problems arise during the course ofthis study. My signature below indicates that I
give my consent to participate in this study.

Signature

Date
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Discussion Questions: Phase I
Do you or have you ever known someone who is HIV positive or someone with
AIDS?
What behaviors do you engage in aimed at preventing the contraction of HIV and
AIDS?
Do you commonly read about or watch programs relating to HIV or AIDS?
Has your fear of getting AIDS changed your behavior?
In what ways?
Have you been tested for HIV in the past?
By what means have you been tested for HIV?
Do you perceive yourself to be at risk for contracting HIV?

AppendixH
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Instructions for Expert Raters
I am interested in developing a self-report measure for assessing
symptomatology thought to be indicative ofAIDS phobia. The attached set of
items are being developed for use on a self-report mea_sure ofclient experience
with phobic responses regarding AIDS.
AIDS phobia is defined as being made up ofthree types ofresponses:
cognitive, affective and behavioral. Cognitive refers to thoughts, affective refers
to feelings and/or emotions, and behavioral refers to actions. In addition to the
types ofresponses possible, AIDS phobia is said to be comprised ofat least three
dimensions: AIDS-related hypochondriasis, AIDS-related obsessions and
compulsions, and AIDS-related avoidance. AIDS-related hypochondriasis
generally refers to behaviors, thoughts, and feelings associated with past and
present bodily preoccupation and disease conviction with regards to AIDS.
AIDS-related obsessions and/or compulsions refers generally to intrusive
thoughts and/or ritualistic behaviors associated with the contraction or
transmission ofthe AIDS virus. AIDS-related avoidance refers generally to
behaviors, thoughts, and feelings aimed at avoiding or escaping AIDS-related
stimuli. This category should also be checked for items that would be reverse
scored for avoidance (e.g. I seek out reading material about AIDS), although the
question may not appear to measure avoidance directly.
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Directions: Please rate each of the items below on both of the dimensions
of AIDS phobia described above. Each item should be rated twice, both on the
cognitive/affective/behavioral dimension and the hypochondriasis/obsessive
compulsive/avoidance dimension, such that each item will contain (at least) two
check marks. If you believe an item fits under more than one heading, please
check them both. If you do not believe an item measures hypochondriasis,
obsessive-compulsive disorder or avoidance, please check the "other" category.
Thank you very much for you time. Your input is greatly appreciated.

Cog

Aff

Hyp Ocd Avd 0th

Beh

I believe that I have AIDS.
I frequently check my body for signs of
AIDS.
I avoid watching TV programs about
AIDS.
I would not feel comfortable being in the _
same room with a friend who has AIDS.
I am very concerned about germs and
viruses like HIV.
My hands never feel completely free of
of germs that spread HIV.
I would not share a glass with a friend
because of AIDS.
I am afraid to be around someone with
AIDS.
I have been tested for HIV more than
once.
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Cog

Aff

Beh

Hyp Ocd Avd 0th

HIV test results should not be trusted.
I believe my doctor when he says I do not_
have a serious illness like AIDS.
I prefer to wear gloves because surfaces
may be contaminated by HIV/AIDS.
I would not share nail-clippers with a
friend because of AIDS.
I would share a hairbrush with a friend
who has AIDS.
I would not share lip-balm with a friend
because of AIDS.
I frequently worry about AIDS.
When I feel an ache or pain, I assume it
is due to a serious condition like AIDS.
I pay a lot of attention to how my body
feels.
I would enjoy volunteer work with AIDS _
patients.
I would not feel at risk caring for an
AIDS patient.
I would not eat food known to have been
prepared by someone with AIDS.
If I found out my dentist had AIDS, I
would stop using him for dental work.
Reading about AIDS does not scare me.
I am afraid that I will die from AIDS.
I believe that I will die from AIDS.
I would not mind having a doctor who is _
HIV positive give me a physical.
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Cog

Aff

Hyp Ocd Avd 0th

Beh

I would not mind having a doctor with
AIDS give me stitches.
I have donated blood in order to get
screened for HIV.
I would be afraid to get a blood
transfusion because of AIDS.
I am afraid of catching AIDS from a
public restroom.
I cannot stop myself from worrying about_
AIDS.
I would believe a negative result on an
AIDS test.
If my lover had AIDS, I would no longer _
have sex with him or her.
I worry about passing on the AIDS virus _
to others.
People with AIDS should be quarantined._
I would never visit a neighborhood in
which someone with AIDS lived.
I experience symptoms that are AIDS
like.
I prefer to wear layers of clothing in
order to prevent AIDS contamination.
I would not host a part for fear of having _
a guest with AIDS.
I actively seek out information about
AIDS.
I read everything I can about AIDS.
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45-Item MAPS for Phase III
All of the following items were scored on a 6-point Likert scale, with responses
ranging from strongly disagree to strongly agree.
1.

I am very concerned about germs and viruses lik� HIV.

2.

I avoid reading newspaper articles about AIDS.

3.

I would not use a public telephone because of HIV contamination.

4.

I believe my doctor when he says I do not have a serious illness like AIDS.

5.

HIV test results should not be trusted.

6.

When I feel an ache or pain, I assume it is due to a serious condition like
AIDS.

7.

I would feel comfortable attending a party where there might be people who
are HIV positive.

8.

I cannot stop myself from worrying about AIDS.

9.

I would be afraid of needing a blood transfusion because of AIDS

10. I prefer to wear gloves because surfaces may be contaminated by
HIV/AIDS.
11. I would not share a glass with a friend because of AIDS.
12. I don't worry about passing on the AIDS virus to others.
13. I will not get tested for HIV because I am too fearful of the results.
14. Ifl found out my dentist was HIV positive, I would continue to use him for
dental work.
15. Learning about AIDS does not scare me.
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16. I would not feel comfortable being in the same room with a friend who has
AIDS.
17. I have symptoms that are AIDS-like.
18. I would visit a neighborhood in which someone with AIDS lived.
19. I would not share nail-clippers with a friend because of AIDS.
20. I would share a hairbrush with a friend who has AIDS.
21. I would not be scared to care for an AIDS patient.
22. I avoid watching TV programs about AIDS.
23. I frequently check my body for signs of AIDS.
24. I believe that I am HIV positive.
25. I would not share a hairbrush with a friend because of AIDS.
26. I would feel comfortable having a doctor who is HIV positive give me a
physical.
27. I actively seek out information about AIDS.
28. I would not eat food known to have been prepared by someone who is HIV
positive.
29. I do not worry about getting AIDS.
30. I would not share lip-balm with a friend because of AIDS.
31. I have been tested for HIV more than twice.
32. I am afraid to be around someone who is HIV positive.
33. Ifl was HIV positive, I would feel guilty and ashamed.
34. I would donate blood in order to be screened for HIV.
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35. I am afraid that I will die from AIDS.
36.

I consider myself to be at high risk for contracting HIV.

37. If my lover had AIDS, I would still have sex with him/her.
38. I would not let a doctor who is HIV positive give me stitches.
39. I am not afraid of contracting HIV from public restrooms.
40. My hands never feel completely free of germs that spread HIV.
41. I would believe a negative result on an HIV test.
42. People who are HIV positive should be quarantined.
43. I read everything I can about AIDS.
44. I prefer to wear layers of clothing in order to prevent HIV contamination.
45. I do not believe that I will die from AIDS.
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Demographic Information for Phase IV
Age:
Gender:
Marital
Status:

__ years old
Male
Female
__ Single
Married
__ Separated
Divorced
__ Living with significant other

Education:

__ Less than high school diploma
__ High school graduate
Freshman
__ Sophomore
Junior
Senior
__ Some graduate school
__ Graduate degree

Religion:

Catholic
__ Episcopal
Methodist
__ Presbyterian
__ Baptist
Jewish
__ Other (please specify)_____

Race:

Caucasian
African-American
Asian-American
Latin-American
__ Other (please specify)_____

HomeTown:

Urban
Rural

Do you know anyone who has AIDS?

Yes
No
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How many times have you been tested
for HIV?
__ voluntary times
__ mandatory times (i.e. for a job)
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23-Item Multicomponent AIDS Phobia Scale
The following items are intended to measure your thoughts, feelings and
behaviors with regards to AIDS and HIV (the virus that causes AIDS). Please read
each item carefully and circle the appropriate response.

Strongly
Agree

Strongly
Disagree

0

1

2

3

4

5

2. I would not use a public telephone because of 0
HIV contamination.

1

2

3

4

5

3. I will not get tested for HIV because I am too
fearful of the results.

0

1

2

3

4

5

4. When I feel an ache or pain, I assume it is
due to a serious condition like AIDS.

0

1

2

3

4

5

5. I would refuse a blood transfusion because of 0
AIDS.

1

2

3

4

5

6. I would not let a doctor who is HIV positive
give me stitches.

0

1

2

3

4

5

7. I prefer to wear gloves because surfaces may
be contaminated by HIV.

0

1

2

3

4

5

8. I would not share a glass with a friend
because of AIDS.

0

1

2

3

4

5

9. I worry about passing on the AIDS virus to

0

1

2

3

4

5

10. Ifl found out my dentist was HIV positive, I
would continue to use him/her for dental
work.

0

1

2

3

4

5

11. I would feel comfortable being in the same
room with a friend who has AIDS.

0

1

2

3

4

5

12. I would not be scared to care for an AIDS
patient.

0

1

2

3

4

5

1. I do not worry about getting AIDS.

others.
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Strongly
Agree

Strongly
Disagree

13. HIV test results should not be trusted.

0

1

2

3

4

5

14. I avoid watching TV programs about AIDS.

0

1

2

3

4

5

15. I frequently check my body for signs of
AIDS.

0

1

2

3

4

5

16. I believe that I am HIV positive.

0

1

2

3

4

5

17. I cannot stop myself from worrying about
AIDS.

0

1

2

3

4

5

18. I would feel comfortable having a doctor who 0
is HIV positive give me a physical.

1

2

3

4

5

19. I would eat food known to have been
prepared by someone who is HIV positive.

0

1

2

3

4

5

20. I am afraid that I will die from AIDS.

0

1

2

3

4

5

21. I consider myself to be at high risk for
contracting HIV.

0

1

2

3

4

5

22. If my lover had AIDS, I would still have sex
with him/her.

0

1

2

3

4

5

23. I would visit a neighborhood in which
someone with AIDS lived.

0

1

2

3

4

5
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20-Item Multicomponent AIDS Phobia Scale
The following items are intended to measure your thoughts, feelings and
behaviors with regards to AIDS and HIV (the virus that causes AIDS). Please read
each item carefully and circle the appropriate response.
Strongly
Agree
• 1. I do not worry about getting AIDS.

Strongly
Disagree

0

1

2

3

4

5

2. I will not get tested for HIV because I am
too fearful of the results.

0

1

2

3

4

5

3. When I feel an ache or pain, I assume it is
due to a serious condition like AIDS.

0

1

2

3

4

5

4. I would refuse a blood transfusion because

0

1

2

3

4

5

5. I would not let a doctor who is HIV positive
give me stitches.

0

1

2

3

4

5

6. I would not share a glass with a friend
because of AIDS.

0

1

2

3

4

5

•7. I worry about passing on the AIDS virus to
others.

0

1

2

3

4

5

•8. If I found out my dentist was HIV positive,
I would continue to use him/her for dental
work.

0

1

2

3

4

5

'9. I would feel comfortable being in the same

0

1

2

3

4

5

• 10. I would not be scared to care for an AIDS
patient.

0

1

2

3

4

5

11. HIV test results should not be trusted.

0

1

2

3

4

5

12. I avoid watching TV programs about AIDS.

0

1

2

3

4

5

13. I frequently check my body for signs of
AIDS.

0

1

2

3

4

5

of AIDS.

room with a friend who has AIDS.
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Strongly
Agree

Strongly
Disagree

14. I believe that I am HIV positive.

0

1

2

3

4

5

15. I cannot stop myself from worrying about
AIDS.

0

1

2

3

4

5

, 16. I would feel comfortable having a doctor
who is HIV positive give me a physical.

0

1

2

3

4

5

. 1 7. I would eat food known to have been
prepared by someone who is HIV positive.

0

1

2

3

4

5

18. I am afraid that I will die from AIDS.

0

1

2

3

4

5

19. I consider myself to be at high risk for
contracting HIV.

0

1

2

3

4

5

, 20. I would visit a neighborhood in which
someone with AIDS lived.

0

1

2

3

4

5
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Kalamazoo. M1ch19an 49008-3899

Human Subjects lns11t1...ti0nal Review Board

616 387-8293

WESTERN MICHIGAN UNIVERSllY
To:
Fwm:
Suh_jec1�

Dr. Lester W. Wright, Jr.
Ms. Jessica Purtan Harrell

�t

f

na�,M

Richard A. Wright, Chair �
Human Subjects Institutional Review Board

/

HSIRB Project # 96-10-08
October 9, 1996

This is to -;_�fi.mn you that your project entitled "The Development and Validation of a
Multicomp:)nent Scale Measuring AIDS Phobia," has been approved under the expedited
category of research. This approval is based upon your proposal elf. presented to the HSIRB, and
you may , 1rilize human subjects oT!ly in accord with this approved proposal.
Your proi-:<ft h ::pproved for � pe;.iod r,f one year from the above date. If you should revise any
procedurt:� 1.i::.Jative to humi!.,"! suh_ie-(:t�: �ff rm�terirls, ynu :n:J�1 r�s�:.bmit those changes for review
in order t{t retain approval. Should a.-iy untoward incldt;:nts or una1:itkipted c.dverse reactions
occur witii. the subjects in the process ufthis �:tudy, y0u must suspenC\ fr::·: '.:i·::J.y and notify mt:
imrnedia�d.y. The HSJRB wiii then determine whether or no:. the study m�:' G�:ttinue.
Please be reminded that all research involving human subjec1s must be accomplished in foll
accord with the policies and procedures of Western Michigan University, as well as ali ap}Jlicabk
local, st�te, and fodr.rai ,aws anct r�gulations. Any deviation from those policies, procedures, laws
or regulations may cause immediate termination of approval for this project.
Thank y::m for your cooperation. If you have any questions, please do not hesitate to contar.t me.
Project Expiration Date: October 9, 1997
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Human Subjec1s tns111u11onat Review Board

Kalamazoo M1cn,9a11 -Hl008·'.1890

WESTERN MICHIGAN UNIVERSITY

Date:

11 March 1997

To:

Lester Wright, Principal Investigator
Jessica Purtan-Harrell, Student I

From: Richard Wright, Chair
Re:

Changes to HSIRB Project Number 96-10-08

This letter will serve as confinnation that the changes to your research project "The Development
and Validation of a Multicomponent Scale Measuring AIDS Phobia" requested in your memo dated
27 February 1997 have been approved by the Human Subjects Institutional Review Board.
The conditions and the duration of this approval are specified in the Policies of Western Michigan
University.
Please note that you may only conduct this research exactly in the form it was approved. You
must seek specific board approval for any changes in this project. You must also seek reapproval
if the project extends beyond the termination date noted below. In addition if there are any
unanticipated adverse reactions or unanticipated events associated with the conduct of this research,
you should immediately suspend the project and contact the Chair of the HSIRB for consultation.
The Board wishes you success in the pursuit of your research goals.
Approval Termination: 11 November 1997
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Kalamazoo. M1ch19;i" .:QOOS-:1899

Human Sub1ects Institutional Review Board

WESTERN MICHIGAN UNIVERSl1Y
r-.

Date:

31 March 1997

To:

Lester Wright, Principal Inves r

From: Richard Wright, C�
Re:

r

o /"

\)

'

ti

Changes to HSIRB Project Number 96-10-08

This letter will serve as confirmation that the changes to your research project "The Development
and Validation of a Multicomponent Scale Measuring AIDS Phobia" requested in your memo dated
19 March 1997 have been approved by the Human Subjects Institutional Review Board.
The conditions and the duration of this approval are specified in the Policies of Western Michigan
University.
Please note that you may only conduct this research exactly in the form it was approved. You
must seek specific board approval for any changes in this project. You must also seek reapproval
if the project extends beyond the termination date noted below. In addition if there are any
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