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ABSTRACT
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Ed.D., UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Dr. Johnstone Campbell

The increase of HIV/AIDS patients requiring health care has direct
implications for dental hygiene education programs and effective college
teaching in those programs, little documentation of the issues of HIV in
dental hygiene education and practice have occurred.
Research design was exploratory, quantitative and descriptive. A
mail questionnaire was conducted on all 1992 Massachusetts dental
hygiene program graduates. Response rate was 70%.
Results of data analysis with respect to HIV/AIDS attitudes and
educational process indicate that program graduates: a) are willing to
provide care to HIV/AIDS patients despite a perception of high risk for
occupational exposure due to their work, b) believe faculty influenced their
attitudes about providing care to HIV patients, c) want more educational
opportunities to interact with psycho-social elements of HIV, d) want
interactive, two-way dialogue approaches to learning about HIV/AIDS as

well as traditional lecture formats, e) define the interpersonal and
relational elements in effective college teaching as important in this
learning context, and that f) no one AIDS education experience made a
difference in terms of attitudes toward providing care but a combination of
multiple experiences did influence attitudes toward HIV. Negative
attitudes were held about receiving care from HIV infected dental hygiene
practitioners and about working in an office that employs an HIV positive
hygienist. Risk from HIV/AIDS had not caused the respondents to
consider leaving the field of dental hygiene.
Findings contribute to dental hygiene and other health care educator
work in policy, curriculum, and faculty development and suggest that
multiple and multi-dimensional AIDS education experiences be included
int he curriculum, that faculty development in HIV/AIDS education and
effective college teaching occur, and that communication of program
HIV/AIDS philosophies, policies, and protocols be included in clinical
handbooks and regular faculty-student communication vehicles.
Suggestions for further study include replication of the study with
additional classes of graduates as well as national and different geographic
region samples, assessment of HIV/AIDS education experiences and
instructional methodologies in dental hygiene education programs, and
qualitative research on how HIV/AIDS clinical treatment experiences
affect learner knowledge, skill and value about providing health care.
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CHAPTER 1
INTRODUCTION

This dissertation examined dental hygiene graduate attitudes toward
providing care to HIV-infected and AIDS patients and whether or not
graduates perceive that their attitudes were influenced by the AIDS
education activities, including faculty, experienced in dental hygiene
education programs.
The attitudes of dental hygiene graduates (and students) toward
providing care to HIV/AIDS patients is important because it holds
implications for practitioners and their future practice and for dental
hygiene educators and their contribution to the process of preparing future
dental hygiene practitioners. For example, a study of dental student
attitudes towards AIDS (Filler, 1988) demonstrated that 98% were
concerned about AIDS and 90% reported that their friends and families
expressed concern for their safety in treating AIDS patients. The results of
that study suggested fear, inconsistent attitudes and strong emotions
among the sample. Several studies have examined the concerns of health
care providers in providing care to HIV-infected or AIDS patients. Cohen,
et al., (1989, p. 542) cited several factors “that have been identified as
concerns of dentists regarding the treatment of AIDS patients and those
with AIDS-related lifestyles, including fear of increased personal risk, lack
of necessary skills, problems associated with staff worries, concerns about
losing other patients, concerns with honesty of AIDS patients to reveal their

1

medical status and fear that not enough is known about AIDS”. Chitty
(1989), in a study of nursing student attitudes about HIV/AIDS, found that
the members of the helping professions are susceptible to the same fears as
the general public. Kelly, et al., (1987, p. 789) also suggested that “as
members of the general community, physicians are no doubt susceptible to
the same stereotypes and biases as the community at large.” Blumenthal, et
al., (1987) summarized the fears of health care practitioners to include: fear
of contagion, death and dying; fear of homosexuals; and concern for their
(practitioner) friends and family if they were to work with HIV/AIDS
patients. To date no similar study of dental hygiene student attitudes
toward providing care to HIV/AIDS patients appears in the literature.

Statement <rf the Problem
The Acquired Immunodeficiency Syndrome (AIDS) epidemic has
"transformed perceptions about the practice of medicine, nursing and
associated fields" (Gostin, 1990, p. 3) evoking practitioner and patient fears
about contracting a deadly virus during health care treatment; questions of
the ethical and legal boundaries of the duty to treat infectious patients;
discrimination and/or unwillingness to provide care to patients with HIV
or AIDS; and debate on the balance between "right to know" serologic status
and traditional health care doctrines of informed consent and
confidentiality/privacy. Health professions education, like dental hygiene
education and others, are likewise subject to the transformative powers of
the AIDS epidemic. It becomes a reasonable question to consider what
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impact, if any, the issues related to HIV and AIDS mentioned above may be
having on the process of providing education to future dental hygiene
health care professionals?
Dental Hygiene educators have the responsibility to prepare competent
and confident dental hygiene practitioners able to provide care to all
patients, including those infected with the HIV virus or diagnosed as
having AIDS. HIV and AIDS have been documented as creating fear in
health care providers with respect to transmission and this fear has had
varying impact on issues such as confidence about providing care and
willingness to treat infected persons.
Dental hygienists are health care providers delivering direct clinical
care to patients involving potential exposure to blood and bodily fluids on a
regular basis (i.e. daily). The HIV virus is transmitted most commonly
through sexual practices, any blood-borne route, perinatally and possibly
through breast feeding. Blood contains a high concentration of HIV in an
infected person. Blood is considered a contagious substance. It is through
contact with blood that the dental hygiene health care worker could be at
risk for becoming infected coincidental to providing dental hygiene
treatment. The documented risk of transmission is low, about 0.3% after
exposure to infected blood via sharp needle injury (Jonsen, 1990, p. 157).
Individuals with HIV infection can be “safely treated in the dental office
using standard infection control procedures” (Husack and Zide-Selbovitz,
1990, p. 18). Chamberlund (1992, p. 17) reports the following about HIV
transmission in health care settings: a) blood is the single most important
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source of HIV infection, b) exposure to blood through percutaneous route is
significantly more likely to transmit HIV than is mucous membrane or
cutaneous contact, c) the average risk for HIV infection after needlestick
injury is 0.3% and d) the risk for transmission of HIV from patient to
health care worker clearly exceeds that of health care worker to patient.
Gruninger, et al., (1992, p. 64) cites that “despite increased treatment of
HIV-infected patients, the data here indicate there has been little, if any,
concurrent increase in occupationally acquired HIV infection among
practicing dentists ... in fact results from 6,451 practitioners suggest that
dentists, along with other health care workers remain at small risk for
occupationally acquired infection.” As of September, 1992 approximately
8,467 health care workers have developed AIDS and 233 of these infected
workers are dental workers. The vast majority of these workers had
behavioral or transfusion risks for HIV infection. The CDC (Centers for
Disease Control) reports 32 health care workers with documented
occupationally acquired HIV infection (MMWR 41:823-835, 1992). No dental
workers are included in the 32 documented cases of health care workers
who acquired HIV-infection occupationally. Miller (1993, p. 40) reports that
of the 32 documented cases of occupationally acquired HIV-infection, “12
were nurses, 11 were clinical laboratory technicians, four were
nonsurgical physicians and one each was a health-aide attendant, a
housekeeper, a nonclinical laboratory technician, a respiratory therapist
and a surgical technician. Twenty-seven of the 32 cases had percutaneous
(through the skin) exposures, four had mucocutaneous (through mucous
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membranes) exposures and one had both types of exposures. At the time of
the report in October, 1992, seven of these 32 health care workers had
developed AIDS.”
The documented risk of transmission from patient to health care
worker is low. However, the perception of risk or vulnerability often
remains high. Gostin (1990, p. 6) expresses that scientific assurances have
not quelled these fears and perceptions and “a sense of disquiet continues to
exist and to influence the context of care for HIV and AIDS patients.” A
1988 survey of American Dental Association members showed that dentists
perceive themselves to be at more risk of HIV infection from their work
than any other health care worker (Niedle, 1989).
In terms of transmission from health care worker to patient, the only
documented transmission of the HIV virus from health care provider to
patients has occurred in dentistry. Highly publicized as the "Kimberly
Bergalis Story", the occurrence involved the infection of six dental patients
in the Florida practice of Dr. David Acer. To date, the mode of transmission
has not been identified. The case was highly publicized, raising fears about
contracting HIV or AIDS from dental care. The aftermath of this case
further fueled fears that "science does not know all of the answers yet about
transmission of HIV", leaving dental health professionals to examine their
own attitudes and fears about providing care to HIV/AIDS patients while
they also confronted the public's growing fears about contracting
HIV/AIDS from dental practitioners and dental care procedures.
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HIV and AIDS has introduced challenges related to such elements as
scientific knowledge, individual and societal belief systems and values,
political and economic influences and human emotions and fears into the
context of teaching and learning within dental hygiene education
programs. Educational content, methodology and teacher characteristics/
behaviors must now occur with a clear consideration of such issues as
teacher and learner perception of risk, influences of stereotypes and beliefs,
the stresses of caring for HIV-infected persons, and the ethical-legal
debates about patient and practitioner disclosure and privacy/
confidentiality in health care delivery. The attitudes held by both faculty
and students with regard to HIV and AIDS become elements in the
equation of providing effective education that prepares graduates able and
willing to provide care to infected individuals. Attitude, as an affective
component of learning and development, influences learning and behavior.
At present, there is a lack of research examining dental hygiene
student or practitioner attitudes about HIV/AIDS and about the process of
AIDS education occurring within dental hygiene education programs. No
study appears in the literature to date that examines dental hygiene
graduate attitudes and relation, if any, between attitudes and the
educational process. It was my interest to explore the impact of this
context, HIV/AIDS, on teaching and learning in the educational arena of
dental hygiene education. As a teacher within this field, I have felt and
witnessed fear and anxiety on the part of faculty and students with respect
to HIV/AIDS. I have witnessed students and faculty struggling with their
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personal concerns about HIV/AIDS as they attempt to fulfill their mutually
related responsibilities to teaching and learning. As an educator, I was
interested in how students perceive the AIDS education experiences within
dental hygiene education programs, including the student’s experience of
the dental hygiene teacher, and how those experiences might affect student
attitudes with respect to providing care for HIV-infected individuals.

Purpose of the Study
It is the purpose of this study, therefore, to add to our understanding of
dental hygiene graduate attitudes toward providing care to HIV/AIDS
patients and whether specific AIDS education experiences and teacher
characteristics, within dental hygiene education, influence those attitudes.
Are there any significant relations between specific AIDS education
experiences and willingness to provide care or confidence about providing
care? Do HIV and AIDS education experiences within dental hygiene
educational experiences have any significant relation with graduate
attitudes and opinions about providing care to infected individuals?
The objectives of this research were to:
1.

Determine the attitudes of Massachusetts 1992 dental hygiene
graduates toward providing care to HIV/AIDS patients.

2.

Identify whether specific AIDS education experiences may be
related to differences in attitudes with respect to confidence or
willingness to provide care.
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3.

Identify whether graduates perceive faculty as influencing
attitudes and what teacher characteristics/behaviors and specific
AIDS education experiences are viewed as effective in learning
about HIV/AIDS patient care.

The goal of this research was the analysis and interpretation of
findings to determine implications and recommendations for dental
hygiene educators as they develop and implement HIV and AIDS education
experiences in dental hygiene education programs. It is further hoped that
data generated by this study will contribute to hypothesis development and
research in the area of HIV/AIDS education in dental hygiene education
programs.

Background of Research Questions
The research questions in this study are influenced by the research of
Tolle-Watts and Schuman (1991) who found that a majority of dental
hygiene educators in the United States and Canada believed that dental
hygiene students were prepared fully to provide treatment to HIV-infected
individuals. However, data in the study also indicated that while 98% of the
respondents (programs) reported AIDS-related content in their programs,
less than half reported that this content included psycho-social needs of
HIV-infected patients. One-fourth of the programs did not include issues of
practitioner attitudes and fears towards providing care to HIV-infected
persons. The findings raised questions in my mind as to how schools were
choosing to deliver AIDS education experiences and how students perceive
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the AIDS education experiences that they have in their dental hygiene
education.
A large element of the impact of HIV/AIDS on the arena of health care
has been the issue of willingness to treat and the challenge presented to
foundational precepts in health care. Jonsen (1991, p. 155) depicts the
ambivalence around this issue and the very human fears inherent when he
writes:
professional accord around the ethical obligations to treat HIV/AIDS
patients has fluctuated throughout the brief history of the epidemic.
Individual professionals argue both sides of the question of an ethical
obligation to provide care to all patients. The question at the center
becomes 'at what cost to myself must I carry out my work?'
Recent studies of physicians reported in the New York Times revealed
almost one-third (32%) see nothing wrong in declining to treat patients who
have the AIDS virus, with up to 50% indicating that they would not treat if
given the choice. Verussio, et al., (1989) in a national survey of attitudes
and behaviors, found that only 31% of dentists were willing to treat HIVinfected patients, although 73% were willing to treat patients with HBV
(Hepatitis B), which has a higher risk of transmission in the dental setting.
In addition, only 5% of the dentists believed that a private dental office was
the best place to treat an HIV-infected patient. In 1990, Sadowsky, et al.,
conducted a national survey that reported a finding of 60% of dentists
willing to treat and 40% indicating non-willingness to provide care. The
attitudes of dental hygienists on the issue of willingness to treat and
concerns about occupational exposure have not been previously reported in
the literature.
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The issue of attitudes has implications for dental hygiene practice and
for educational practice by dental hygiene educators in dental hygiene
education programs. Educational content, method and teacher
characteristics must now occur with a clear consideration of the impact of
student perceptions of risk, influences of negative stereotypes and beliefs,
the stresses of caring for HIV/AIDS patients, and ethical and legal debates
around patient and practitioner disclosure and privacy/confidentiality in
health care. It becomes important to research and gain understanding and
insight into what attitudes students hold, how students perceive faculty as
an influence in their attitude development, what AIDS education
experiences are viewed as effective in developing student attitude,
confidence and skill in providing care to HIV-infected persons and what
teacher characteristics students define as helpful in the provision of
classroom and clinical learning experiences about HIV and AIDS. As
educators, I am sure we hope that we are contributing positively to student
knowledge, attitudes and values in the delivery of their health care
responsibilities. I looked to the literature on effective college teaching to
help ground questions in this area. For example, Eble's (1991) view that
“teaching practices do make a difference, not only in terms of a defined
subject matter, but of the larger personal development of the individuals
involved” illuminates a central thought in this study. In AIDS education
experiences, the teacher-learner interaction and relationship is occurring
in a context in which powerful human emotions, beliefs and values are at
play. I want to know if students perceive that teacher practices "made a
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difference” not only in their knowledge of the subject of HIV/AIDS but in
their "larger personal development" of professional attitudes and values
towards their responsibilities as health care providers. Are there teacher
characteristics or AIDS education experiences that dental hygiene students
identify as positive or influential in their development of attitudes towards
providing care to HIV or AIDS patients?
Schon's (1986) thoughts on the education of reflective practitioners also
ground the development of these research questions. Schon writes of the
‘balance’ necessary between the elements that constitute professional
knowledge and competent practice. The practice of a profession, in Schon’s
view, involves not only the certainty of technology and skill, but the "swamp
of uncertainty, uniqueness and value conflict" (p. 11) that is to be found in
human relationship. Professional education must consider the process and
content that assists students in navigating the ‘swamp’ of human
uncertainty as intently as it provides process and content aimed at creating
technical knowledge and skill. In the context of AIDS education
experiences in dental hygiene education programs, it becomes important to
assess, through research and through practice, questions on how
education is occurring and what contributions are being made to student
attitudes.
For these reasons, the research questions were framed in the pertinent
literatures on a) HIV/AIDS demographics and transmission, b) AIDS
education in dental hygiene programs, c) attitudes toward providing care to
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HIV/AIDS patients in dentistry and dental hygiene and d) effective college
teaching.
Research Questions
1.

What are Massachusetts 1992 dental hygiene graduate attitudes
toward providing care to HIV/AIDS patients?

2.

A) Are there specific AIDS education experiences that graduates
view as effective and B) show any association (relation) with
willingness to provide care and C) confidence about providing
care?

3.

A) Do graduates perceive dental hygiene faculty as an influence
on their attitudes toward providing care to HIV/AIDS patients
and B) are there teacher characteristics/behaviors that graduates
view as effective in learning about HIV/AIDS patient care?

4.

What relation exists, if any, between age, gender, clinical
experience in treating HIV-infected persons, having personal
knowledge of, or a family member who is infected with HIV, and
willingness to provide care?

Definition of Terms

For the purpose of this study, the following definitions will be used:
AIDS: Acquired Immunodeficiency Syndrome, a syndrome
characterized by severe immune deficiency resulting in unusual
infections, cancers and increased destruction of the cells of the human
immune system, caused by a retrovirus known as human
immunodeficiency virus type 1 (HIV-1). Once AIDS is developed it is
usually fatal.
HIV Disease: A state of being infected with the HIV virus, symptoms
range from asymptomatic, to some immune deficiency, to ARC (AIDSrelated Complex), with the development of physical symptoms such as
weight loss, enlargement of lymph nodes and fatigue, to full-blown
AIDS.
AIDS Education: Educational content and methodology in dental
hygiene programs designed to educate individuals on the etiology,
epidemiology, transmission, clinical features, oral manifestations,
systemic manifestations, treatment modalities, management of
patients, infection control, risks of transmission, ethical, legal,
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economic, political and psycho-social considerations of HIV disease
and AIDS.

Dental Hygiene Graduate: A student graduating from a Massachusetts
Dental Hygiene Program in 1992.

Willingness To Treat: A state of expressing favorable attitude about
professional responsibility to provide dental hygiene care to persons
infected with HIV virus.

Occupational Exposure: A state of being defined at risk for exposure to
potentially infectious body fluids by the nature of their work.

Attitude: A position assumed to indicate a feeling, opinion, emotion or
mental reaction to a fact or matter with respect to HIV infection or
AIDS.

Confidence: A consciousness of feeling sure, trustful, certain and selfreliant with respect to one’s professional capabilities to provide
competent care to person’s infected with the HIV virus.

Effective Teacher Practice: Those educational aims, actions, and
personal qualities that are perceived by the learner to favorably produce
the intended results of preparing dental hygiene practitioners able to
provide competent and confident care to HIV-infected persons.

Effective AIDS Education: Experiences within dental hygiene education
program designed by faculty to convey knowledge, attitude, skill and
values toward providing care to HIV/AIDS patients

Basic Assumptions

This study was based on the following assumptions:
1.

Teaching undergraduate dental hygiene students about the
complexity of HIV and AIDS requires consideration of multiple
dimensions of learning and human development.

2.

Education, as a process and end-product, contributes to the
development of self, including attitude, value and viewpoint.

3.

In the teaching and learning process, teachers fulfill roles
defined by the learner and the learner’s needs as much as by the
teacher’s aims and behaviors.
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4.

Dental hygiene education is responsible to assist in the
development of dental hygiene practitioners able to provide
competent and confident care to all patients including HIV and
AIDS patients.

5.

HIV and AIDS poses new questions and new ways of thinking
about human learning.

6.

HIV and AIDS enters into the student -teacher interaction and
relationship in dental hygiene education with both positive and
negative outcomes.

7.

HIV and AIDS has the bestowed power to evoke much feeling and
emotion, including the fear of death and dying.

8.

Dental hygiene learners, faculty and practitioners are not
immune to the emotions, fears and opinions attendant the
HIV/AIDS crisis in health care and society.

9.

HIV and AIDS, as a phenomenon, may, by its nature, present the
need for different and multiple approaches to pedagogy and
epistemology.

10.

Learning and development are holistic processes composed of
cognitive, affective, spiritual and somatic realms of
consciousness.

11.

There exists a need to further understand the phenomenon of
HIV/AIDS from the point of view of learners experiencing the
reality of coping with their fears, attitudes, values and feelings as
they learn.

12.

The phenomenon of HIV/AIDS presents unique constraints and
opportunities with respect to individual learning and development
in dental hygiene education and needs to be considered with
respect to teaching and learning.

13.

Teachers and teacher characteristics/practices influence learners
and their perceptions of the crisis of HIV/AIDS. More needs to be
known about those teacher characteristics/ behaviors reported by
students to promote positive attitudes and confidence in providing
care to infected patients.
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Significance of the Study
This study will benefit those in dental hygiene education within higher
education as they attempt to deliver educational content, method and role
model that prepare dental hygiene practitioners able to meet their
professional obligations toward providing care to persons infected with HIV
and AIDS. Knowledge about student-graduate attitudes in this area, along
with perceptions of effective and influential AIDS education experiences,
has direct implications for teaching and learning in dental hygiene
education.
The attitudes of dental hygiene graduates has implications for both
dental hygiene practice and the educational practice of dental hygiene
educators within dental hygiene education programs. It is hoped that this
study will contribute information on the attitudes of these health care
providers, their willingness to treat HIV-infected and AIDS patients, their
viewpoints on what influence, if any, their dental hygiene AIDS education
and faculty experiences had upon their attitudes about HIV and AIDS and
their views on effective teacher practices and characteristics within the
context of AIDS education. It is hoped that this information will add to
existing knowledge a further understanding of elements and influences
that contribute to the development of fully-prepared, confident and
competent dental hygiene practitioners with respect to the scope of their
responsibilities to HIV and AIDS patients.
A great deal of research has occurred in the area of HIV and AIDS in
health care. To date, very little research has been conducted on HIV and
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AIDS and dental hygiene practice or dental hygiene education. Research
in either of these areas (practice and education) contributes to improved
practice and ultimately to the issue of access to health care for infected
individuals. Husack and Zide-Selbovitz (1990, p. 18) write that "people living
with AIDS often suffer tremendous discrimination, social isolation, and
stigma, which further impedes their access to care. The often devastating
effects of an HIV diagnosis can be significantly alleviated through
supportive, understanding and confidential care." The importance of
learning more about health care provider attitudes and any relationship
that those attitudes may have to educational practice seems significant.
Great advances have occurred in the time span of the AIDS epidemic.
Growth in scientific knowledge and technology have eased human
suffering. Educational efforts have changed fears and attitudes. It
becomes equally important, for the same reason, to continue to advance our
understanding of the social, psychological, ethical and spiritual elements of
this disease, experienced by those infected and by those affected in the
provision of health care. I think that each attempt at enlarging our
understanding of some facet of this problem makes a positive contribution
to the reduction of irrational fears, stresses, misinformation, prejudices
and unwillingness to treat that have, in moments, accompanied our
experience of this disease.
From a larger lens, Bateson and Goldby (1988, p. 9) succinctly express
the significance to be found in our explorations of this pandemic:
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The AIDS crisis represents an immense tragedy for many persons and
a danger for many more. It also represents an opportunity for changes
in our understanding of human biology and social life and the ways in
which we use knowledge. From this point of view, the epidemic is an
opportunity for discovering the full potential of humanness ... or the
imagination of AIDS is the imagination of human unity, intimately
held in the interdependent web of life.

Background of the Study
Our awareness of AIDS (Acquired Immunodeficiency Syndrome), in
the United States, began with the first cases of "opportunistic infections and
tumors in severely immuno-compromised homosexually active males and
intravenous drug users in New York and California in 1980 and 1981"
(Mayer, 1990, p. 21). Within a year, researchers were noting a connection of
immune compromise, unusual cancers and infections in young
homosexual men (Harty-Golden, 1990, McClain and Matteoli, 1989). As the
incidence of patients presenting with immunocompromise and
concomitant opportunistic infections increased, researchers evolved the
term Acquired Immunodeficiency Syndrome to describe this viral disease
that attacks the human immune system. The virus responsible, named
Human Immunodeficiency Virus (HIV) debilitates the immune system
and as Jennings (1992, p. 1) describes “presents the opportunity for
infections, cancers and other diseases with high rates of morbidity and
mortality.”
In the twelve year span of the AIDS epidemic, from 1981 to the present,
over 260,000 cases of AIDS have been reported to the Centers for Disease
Control (CDC). It is estimated that one in 250 persons in the United States
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is infected with HIV (MMWR,41:346). Approximately 160,000 to 170,000people have died. The CDC estimates over one million people in the United
States are now infected and that by 1993, up to 60,000 deaths may occur
annually. Greenspan (1991, p. 26) reports "the yearly incidence rate of new
cases of HIV-infection is estimated to be 40,000 with 1500-2,000 HIV-infected
newborns each year." Presently, in the United States, women, minorities
and teens constitute the fastest growing segments of the population
reporting new AIDS cases. In 1991, for example, HIV-infection/AIDS was
the fifth leading cause of death among women age 25 to 44. Of these
women, Black, African-American and Hispanic/Latina were the majority
of reported female cases. Greenspan (1991, p. 26) reports that "AIDS is
predicted to rank among the five leading causes of death in adults between
the ages of 25 and 45 in the United States. It is already the second leading
cause of death in men of that age group in 1989. It is clear that the
epidemic is destined to grow and extend in to the foreseeable future,
particularly among ethnic minorities, women and children." The World
Health Organization (WHO) estimates that 10 million people world wide are
now infected .with the HIV virus. C. Everett Koop, former Surgeon General
of the United States, has described the history of AIDS as "brief, but
catastrophic" (Gostin, 1991, p. 34).
The pandemic of AIDS is recognized as a profound health issue and a
multi-dimensional phenomenon affecting us across physical, emotional,
psycho-social, political, social, ethical, legal and spiritual boundaries. A
significant component of the challenge of AIDS lies in the reality that it has
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not been perceived like other diseases. HIV/AIDS is a viral disease that can
incapacitate the immune system resulting in lifelong infection, systemic
illness, debilitation and death. HIV/AIDS is also a social phenomenon
with an aura of fear, stigma, stereotype and, at times, hysteria contributed
to, as Gostin (1991, p. 3) writes "by its elements of rapid spread through
sexual intercourse and needle-sharing, profound multi-system dysfunction
caused by the virus; and the public’s lack of empathy, sometimes even overt
hostility, toward infected persons."
Kelly (1987, p. 789) reports that AIDS has elicited "highly prejudicial,
fearful, and, at times, almost hysterical responses from the public." In
1993, we have made significant strides in recognizing HIV and AIDS as a
disease associated with risk behaviors versus risk groups, a disease which
any human being may contract, yet, it still, to many, connotes ‘gay disease’
with attendant stigma and negative judgement. Individuals confronting
the virus in their lives must often cope with a loss of social acceptance,
isolation, and with being viewed with fear and negative judgement at the
very time that they are attempting to cope with the loss of health and the
threat to their physical existence. Sontag (1989, p. 104) succinctly expresses
this aura of fear and stigma accompanying AIDS when she talks of AIDS’
power to “create spoiled identity”.
HIV/AIDS presents complex problems and challenges. In the
resolutions and debates about answers to those problems and challenges
lies strife and stress, strife that “not only reaches into intimate personal
relationships-between families and lovers, doctors and patients, and

19

employers and employees - but all our major social institutions: schools, the
health care system, the insurance industry, prisons, the military” (Gostin,
August 23, 1992, New York Times, p. 1.)
Responses and solutions will require approaching problems from
multifaceted and holistic perspectives integrating the elements of scientific
knowledge, belief systems, values, political-legal-ethical realms, and
human thought and emotion. I come to this study with an interest in how a
crisis like HIV/AIDS may transform educational practice and lead us into
new ways of thinking and perhaps learning. I teach and provide program
direction in a dental hygiene education program. The problems of HIV and
AIDS for dental hygiene have related to addressing the need for a safe
teaching, learning and treatment environment, integrating HIV and AIDS
education into existing curriculum, addressing the reality of fear of
contracting a disease like HIV and AIDS, placing a human face on
HIV/AIDS, confronting questions of societal stereotype and stigma, and
addressing issues related to duty to treat, disclosure, right to know and
patient/practitioner privacy and confidentiality, among others. As I read
the literature in medicine and dentistry, it is clear that the voice of the
dental hygiene practitioner is absent on many questions. This study is an
attempt to research dental hygiene practitioner attitudes and viewpoints on
HIV and AIDS and perceptions of whether or not those attitudes and
viewpoints are influenced by educational practice. It is my hope that it will
contribute an increased awareness for educators in dental hygiene and
health care.
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CHAPTER 2
REVIEW OF LITERATURE

HIV

and AIDS - Demographics and Transmission

AIDS surveillance data for the United States, as of September 1993,
shows that in a twelve year span of time from 1981 to the present, 315,390
cases of AIDS have been diagnosed with 194,354 deaths reported. It is
estimated that one in 250 persons in the United States, or one million
people, are now infected with the HIV virus (CDC, MMWR #41:346). The
CDC estimates that 90,000 new cases will be diagnosed in the United States
in 1993. The Boston Globe reported on Friday, April 30, 1993 (p. 21) that the
number of new cases of AIDS reported during the first three months of 1993
increased 204% over the same time period last year. The CDC definition for
a diagnosis of AIDS was changed on January 1, 1993 to include pulmonary
tuberculosis, recurring pneumonia, and invasive cervical cancer as
diagnostic indicators for AIDS. Also added was a change in the number of
CD4 immune cells to 200 or lower (one fifth the level of a healthy immune
system). Prior to this change, HIV patients were diagnosed as having
AIDS once they contracted certain blood infections, or the skin cancer
called Kaposi's sarcoma, or any of 21 other indicator diseases. It is believed
that a portion of the increase in new cases for 1993 can be attributed to the
change in diagnostic indicators. However, excluding the increase possibly
attributed to the change in how AIDS is diagnosed, the rate of new cases for
1993 increased by double the rate of the same three month period of the year
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before. In addition to predicting 90,000 new cases of AIDS for 1993, the CDC
also estimates that up to 60,000 deaths may occur annually. Greenspan
(1991, p. 26) reports “the yearly incidence rate of HIV-infection to be an
estimated 40,000 cases including 1,500 to 2,000 HIV-infected newborns each
year.” For Massachusetts, this national data translates into 1,124 new cases
in the period from January to April of 1993, compared to 324 cases in the
same time period for the preceding year (Massachusetts Department of
Public Health, AIDS Newsletter, Vol. 9. #6).

Minorities and Women
United States surveillance data for AIDS indicates that transmission
mode is 57% attributed to Homosexual/Bisexual Male, 23% I.V. Drug
Users, 6% Homosexual Drug Users, 1% Hemophiliac, 7% Heterosexual, 2%
Blood Transfusion Recipient and 4% Undetermined. In 1992, for the first
time, the total number of AIDS cases reported among Intravenous drug
users exceeded those reported for homosexual males. This is important, in
part, for the implications for women who are sexual partners of injecting
drug users, and for children born to those women. Surveillance data for
Massachusetts shows transmission modes of 50% Homosexual/Bisexual
Males, 28% I.V. Drug Users, 4% Homosexual I.V. Drug Users, 2%
Hemophiliac, 10% Heterosexual, 2% Blood Transfusion Recipients, and 4%
Undetermined. All data on new cases indicate an epidemic that is still
growing, with particular growth in minorities, women and injecting drug
users. Presently, in the United States, women, minorities and teens
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constitute the fastest growing segments of the population reporting new
AIDS cases. For example, in 1991, HIV-infection/AIDS was the fifth
leading cause of death among women age 25 to 44. Of these women, Black,
African-American and Hispanic/Latina women were the majority of
reported female cases. Greenspan (1991, p. 26) cites that “Aids is predicted
to rank among the five leading causes of death in adults between the ages of
25 and 45 in the United States. In 1989, AIDS was already the second
leading cause of death for men of that age group. It is clear that the
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epidemic is destined to grow and to extend in to the foreseeable future,
particularly among ethnic minorities, women and children.”
j

Global Impact
The World Health Organization (WHO) estimates that 10 million people
world-wide are now infected with the HIV virus. Data from the Ninth
International AIDS Conference held in Berlin in June of 1993 indicate that
the world-wide epidemic is growing. Globally, heterosexual transmission
is predominant (75% of transmissions) and five of every 11 newly infected
adults are women. AIDS cases are exploding in Asia and India. Global
data indicate that teen-aged girls have become the new cutting edge of the
epidemic. WHO projects that by the year 2,000, the annual number of new
AIDS cases world-wide will have tripled.
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Medical Elements of HIV/AIDS and Disease Transmission
AIDS, or Acquired Immunodeficiency Syndrome, is a disease caused
by a virus (HIV, or Human Immunodeficiency Virus) that attacks the
human immune system. Hiv is a retrovirus, a virus in which RNA (versus
DNA) carries the molecular information of the virus. Retroviruses
reproduce within the host cell through a process called reverse
transcription. HIV replicates (reproduces) in human CD4 (T4)
lymphocytes and human macropahges, two types of cells essential to a
healthy immune system. HIV particles bind with surface protein
molecules of the host cell, called CD4 antigens, and release viral RNA,
which is transcribed into DNA and then incorporated into the host cell.
The transcribed DNA continues to produce new viral components. HIV
depletes the CD4 cells and weakens the immune system. Once HIV is
inside a host cell, it is there for life or until some antiviral agent or
mechanism is able to destroy it. Retroviruses are not tough viruses. The
virus dies when exposed to heat or chemical disinfectants. The HIV virus
does not survive long outside of the body because it needs a living host cell to
reproduce. HIV does not survive well if the tissue or blood it is in dries up.
Transmission requires a specific mechanism by which the virus gains
t

entry to the body, a sufficient number of infective viral particles to become
an effective inoculation dose, and a susceptible host (Jennings, 1993,
Gostin, 1990, CDC, Facts About HIV and its Transmission, 1993).
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Transmission of HIV
The CDC Fact Sheet for The Human Immunodeficiency Virus and Its
Transmission dated February 1993 reports that HIV is spread by sexual
contact with an infected person, by needle-sharing among injecting drug
users, less commonly by transfusions of infected blood or blood clotting
factors (and rarely in countries where blood is screened for HIV antibodies)
and in childbirth and breast feeding involving HIV-infected mothers.
Health care workers have been infected after being stuck with needles
containing HIV-infected blood or, less frequently, after infected blood gets
into the worker’s bloodstream through an open cut or splashes into a
mucous membrane (e.g. eyes or inside of nose, etc). There has been one
demonstrated instance of patients being infected by a health care worker
(Florida dentist transmitting virus to six patients.). Investigations
involving over 15,000 patients of 32 HIV-infected doctors and dentists reveal
no other transmission of HIV from health care worker to patient.
No scientific evidence exists which supports transmission routes other
than those discussed above. HIV has been isolated in minute quantities
from the saliva and tears of AIDS patients. However, detecting the
presence of the virus in a fluid does not necessarily mean that HIV can be
transmitted by that fluid. No cases have been found to date in which
transmission from saliva has occurred. A consideration of the
concentration of HIV in blood and body fluids is important to infectivity. A
high concentration (number of viruses per unit of volume) is more likely to
increase infectivity of the substance. For example, “blood contains a high
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concentration of HIV in an infected person, and is considered a highly contagious substance” (Jennings, 1993, p. 17).
HIV transmission requires that the virus go from the inside of one
person to the inside of another. Jennings (1993, p. 17) writes that
“apparently, HIV cannot cross the mucous membranes very easily and
large concentrations of HIV are probably necessary.” HIV is transmitted,
therefore, through sexual contact, exposure to infected blood or blood
components, and perinatally from mother to neonate. Sexual contact with
the exchange of body fluids is the major risk factor for transmission of HIV.
Intravenous drug use with shared needles is also a major risk factor.
Health care workers have also become infected via occupational exposure.
HIV cannot be transmitted by casual contact. Jennings (1993, p. 23)
reports that “after ten years of documenting the AIDS epidemic, there are
no known cases of AIDS or HIV infection being transmitted by casual social
contact, not even among people living in the same household. In some
instances, household members even shared toothbrushes with
HIV-infected housemates without contracting HIV.” McClain and Matteoli
(1989. p. 8) discuss that while the AIDS virus has been reported to be
present in saliva and tears, the presence was rare and in such small and
diluted quantity that “it was unlikely to be of any risk to anyone. So while it
is theoretically possible for AIDS transmission to occur this way, it has
never happened and the odds are against it.”
No AIDS transmission has been found in casual contact (such as
shaking hands, being in the same room as an infected person, touching
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doorknobs, sharing bathroom facilitates, etc.), sweat, or insects. Likewise,
no transmission has been documented from biting. Tsonkas, C.M., et al.,
(1988) in a 2 and 1/2 year follow-up study of 198 health care workers, 30 of
whom were scratched or bitten by an HIV-infected patient, reported no
seroconversions. Jenning (1993) also reports no documented cases of
seroconversions after biting incidents. The potential for transmission from
human bites is considered to be extremely limited. Ho et al., (1985) and Fox,
et al. (1989) report that the low risk of transmission of HIV via saliva may be
related to the low concentration of virus in the saliva of infected individuals
or to the presence of a factor in the saliva that inhibits HIV infection of
lymphocytes.

Detecting AIDS. Clinical Features of HIV/AIDS
Individuals infected with HIV experience a spectrum of disease that
ranges from asymptomatic infection to severe immunodeficiency and
opportunistic infections and diseases. The initial symptoms of HIV
infection are usually vague. Somewhere between 10 and 30 percent of
HIV-infected persons experience an acute reaction to HIV infection
approximately 3 to 12 weeks after the exposure and coinciding with the
appearance of HIV antibodies in the blood. This acute reaction may include
fever, tremors, swollen glands about the head and neck, headache, joint
discomfort and muscle ache.
The majority of infected persons experience a vague constellation of
symptoms that emerge over periods of time, and may include fever, night
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sweats, chills, weight loss, diarrhea, sore throat, swollen glands, difficulty
in swallowing, fatigue and depression. Often, the first visible signs of
HIV-infection and AIDS occur in the mouth, face, head and neck area.
The most common oral/head/neck findings are oral candidiasis, oral hairy
leukoplakia and herpes zoster. Other common oral manifestations include:
Kaposi’s Sarcoma, severe oral herpes simplex, gingivitis, oral warts, HIV
periodontitis, atypical mycobacterial infections and cervical
lymphadenopathy (swollen glands).
McClain and Matteoli (1989) describe the stages of HIV infection as :
1)

Seropositive: People who have tested positive for HIV antibody, yet
present no signs or symptoms. These individuals, despite
apparent good health, are capable of HIV transmission.

2)

ARC (Aids-related Complex): People who are HIV positive and
present nonspecific clinical manifestations of immune
impairment such as unexplained weight loss, fatigue, and
swollen glands. Persons with ARC may further present
symptoms severe enough to qualify for an AIDS diagnosis.

3)

AIDS: People presenting clinical symptoms attributable to HIV
infection manifested by severe immunodeficiency and life
threatening secondary infectious diseases or cancers. These
people have generally been very ill prior to developing
opportunistic infections or cancers.

Since 1987, the CDC defined HIV patients as having AIDS once they
contracted certain blood infections, Kaposi’s sarcoma, or any of 21 other
indicator diseases. As of January 1, 1993, three more diseases, namely
pulmonary tuberculosis, recurring pneumonia, and invasive cervical
cancer were added to the list of opportunistic diseases for AIDS.
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Additionally, a dip in CD4 cells to 200 per cubic millimeter constitutes a
diagnosis of AIDS.
One important element of these clinical features, in terms of AIDS
education and prevention of transmission, is the awareness that there are
many healthy people who are infected with HIV. Most, if not all, of these
people are potential infectious carriers of the virus. Many infectious people
do not know that they have been exposed. Persons diagnosed as HIV
positive may live up to 10 years without symptoms indicative of AIDS. It is
also important to note that survival rates, after a diagnosis of AIDS, are
expanding due to advances in medical modalities of care.
Health care workers, including dental hygiene students and faculty,
are aware of the reality of treating patients who may or may not be aware of
their HIV status or given the stigma associated with positive HIV status,
may be unwilling to disclose that status to health care providers. As noted
by Kelly (1987, p. 789) “the AIDS diagnosis carries emotional charge and
elicits judgmental, negative evaluations about the patient even by health
care providers.”

AIDS Education in Dental Hygiene Education
The literature on HIV/AIDS education in Dental Hygiene education
programs is small. In the only national survey conducted to date,
Tolle-Watts and Schuman (1991) examined HIV/AIDS content areas and
clock hours reported as currently included in the dental hygiene education
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programs. The sample included all 217 accredited schools of dental
hygiene in the United States and Canada and had an 85% response rate.
Tolle-Watts and Schuman’s findings indicate that 93% of the
respondents (dental hygiene educators) believed that the dental hygiene
students in their programs were prepared to provide treatment to HIV
positive or AIDS patients. Interestingly, the study also found that 15% of
schools reported not including the care and management of HIV positive
patients in their curriculums and 25% reported that the treatment of
HIV-related oral disease was not included in the curriculum. One-fourth
of the schools did not address the issue of practitioner attitudes and fears
concerning the care of HIV-infected persons. Less than one-half of the
schools reported addressing the psycho-social needs of patients with
HIV/AIDS as part of their curriculum. 98% of the schools reported that
they included AIDS education in their curriculum, however, just what
categories of HIV/AIDS-related content programs included under the
rubric of AIDS education varied.
Tolle-Watts and Schuman, in discussing their findings, indicate that
the survey results suggest that dental hygiene faculty “may wish to include
additional information on AIDS in their curricula” (p. 129) and that “most
schools should consider incorporating a stronger emphasis on attitudes,
ethical issues, financing and AIDS resources, to ensure dental hygiene
students possess comprehensive AIDS information that will allow them to
intervene positively in the care and treatment of HIV-infected individuals”
(p. 129). The authors also suggest that “preparing future dental hygienists
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to meet the challenges of AIDS, as well as nurturing positive attitudes and
decreasing dental hygienists anxieties toward working with HIV-infected
individuals most likely rests with dental hygiene educators” (p. 130).
This survey research is important to this dissertation for multiple
reasons including that it helps frame the questions: a) What are dental
hygiene graduate attitudes about providing care to HIV/AIDS patients and
b) Do the perceptions of graduates about their preparation to provide
treatment to HIV/AIDS patients echo those expressed by the dental hygiene
educators who were the respondents to the Tolle-Watts and Schuman
research? This dissertation proposes to go a step further by asking whether
graduate attitudes may be associated with AIDS education experiences.
Haring and Lind (1992) surveyed 81 dental hygiene students enrolled in
the baccalaureate degree program at Ohio State University with respect to
their attitudes toward patients with AIDS. The findings of that study
showed that these dental hygiene students evaluated persons with AIDS
differently than they did persons with leukemia. AIDS patients were
defined as more responsible for their illness, deserving of what had
happened to them, dangerous to others and deserving to lose their job. The
findings demonstrated a significant negative bias toward individuals with
AIDS. The findings were consistent in this respect with those of other
research efforts examining attitudes towards AIDS patients by other
categories of health personnel (Kelly, et al., 1987, Cohen, et al., 1989).
The Haring and Lind study also reported a “striking lack of willingness
to engage in everyday, casual interaction (e.g. working in the same office)

31

with a person with AIDS” (p. 130). To the authors, this suggests that the
dental hygiene students surveyed are “not only unwilling to interact with
persons with AIDS on a professional level, but in social situations as well”
(p. 130). This is an interesting finding when juxtaposed with the
Tolle-Watts and Schuman (1991) research finding that the majority of
dental hygiene educators express that students are prepared fully to provide
competent and confident care to HIV-positive and AIDS patients. The
seeming gap between surveyed student attitudes and surveyed faculty
beliefs expressed in these research studies indicates the need to know much
more about graduate attitudes toward providing care to HIV/AIDS patients
and the influence of AIDS education experiences, including faculty, on
those attitudes. As expressed in the Tolle-Watts and Schuman (1991)
research, Haring and Lind (1992) also indicate that it is their sense that
dental hygiene educators need to consider their role in AIDS education.
They write that “how best to change negative attitudes towards individuals
with AIDS is a topic that merits the attention of dental hygiene educators”
(p. 134).
In 1991, Kittleson, et al., assessed dental hygiene student knowledge of
HIV transmission. One hundred ninety-six dental hygiene students from
five midwestern colleges and universities were surveyed on their
knowledge about how HIV is transmitted. The results revealed that these
students had an incomplete knowledge of HIV transmission, with
confusion regarding the modes that include saliva. No transmissions via
saliva have, to date, been documented. However, a large percentage of
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respondents thought transmissions via activities such as kissing, providing
cardiopulmonary resuscitation (CPR), sharing toothbrushes and biting had
taken place. The authors expressed that since dental health practitioners
deal extensively with the mouth, educational efforts focused on saliva-based
concepts should be occurring in dental hygiene education program
curriculums. The authors “strongly recommend that all dental hygiene
programs reassess their current efforts at educating their students on HIV
transmission in order to fulfill the ethical, responsible and legal obligations
of the profession.” (p. 374).
DeVore (1993) presents a case study describing the treatment of an
HIV-positive individual by a dentist and dental hygienist for use as a
teaching aid in dental hygiene curriculums. Findings highlight the
importance of the dentist, dental hygienist, patient and patient’s physician
working together to provide safe and comprehensive care. The article notes
that “Dental hygiene can play a critical role in comprehensive oral health
care for the HIV-positive patient” (p. 1). DeVore highlights the fact that
early signs of HIV present orally and that care for HIV and AIDS patients
will be related to both treatment of these problems and provision of regular
health maintenance care. Devore calls on the studies of Glick (1992),
McCormack-Brown (1989) and Tolle-Watts and Schuman (1991) in
describing that “beyond the clinical treatment of HIV positive patients, oral
health care providers must be prepared to address both the patients’
psycho-social needs associated with their HIV status, and the practitioners
own feelings, attitudes and fears relative to the condition” (p. 4).
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The research efforts of Tolle-Watts and Schuman (1991) and Haring
and Lind (1992) demonstrate that more needs to be known in order to
address dental hygiene learner needs within AIDS education. Haring and
Lind write that “additional educational and training methods appear to be
necessary to prepare dental hygiene students to deal comfortably and
positively with persons with AIDS” (p. 130).

Attitudes Towards HIV/AIDS in Dentistry and Dental Hygiene
The literature with respect to attitudes toward providing care to
HIV/AIDS patients and dental hygiene is again small. To gain a sense of
the types of issues involved in the concept of attitudes toward providing care
to HIV/AIDS patients, literature with respect to dentistry and other
medical personnel will be included.
The issue of healthcare workers “willing to treat” HIV/AIDS patients
and concerns with respect to occupational exposure to AIDS has been
reported in the medical and dental literature. Several studies have focused
on the problems associated with increasing numbers of individuals who are
HIV positive or who have AIDS seeking care and the implications for
healthcare (Brown, et al., 1990, Chitty, 1989), Goldenberger, 1991,
Verrussio, et al., 1989 and Tolle-Watts and Schuman, 1991). Studies also
report the fears, apprehensions and prejudice surrounding the AIDS
syndrome (Tolle-Watts and Schuman, 1991, Kelley, et al., 1987, Moretti, et
al., 1989), Gerbert, et al., 1989 and Jacobson, 1989).
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Numerous studies in the medics! snd dentsl litersture hsve examined
practitioner and student attitudes regarding HIV/AIDS. Chitty (1989)
conducted a national survey of AIDS education in nursing schools and
reported that members of the helping professions seem susceptible to the
same fears and prejudices as the general public regarding HIV/AIDS.
Blumenthol (1987) defined the fears associated with HIV/AIDS to include:
fear of contagion, death and dying; fear of homosexuals; and concern for
family and friends if healthcare workers were to work with HIV/AIDS
patients. Meisenholder, et al., (1988) cite four behaviors seen in response to
fear with respect to HIV/AIDS: 1) Avoidance; 2) Attempting extreme
precautions; 3) Evidence of lack of regard for patients; and 4) Verbal
expressions of fear. These researchers suggest that the factors
contributing to these behavioral responses are: ignorance,
misunderstanding of the disease, social and cultural values and the
presence of deep symbolic meaning for the illness. Kelly (1987) reported
“negative reactions towards AIDS patients may be linked to prejudice
concerning the lifestyle characteristics of affected persons. The vast
majority of AIDS patients would be stigmatized in a negative manner even
if they were healthy, and AIDS carries the connotation of a gay disease to
many people” (p. 789).
The elements of fear, ostracism and discrimination appear intricately
linked to health professional attitude and behavior. Brown, et al., (1990), in
a study that examined nurse knowledge of HIV/AIDS and its relation to
attitude, found that professionals need information with respect to
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HIV/AIDS in order to decrease the transmission of the virus in healthcare
and community settings as well as to promote the quality of care given to
HIV/AIDS patients. This study also reported that many healthcare
workers exhibit anxiety about their own risk of occupational exposure to the
virus and “so move away from what they regard as ‘risky’ settings” (p. 368).
Goldenberg, et al., (1991) reiterates this fear of contagion and the social
ostracism attendant. These research efforts underscore the need to ask
how dental hygiene students and graduates feel and respond with respect to
working with HIV/AIDS patients. It seems significant to question whether
or not dental hygiene learners and practitioners are fearful of the risks that
they may associate with HIV/AIDS and whether or not they too are
psychologically and physically ‘moving away’ from HIV/AIDS in their
learning in the classroom, their clinical learning experiences and their
practice experiences in providing dental hygiene care. It seems important
to look at what this affective element may mean to the learning occurring in
dental hygiene education programs and to the roles faculty play in
educating students to provide care to HIV/AIDS patients.
A 1988 study of student nurse attitudes, knowledge, fears and beliefs
about AJDS by Lester and Beard found that those students with high fear
were less willing to care for AIDS patients and were also more homophobic,
despite higher knowledge scores about the disease. Wilet, et al., (1988)
surveyed nursing students at Loyola University regarding their appraisal
of HIV-risk exposure and attitudes toward caring for HIV positive patients
and found that 36% would not care for sero-positive patients. Greater than
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half of the respondents felt that healthcare workers should be allowed to
refuse care to sero-positive patients. Kelly (1987) reported findings that
indicate that physicians reacted differently to patients with AIDS (as
opposed to patients with leukemia) and considered the patient to be more
responsible for their illness, more deserving of what had happened to him,
more dangerous to others and more deserving of quarantine, as well as less
deserving of sympathy and understanding. Kelly’s study also indicated
that physicians were less willing to have social contact (work in the same
office) as someone HIV positive. He states “even when none of the
interactions described would carry any risk for HIV transmission,
physicians reported much less willingness to interact with an AIDS patient
than a leukemia patient” (p. 791).
Willingness to treat appears related to knowledge of the disease,
however, knowledge alone does not always supersede fear, prejudicial
beliefs or deeply held biases when arriving at a decision about willingness
to provide care for HIV/AIDS patients.
With respect to dentistry, research into attitudes towards providing
care echoes the findings in the medical and nursing literatures. A
national survey of dentists conducted in 1986 by the American Dental
Association reported 21% as willing to treat (or 4 out of 5 dentists refusing to
treat) AIDS patients (Slupski, 1988). A 1987 study of California dental
workers by Gerbert found that while 65% of the dental health workers (the
study had dentists, hygienists and assistants in the sample) in the study felt
that they had a responsibility to provide care to HIV patients, 70% said that
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they preferred to refer people at risk for AIDS and those with AIDS and less
than half of the hygienists and dentists felt that they had the necessary
skills needed to treat people with AIDS/ARC safely and effectively. In 1991,
Sadowsky and Kunzel conducted another national survey on willingness to
treat and found 60% willing to treat. In this study, those willing to treat: a)
did not view themselves at high risk for needlesticks after needles were
used on AIDS patients, b) did not express a fear of treating AIDS patients,
c) were not personally as worried as the ‘unwilling ‘group to agree to a
statement that they are unwilling to treat homosexuals. The willing to
treat group were also less likely to agree to statements that AIDS patients
should be quarantined, less likely to agree that their staffs did not want to
provide treatment to HIV/AIDS patients, more likely to believe that barriers
protected them from transmission and disagreed with statements that
dentists should not be required to provide treatment. Other characteristics
of the willing to treat group included that they were younger, more likely to
practice in group or hospital settings versus solo practice, had five or more
hours of focused continuing education on the subject of HIV/AIDS and
infection control and believed that they had already treated patients with
HIV/AIDS. The unwilling group were more sure that they had never
treated an HIV positive patient.
The relationship between age and willingness to treat noted in the
Sadowsky and Kunzel study (younger dentists reporting greater
willingness to treat) also was a finding of Verrussio, et al in 1989. In a
national survey of dentist attitudes and behaviors with respect to infectious
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diseases, an increased willingness to treat in younger dentists was
reported. 36% of dentists under age 35 indicated a willingness to treat AIDS
patients. The percentages declined as one moved up from age 35, with only
24% willing to treat by age 65 and older.
The Sadowsky and Kunzel survey echoes some of the nursing literature
in findings that those healthcare professionals expressing unwillingness to
treat also express greater fear of contagion, a greater sense of personal
worry or vulnerability about getting AIDS from patients, and a fear of, or
discomfort about, homosexuality. Sadowsky and Kunzel conclude that the
factors of: a) increased professional integration, b) focused continuing
education, and c) techniques for reducing anxiety are important to easing
concerns about willingness to treat. An interesting note is their suggestion
that improved financial incentive to provide care for HIV/AIDS patients
would likely improve dentist willingness to treat infected patients.
The reality of risk as well as the perception of risk are both components
of the fear of contagion for healthcare workers. Fear of contracting AIDS
while on the job is evident in the dental literature (Curry, 1990, Bernstein, et
al., 1990). A 1988 survey of American Dental Association members showed
that dentists perceive themselves to be more at risk of HIV infection from
their work than any other healthcare worker (Neidle, 1989). What of dental
hygiene? Do dental hygiene healthcare workers perceive themselves at
higher risk due to their job? The literature specific to dental hygiene is
small. In 1988, Gerbert and Maguire included dental hygienists in a study
of California healthcare workers that found that 81% of dentists and 86% of
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dental hygienists believed that they were at increased risk for infection if
they treat HIV/AIDS patients. Duquette (1993) conducted an opinion survey
of dental hygiene alumnae from one community college in the Northeast.
Four hundred and sixty-six dental hygiene program graduates were
surveyed on AIDS and HIV issues with a 55.4% response rate. 58% of
respondents expressed feeling at particular risk for HIV infection as a
dental hygiene professional. 71% of recent graduates (1987 to 1991)
expressed willingness to treat HIV positive patients. 36% of respondents
felt that HIV-positive health care providers should be allowed to continue
practice. No other studies examining dental hygienists willingness to treat
HIV/AIDS patients or perception of risk of infection due to job functions
could be found in the literature. It may be speculated that fears related to
working in a daily environment that includes contact with patient blood and
saliva may contribute to perceptions of high risk in dental hygienists
similar to those documented by Niedle (1989) for dentists.
Research by McCormack-Brown (1989) measured dental hygienists’
attitudes towards AIDS using a Likert-like AIDS Attitudinal Scale.
One-third of the respondents expressed being bothered by the thought of
being around someone with AIDS. 18% thought that children with AIDS
should be prohibited from attending school and 27% reported that they
would not allow their children to play with children with AIDS. When
asked about their attitudes towards homosexuality, one-half felt that
homosexuals should be blamed for the spread of the disease, 15% thought
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that the United States should get rid of homosexuals to get rid of AIDS and
10% expressed a belief that homosexual behavior should be illegal.
The dental hygiene literature is similar to other healthcare area
literatures in reflecting on the concerns associated with increasing
numbers of HIV/AIDS patients in the population and therefore the
increasing reality of healthcare personnel providing care to undiagnosed
and unsuspecting HIV positive patients (Gerbert, 1988, Curry, et al., 1990).
This literature review and the small number of dental hygiene studies
conducted to date point out the need to know more about dental hygiene
learner and dental hygiene graduate attitudes about providing care, their
fears of occupational exposure, and their levels of confidence about being
competent and able in safely providing care to HIV/AIDS patients and
particularly what influence, if any, AIDS education experiences in their
dental hygiene education may have on their attitudes about providing care.

Effective ColWft Teaching

This dissertation sought to ascertain if associations may be made
between dental hygiene graduate attitudes and AIDS education experiences
in dental hygiene programs, including faculty characteristics/practices.
Questions were included that asked graduates to provide their perceptions
of effective teacher practice and characteristics in the context of AIDS
education. These questions are grounded in the literature on effective
college teaching. It seemed important to ask what dental hygiene learners
perceive as effective teaching in the context of Aids education experiences
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within their dental hygiene education if that teaching and those
experiences may be associated with dental hygiene learner attitudes about
providing care to HIV infected patients.
I begin this literature review with McKeachie’s Teaching Tips. A
Guidebook for the Beginning College Teacher (1986), in which S.
Cytrynbaum and R. Mann discuss that teacher roles are, in part, defined
by the student, and dependent on the student’s needs in the process of
teaching and learning. In the context of AIDS education experiences, as a
part of one’s professional education, it compels that we consider what needs
students may have that are unique to the context and what roles or
characteristics they may thus be defining for the teacher in this
circumstance. Cytrynbaum and Mann propose six roles defined for the
teacher: expert, formal authority, socializing agent, facilitator, ego ideal
and person. Each role, in some way, aids the student in overcoming
obstacles to learning. Teachers and learners reveal themselves as they
share in the process of learning, developing skills and growing in attitude
and belief. Within the definition of these roles, Cytrynbaum and Mann
suggest, is evidence that the teacher and learner are each bringing the
need to have their self validated in the learning process and in the
teacher-learner relationship. Teachers need learners. Learners need
teachers. How does a complex, multidimensional affective issue such as
HIV/AIDS affect the learning process and the teacher-learner
relationship?
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Certainly, the literature on effective college teaching provides us a
framework with which to consider what learners may need or perceive as
effective characteristics of teaching in AIDS education efforts. For
example, Eble (1990, p. 9) believes that teachers make a difference “not only
in terms of a defined subject matter, but of the larger personal development
of the individuals involved.” I take from Eble’s words a sense that effective
teaching goes beyond the ability to provide information to another to include
the importance of the connection between the whole person of the teacher to
the whole person of the learner. Personal development, an affective
process, is inseparably a part of learning. When Eble defines “teaching as a
presence of mind and person and body in relation to another mind and
person and body, a complex array of mental, spiritual, and physical acts
affecting others” (p. 10), this sense of the wholeness of the process,
grounded in connection, is evident. Therefore one could suppose that for
Eble the effective teacher in the contexts of AIDS education would be
someone capable of being whole in the context, sharing self, and connecting
to the learners self, while having the skill to choose the methods and
activities most rich in conveying the information around the subject to
others.
Eble (1990), like many of the other educators cited in this literature
review, unites the ideas of task and relationship, using them to weave the
fabric that depicts the elements of effective teaching. Eble’s effective teacher
has “knowledge of the subject and the skills inherent in instruction (p. 11).
The effective teacher has heart, soul and ethic necessary to assuming
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responsibility for subject mastery and skill development. In the
vernacular, the effective teacher ‘knows her stuff. Yet knowledge and
skillful delivery are not in themselves adequate to a conception of effective
teaching grounded in wholeness. Eble’s center place of effective teaching is
therefore to be found in how the teacher relates to the learner. He writes
“the center of all teaching and learning is the interaction between teacher
and learner” (p. xi).

The place of the ‘and’, the place of the hyphen, these

are, to me, the places to be studied and known in richer and deeper terms.
I find Eble’s sense of the “difference” that teachers may make a
compelling thought in the context of AIDS education. Here is a
teaching-learning context more likely than not to be emotionally charged in
which the learner may be afraid of the very process of acquiring knowledge
and skill. What “difference” may teachers make in this reality? What
influence may teachers have on the personal development of the learner?
What knowledge, skills and relationship is needed from the teacher by the
learner? Does the context of HIV/AIDS create any need not yet defined in
the literature on effective college teaching?
For Eble (1990), the effective teacher is a craftsperson who acquires
skills in order to become more effective in helping learning to occur.
Teachers, therefore, may be born and made. The craft can be honed,
improved on, and acquired through practice and attention to the detail that
creates the work.

Eble’s effective teacher demonstrates knowledge and an

ability to organize a subject matter, skill in providing instruction and the
personal qualities and attitudes positive to working with students. When he
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turns his eye to specific personal characteristics, he writes that “good
teachers will be singled out who are enthusiastic, energetic, approachable,
open, concerned, imaginative and possessed of a sense of humor” (p. 21).
With respect to task and mastery of a subject, the other side of the whole
coin of effective teaching, so to speak, he finds “good teachers will be those
who are masters of a subject, can organize and emphasize, can clarify
ideas and point out relationships, can motivate students, can pose useful
questions and examples, and are reasonable, imaginative and fair in
managing the details of learning” (p. 22). Connection means a great deal in
understanding Eble’s theories on effective college teaching. Connection
between teacher and learner. Connection between teacher and ideas.
Connection between teacher and soma. Eble’s teacher is engaged and
therefore alive in the craft of her/his creation in the teaching-learning
process.
I choose to include Donald Schon (1987), Educating the Reflective
Practitioner, in this review for his contribution to ideas on effective teaching
in the realm of professional education. Again, the two-sided coin of task
and relationship also frames his thoughts on effective teaching. Schon
uses the imagery of the “high, hard ground of technical knowledge (task)
and the “swamp” of uncertainty and ambiguity that is the application of
knowledge within the practice of one’s profession (relationship) to illustrate
the dialectic of task and relationship that constitutes effective teaching.
Schon finds that professional education relies too much on this “high,
hard ground of rigorous professional knowledge to solve problems through
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application of research-based theory and technique” (p. 3). To para-phrase
Schon, the ‘swamp’ is the “messy lowland’ of relationship and practice,
where “confusing problems of uncertainty, ambiguity and value conflict
often defy technical solution.” (p. 11). Schon sees these areas of practice and
problem solving as falling outside the canons of technical rationality. His
question: How do we prepare professionals who are competent in the
‘swamp’ of practice? His answer: We need to look at the ideas and
principles of the artist and apply those tenets of artistry to the process of
teaching professionals. He writes :
Learning all forms of professional artistry depends, at least in part, on
conditions similar to those created in the studios and conservatories:
freedom to learn by doing in a setting relatively low in risk, with access
to coaches who initiate students into the ‘traditions of the calling’, to
see on their own behalf and in their own way what they need most to
see. We ought, then, to study the experience of learning by doing and
the artistry of good coaching” (p. 17).
I find a good deal of what Schon has to say instructive to the arena of
classroom/clinical education occurring within dental hygiene education
programs. Students learn by doing, evolving into professionals capable of
delivering knowledge, skill and judgment to their field of practice. In the
context of AIDS education within this process, it is clear that the “high,
hard ground” of scientific knowledge about the low risk of transmission of
the HIV virus in healthcare worker settings does not address all problems
of the “swamp” of individual uncertainty, fear, perception of risk and issues
around willingness to provide care that is the “messy lowland” of
application of theory. The problems of HIV/AIDS illustrate the gap
described by Schon between what we know and how we practice. As has
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been mentioned in the previous literature review on AIDS education in.
dental hygiene programs, science has not quelled the sense of disquiet
about risk of occupational exposure and the impact that that disquiet has on
willingness to provide care to persons with HIV disease.
Schon believes that in the teaching of professionals, the teacher can
make a difference in how the uncertainty and value conflicts of practice are
perceived and resolved. Learning by doing. Teaching by coaching. Schon’s
effective teacher is a coach able to create a dialogue of reflection-in-action, a
showing and telling and listening that occurs as the coach and student
work through a hands-on experience. The coach must be able to reflect on
her/ his own knowledge of how and why something is done a certain way
and create the environment for the learner to imitate and reflect back their
understanding or stage of knowledge without fear of ridicule. The coach
serves as a guide who demonstrates the process of learning and the product
of learning for the student. It is more than show and tell. It is an engaged
dialogue of reflection-in-action where showing-telling-listening-imitating
are woven together in the teacher’s guiding of the process and product of
learning. I find myself wondering, if dental hygiene learners are asked
what characteristics they would define for an effective teacher, in the
context of AIDS education, will they describe Schon’s coach?
Task and relationship as guiding concepts in understanding effective
teaching reoccur throughout the literature. Meneges and Mathis (1988)
describe the influence of the teacher on learner: “teachers may inspire and
motivate. They may direct and indoctrinate, coach and demonstrate, guide
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and facilitate. Inescapably, teachers are models. Sometimes, they are .also
powerful agents of socialization. Teachers are always perceived as
authority figures . . .” (p. 10). Joseph Lowman (1984) in the text, Mastering
the Techniques of Teaching, depicts task and relationship in concepts he
calls “intellectual excitement” and “interpersonal rapport”. His perspective
of effective teaching rests squarely“on the assumption that college teaching
is and should be interpersonal, that it is above all an enterprise involving
human beings and their personalities, and that it is incapable of being
reduced to mechanical cause-and-effect relationships” (p. 2). Lowman
presents in this text, through a review of the literature, the components of
masterful teaching. “Clarity of presentation” and “quality of interpersonal
relationships between instructor and student” (p. 9) are instrumental to the
student’s perception of having experienced effective teaching. Lowman’s
model is grounded in the teacher’s ability to “create both intellectual
excitement and positive rapport with students” (p. 10). He communicates
his model to us via the creation of two dimensions of effective teaching.
Dimension I is called Intellectual Excitement. It is recognized in such
behavioral traits as the teacher’s ability to communicate clearly and the
ability to have a positive emotional impact on the learner. Lowman sees
clarity as essential, and defines it as the possession of knowledge of the
subject along with the ability to see that subject from multiple and different
points of view. The skills in Dimension I are much like Eble’s view of
knowledge of the subject. They include an intellectual ability and a
presentation ability that helps a learner see a variety of ideas and points of
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view and then evaluate those ideas and viewpoints critically. Lowman’s
classroom is “a dramatic arena in which the teacher is the focal point, just
as the actor or orator is on stage” (p. 11). Teaching is about energy and
presence. It is the ability to engage the emotions of students in a positive
way. In Dimension I “outstanding teaching is characterized by stimulation
of emotions associated with intellectual activity: the excitement of
considering ideas, understanding abstract concepts and seeing their
relevance to one’s life, and participating in the process of discovery” (p. 12).
Reading Lowman, one feels the romance and idealism of the notion of a
powerful teacher, center stage. He comes across as more teacher-centered
than Eble and perhaps less practical or pragmatic with respect to teachers
being ‘made’ through practice of their craft. One senses with Eble that one
can build and grow in one’s teaching talents, and with Lowman that, one’s
person will fall into some level of attainment in each of the Dimensions.
Lowman’s second Dimension is called Interpersonal Rapport recognizing
the interpersonal in teaching. The classroom is seen as a complex
interpersonal arena where both the teacher and student are impacted by
the emotional influence each can have on the other. Positive emotions on
the part of the teacher, such as being warm, or open, or sensitive to the
feelings of the student, elicit a sense from the student that the teacher cares
about them and cares about their learning.
Lowman’s most effective teachers are those individuals able to combine
the skills and talents of Dimensions I and II. Lowman proposes that most
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students will do well with teachers who are able to show moderate to high
performance in one or both of the dimensions.
I enter the text by Belenky, Clinchy, Goldberger & Tarole, (1986)
Women's Wavs of Knowing.
its attention to process and self-development in teaching-learning. Belenky,
et al., (1986) look at effective teaching by looking at the experiences of
women in education. Task and relationship enter the discourse once again
in descriptions of connected and constructive teaching and learning. The
term Connected Teacher is chosen to describe a teaching talent or teaching
intelligence able to effect teaching as a process and a communication in
which knowledge flows in two directions, between teacher and learner.
The metaphor of teacher as midwife who “helps students articulate and
expand on their latent knowledge. One who draws knowledge out of the
learner . . . one who assists the student in giving birth to their own ideas, in
making their own tacit knowledge explicit and elaborating it” (p. 27).
Belenky, et al., view teaching in a more holistic frame than Lowman, and
in some ways even Eble. The point of view is student-centered. Connected
teachers are effective because they “encourage the students to speak in their
own active voices, and support the evolution of the student’s thinking, and
focus not on their own knowledge but on the student’s knowledge” (p. 218).
The effective teacher’s portrayed by Belenky, et al., are more like
Schon’s coaches, giving a guided active voice to the learner, less like
Lowman’s actors center stage. In connected teaching, the learning
interaction holds the teacher’s use of encouragement and support, dialogue
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and sharing, to create a space where the learner is free to evolve thought
and express subjectivity. Schon (1987) perhaps heard this same voice as he
evolved his sense of the artistry approach where freedom to learn in a low
risk setting increases a student’s willingness to express needs and levels of
knowledge. Connected teachers are described as respecting the learner’s
contribution and viewpoint. Trust is about connecting with the perspective
of the student. Belenky, et al., suggest to us that the lessons to be learned
from the women’s voices in education are that the emphasis in teaching
ought to be placed “on connection over separation, understanding and
acceptance over assessment, and collaboration over debate” (p. 229).
Page Smith (1990), in Higher Education In America. Killing the Spirit,
presents the qualities of great teachers within the context of the aims of
higher education. Good teachers are “men and women who know their
subjects well, feel enthusiasm for conveying the subject to their students,
and, equally important, know their students as individuals and care for
them” (p. 221). The ethic and love implied seem evident.
Smith (1990) writes that it is the aim of education to develop “a true
person, a person whose esthetic capabilities are developed so far as they are
capable of development, which means an attachment to those aspects of
human experience that dominate the arts: music, poetry, literature, crafts,
painting, sculpture” (p. 202). It becomes the task of the teacher to teach
students to think, feel and see, to provide the individual with a “vision of
higher things, of a realm beyond immediate existence, beyond the material
world” (p. 203).
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These are lofty aims. How does Smith characterize the teacher (mere
mortal, my words) who is able to fulfill these aims? He says: “I came away
from my years of teaching on the college and university level with a
conviction that enactment, performance and dramatization are the most
successful forms of teaching. Students must be incorporated, made, so far
as possible, an integral part of the learning process” (p. 210). Smith seems
to express the “drama” of the classroom expressed by Lowman (1984) and he
takes the metaphor of ‘actor and oracle on the stage’ and extends it to
include the student. Teacher and student seem co-actors in the excitement
of learning. Smith’s effective teacher is active, should engage the
individuality of the learner, and should use methods that bring discussion
and dialogue into the classroom. Real life, portrayed through “the
personal, the individual, the anecdotal . . .” (p. 213), should inspire the
lecture.
The effective teacher in Smith’s world view creates trust in the
classroom and “allows students to see the teacher as fallible, searching
individual” (p. 215). Smith sees the relationship between student and
teacher as the “heart of all true teaching” (p. 215). The teacher must, within
that relationship, be willing to take chances, be “willing to come down from
your perch as a professor of this or that and be as vulnerable (or almost as
vulnerable) as your students. No professorial vulnerability, no real
teaching” (p. 216). It is in this contact between teacher and student, both in,
and out of, the classroom, that the embodiment of ideas is illustrated. To
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paraphrase Smith, the student comes to witness that ideas do not exist.
“apart from the person”.
It is clear in the literature of effective college teaching, that teacher
influences. Eble (1978, 1990), McKeachie (1986), Lowman (1984), and
Weimer (1990) each speak to this reality. Bruner (1960, 1977), In The
Process of Education, captures this influence, this sense of embodiment
illustrated by Smith (1990), when he writes that “the teacher is also an
immediately personal symbol of the educational process, a figure with
whom the students can identify and compare themselves” (p. 90). For
Bruner, the teacher is a communicator whose ability to communicate
knowledge “depends in enormous measure upon one’s mastery of the
knowledge to be communicated” (p. 88). The teacher is also a model and an
identification figure. Teachers have an impact on the learner and that
impact may be both positive and negative. Bruner recounts, “who is not
able to recall the impact of some particular teacher - an enthusiast, a
devotee of a point of view, a disciplinarian whose ardor came from a love of
a subject, a playful but serious mind? There are many images, and they are
precious. Alas, there are also destructive images: the teachers who sapped
confidence, the dream killers, and the rest of the cabinet of horrors (p. 91).
This dissertation sought to examine the concept of teacher influence in
the context of providing AIDS education. In a professional education arena
the role of teacher as model is a central one. Does student confidence in
this fearsome learning area depend in part on teacher? Which teacher
characteristics might “sap confidence” as Bruner expresses? Aids
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education experiences, including faculty, are “significant learning” a term
coined by Carl Rogers (1961). Roger’s text, On Becoming A Person.
examined the relational element between teacher and learner and his idea
that “significant learning” is that learning which makes a difference in the
individual beyond the incorporation of facts. His ideas are grounded in his
experience as a psychotherapist and researcher into outcomes of
client-centered therapy.
The “significant learning” that takes place in the therapist/client
relationship, in a client-centered approach to therapy, is learning that
“makes a difference in the individual’s behavior, in the course of action he
chooses in the future, in his attitudes, and in his personality. It is
pervasive learning which is not just an accretion of knowledge, but which
interpenetrates with every portion of his existence” (p. 280). Rogers believes
that the conditions that make this sort of change and learning possible are
created and influenced by the therapist. He extrapolates this into theory of
a similar influence of the educator on the student in a student-centered
approach to teaching and learning. Rogers defines “significant learning”
(and therefore effective teaching) to occur when: a) the teacher is a real
person in the relationship with students, b) the teacher accepts the student
and provides a sense of positive regard for the individual person
(empathizing with the student’s feelings of fear, anticipation,
discouragement, etc), c) the teacher acts as a provider of resources for
learning and d) the teacher relies on the self-actualizing quality of the
individual. Roger’s central focus for the teacher’s efforts is aimed at
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relationship with the student. The teacher “develops a relationship, an
atmosphere, which is conducive to self-motivated, self-actualizing,
significant learning” (p. 293).
In this study, survey questions elicited dental hygiene graduate
perceptions of effective teacher characteristics in the context of AIDS
education within dental hygiene education programs in order to examine
whether those perceptions echo those of the literature on effective college
teaching and whether the influences of those characteristics may be
associated with attitudes towards providing care to HIV and AIDS patients.
There is also the question of whether the context of AIDS education defines
a need for some different characteristics on the part of the teacher as seen
by the student.
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CHAPTER 3
RESEARCH DESIGN AND METHOD
auction
It is the purpose of this educational research to determine the attitudes
of 1992 Massachusetts dental hygiene program graduates towards
providing care to HIV/AIDS patients and whether or not associations
(relation) exist between AIDS education experiences within dental hygiene
education, including faculty, and graduate attitudes about HIV/AIDS.
This chapter describes the research design, sampling procedures and data
analysis used to collect and assess information related to the study.

Preliminary Steps
Prior to the study, the researcher conducted a review of literature on
the problems of AIDS and providing care in health care, AIDS education in
dental hygiene programs, attitudes toward providing care to HIV/AIDS
patients in dentistry and dental hygiene, and effective college teaching. A
research instrument was developed and tested on senior dental hygiene
students who were in the final semester of their education prior to
graduation. Each of the six Massachusetts dental hygiene education
programs was contacted to inform them of the plan to study graduates and
to elicit program graduate mailing lists. Research design, method and
informed consent mechanisms were reviewed by the UMASS Human
Subjects Review Committee (September 1992) and approval of the research

56

proposal was received from the researcher’s dissertation committee in.
June of 1993.
The research was conducted in the time period from July, 1993 to
September, 1993.

Sample
The target population under study was the 1992 graduates of the
Massachusetts dental hygiene programs. The program directors of the six
Massachusetts Dental Hygiene Programs were contacted and asked to
provide mailing lists for the 1992 graduating class. The directors received a
letter outlining the objectives of the research, purpose of the study, a
description of how the data would be used and a guarantee that informed
consent and confidentiality would be provided to respondents.

All six

programs provided their graduate mailing lists.
The entire population of identified graduates was given the opportunity
to participate in the study. Massachusetts has six dental hygiene education
programs, one private and five public. The five public programs are located
in community college settings. Geographically, the programs are located
in cities (five) and towns (one) representing western, central and eastern
sections of Massachusetts. All six programs are accredited by the
Commission on Dental Education of the American Dental Association. The
programs range in student class size from thirteen students total
enrollment per class, to forty-seven students total enrollment per class.
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The median class size is twenty-two per class. The programs are all two
year programs leading to the Associate in Science degree.
All six programs provided mailing lists for 1992 program graduates.
Respondents were mailed a questionnaire which included:
a)

cover letter and written instructions informing them of the
purpose of the study and providing informed consent to participate

b)

a self-addressed postage paid return envelope with a request to
return within two and one-half weeks.

c)

a postage paid, self-addressed postcard with instructions to mail
back postcard separately upon completion and return of the
survey. Respondent names were not on the questionnaire. There
is no way to know who completed what survey. The postcard
allowed the researcher to know which individuals in the sample
had responded to the original request and to provide for a second
letter or follow-up request for response.

Three and one-half weeks after the initial distribution of surveys, a
second request for survey completion was mailed to those not responding to
the first mailing. All graduates who responded within two weeks of the
second request constituted the final respondent group of ninety individuals.
The potential sample size for the study was 153.

Potential sample size

for the study was 131. A total of 90 surveys were completed and returned
representing a 70 % response rate. Response rates by program
were:

School
#1.

85%

#4.

47%

#2.

61%

#5.

100%

#3.

51%

#6.

46%
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The overall response rate of 70% is acceptable for the exploratory nature
of the study. Data analysis and results, however, cannot be generalized
beyond the scope of the respondent group.

Research Desii
A review of the pertinent literature indicates that no studies have been
reported examining the attitudes of dental hygiene graduates toward
providing care to HIV/AIDS patients or graduates perceptions of influences
of AIDS education experiences in dental hygiene school on those attitudes.
To assess ‘what is’ in this population with respect to both of those questions,
an exploratory, descriptive, quantitative post-facto study was conducted.
The study utilized a self-administered questionnaire, with self-addressed
return envelope, distributed to one hundred fifty three 1992 Massachusetts
Dental Hygiene Program graduates. The questionnaire was comprised of a
23 item Likert-like attitude scale along with multiple choice, ranking, and
open-ended questions aimed at obtaining data in the areas of perception of
occupational risk, protectiveness of infection control measures, willingness
to provide care, HIV and AIDS education experiences in dental hygiene
education, and perception of the influence of AIDS educational experiences,
including facility, on attitudes towards providing care to HIV-infected
individuals. Data on demographic characteristics and the variables of age,
gender, years of education, experience of providing care to HIV-positive
patients in dental hygiene school, knowing someone with HIV, having a
family member with HIV, type of practice, family and marital status, and
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public or private school experience were collected to gather information, that
might suggest hypotheses for further study on variables that might be
associated with dental hygiene practitioner attitudes toward providing care
to HIV-positive patients. The questionnaire was designed to be exploratory
and descriptive in nature determining attitudes and testing the hypotheses
of association (relation) for multiple variables.
A descriptive survey is chosen for its “focus on determining the status
of a defined population with respect to certain variables” (Ary, Jacobs and
Razavieh, 1990, p. 407). The information provided by the design is both
descriptive of the population on these questions and explores relationships
between graduate attitudes towards willingness to treat HIV and AIDS
patients and confidence about providing care and variables such as AIDS
education experiences in dental hygiene school, previous experience or
knowledge of someone with HIV disease, age and gender.
A descriptive survey addresses current status of the subjects and
allows a comparison of variables within the data. Information gathered in
this type of applied research may be used to solve problems related to the
delivery of AIDS education in dental hygiene programs and the provision of
educational activities that both influence graduate attitudes positively and
create practitioners who are confident and competent in their provision of
care to HIV/AIDS patients.

eo

Instrument Deyetopment
The broad purpose of this study was to assess 1992 Massachusetts
dental hygiene program graduates attitudes toward providing care to HIV
and AIDS patients and to explore whether AIDS education experiences in
dental hygiene programs, including faculty, might be associated with
(related to) those attitudes.
A survey instrument was developed consisting of three parts:
a)

Likert Attitude Scale. The first twenty-three items were
Likert-like attitude scales developed by reviewing the literature in
the problems of HIV/AIDS, AIDS education in dental hygiene
programs, and attitudes towards HIV and AIDS in dentistry,
dental hygiene and healthcare. Domains of interest were defined
and reviewed by peer colleagues with experience in providing
AIDS education within dental hygiene education programs. The
instrument measured attitudes in six domains:
1) Fear/Perception of risk to self and family.
2) Protective capacity of barrier protections.
3) Willingness to provide care or receive care from HIV/AIDS
persons.
4) Influence of dental hygiene education experiences on
attitudes and
5) Confidence about providing care. A draft was reviewed for
survey methodology by a University of Massachusetts
School of Education expert on survey research in higher
education and suggestions were incorporated into the final
draft.

b)

Multiple Choice, Ranking Questions, Open-ended Questions.
Items 23 through 32 consisted of questions aimed at graduate
perceptions of AIDS education experiences, including faculty, in
their dental hygiene education experiences. The same process of
literature review, peer consultation, and input from a UMASS
School of Education expert in survey research in higher education
was used to develop this portion of the instrument.
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c)

Demographic Information. Items 33 through 40 collected
information in demographic variables such as age, gender, years
of education, practice information, clinical experience providing
care to HIV and AIDS patients, having a family member who is
HIV positive, or knowing someone with HIV. This data was
collected to assist in defining the population and providing
possible hypotheses for future study.

limitations

This study is limited to examining graduate attitudes towards
providing care to HIV/AIDS patients and to exploring graduate perceptions
about the influence of AIDS education experiences, including faculty, on
those attitudes. It was not the intent of this research to a) examine dental
hygiene curricula and clock hours, b) examine education and learning
measurement theory with respect to HIV/AIDS or c) to examine dental
hygiene graduate knowledge levels about HIV/AIDS.
The study is limited in generalizability to the respondent group.
However, the sample did include all 1992 Massachusetts graduates as
potential respondents and AIDS is an issue of national scope which may
increase the probability that some of the findings might be generalizable to
similar subjects in other states.
Limits in measurement that must be considered when using a survey
questionnaire (self-administered) include that the respondents may have
attitudes which they feel are not professionally or socially desirable leading
to dishonesty in responses, that they (respondents) may over or
under-report information such as age, types of AIDS education
experiences, years of education, etc., and the researcher cannot know
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whether the respondents filled out the survey alone, or what their
emotional or physical states were when they completed the instrument, i.e.
hungry, rushed, tired, angry, etc. The researcher cannot know whether
the respondent understood a question or interpreted it differently from the
intent of the researcher. There may also be problems in the instrument
related to ordering of the questions, wording of items, length of the
survey,and organization of the survey. Finally, the non-participants (those
not responding by choice, or those that may never have received the mailing
unknown to the researcher) cannot be known in terms of influence or
impact on facts and predictions of attitudes for this population.

.mentation

A questionnaire was developed that included Likert-like scales with
respect to attitudes about HIV/AIDS and providing care to positive patients
and a second and third section composed of questions related to educational
elements and demographic characteristics which may influence those
attitudes. The attitude scales were based on four domains of interest in this
area gathered via review of the pertinent literature, consultation with
professional colleagues, and input from dental hygiene students. Specific
statements in the attitude scale were aimed at addressing one of the four
attitudinal concepts. Concepts included in these AIDS attitudes included:
1) Perception of risk to self and family (occupational risk); 2) Protectiveness
of infection control barrier techniques; 3) Willingness to provide care to
HIV-infected persons; and 4) Confidence about providing care to
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HIV-infected persons. Effectiveness of the scale was insured through the
use of words understandable to the subjects, use of simple sentences with
direct meaning, avoiding the use of double-barreled statements or idiomatic
expressions, and avoiding the use of leading statements. Statements were
written in the first person. Directions accompanied the scale defining the
instruments purpose, the anonymity and confidentiality of responses, that
there are no correct answers and that honest answers are best.
The remainder of the questionnaire consisted of multiple choice,
open-ended, ranking and demographic questions aimed at assessing
information on the variables of educational elements and demographic
characteristics which might influence the variable of HIV/AIDS attitudes
toward providing care. As in the Likert-like scale development, this portion
of questionnaire content was developed from relevant literature, input from
professional colleagues and dental hygiene students. The questionnaire
was reviewed for brevity, simplicity of statement and appropriate or
exhaustive responses alternatives. Questions were first presented in an
open-ended fashion to a sample of respondents knowledgeable in the area to
gain insight into possible responses. There was then a drafting of an
attitude scale and questionnaire for review by peers. Suggestions from an
expert in survey design research and feedback from a pilot-test of the
instructions and survey conducted with senior dental hygiene students
from a Massachusetts Dental Hygiene Program were integrated into the
instrument prior to final printing and administration of the research
questionnaire. Content validity was established by this process of peer
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review, piloting with a similar sample, and seeking to ensure survey
content representativeness in measuring information in this area. It is
•—

believed that protection of anonymity and professional interest contributed
to response rate and validity.
The use of a Likert-scale and questionnaire was chosen to allow a large
number of subjects (it would be extremely difficult to interview 90
participants, for example), to provide anonymity and confidentiality with a
sensitive subject matter and to remove the influence of the interviewer. A
risk for using a questionnaire is low response rate. The following elements
were considered in the process of contacting the respondents to increase
response rate:
a)

Respondents received a survey and an accompanying postcard in
a first class mailing. The survey was prepared on a Macintosh
computer with desk-top publishing capability and was
professional in appearance. Prepaid postage return envelopes for
survey return were provided. Prepaid postage for the return of the
postcard was also be provided. Respondents were instructed to
return the survey in the envelope provided and to return the
postcard under separate mailing. Return of the postcard allowed
the researcher to send follow-up requests to those in the sample
not responding to the initial mailing while maintaining
anonymity and confidentiality for all respondents.

b)

A repeat contact was made to boost response.

c)

The survey length was assiduously examined to contribute most
positively to respondent judgment about responding.

d)

The survey had a professional appearance and had a telephone
number and name for respondents to contact the researcher with
any questions. Interest in the topic and the professionalism of the
population contributed to a high response rate.
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Analysis of Data

Data findings are organized around the study’s objectives and
questions using tables and figures of interest. Descriptive statistics are
used to analyze findings and report incidence and distributions of
responses. Data are reported in tables reporting the statistical analysis of
percentages, frequency distributions, means and standard deviations,
t-tests, correlations and cross-tabulations showing any associations
between data. Findings are examined against the relevant literature.

CHAPTER 4
HMBw'H FINDINGS

This chapter is presented in five sections. The first section describes
the characteristics of the sample. It includes descriptive statistics
garnered for each of the demographic variables of age, gender, treatment
experience with HIV positive patients, personal knowledge of someone with
HIV or AIDS, having a family member who is HIV positive, marital status
and whether or not the respondent has children, number of hygienists in
the practice setting where respondent works, type of practice setting,
location of primary practice setting, incidence of HIV in primary practice
setting, years of college experienced to complete the dental hygiene degree
and employment status. The results were tabulated in frequency
distribution tables.

Characteristics of the Sample (subjects)

Data analysis was based on information gathered from ninety
respondents (sample) from a potential population of one hundred and thirty
graduates of Massachusetts’ dental hygiene programs. The entire
graduate class of 1992 for the Massachusetts dental hygiene programs
constituted the population under study.
The sample of graduates was studied for the characteristics of: age,
gender, marital status, having children, employment status, number of
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hygienists working in the same practice, type and location of practice
setting, incidence of HIV/AIDS for the locale of the practice setting,
previous experience with treating HIV/AIDS patients, personal knowledge
of an HIV-infected person, having a family member who is HIV-infected or
has AIDS, and years of college completed in earning the dental hygiene
degree. This information was analyzed using descriptive statistical
analysis (frequency tallies, measures of central tendency, and standard
deviations).
Tables 1 through 3 present the descriptor statistics of number and
percent for the demographic characteristics for the ninety (N) respondent
sample. Table 1 presents sample description for biographical information
including age, gender, marital status, having children, and number of
years to complete the dental hygiene degree.
Findings indicate a relatively young sample with the greatest
percentage of respondents (36%) being between age 19 and age 24. 61.8% of
the sample is under age 30. Non-traditional aged students have been on the
increase in dental hygiene education programs. This sample reflects this
with 64% of the sample reporting being in the age groups between age 25
and age 49.
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Table 1
Sample Description
Biographical Information
Number and Percent for Demographic Characteristics for 90 Respondents
Variable
Age groups: Years
19-24
25-29
30-34
35-39
40-49
50-59
60+
Total

N

%

32
23
11
10
13
0
0
90

36.0
25.8
12.4
11.2
14.6

100.0

Gender
Male
Female
Total

1
77
78

1.3
98.7
100.0

Marital Status
Single
Married
Domestic Partnership
Total

48
36
6
90

53.3
40.0
6.7
100.0

Have Children
Yes
No
Total

59
21
90

65.6
34.4
100.0

Years College to Complete
Dental Hygiene Degree
Two Years
Three Years
Four Years
Five Years
Total

58
22
7
1
89

65.2
24.7
7.9
1.0
100.0

0.
0.

In the descriptive characteristic of gender, the sample is
overwhelmingly female with 98.7% reporting female gender. Only one
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respondent in the sample reported male gender. N for gender was 78 respondents. Twelve individuals did not respond to the survey question on
gender. It is my sense that the missing data can be attributed to poor
alignment of the questions in the survey. Age and gender were positioned
side by side in the questionnaire rather than in a linear order. I believe that
some respondents missed the request for reporting of gender.
The majority of the sample is single (53.3%) with 40% reporting being
married and 6.7% reporting living in domestic partnerships. 34.4% of the
sample have children. The majority of the sample completed their dental
hygiene education in two or three years of college. 65.2% completed the
degree in two years and 24.7% required three years of college to earn their
associate in science degree.
Table 2 reports number and percentages for the demographic
characteristics of personal experience with HIV/AIDS. Information on
these characteristics was collected because the literature on willingness to
treat HIV/AIDS patients in dentistry has shown that attitudes were more
favorable about willingness to provide care in those dental practitioners
who believed that they had already treated HIV positive patients (indicating
some positive affect of prior experience with HIV infected persons)
(Sadowsky, 1991). This sample reported a high perception of experience
with treating HIV/AIDS patients. Only 5.6% of the sample answered that
they had not treated HIV/AIDS patients. 22% of the sample was unsure if
they had provided care to HIV/AIDS patients. 32.2% reported a specific yes
to the question of having treated HIV/AIDS patients. The highest frequency
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of response was in the category of “Probably”. 37.8% of the sample report
that they have probably treated HIV/AIDS patients.
When asked if they had personal knowledge of an individual(s) with
HIV/AIDS, 66.3% of the sample reported no and 33.7% of the sample
reported yes. 4.4% of the sample have family members who are
HIV/AIDS-infected.

Table 2
Sample Description
Personal Experience with HIV/AIDS
Number and Percent for Demographic Characteristics for 90 Respondents

Variable
Treatment Experience with HIV/AIDS
patients
No
Yes
Probably
Unsure
Total

N

%

5
29
34
22
90

5.6
32.2
37.8
24.4
100.0

59
30
39

66.3
33.6
100.0

86
4
90

95.6

Personal knowledge of HIV/AIDS
person(s)
No
Yes
Total
Family member has HIV/AIDS
No
Yes
Total

71

_M
100.0

Table 3 presents findings for the sample in the demographic
characteristics associated with dental hygiene practice and employment.
The majority of the sample are employed full-time (55.1%). An almost
equal number (40.4%) report being employed part-time. 4.5% of the sample
was not practicing dental hygiene at the time of survey completion. The
majority of respondents’ primary practice setting is in general dentistry
practices (78.4%). The majority of the sample (48.3%) report that they are
unsure of the incidence of HIV/AIDS for the locale of their primary practice
setting. The majority of those who report knowing the incidence of
HIV/AIDS for their practice locale report it as low (33.3%). 13.8% report the
incidence of HIV/AIDS in the locale of their primary practice setting as
moderate and 4.6% report it as high. The locations for the majority of
primary practice settings are reported as being in the city for 44.3%,
followed by in towns for 37.5%. The majority of this sample reports
practicing dental hygiene in office settings where there are multiple dental
hygienists employed. Only 19.3% of the sample report being the sole dental
hygiene practitioner in the office. 80.7% report being in offices where 2 to 3
or more hygienists are employed

72

Table 3
Sample Description
Dental Hygiene Employment Setting Information
Number and Percent fl* Demographic Characteristics for 90 Respondents
Variable
# of dental hygienists in practice setting
I am only hygienist
2 hygienists
3 or more hygienists
Total
Type of practice
General
Periodontal
Oral Surgery
Orthodontic
Pediatric
Prosthodontic
Total
Location of practice
City
Suburb
Town
Rural
Total
Incidence of HIV/AIDS in practice locale
High
Moderate
Low
Unsure
Total
Employment Status
Full-time
Part-time
Not practicing at present
Total
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N

%

17
35
36
78

19.3
39.8
40.9
100.0

69
11
0
0
6
2
88

78.4
12.5
0.0
0.0
6.8
2.3
100.0

39
15
33
1
87

44.3
17.0
37.5
1.1
100.0

4
12
29
42
87

4.6
13.8
33.3
48.3
100.0

49
36
4
89

55.1
40.4
4.5
100.0

Summation; T W>Hr>Hon of the Samnlg

In summary, the sample is relatively young, and predominantly
female. They are about evenly distributed in the categories of married, and
single (or living in domestic partnership) and one-third of the sample has
children. They are employed full-time slightly more than part-time in
general dentistry practices where multiple dental hygiene practitioners are
employed. They graduated from dental hygiene school after two or three
years of college with an associate in science degree. A large majority have
either experienced HIV/AIDS patients in practice or assume that they have
had such experience. Approximately one-third of the sample reports
having personal knowledge of someone who is HIV-positive and 4.4% have
a family member who is HIV-positive. Almost one-half of the sample
reports being unsure of the incidence of HIV/AIDS in the locale in which
their primary practice setting is located.

Research Question 1
Attitudes of 1992 Massachusetts Dental Hygiene Program Graduates
Towards HIV/AIDS
The second section of this chapter addresses the analysis of the
sample’s attitudes with respect to HIV and AIDS. These attitudes are
investigated in research question 1 which asks: What are Massachusetts
1992 dental hygiene graduate attitudes toward providing care to HIV/AIDS
patients?
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The sample's attitudes were elicited in a Likert-like attitude scale
which constituted the first 23 questions of the survey questionnaire. The 23
statements were presented in the domains of: Perception of Occupational
Risk, Protectiveness of Infection Control Measures, Willingness To Treat
HIV/AIDS Patients, and Perceived Influence of AIDS Education
Experiences in Dental Hygiene School. The statements asked for a
response of strongly agree, agree, neutral, disagree, and strongly disagree.
A value of 5 was assigned to strongly agree and a value of 1 to strongly
disagree. Table 4 presents the frequency distributions for sample responses
along with means and standard deviations. The findings are reported
under the divisional headings of the four domains listed above.

Perception of Occupational Risk
The data indicate that a clear majority of respondents perceive
themselves to be at high risk for contracting HIV/AIDS through their work.
74.4% of the sample reported this perfiception of risk. (24.4% strongly
agreed and 50.0% agreed in response to a statement that "Dental hygienists
are at particular high risk for contracting HIV or AIDS in their work.")
Less than 20.0% of the sample perceived that the risk was not so. When
asked to respond about related risk to their family should they provide care
to HIV/AIDS patients, the sample was less certain in its responses. The
majority of respondents disagreed (39.3%) and another 16.9% strongly
disagreed. However, the remaining 43.8% were either unsure (almost 20%
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Table 4
B^^nHtohctimdual Measures of Attitudes
Toward Providing Care to HIV/AIDS Patients
Scale Items

Strongly
Agree

Agree

Neutral

Disagree

Strongly Valid
N
Disagree

Mean

(24.4)
(9.0)
(10.0)

( LI)

(50.0)
(15.7)
(24.4)
(16.7)

(5.6)
(19.1)
(16.7)
(22.2)

(16.7)
(39.3)
(44.4)
(55.6)

(3.3)
(16.9)
(4.4)
(4.4)

90
89
90
90

3.75
2.60
2.91
2.54

1.10
1.20
1.12
.86

(24.7)
(0.0)
(20.0)

(48.3)
(7.9)
(31.1)

(13.5)
(9.0)
(8.9)

(7.9)
(41.6)
(27.8)

(5.6)
(41.6)
(12.2)

89
89
90

3.78
1.83
3.18

1.08
.89
1.36

(20.0)

(57.8)

(15.6)

(5.6)

( 1.1)

90

3.90

.82

(13.3)

(67.8)

(7.8)

(10.0)

( l.D

90

3.82

.82

(16.7)

(60.0)

(14.4)

(4.4)

(4.4)

90

3.80

.92

(3.3)

(27.8)

(36.7)

(20.0)

(12.2)

90

2.90

1.04

(19.1)
(12.2)

(42.7)
(56.7)

(23.6)
(10.0)

(11.2)
(6.7)

(3.4)
(4.4)

89
90

3.62
3.85

1.02
.98

(0.0)
(21.3)

(7.9)
(58.4)

(9.0)
(15.7)

(41.6)
(4.5)

(41.6)
(0.0)

89
89

1.83
3.96

.89
.74

(6.7)

(44.4)

(27.8)

(18.9)

(2.2)

90

3.34

.93

(14.4)

(60.0)

(12.2)

(10.0)

(3.3)

90

3.72

.94

(21.1)

(51.1)

(14.4)

(10.0)

(3.3)

90

3.76

1.00

(13.3)

(36.7)

(18.8)

(26.7)

(4.4)

90

3.27

1.13

(20.0)

(41.1)

(28.9)

(8.0)

( l.D

90

3.70

.92

(16.7)

(52.2)

(10.0)

(15.6)

(5.6)

90

3.58

1.11

(10.0)

(46.7)

(24.4)

(14.4)

(4.4)

90

3.43

1.00

SI).

Perception of Risk
DH is at high risk
Family is at risk
DH at greater risk than dentist
DH at greater risk than nurses/ others
HIV/AIDS patients dangerous/not receive
care in offices
17. Considered leaving profession due to risk.
21. More frightened by HIV than Hepatitis B.
L

2.
5.
6.
16.

Protectiveness of Infection Control
3. OSHA/CDC procedures protect me from
HIV/AIDS
4. OSHA/CDC procedures protect me from
Hepatitis B
Willingness to provide care
7. I am willing to provide care to HIV/AIDS
patient.
8. I would receive care from HIV positive and
DH employed
15. I would not work in office where HIV
positive and DH employed
20. I am too fearful to treat HIV/AIDS patients.
Confidence about Providing Care
17. Considered leaving profession due to risk
18. I am confident to provide care
Influence AIDS Education Experiences/On
Attitudes
9. DH school changed my attitudes to positive
10. DH teachers had positive approach to caring
for HIV/AIDS
11. School made me confident about safety
caring for HIV patient
12. DH school helped me address fears about
HIV
13. DH faculty were willing to provide care to
HIV/AIDS patients
14. Students had adequate training prior to
providing care to HIV/AIDS patients
19. DH teachers made me
comfortable/confident to provide care
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were unsure) or agreed that their families were at risk if they provided care
to HIV/AIDS patients.
Statements 5 and 6 elicited graduate perceptions about risk for
contracting HIV in their work relative to other health professionals.
Findings indicate that the sample perceived that dental hygienists were not
at greater risk than dentists for contracting HIV through their work. The
majority (44.4%) disagreed that hygienists are at greater risk than dentists.
However, 34.4% agreed that hygienists were at greater risk than dentists
and another 16.7% were unsure if they were at greater risk than dentists.
When asked to compare perception of risk relative to nurses and other
health professionals, the sample again disagreed (55.6%) that hygienists
are at greater risk for contracting HIV in their work than nurses or other
health professionals. Fewer respondents agreed (16.7%) and more were
unsure (22.2%) whether they had a greater risk for HIV contraction in their
work than nurses or other health professionals. Data indicate that the
sample feel themselves to be at high risk in their work of contracting
HIV/AIDS, however, the sample feel at somewhat less risk than the dentist
and considerably less risk than nurses or other health professionals.
Statement 16, asking a response to the idea that HIV/AIDS patients are
dangerous to others and therefore (they) should not receive care in dental
offices but in hospitals, received a strong agreement from the sample.
24.7% strongly agreed and 48.3% agreed. Data also indicate the majority
(51.1%) of the sample agree to a statement (#21) that they are more
frightened by HIV than Hepatitis B.
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The highest percentage for the response “strongly disagree” in the
survey scale was elicited for statement 17 asking whether the sample has
considered leaving the profession because of the risk of HIV/AIDS. 41.6%
either strongly disagreed or disagreed with the statement that HIV/AIDS
would cause them to leave the profession.

Protectiveness of Infection Control
The sample reported a strong sense of being protected from HIV and
Hepatitis B by OSHA and CDC protocols and procedures for infection
control. When asked if these standards were adequate to protect them from
contracting HIV or AIDS, a clear majority replied in the affirmative with
20.0% responding strongly agree and 57.8% agreeing. Only a small 6.7% of
the sample felt that OSHA and CDC standards of infection control were not
adequate to protect them. In terms of protection from Hepatitis B, the
majority again felt protected by the standards with 13.3% strongly agreeing
and 67.8% agreeing that the standards were adequate to protect them.
Slightly more of the sample felt protected from Hepatitis B by the standards
than protected from HIV.

Willingness To Provide Care
The data indicate that the sample reports a strong willingness to provide
care to HIV/AIDS patients. 16.7% strongly agree that they are willing to
provide care to HIV/AIDS patients and 60% agree with this statement.
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Only 8.8% of respondents disagreed or strongly disagreed that they would be
willing to provide care. 14.4% were neutral.
When asked if they would receive care from an HIV-positive dental
hygienist, the sample was much less willing. Only 3.3% strongly agreed
and 27.8% agreed to the statement that they would receive care from an
infected hygienist. 36.7% were neutral and 32.2% either disagreed or
strongly disagreed. The percentage of respondents who would receive care
from an infected hygienist was far lower (31.1%) than the percentage of
respondents who defined themselves as willing to provide care to an
infected person (76.7%).
Similarly, when asked to respond to the statement (#15) “I would not
work in an office where an HIV-positive hygienist is employed”, 61.8%
responded in agreement. The percentage of respondents expressing
willingness to provide care to HIV/AIDS patients (76.7%) is far higher than
percentage who express that they disagree that they would not work with
an HIV-positive hygienist (14.6%).
76.9% of the sample reported that they strongly agreed or agreed to the
statement (#20) that “I am too fearful to treat HIV/AIDS patients. 21.1%
were neutral or disagreed.

Confidence About Providing Care
79.7% of the sample reports confidence about providing care to
HIV/AIDS patients. As mentioned previously, the sample largely agrees
that OSHA and CDC standards of infection control protect them from
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contracting HIV/AIDS and Hepatitis B. Similarly, the sample
overwhelmingly rejected consideration of leaving the profession due to risk
associated with HIV/AIDS.

Influence of AIDS Education Experiences On Attitudes
The perceived confidence of the sample was explored in other statements
related to perceptions about dental hygiene school and faculty influence on
attitudes toward providing care. Statement #10 asked respondents to reply
to the sentiment that “Dental Hygiene school made me confident about
safely providing care to HIV/AIDS patients”. 21.2% strongly agreed and
51.1% agreed with this statement. In response to statement #19, 56.7% of
the sample agreed that dental hygiene teachers made them comfortable
and confident about providing care to HIV/AIDS patients. However, 43.2%
of the sample were either unsure or disagreed that faculty had contributed
to making them comfortable and confident about providing care for
HIV/AIDS patients. Data also indicate that a clear majority (78.9%)
express agreement that students had adequate training in dental hygiene
school prior to providing care to HIV/AIDS patients.
A little over half of the sample (51.1%) agreed that dental hygiene school
had influenced their attitudes about providing care to HIV/AIDS patients to
the positive. The sample was split on this influence however, with 48.9%
answering that they were unsure or disagreed that dental hygiene school
had changed their attitudes to the positive. The respondent data does
indicate that a majority of the sample believed that dental hygiene faculty
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had a positive approach to caring for HIV/AIDS patients. 14.4% strongly
agreed and 60.0% agreed that teachers had a positive approach. Almost
one-third of the sample were unsure or disagreed that faculty had a positive
approach to HIV/AIDS.
Only 50.0% of the sample indicate that dental hygiene school experiences
helped them address fears and anxieties about providing care to HIV/AIDS
patients. When asked if they perceived that “Dental hygiene faculty were
willing to provide care to HIV/AIDS patients”, respondents generally
agreed, with 20.0% strongly agreeing and 41.1% agreeing. Almost
one-third (28.9%) were unsure about this statement.
To further analyze the attitude scales data, summary domain scales
were constructed by summing responses to appropriate items. The scoring
of negatively worded was reversed. The four domains specifically related to
attitudes towards providing care to HIV/AIDS patients analyzed were:
Perception of Occupational Risk (Statements #1, 2, 5, 6, 16, 17, 21);
Protectiveness of Infection Control (Statements #3, 4); Willingness to
Provide Care (Statements #7, 8, 15, 18, 20); and Confidence To Provide Care
(Statements #3, 4, 17, 18). The means and standard deviations, given the
actual ranges, suggest that the scales are fairly normally distributed.
Table 5 presents this data analysis.
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Table 5
Descriptive Statistics for Attitude Scales
Towards SEHkding Care 2$ HIV/Aids Patients

Scales

N

Mean

S.D.

Theoretical
Range

Actual
Range

Perception Occupational Risk

90

20.50

3.37

7-35

11-29

Protectiveness of Infection
Control Techniques

90

7.00

1.46

2-10

2-10

Willingness to Provide Care

90

18.06

3.50

5-25

10-25

Confidence about Providing
Care

90

13.45

1.81

4-20

8-18

Scale data indicate a moderate to high perception of occupational risk
with a mean score of 20.50, with scores ranging from 7 (strongly disagree)
to 35 (strongly agree). Theoretical range of scores was 7 to 35 and the actual
scores were 11 to 29. Standard deviation was 3.37. In the domain of
perceived protectiveness of infection control procedures and standards,
scale data indicate a high perception that OSHA and CDC procedures for
infection control protect the practitioner from transmission of HIV/AIDS.
The mean score was 7.0 in a range of 2 (strongly disagree) to 10 (strongly
agree), with a standard deviation of 1.46. The theoretical range of scores
was 2 to 10 and actual range was 2 to 10.
Scale data for the attitude domain of willingness to provide care to
HIV/AIDS patients indicate willingness to provide care. The mean score
was 18.06 in a range of 10 (strongly disagree) to 25 (strongly agree), with a
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standard deviation of 3.5. Theoretical range of scores was 5 to 25 and actual
range was 10 to 25.
The final scale analyzed was confidence about providing care. Data
supports confidence to provide care to HIV/AIDS patients with a mean
score of 13.45 in a range of 4 (strongly disagree) to 20 (strongly agree), with a
standard deviation of 1.81. Theoretical range of scores was 4 to 20 and
actual range of scores was 8 to 18.

Summation: Graduate Attitudes Toward Providing Care To HIV/AIDS
Patients
A summary of respondent attitudes toward providing care to
HIV/AIDS patients indicates that :
•

Graduates express willingness to provide care.

•

Graduates believe themselves to be at particular high risk for
contracting HIV/AIDS in their work but to be at less risk than
dentists or nurses and other health professionals.

•

Graduates believe that adhering to OSHA/CDC infection control
standards protects them from contracting HIV and Hepatitis B.

•

Graduates are unsure of or disagree about receiving care from an
HIV-infected hygienist.

•

62% of graduates would not work in an office where an HIV
positive hygienist was employed.

•

Half of the respondents felt that dental hygiene school experiences
had influenced their attitudes towards HIV/AIDS to the positive.

•

Sixty percent of graduates felt that dental hygiene faculty
demonstrated a positive approach toward providing care to
HIV/AIDS patients.
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•

A little over half of the graduates surveyed replied positively that
the way dental hygiene teachers approached HIV/AIDS made
them feel comfortable and confident about providing care to
infected patients.

•

83% respond that they are confident about providing safe
treatment to HIV/AIDS patients.

•

A majority felt confident about providing care to HIV/AIDS
patients and that dental hygiene school had contributed to that
confidence.

•

73% felt that HIV/AIDS patients were dangerous to others and
should receive care not in private practice but in hospitals.

•

50.0% of graduates felt that dental hygiene school had provided the
opportunity to address psycho-social needs of HIV patients and
address the fears and anxieties of practitioners with respect to
caring for HIV patients.

•

61% agreed that dental hygiene faculty were willing to provide
care to HIV positive patients, a smaller percentage than that for
graduate willingness.

•

69% of graduates felt that they received adequate training prior to
providing clinical care to HIV-infected patients.

The sample has a moderate to high perception of occupational risk, a
high perception of protectiveness of OSHA/CDC infection control standards
and procedures, a willingness to provide care and a confidence about their
ability to provide care.

A) Are there specific AIDS education experiences that graduates view
as effective and B) show any association with willingness to provide
care and C) confidence about providing care?
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The third section of this chapter on findings presents data analysis on
information elicited in the area of graduate perceptions about AIDS
education experiences in dental hygiene programs. The research question
was divided into three components (A,B,C) for analysis of data and report of
findings.
Research question 2A asks: Are there specific AIDS education
experiences that graduates view as effective? Respondents were first asked
to indicate on a list of fourteen HIV/AIDS education experiences those that
they had experienced as part of their dental hygiene school experience.
Table 6 presents the frequency tallies for actual HIV/AIDS education
experiences received.
It is clear that most graduates received lecture (96.7%) and videotapes
(84.0%) with other experiences received by relatively small percentages of
the students. 40% of the sample report experiencing small group
discussion as a learning experience for HIV/AIDS and 33% report seminar
discussions with faculty on HIV/AIDS. 33% respectively report
experiencing guest lecturers on AIDS and research papers on AIDS as
learning activities for HIV/AIDS. One-quarter of the sample report
participating in values clarification sessions on HIV/AIDS. A similar one
quarter of the sample report class debates on HIV/AIDS issues as a
learning experience.
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Table 6
HIV and AIDS Education Experiences in
Dental Hygiene School Reported by Graduates

HIV/AIDS education experiences
in dental hygiene school
1. Lectures on HIV/AIDS topics.

YES
N%
87 (96.7)

NO
N%
3 (3.3)

2. Videotapes on infection control.

76 (84.4)

14 (15.6)

3. Small group discussion.

36 (40.0)

54 (60.0)

4. Seminar discussions with faculty.

30 (33.3)

60 (66.7)

5. Guest lecturers on AIDS.

28 (31.1)

62 (68.9)

6. Research papers on HIV/AIDS.

28 (31.1)

62 (68.9)

7. Values clarification sessions on HIV and AIDS.

22 (24.4)

68 (75.6)

8. Class debates on HTV/AIDS topics.

22 (24.4)

68 (75.6)

9. Treating HIV positive patients in clinic.

18 (20.0)

72 (80.0)

10. Community Externships HIV patient care sites.

15 (16.7)

75 (83.3)

11. Class journal writing on HIV/AIDS.

12 (13.3)

78 (86.7)

12. Visiting community health agencies to learn
about HIV/AIDS resources.

11 (12.2)

78 (87.8)

13. Panels of AIDS experts speak to class.

7(7.80)

83 (92.9)

14. HIV positive person speak to class.

6(6.70)

84 (93.9)

Twenty percent of the respondents state that they provided clinical
treatment to HIV-positive patients as an educational experience for
HIV/AIDS. 16.7% and 12.2% of the sample respectively either visited
community HIV patient care sites or community health agencies to learn
about HIV/AIDS resources. Only 6.7 % of the sample reported hearing an
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HIV positive speaker present to the class and 7.80% report experiencing
panels of HIV/AIDS experts as part of their HIV/AIDS educational
experiences.
Data indicate that inconsistencies exist across the educational
program curricula but that lecture is a consistent and predominant form of
communication on HIV/AIDS in these programs.
The respondents were next asked to name their top three priorities for
the educational experiences they had experienced in dental hygiene school.
Tables 7, 8, 9 and 10 present percentages of respondents naming an
educational experience as first, second or third priority. Priorities are
based only on those who reported receiving the experience. Data indicate
lecture, videotapes and small group discussion as the top three effective
learning experiences of those experienced. Lecture appears as 1st, 2nd,
and 3rd priority for 82% of the sample suggesting its dominance as a
learning method experienced in the programs. The second most
experienced method is videotapes on infection control and it is named as
2nd and 3rd priority for effective learning activity by 60.7% of the sample.
One learning activity (community externship to HIV patient care site) that
was experienced by only 12.9% of the sample was named as a 1st priority for
effective experience by 50% of those who experienced it.
Small group discussion was the only other learning activity
experienced by the graduates to be listed as a priority experience. It was
named by 22.9% of the sample as their 2nd and 3rd priorities for effective
AIDS education experience.
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Table 7
Graduate Priorities for Effective HIV/AIDS Education Experiences in
Dental Hygiene School Experience

# of times reported as Priority
Experience

Total

1.

Lectures on HIV/AIDS

(42.9)

2nd Priority
%
(29.6)

2.

Videotapes on infection control

(16.7)

(21.0)

(22.0)

47

(60.6)

3.

Small group discussions

(4.8)

(12.3)

(14.3)

24

(29.6)

4.

Guest lectures/AIDS

(6.0)

(8.60)

(4.70)

17

(19.3)

5.

Research Papers

(6.0)

(6.0)

(7.10)

13

(19.1)

6.

Class debates on AIDS

(0.0)

(4.90)

(10.0)

11

(14.9)

7.

Discussions with faculty

(2.40)

(6.0)

(5.70)

11

(14.9)

8.

Community externships HIV
patient care sites

(7.10)

( 1.20)

(4.30)

10

(12.9)

Treating HIV patients

(3.60)

(3.60)

(5.70)

10

(12.9)

(1.20)

( 1.20)

(5.70)

6

(7.50)

(3.60)

(2.5)

(1.40)

6

(7.50)

3.60)

(1.2)

(2.90)

6

(7.50)

(1.20)

(0.0)

(2.90)

3

(3.70)

(0.0)

(0.0)

(0.0)

0

(0.0)

1st Priority
%

9.

3rd Priority
%
(10.0)

N

(%)

67

(61.5)

10. Values-clarification sessions
HIV/AIDS
11. HIV positive speaker
12. Visit community health
agencies/HIV/AIDS resources
13. Panels AIDS experts
14. Journal writing HIV/AIDS

88

Table 8
Effective AIDS Educational Experiences
in Dffltal Hygiene School Listed as First Priority by Graduates

Experience
1. Lectures on HIV

1st
N
36

Priority
(%) '
(42.9)

2. Videotapes infection control

14

(16.7)

3. Community externships HIV patient
care sites

6

(7.10)

4. Research papers.

5

(6.0)

5. Guest lecturers HIV/AIDS.

5

(6.0)

6. Small Group Discussions.

4

(4.80)

7. HIV positive speaker.

3

(3.60)

8. Treating HIV patients.

3

(3.60)

9. Visit Community health agencies/HIV
resources.

3

(3.60)

10. Discussions with faculty.

2

(2.40)

11. Panels AIDS experts.

1

(1.20)

12. Values-clarification sessions.

1

(1.2)

13. Class debates on HIV/AIDS.

0

(0.0)

14. Journal writing HIV/AIDS.

0

(0.0)
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Table 9
Effective AIDS Educational Experiences
In Dental Hygien^choolp^i^j Second Priority by Graduates

Experience
1. Lectures on HIV/AIDS.

N
24

(29.6)

2. Videotapes on infection control.

17

(21.0)

3. Small group discussions.

10

(12.3)

4. Guest Lecturers AIDS.

7

(8.60)

5. Research papers.

5

(6.0)

6. Discussions with faculty.

5

(6.0)

7. Class debates on HIV/AIDS.

4

(4.90)

8. Treating HIV patients.

3

( 3.60)

9. HIV positive speaker.

2

( 2.50)

10. Community externships HIV patient care
sites.

1

( 1.20)

11. Values-clarification sessions HIV/AIDS.

1

( 1.20)

12. Visit community health
agencies-HIV/AIDS resources.

1

( 1.20)

13. Panels AIDS experts.

0

(0.0)

14. Journal writing AIDS.

0

(0.0)
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(%)

Table 10
Effective AIDS Educational Experiences
In Dental Hygiene School Listed as Third Priority hy Graduates

Experience
1. Videotapes on infection control

N
16

(%)
(22.9)

2. Small Group discussions

10

(14.3)

3. Lectures on HIV/AIDS

7

(10.0)

4. Class debates on HIV/AIDS

7

(10.0)

5. Research papers

3

(7.10)

6. Values-clarification sessions

4

(5.70)

7. Treating HIV patients

4

(5.70)

8. Discussions with faculty

4

(5.70)

9. Guest lecturers HIV/AIDS

4

(5.70)

10. Community externships HIV patient care
sites

3

(4.30)

11. Panels AIDS experts

2

(2.90)

12. Visit community health agencies HIV/AIDS
resources

2

(2.90)

13. HIV positive speaker

1

( 1.40)

14. Journal writing HIV/AIDS

0

(0.0)
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In summary, the sample named lectures, videotapes and small group
discussions most often as the learning experiences that they had most often
around HIV/AIDS. The sample also named these three educational
experiences as their top three priorities for effective HIV/AIDS educational
experiences.
The question on priority for effective AIDS education experiences was
followed by an open-ended question (#29) on what graduates top three
priorities for faculty to do to contribute to student confidence about providing
care to HIV patients. Data was analyzed using frequency tables to tally the
responses and show the percentage of the total sample choosing a
particular response and weighting it 1st, 2nd or 3rd priority. Table 11
presents the top three findings from the sample for what they consider
faculty should do to contribute to student confidence about providing care to
HIV/AIDS patients. The survey response for question 29 are located in
Appendix E. Complete listings of respondent choices for what facility
should do, in 1st, 2nd, and 3rd priority are provided in Appendix D.
Findings in Table 11 show that graduates consider that faculty should
have an HIV positive person speak to the class. It is listed as 1st or 2nd
priority more often than any other item. The 2nd priority for the sample
was having small group discussions that address student fears and
anxieties,
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Table 11
Top Three Priorities For What Faculty Should Do To
Contribute to Student Confidence About Providing
Care To HIV/AIDS Patients

Top Three Priorities
Have HIV positive speaker present to
class/provide human face and in-depth
awareness of problems/issues.

N

(2%)

32

(44.0)

Small group discussions addressing
student fears/anxieties/ psycho-social
elements of HIV/AIDS and information
beyond the oral manifestations of AIDS.

17

(26.0)

Spend curriculum time on in-depth
information on issues related to
transmission and infection control.

14

(18.0)

the psycho-social aspects of HIV/AIDS and information beyond the oral
manifestations of AIDS. The 3rd priority for the sample for what faculty
should do to contribute to student confidence about HIV/AIDS was
providing in-depth information on transmission of the virus and infection
control procedures.
Data suggest that the sample views lectures as important for the
transmission of facts and information on HIV/AIDS, but seeks more
information and interaction with the human elements of HIV and
providing care for HIV patients.
Research question 2B asks: Are there specific AIDS education
experiences that show association with willingness to provide care to
HIV/AIDS patients?
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Table 12 presents data analysis of whether significant relation exists
between specific AIDS Education experiences experienced and named as a
top priority and willingness to provide care to HIV/AIDS patients, t-tests
scores suggest no significant relation between specific AIDS education
experiences and willingness to provide care to HIV/AIDS patients.
However, when a correlation matrix was applied to the variables total
HIV/AIDS education experiences and willingness to provide care, the score
for the correlation matrix was 0.223746 indicating significance (.205 or
greater) at the 5% level. The N was 90 and df 88.
Data suggest that individual AIDS education experiences did not
particularly influence the attitude of willingness to provide care but that
collectively, the total number of HIV/AIDS education experiences had
influence on willingness to provide care.
Research Question 2C asks: Are there specific AIDS education
experiences that show association with confidence about providing care to
HIV/AIDS patients?

94

Table 12
Importance of HTV/AIDS Dental Hygiene Education
Experiences and Willingness to Provide Care to HIVXAIDS Patients

Importance

Learning Experience

N

Mean

S.D.

N

Mean

S.D.

t

Index
67

1. Lectures HIV/AIDS

68

17.69

3.17

19

19.00

4.74

1.41

47

18.44

3.24

27

17.66

4.57

-0.85

2. Videotapes infection
47

control

24

3. Small Group Discussions

23

18.73

2.56

13

18.07

4.66

-0.55

17

4. Guest Lecturer HIV/AIDS

16

19.81

3.31

10

16.9

5.08

-1.77

13

5. Research Papers

15

18.2

3.38

14

19.35

3.73

0.83

11

6. Class Debates HIV/AIDS

10

18.6

2.91

1

25.00

1.00

2.09

10

19.2

4.21

20

18.85

3.39

-0.24

10

18.3

3.19

5

20.20

3.76

1.02

10

20.7

3.12

8

19.00

3.54

-1.08

7. Seminar discussions
11
10

/Faculty
8. Community Internships
9. Treating HIV/AIDS

10

patients

6

10. Values-clarification

6

18.3

1.63

17

18.52

4.31

0.10

6

11. HIV positive Speaker

6

18.1

3.25

1

20.00

100

0.52

6

17.83

3.43

6

20.33

3.93

1.17

3

14.33

2.3.

5

18.2

3.83

1.55

3

15.33

1.52

9

17.44

3.00

0.88

12. Visit Community Health
6

Agencies
13. Panels HIV/AIDS

3
0

experts
14. Journal writing AIDS

Table 13 presents data analysis of whether any significant relation
exists between specific HIV/AIDS education experiences experienced and
named as a top priority for effectiveness and confidence about providing
care to HIV/AIDS patients, t-test scores showed no significant relation
between specific AIDS education experiences and the attitude of confidence
to provide care. However, when a correlation matrix was applied to the
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variables of total AIDS education experiences and confidence about
providing care, the correlation score of 0.285088 indicates significance at
both the 5% (.205) and 1% (.260) levels of probability.

Table 13
Importance of HIV/AIDS Dental Hygiene Education
Experiences and Willingness to Provide Care to
HIV/AIDS Patients
Learning Experience

N

Mean

S.D.

N

Mean

S.D.

t

Imp.
Index
67

1.Lectures HIV/AIDS

68

13.41

1.65

19

13.31

2.28

-0.20

47

2.Videotapes infection control

47

13.74

1.60

27

2.13

2.13

-0.85

24

3.Small Group Discussions

23

14.17

1.66

13

1.38

1.38

-0.45

17

4.Guest Lecturer HIV/AIDS

16

13.56

0.96

10

2.41

2.41

0.05

13

5.Research Papers

15

13.46

1.92

14

1.16

1.16

1.13

11

6.Class Debates HIV/AIDS

10

14.00

1.49

1

1.00

1.00

1.27

7.Seminar discussions

11

/Faculty

10

13.70

1.41

20

1.16

1.16

0.41

10

8.Community Internships

10

13.70

0.82

5

1.30

1.30

2.01

10

14.00

1.88

8

1.45

1.45

0.15

9.Treating HIV/AIDS

10

patients

6

lO.Values- clarification

6

14.00

1.26

17

1.08

1.08

-0.1.

6

ll.HIV positive Speaker

6

13.16

0.75

1

1.00

1.00

-6.35

12.Visit Community
6

Health Agencies

6

13.66

1.03

6

1.32

1.32

0.72

3

13.Pan el s HIV/AIDS experts

3

11.00

2.64

5

0.83

0.83

2.60

0

14 Journal writing AIDS

3

13.66

1.15

9

1.41

1.41

0.36

IBased On Percent of Respondents Who Received the Training Experience and Rated It As
A Top Priority. (Table 7).
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Data again suggests that individual AIDS education experiences did
not show significant influence on confidence about providing care but that
collectively, the total number of experiences, had influence on confidence to
provide care.

Research Question 3
A) Do graduates perceive dental hygiene faculty as an influence on
their attitudes toward providing care to HIV/AIDS patients and B) are
there teacher characteristics/behaviors that graduates view as effective
in learning about HTV/AIDS patient care?
Section four of this chapter presents information collected and
analyzed on research question 3. To conduct the data analysis, the question
was divided into components A and B.
Part A of research question 3 asks: Do graduates perceive faculty as an
influence on their attitudes toward providing care to HIV/AIDS patients?
Data analysis was conducted by computing frequency tallies of responses to
survey questions #26 and 27. Table 14 presents descriptor statistics of
number and percentages answering with respect to perception of faculty as
an influence on their attitudes and whether that influence was positive or
negative.
Data findings indicate that faculty influenced attitudes (on this issue)
for just under two-thirds of the students and that that influence was
predominantly positive. On the average, faculty influence was seen as
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slightly better than “predominantly positive”. The mean influence value
was 3.3 with standard deviation of .63.

Table 14
Faculty Influence On Graduate AttitudesToward
Providing Care To HIV/AIDS Patients

Faculty Influence
Did Faculty influence your attitudes?
Yes
No
Total
Type of Faculty Influence
4. Positive
3. Predominantly Positive
2. Predominantly Negative
1. Negative
Total

N

(%)

58
31

(65.2)
(34.8)

89

(100.0)

33
46
5
1

(38.8)
(54.1)
( 5.9)
( 1.2)

85

(100.0)

Mean Influence

3.30

S.D.

.63

Part B of Research Question 3 asks: Are there teacher characteristics/
behaviors that graduates view as effective in learning about HIV/AIDS
patient care? Question #31 of the survey instrument asked respondents to
rank order their perceptions of the most important teacher
characteristics/behaviors in a rank from 1 to 12 with 1 being the highest in
importance and 12 the least in importance. The average ranks for each
item were used to analyze mean ranks and standard deviations. Table 15
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Table 15
Mamaj) Effectiveness of Teacher Characteristics
that Graduates View as Effective In Learning
About HIV/AIDS Patient Care

Importance That Dental Hygiene Teachers:

N

Mean
Rank
(1)

S.D.

Were up-to-date on HIV/AIDS and gave clear and
organized information on topic and on dental hygiene
needs of HIV-infected person

88

2.64

2.63

Clinically corrmetent and demonstrated how to
provide competent care to HIV patients

88

4.19

3.40

Were positive in their approach to providing care to
HIV/AIDS patients

84

4.94

2.66

Gave me positive feedback and encouragement in my
experiences and questions about HIV and AIDS

86

5.63

2.65

Were sensitive to my needs and listened to my fears
and concerns about HIV and AIDS

86

5.68

3.34

Put a human face on HIV/AIDS and discussed
patients personal needs

86

6.13

3.24

Shared their own vulnerabilities about AIDS and
balanced them with the facts about HIV transmission

87

6.18

3.26

Included tasks/activities in learning that helped me
see HIV/AIDS from different viewpoints/ encouraged
discussions on different views

85

6.20

2.94

Created a learning environment in which I felt
respected as a person

86

6.22

3.83

Tested me on my understanding of HIV/AIDS

86

7.12

3.96

Made me think about why I thought/ believed as I did
about HIV/AIDS

86

7.18

3.37

Didn’t try to change my opinions about AIDS

84

8.21

3.83

(1) Based on ranks 1 to 12 with 1 indicating the highest rank.
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reports data findings by mean rank from highest characteristic in
importance to lowest characteristic in importance.
The highest rank of importance was given to the teacher characteristic
of being up-to-date on the topic of HIV/AIDS and providing clear and
organized information on both HIV/AIDS and the dental hygiene needs of
HIV-infected persons. Ranked second highest for this sample was the
characteristic of being clinically competent and able to demonstrate how to
provide competent care to HIV patients.
Positive approach and positive feedback by teachers were ranked very
high (3rd and 4th highest out of 12) The human element of HIV/AIDS
(ranked 6th of 12) and the need for sensitivity (ranked 5th of 12) scored as
strongly as teacher creation of a respectful learning environment (ranked
9th of 12) and learning activities that present HIV/AIDS from multiple
points of view (ranked 8th of 12) with only hundredths of a difference in
mean rankings. The lowest ranked teacher characteristics were "testing
on HIV/AIDS" (ranked 10th lowest of 12), "making learner think why they
thought what they did about HIV/AIDS" (ranked 11th out of 12) and "try to
change my opinions about HIV/AIDS" (ranked 12th of 12).

Research Question 4
What associations exist, if any, between age, gender, previous clinical
experience in treating HIV patients, having personal knowledge of
someone with HTV, having a family member with HTV and
willingness to provide care to HIV-infected persons?
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The fifth and final section of this chapter presents the information,
collected and analyzed for research question 4. A summary attitude scale
for willingness to provide care was constructed by summing responses to
attitude statements # 7, 8, 15 (reversed), 18 (reversed) and 20. The scores
were reversed on negatively worded items and the items were summed into
a scale. This scale was then studied for relation or association with the
demographic factors of age, gender, clinical experience with HIV patients,
knowing someone who is HIV-positive, and having a family member who is
HIV-positive.
A rank order correlation matrix was conducted on willingness to
provide care and age. The rank order score was -.00869. There was no
relationship between age and willingness to provide care (r=-.01, df=88).
Willingness to provide care was also compared against gender.
However, there was only one known male in the sample. The t-test score
indicated no relation between gender and willingness to provide care. The
score is not reported because it would not seem appropriate given one
known male in the sample.
Table 16 presents means, standard deviations and t-scores for
willingness to provide care as it relates to personal experience with
HIV-positive people. Data indicate that one-third of the sample reports
knowing an HIV-infected person and just under one-third of the sample
report having provided clinical care to an HIV-infected person. 4.4% of the
sample report HIV positive family members. The table indicates that
whether or not students had personal experience with HIV positive people
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did not relate to their willingness to provide care to HIV positive patients.
As a reliability check on relation between clinical experience and
willingness to provide care to HIV/AIDS patients, a second question
concerning experience in treating HIV patients was studied for relation
between the two variables. Data from question #34 in which respondents
answered 1=N0, 2=Yes, 3=Probably, or 4=Unsure to the statement “I have
treated HIV-infected patients.” was analyzed with chi square
cross-tabulation between willingness to provide care and measure of
experience providing care to HIV-infected patients. The chi-square was
51.0095, P-value 0.356 indicating no significant relation.

Table 16
Willingness to Provide Care and Personal Experience
with HIV positive People
Personal
Experience
Knowing HIV
positive person
Have HIV positive
family member
Have provided
clinical care

N

YES
Mean

N

NO
Mean

S.D.

S.D.

t

30

18.47

3.60

59

17.85

3.63

1.76

4

17.00

2.16

86

18.12

3.65

.61

29

19.29

3.41

76

17.84

3.61

1.39

CHAPTER 5
DISCUSSION

I

luction
It is the purpose of this study to add to the understanding of dental

hygiene graduate attitudes toward providing care to HIV/AIDS patients
and whether or not specific AIDS education experiences and teacher
characteristics influence those attitudes and are perceived as effective in
the context of HIV/AIDS. The objectives of the study were to:
1) .

Determine the attitudes of Massachusetts 1992 dental hygiene
program graduates toward providing care to HIV/AIDS patients.

2) .

Identify whether specific AIDS education experiences may be
related to differences in attitudes with respect to confidence or
willingness to provide care.

3)

Identify whether graduates perceive faculty as influencing
attitudes and what teacher characteristics/behaviors and AIDS
education experiences are viewed as effective in learning about
HIV/AIDS patient care.

For the purpose of this study, dental hygiene graduates from the class
of 1992 for Massachusetts dental hygiene programs were surveyed. The
survey consisted of attitude scale statements and multiple-choice and
ranking questions about attitudes toward providing care to HIV/AIDS
patients and AIDS education experiences in dental hygiene education
program experiences.
Discussion of the findings will follow the order of the five sections of
research findings from the previous chapter and will address the four
research questions embodied in the survey data collection.
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Characteristics of the Sample (Subjects)
The sample appears to be younger than national average for practicing
dental hygienists. However, it should be noted that the sample studied
recent program graduates. Nationally, 77.3% of hygienists are between 28
and 47 years old. 64.0% of the sample is between 28 and 47. Nationally,
98.3% of hygienists are female. The sample is representative at 98.7%
female. Nationally, 20.4% of hygienists are not married and 52.7% have
more than one child. The sample reports 60.0% as not married and 34.4%
have children. The statistics on national data for dental hygienists is
excerpted from Extension Study: Retention of Dental Hygienists in the
Workforce, Final Report by R.F. Meader and published by the American
Dental Hygienist Association in 1992. The sample is representative of U.S.
population data on number of years of college to complete the dental hygiene
degree. The average number of years of college to complete the dental
hygiene degree is three years nationally and two years in the Northeast
(American Association of Dental Schools Accreditation Report, 1993).
An interesting finding for this sample is the degree of sample
perception that they have treated HIV positive patients. 32.2% of the sample
reported a yes to the question of having provided care to HIV-positive
patients. An additional 37.8% answered that they probably had treated
HIV/AIDS patients and 22% stated that they were unsure. Only 5.6% of the
sample said no they had not had treatment experience with HIV/AIDS
patients. The data may indicate the high degree to which dental hygiene
graduates pre-suppose an experience of an HIV positive patient, much as
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they appear to be pre-supposing a high risk for transmission of HIV in,
their work that goes beyond the reality of scientific transmission data.
Duquette (1993, p. 30) in an opinion survey of dental hygiene program
graduates on fear of providing care to HIV patients, notes that "along with
the understanding that anyone can be at risk, has also come a pervasive
and persistent fear in many that the risks to anyone (especially those who
come in contact with bodily fluids) are far greater than they actually are."
Medical and dental information on the care of HIV/AIDS patients reveals
that HIV status is frequently unknown to the practitioner due to patient
hesitance to reveal their status due to fear of being refused care, or to the
patient’s lack of awareness of HIV inoculation/exposure. Students, in
learning to provide care, are informed that patients may not know their
status or may conceal their status. Sample data may support that, as a
result, graduates over-estimate or assume the likelihood that they have
“probably” treated HIV-infected patients at much higher rates than their
actual contact with HIV patients. Further research on this finding would
be interesting.
Employment characteristics for the sample reflect national data.
Nationally, the majority of dental hygiene practitioners are employed in
general dentistry offices, on a full-time basis (Meader, 1992).
It is interesting to the author that 44.3% of the sample report working
in practices located in cities, yet only 18.4% of the respondents indicated
that the incidence of HIV/AIDS in their practice locale was high (4.6%) or
moderate (13.8%). One third of the sample believes that the incidence of
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HIV/AIDS is low for the area where their practice is located. This seems
contrary to a perception held by the majority of the respondents that they
have probably treated HIV patients. The incidence for HIV is low but their
contact with HIV is probable. It raises the query of to what degree are
perceptions of low incidence and probable contact grounded in fear and/or
comforting thoughts. The figure of 48.3% of the sample stating that they
are unsure of the incidence of HIV/AIDS in their practice setting locales
may suggest the need for enhanced educational activities aimed at
improving graduate awareness of surveillance data for HIV/AIDS.

Attitudes of 1992 Massachusetts Dental Hygiene

Graduates

Towards HIV/AIDS

Research question one related to the attitudes held by 1992 dental
hygiene graduates from Massachusetts dental hygiene education programs
with respect to HIV/AIDS. One of the key findings is that the sample feels
themselves to be at particular high risk for contracting HIV in their work.
Previous literature has reported that dental professionals view themselves
at particular risk for contracting HIV-infection as a result of their work
(Slupski, 1988, Sadowsky, 1991, Niedle, 1989, Duquette, 1993). Dental
hygienists work in health care tasks that result in a daily exposure to blood
and bodily fluids (saliva, exudates) in the patient’s oral cavity. As described
by DeVore (1993, p. 1), “some of the earliest and most persistent signs of
HIV-infection are found in the mouth and many individuals who are HIV
positive or have AIDS will seek dental care for both acute problems and
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routine oral health maintenance.” Patients who are HIV positive may
present with oral lesions, gingival and periodontal conditions that can
result in bleeding or fluid exudate upon tissue manipulation or therapeutic
treatment. When these working elements are mixed with the working
knowledge among practitioners that most HIV positive patients may not
disclose their status, if known, the stimulus for, or conditions supportive of,
perceptions of risk being high seem present. The findings for this sample
reiterate that perception of high risk on the part of dental health care
workers.
A new finding for dental hygiene health care workers is that the
sample reports that they feel at less risk than the dentist and less risk than
nurses or other health professionals. I do not have a sense of
under standing for this perception with respect to dentists. The daily tasks
of the dental hygienists would typically entail more contact with patient
blood and bodily fluids than those of the dentist. It surprises me that the
sample would consider themselves to be at less risk if they define
themselves at high risk because of their work.
It is a positive finding that the majority of the sample disagree that
their families are at risk if they provide care to HIV/AIDS patients. This
would indicate that, for those respondents, the understanding of
transmission routes is prevailing over fears about providing care.
Sadowsky (1991) and Slupski (1988) both report a connection between a
greater sense of personal worry about family should the practitioner
provide care to HIV patients and unwillingness to provide care. The author

107

believes that the remaining 43.8% of the sample that reports being unsure
or agreeing that their family is at risk should be of note to dental hygiene
educators when considering educational information and learning
activities aimed at providing accurate information about transmission and
risk and integrating opportunities for learners to discuss their fears and
anxieties about providing care to HIV/AIDS patients.

Willingness To Provide Care
Literature findings with respect to health care practitioner
willingness/non-willingness to provide care to HIV positive patients is
well-documented (Kelly, 1987, Sadowsky, 1991, Slupski, 1988, Gerbert, 1988,
1989, Verrussio, 1989 and Gostin, 1989). Studies looking at dentists
regarding willingness to treat have shown results from as low as 21%
(Slupski, 1988) and 36% (Verrussio, 1989) willing to treat to up to 60%
(Sadowsky, 1991) willing to treat HIV-positive patients. Willingness to treat
has been linked to being influenced by knowledge about HIV/AIDS (Lester
& Beard, 1988, Gerbert, 1987, 1988); fear levels and beliefs about personal or
family risk/vulnerability (Brown, 1990, Sadowsky & Kunzel, 1991); and
prejudicial beliefs or biases about HIV-infected persons (Kelly, 1987,
Goldenberg, 1991, McCormack-Brown, 1989). Specific to dental hygiene
graduates or practitioners, Duquette (1993) found that 50% of the graduates
from a community college dental hygiene program in the Northeast from
the years 1974-1986 indicated willingness to treat HIV positive patients and
that 71% of the graduates from the years 1987-1991 were willing to treat.
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When compared to these previous research findings, the datum from this
sample on willingness to treat is the highest reflected in the literature to
date. The percentage of graduate respondents expressing willingness to
treat (76.7%) is higher than that reported for dentists to date (60%).
However, it should be noted that the surveys on dentists were national
surveys and that this sample reports on 70% of the graduates from one
state. It would be beneficial to conduct regional and national surveys on
dental hygiene practitioners to attempt to replicate the finding.
The issue of AIDS-infected health care providers is a significant one
and has arguments on both sides. The public reaction to six dental patients
being infected by their dentist was strong and continues to reverberate in
the populace and in legislative bodies. Dental hygiene students and
practitioners are not immune to the fear and the as yet unanswered
questions on how this transmission occurred in spite of universal
precautions and infection control. The sample expressed willingness to
provide care to HIV positive patients but were clearly not as willing to
receive care from an infected dental hygiene health care provider. Fear,
the inability of science to quell that fear, and the illusion of control in being
the provider versus being the recipient of care from another perhaps lie
beneath this expression of preference by one-third of the study not to receive
care from an infected hygienist. The sample is clearly split into thirds on
this issue, with a little under one-third agreeing that they would receive
care, a little over one-third unsure or choosing to remain neutral, and a
little under one-third disagreeing that they would receive care.
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The sample also was clearly negative in attitude about working with an
HIV-positive hygienist. 61.8% agreed that they would not work in an office
that employed an HIV-positive dental hygienist. To the author, this finding
suggests that the sample is willing to provide care but unwilling to interact
with persons with AIDS on a professional level. Haring and Lind (1992)
found a similar negative bias towards individuals with AIDS on the part of
baccalaureate dental hygiene students who had a “striking lack of
willingness to engage in everyday, casual interaction (eg. working in the
same office) with a person with AIDS” (p. 130) and evaluated persons with
AIDS differently than they evaluated someone with leukemia. There are
also echoes of a study by McCormack-Brown (1989) that showed a strong
sense of social discrimination for HIV positive individuals by dental
hygiene students, with one third of the respondents expressing being
bothered by the thought of being around someone with AIDS. Conflict is
evident in the attitudes expressed toward willingness to provide care and
willingness to receive care from or work with someone who is
HIV-infected. With respect to perception of risk, the sample responds
strongly to a statement that AIDS patients are dangerous to others and
should receive care in hospitals not private dental offices. When asked
about willingness to treat and confidence about treating HIV-infected
patients, the sample responds in an equally strong manner that they are
willing to treat and confident of their ability to safely provide care. One
needs to consider that the willingness measured in the survey is that of the
abstract and does not measure actual behavior in response to an
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HIV-infected patient. It could be that a percentage of the positive responses
about providing care to patients can be attributed to answering dishonestly
on a survey or to answering in a manner that one believes is socially and
ethically acceptable as opposed to they way that one really feels.

Influence of Aids Education School Experiences on Attitudes

There have been no studies reported in the dental literature to date on
learner perceptions of the influence of school experiences and faculty on
learner attitudes toward providing care to HIV/AIDS patients. When
dental hygiene educators were surveyed about AIDS education in dental
hygiene education programs (Tolle-Watts & Schuman, 1991), 93% of the
respondents believed that dental hygiene programs were preparing
students to competently and confidently provide care to HIV patients. The
dental hygiene graduates in this sample were positive in their agreement
(73.3%) that dental hygiene school had made them confident about safely
providing care to HIV patients. They were about split, however, on the
perception of whether dental hygiene school had influenced their attitudes
about providing care to HIV/AIDS patients to the positive. 51.1% agreed
that school had influenced their attitudes positively. 48.9% were unsure or
disagreed. It seems important, if one accepts that it is the role of
educational programs to prepare graduates able to provide competent and
confident care to all patients, including HIV patients,that dental hygiene
educators consider that almost half of the study’s respondents were not
clear that dental hygiene school had positively influenced their attitudes
111

towards providing care. The same consideration needs to be given to the
findings for perception of dental hygiene faculty approaches to HIV. The
majority of the sample (60%) described faculty as positive in approach to
caring for HIV/AIDS patients and willing to treat HIV patients (61%). The
remaining percentages were unsure or disagreed. Data may suggest that
more awareness of faculty positive attitudes with respect to providing care
to HIV patients needs to be demonstrated to learners. The fact that only
15.6% of the sample reported providing clinical care to HIV patients
indicates that schools need to do more to assure comprehensive educational
experiences for learners with respect to HIV/AIDS patients. The data
suggests that students had few opportunities to treat or interact in any way
with HIV or AIDS patients as part of their school clinical experiences and
therefore have little basis to know whether faculty were willing to provide
care or not.
A finding in this sample that echoes previous literature on AIDS
education in dental hygiene education programs, is that of learner
perception of opportunities in school to address psycho-social needs of
HIV/AIDS patients as well as address the fears and anxieties of students
with regard to providing care to HIV patients. Only half of the sample felt
that dental hygiene learning experiences, with respect to AIDS education,
had provided opportunities to include the human psycho-social elements of
providing care. Tolle-Watts and Schuman (1992) in a national survey of
dental hygiene programs on AIDS education found that one-fourth of
schools did not address the area of practitioner attitudes and fears
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concerning the care of HIV-infected persons. Less than half the schools in
that study reported addressing the psycho-social needs of HIV/AIDS
patients as part of the curriculum. Data again suggest the need for
learning experiences which include the human face of HIV/AIDS.

AIDS Education Experiences and Willi MU | ess/Confidence To Provide Care
Dental hygiene graduates in this study indicate that the predominant
learning activities for HIV/AIDS education are passive, one-way
instructional methods. Lecture and videotapes were the predominant
learning activities experienced by these graduates. There were few
opportunities for hands-on clinical training or two-way instructional
methodologies. Only 40% reported small group discussions on AIDS issues
and only one-third report opportunities for faculty seminars on HIV/AIDS.
Experiences other than lecture and videotapes were received by one-third or
significantly less than one-third of the of the students. The sample size is
not large enough to allow inferential statements about specific AIDS
education experiences in dental hygiene curricula. The data is based on
student recall. Studies that examine specific AIDS curriculum and faculty
teaching methodology would be beneficial and do not appear to date in the
reported literature. However, given the complex, multidimensional
elements within HIV/AIDS as an area of study and the problematic nature
of its reality in health care and society, this data would suggest the need for
more interactive approaches to teaching and learning on this topic within
dental hygiene education programs. Teaching about HIV/AIDS virtually
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mandates an awareness of values, feelings, opinions and beliefs and what
their impact is on thought and action. Only small percentages of the
sample report experiencing AIDS educational activities that would allow
opportunities for two-way exchanges of information on this topic and would
allow the human elements to emerge within a model for growth and
development.
Graduates named lecture, videotape and small group discussions as
the three most effective AIDS education experiences that they had
experienced in dental hygiene school. It should be noted that the
respondents were asked to rank those experiences that they had
experienced. When asked an open-ended question on what they felt dental
hygiene faculty should do to contribute to student confidence about
providing care to HIV/AIDS patients, graduates listed requests for far more
interactive types of learning experiences than lecture and videotape.
Graduates wanted to hear HIV-positive speakers present to the class and be
able to discuss the human elements of HIV/AIDS. Graduates wanted to
have more opportunities for small group discussions and seminars with
faculty in which student fears, anxieties and concerns could be aired and
explored and in which the psycho-social needs of HIV patients could be
discussed along with the factual information related to transmission and
care modalities. Graduates also wanted more in-depth presentations on
transmission issues and infection control.
Data suggest that the sample views lectures as important for the
transmission of facts and information on HIV/AIDS, but seeks more
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information and interaction with the human psycho-social elements of.
having HIV and being a health care provider to patients with the disease.
Data also suggest that AIDS education experiences may have a cumulative
effect on the development of attitudes towards providing care. No single
AIDS education experience appeared to influence the sample’s attitudes but
collectively, when considered in total, significance existed for influence on
willingness and confidence to provide care. The data suggests that it is
important for educators to consider the types and numbers of opportunities
that learners experience in the teaching-learning about HIV/AIDS if the
goal of preparing capable and competent practitioners, able and willing to
provide care to HIV patients is to be fully realized.
There are no studies in the reported literature to compare these
findings with. These findings were arrived at through exploratory
methods. The need for more experimental research and more qualitatitive
research investigating faculty, student and patient perspectives seems
clear.
Research question 3 investigated graduate perceptions of dental
hygiene faculty influence on their attitudes toward providing care to
HIV/AIDS patients. No studies specifically examining faculty influence on
HIV/AIDS attitudes were available for comparative discussion. Tolle-Watts
and Schuman (1992, p. 130) state that “preparing future dental hygienists to
meet the challenges of AIDS, as well as nurturing positive attitudes and
decreasing dental hygienists anxieties toward working with HIV-infected
individuals most likely rests with dental hygiene educators.” Sample
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findings that just under two-thirds of the graduates report that dental
hygiene faculty did influence their attitudes are important and indicate that
faculty need to be sensitive to this influence and its inherent obligation to
contribute to attitudes which are constructive and positive. It is positive
that the majority of the sample report the influence of faculty to be
predominantly positive.
The second portion of this research question investigated graduate
perceptions of teacher characteristics they found effective in learning about
HIV/AIDS patient care. No studies have been reported in the dental and
dental hygiene literature for this information. The HIV/AIDS literature
examines surveillance data, infection control, attitudes about AIDS,
diagnosis and oral manifestations, and patient treatment needs and
modalities among other research venues. Likewise, dental hygiene
curricula have been studied for AIDS curriculum content. However,
instructional methodology and teacher-faculty relation as contexts for
investigation have not been reported. I looked to the literature on effective
college teaching to support this research question and to consider data
findings.
The most effective teacher characteristic for learning about HIV/AIDS
patient care was that the teacher was up-to-date on the topic of HIV/AIDS
and was able to provide clear and organized information on HIV/AIDS and
the dental hygiene needs of HIV-infected persons. This finding is strongly
supported by the literature on effective college teaching. The ability to
provide information in a clear and organized manner is one of the most
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significant characteristics of effective college teachers (Eble, 1990, Lowman,
1984, McKeachie, 1986). The context of HIV/AIDS certainly does not make
this less so. The element of being up-to-date is easy to understand in a topic
surrounded by fear. It seems to the author that if ever there were a context
in which the learner is looking to the teacher to help “lead them out”,
learning to provide safe health care to HIV/AIDS patients would be
one. Ranked second highest was the characteristic of teachers being
clinically competent and able to demonstrate how to provide competent care
to HIV patients. The high ranking for clinical competence reflects again
the reality of learners needing to know how to provide care in a safe
manner and looking for clinically competent role models to show them the
way.
Data indicate how important it is for dental hygiene faculty to provide
hands-on modeling of how to provide safe and competent care.
Relationship is central to effective college teaching (Eble, 1990,
Lowman, 1984, Schon, 1987, Belenky, 1986, and Rogers, 1969). In the
context of HIV/AIDS, the sample respondents placed the relational aspects
of teacher using a positive approach, teacher providing positive and
encouraging feedback, and teacher being sensitive to learner needs and
listening to learner fears and anxieties about HIV/AIDS in a central place.
Not surprisingly, these characteristics were ranked very high. The element
of relationship as an essential component of effective college teaching is
found throughout the college teaching literature. It was an assumption of
this research that the unique emotional tenor associated with the topic of
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HIV/AIDS would bring out unique elements of student need around
learning in this area. While data do not necessarily evidence unique needs
being expressed, there is a sense that the relational elements of effective
teaching are strongly emphasized in the sample’s choices of rankings of
importance given to the listed teacher characteristics. All of the relational
oriented statements are ranked from 3rd to 8th in a ranking of 12 places
with only tenths of a point separating the different characteristics. The
teacher-learner relationship looms large in importance to the learner in
this sample, in this context. Earlier, in the discussion around
methodology, it was pointed out that the sample defined a need for greater
interaction with the human elements of HIV/AIDS when asked how they
would like to learn about HIV/AIDS. This need for sharing the human
vulnerabilities about HIV/AIDS extends as well, it appears, to the
relationship needs with dental hygiene faculty when learning about
HIV/AIDS.
The findings indicate that graduates seek those teacher characteristics
in HIV/AIDS that would be recognized in any instance of effective college
teaching with perhaps an extra emphasis on the importance of teacher
relationship skills and qualities. Data show that in the context of
HIV/AIDS, effective teachers will be those who are sensitive to learner
needs and who listen to learner fears and concerns about HIV/AIDS.
Learners rank as important the characteristic of faculty putting a human
face on HIV/AIDS in their instruction and discussing the patient’s
personal needs. They also clearly need the faculty person to share
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themselves and show their own vulnerabilities about working in this
emotionally charged area. This reminds me of Paige Smith’s exhortation
that “without professorial vulnerability, there is no real teaching” (1990, p.
216) and Schon’s (1987) urging that professional educators thoroughly blend
the hard certainty of task with the swampy uncertainty of relationship and
living in their coaching of student growth and development.
Data clearly indicate that learners want the certainty of fact and clarity
in knowledgeable, current, clear and organized teachers. They also want
the certainty of clinical competence and skill in teachers willing to show
them how to do what they tell them they must do. The clinical nature of the
learning tasks gives rise to a strong need for faculty prepared to provide
competent, hands-on demonstrations of how one delivers safe and
competent care to HIV-infected individuals. Along with these certainties,
the learner wants a relationship that allows the enormous uncertainties of
fears, vulnerabilities, anxieties, and personal worries about safety to be
shared, and in the sharing eased and diminished.
The final research question investigated if associations existed between
demographic characteristics of the sample and willingness to provide care
to HIV positive patients. Previous research has indicated that relationship
between age and willingness to treat has been noted (Sadowsky, 1991 and
Verrussio, 1989), with younger dentists reporting greater willingness to
treat. This is a relatively young sample. However, no significant relation
between age and willingness to treat was found for this sample. Likewise,
gender did not associate with differences in attitude with respect to
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willingness to treat. As mentioned in the findings chapter, the
questionnaire was flawed in the researcher’s view, with respect to data
collection on gender. Mailing lists indicate three males in the potential
sample based on names. Data indicates only one male in the sample,
however, some male respondents may have overlooked the request for
gender identity because of the layout of the questions.
Previous research on dentists and willingness to treat had indicated
that those most willing to treat believed that they had already treated HIV
positive patients. Findings indicated some positive correlation between
prior experience with HIV positive patients and willingness to provide care
to HIV/AIDS patients. For this reason, the researcher wanted to assess
any association between personal knowledge of someone who is HIV
positive and attitude about providing care. It is interesting that in a 90 N
sample of dental health professionals, one-third report knowing an
HIV-infected person and that just under one-third report having
experience with treating HIV positive patients. 4.4% of the sample have
HIV positive family members.
For this sample no associations appeared to exist between either
previous clinical experience with treating HIV-positive persons or
personal/family knowledge of someone who is infected. The exploratory
nature of this research design may not present method and data that
focuses intently enough on this issue. One function of assessing this
demographic data for relation to attitude lies in collecting information that
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CHAPTER 6
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

Summary of the Study
The purpose of this exploratory and descriptive research was to: 1)
Determine the attitudes of Massachusetts 1992 dental hygiene graduates
toward providing care to HIV/AIDS patients, 2) Identify whether specific
AIDS education experiences may be related to differences in attitudes with
respect to confidence or willingness to provide care, and 3) Identify whether
graduates perceive faculty as influencing attitudes and what teacher
characteristics/behaviors and specific AIDS education experiences
graduates view as effective in learning about HIV/AIDS patient care. The
ultimate goal of the research was the analysis and interpretation of
findings to determine any implications and recommendations for dental
hygiene educators as they develop and implement HIV and AIDS education
experiences in dental hygiene education programs. It was further hoped
that the data generated from this study might contribute to hypothesis
development and further research in the area of HIV/AIDS education in
dental hygiene education programs.
The study was directed to seeking the answers to four research
questions:
1.

What are Massachusetts 1992 dental hygiene program graduate
attitudes toward providing care to HIV/AIDS patients?

2. A)

Are there specific AIDS education experiences that graduates
view as effective and
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3.

4.

B)

show any association with willingness to provide care and.

C)

confidence about providing care?

A)

Do graduates perceive dental hygiene faculty as an influence
on their attitudes toward providing care to HIV/AIDS patients
and

B)

are there teacher characteristics/behaviors that graduates
view as effective in learning about HIV/AIDS patient care?

What relation exists, if any, between age, gender, clinical
experience in treating HIV-infected persons, having personal
knowledge of, or a family member who is infected with HIV, and
willingness to provide care?

Pertinent literature in the areas of AIDS demographics, surveillance
data and transmission, AIDS education in dental hygiene education,
attitudes toward providing care to HIV/AIDS patients in dentistry and
dental hygiene and effective college teaching constituted the framework for
the study. The literature on attitudes towards providing care to HIV/AIDS
patients guided the construction of the attitude survey instrument.
The survey questionnaire was distributed to the 1992 graduates of
Massachusetts dental hygiene programs in June of 1993. Mailing lists had
been provided from the directors of the six Massachusetts dental hygiene
education programs. 131 subjects potentially received the survey
instrument. 90 individuals responded for a 70% response rate. Data
analysis was conducted by applying appropriate descriptive and inferential
statistical approaches. Five attitudinal domains were analyzed within the
Likert scale labeled as perception of occupational risk, protectiveness of
infection control barrier techniques, willingness to provide care, confidence
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about providing care, and influence of AIDS education experiences on
attitudes.

limitations of the Study
The sample is constituted by dental hygiene graduates from one state
and only includes those graduates of associate degree dental hygiene
programs. The study results can not be generalized to all dental hygiene
program graduates or to those graduates graduating from baccalaureate
programs. The return rate was 70% which is acceptable for exploratory
research but may not allow inference to the entire population. The
instrument had some design flaws that were not foreseen prior to use for
the study despite significant efforts at prior review, testing and consultation
on methodology. This may have contributed to confusion or lack of clarity
for some respondents. A specific decision was made not to compare and
report data between programs. The program directors were promised
anonymity of their programs in terms of conducting the study and
reporting results. The amount of information that would need to be
provided to compare data from the various schools would, in the
researchers sense of it, for all intents violate confidentiality and anonymity.
The study measured expressed attitudes and did not seek to measure actual
behavior in the provision of care to HIV/AIDS patients.
In summary, limitations relate to the sample size, design choices in
the instrument, and generalizability of the findings.
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Conclusions
The research yielded valuable information about attitudes of 1992
Massachusetts dental hygiene program graduates towards providing care
to HIV/AIDS patients and what types of AIDS education experiences
graduates had and would give priority or preference to with respect to
learning about HIV/AIDS and patient care. Data of this sort has not been
previously reported in the literature on AIDS education in dental hygiene
education and the literature on attitudes toward providing care to
HIV/AIDS patients in dental hygiene.
The sample reveals that only 5.6% of the respondents reported no
experience providing care to an HIV-infected patient. Thus the majority of
respondents are either sure or assume that they have treated an
HIV-infected patient. The sample was relatively young in age,
predominantly female, slightly more were married than single or living in
domestic partnership, one-third were parents and the majority are
employed in general dentistry practices, with slightly more employed on a
full-time basis than a part-time basis. The majority of the sample
graduated from dental hygiene school after completing two years of college
and received an associate in science degree. As mentioned above, a large
majority report having experienced HIV-positive patients in practice or
assuming that they have experienced such patients. Only 15.6% of the
sample answered yes to treating HIV-positive patients during their school
clinical experience.
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It is interesting to note that approximately one-third of the sample
reported knowing someone who is HIV positive. However, there was no
significant relation between knowing an HIV positive person and the
attitude of willingness to treat HIV positive patients. Similarly, for the
demographic characteristics of age, gender, having a positive family
member, or having prior clinical experience treating HIV positive patients,
none were significantly related to the attitude of willingness to treat HIV
positive patients.

A clear majority of 1992 graduates view themselves at

particular high risk for contracting HIV through their work. They do not
for the majority part see their families as being at risk if they provide care to
HIV patients as part of their work. This appears to indicate an awareness
of transmission mechanisms and less conflict in stating an attitude of
willingness to treat HIV-positive patients.
The major conclusions of this study are that :
1.

Dental hygiene graduates from Massachusetts dental hygiene
programs, class of 1992, express favorable attitudes toward
providing care to HIV/AIDS patients. They believe that adhering
to OSHA/CDC regulations and procedures for infection control and
universal precautions provides adequate protection from
contracting the HIV virus. They are confident about their
knowledge and skills to provide care. Graduates feel slightly more
protection from contracting Hepatitis B than HIV.

2.

Graduates believe themselves to be at particular high risk for
contracting HIV through their work with patients but at less risk
than dentists and at much less risk than nurses and other
professionals.

3.

Graduates are willing to treat HIV/AIDS patients. Graduate
willingness is higher than that reported previously in the
literature for dentists. A majority agree that dental hygiene
faculty are willing to provide care to HIV/AIDS patients.
However, a larger percentage of respondents indicated that they
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were willing to provide care than that they perceived dental
hygiene faculty as willing to provide care.
4.

Graduates would be reluctant to work in an office that employed
an HIV-positive dental hygienist and are unsure or disagree that
they would receive care from an HIV-positive dental hygienist.

5.

Graduates believe that dental hygiene faculty influenced their
attitudes about providing care to HIV/AIDS patients,
predominantly to the positive.

6.

Dental hygiene graduates have mixed feelings about dental
hygiene school and its influence on their attitudes. Only half of the
sample felt that school had influenced their attitudes to the
positive. At the same time, a majority felt confident about
providing care to HIV/AIDS patients and that dental hygiene
school had contributed to that confidence.

7.

Graduates strongly believe that they have a right to know the HIV
status of their dental hygiene school patients. They are much less
comfortable that they should have to disclose their HIV status to
dental hygiene faculty.

8.

Graduates are confident about their knowledge and skill to provide
safe care to HIV/AIDS patients.

9.

A high percentage of graduates felt that AIDS patients are
dangerous to others and should receive care not in private practice
but in hospitals, an attitude in conflict with their expressed
attitudes of safety in, confidence about, and willingness to provide
care to HIV/AIDS patients.

10. Only about half of graduates felt that dental hygiene school had
provided the opportunity to address psycho-social needs of
HIV/AIDS patients and address the fears and anxieties of
practitioners with respect to caring for HIV/AIDS patients.
Graduates want more opportunities in dental hygiene school to
address these psycho-social elements of providing care to
HIV/AIDS patients.
11. As they experienced their dental hygiene school AIDS education
experiences, graduates felt the most effective learning activities
that they experienced in school were
1) lectures about HIV/AIDS,
2) videotapes on infection control and
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3) small group discussions.
Graduates would like to see the priority learning
activities of
1)

Have an HIV-positive speaker address the
class,

2)

small group discussions on fears/anxieties of
practitioners and the psycho-social elements of caring
for HIV/AIDS patients, and

3)

in-depth curriculum information on
transmission of HIV and infection control be a part of
their AIDS education experiences in dental hygiene
school.

12. The provision of up-to-date and clear information about HIV/AIDS
was important to graduates but only as part of a comprehensive
approach to AIDS education. Graduates requested that interactive
methodologies including speaking with HIV positive persons and
group discussions on the ethical, psycho-social aspects of
providing care be included in their learning.
13. Only a small percentage of graduates treated HIV positive patients
as part of their clinical education.
14. Effective dental hygiene teachers with respect to AIDS education
in dental hygiene school are those that provide current, clear, and
organized information, demonstrate clinical skills chairside for
students, and establish a supportive relationship in which the
learner feels respected as a person and in which they can show
fears, anxieties, and concerns and discuss the psycho-social
elements of HIV/AIDS.
15. Associations did not appear to exist between age, gender, previous
clinical experience in treating HIV patients, having personal
knowledge of someone with HIV, having a family member who is
HIV positive and willingness to provide care to HIV-infected
persons.
The data appear to show conflict between confidence about preparation
and ability to treat HIV /AIDS patient safely and perception of risk and fear
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of contact with HIV patients. Data show strong confidence about treating
HIV patients safely with knowledge and skill. Yet perception of the HIV
patient being dangerous to others and not appropriate to being cared for in
private practice settings is strongly expressed by the same sample. The
strain on belief, attitude and viewpoint in the gap between one’s scientific
knowledge and professional understanding and one’s emotional fear is
apparent. HIV/AIDS is a teaching-learning context more likely than not to
be emotionally charged in which the learner may be afraid of the very
process of acquiring knowledge and skill, fearing that they are at high risk
for acquiring a deadly disease in the same instance that they acquire the
knowledge and skill. To resolve this gap takes artful teaching and coaching
in a curriculum of learning activities that allows time for interactive
learning methods. A curriculum devoted solely to the facts of HIV/AIDS is
incomplete. Educators need to create learning activities and learning
environments in which HIV/AIDS is addressed in holisitic fashion with
the psycho-social, ethical, and emotional considerations of HIV and AIDS
being made an important part of the students learning and development.
As pointed out by Schon (1987), professional educators need to take a look at
the gap between what we know and how we practice in order that we may
resolve this chasm between scientific knowledge and individual uncertainty
about providing care to HIV/AIDS patients.
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Recommendations and Implications for Dental Hygiene Educators
Several areas for consideration by dental hygiene educators are
suggested by the findings and conclusions of this study:
1.

Information on dental hygiene program philosophies of care,
policies toward providing care for HIV-positive patients and
protocols for providing safe care should be included in regular
student and faculty orientation sessions. Learners are influenced
by faculty and faculty positive philosophies should shared with
students.

2.

Forums that allow the discussion of HIV/AIDS policies and
curriculum should be ongoing and might include such activities
as student-faculty orientation session, student-faculty
communication sessions and faculty in-service sessions.

3.

Developing AIDS education experiences within the curriculum
that are comprehensive and multi-dimensional are
recommended. Integrating interactive learning activities that
move beyond the one way delivery of information and seek a
two-way dialogue on the issues and concerns surrounding
HIV/AIDS. For example, using instructional techniques such as
role-playing, small group discussion, class debates, case studies,
problem-solving approaches and journal writing to provide
learning opportunities around HIV/AIDS should be incorporated
into the existing models of instruction.

4.

It is clear that learners want more time spent and more in-depth
information on transmission and infection control, ethical and
psycho-social elements of care and the fears and anxieties of
practitioners in providing care to HIV-infected patients. Learners
want to receive information beyond the oral manifestations of HIV.
Integration of small group discussions and values-clarification
sessions with faculty on the broader elements of HIV/AIDS and its
impact on health care should be a part of the curriculum.

5.

HIV positive speakers and panels of HIV experts should address
classes. This presents the opportunity for learners to meet and
speak with persons who are infected or persons who work with
infected patients on a regular basis and thus receive the
perspectives that these individuals have to bring to the subject. It
creates opportunities to put a human face on the issues and gives
the learner a chance to interact with HIV positive individuals and
positive care providers in a non-clinical and perhaps less
threatening way. Learners want factual information but they also
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clearly want and need opportunities to interact with the human
elements of both having HIV and providing care to HIV patients.
6.

Classroom and clinical learning activities and experiences that
require interaction with HIV positive patients and the
development of knowledge, skill and value necessary to provide
care to HIV/AIDS patients should be woven into instructional
strategies.

7.

Community externships to sites where HIV positive patients
receive care should be part of the curriculum. These externships
can be aimed at both the provision of education and preventive oral
health information to HIV patients, and the staff and/or health
care providers, at these sites, who care for them, and the provision
of dental hygiene treatment to patients in conjunction with other
health care providers.

8.

Faculty in-service and professional development opportunities that
provide information and experience in effective teacher
characteristics for AIDS education within dental hygiene
programs are recommended.

9.

Sensitivity training as part of faculty in-service and professional
development to calibrate faculty role model to students and provide
opportunities for faculty to discuss their fears, anxieties and
concerns for creating positive and supportive educational
environments and addressing the needs of HIV/AIDS patients and
the needs of learning students.

R^pmm?nOatiQng for Farther Bsasarsh
The following are recommended for consideration of further research:
1.

This study should be replicated using additional classes of
graduates, both in Massachusetts and from different geographic
regions or with a nation-wide sample in order to compare results
with those of this study.

2.

Conduct a survey of dental hygiene faculty on attitudes toward
providing care to HIV/AIDS patients and their perception of their
influence on student attitudes. Compare and contrast student and
faculty attitudes and perceptions.
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3.

Assess AIDS education experiences in dental hygiene programs
for content, scope of content, instructional methodologies and
outcome assessment with respect to HIV and AIDS.

4.

Conduct pre and post- program assessment of attitudes. Survey
incoming students for HIV/AIDS attitudes and compare with
post-program attitude surveys.

5.

Study dental hygiene students and/or practitioners who have
provided clinical treatment to HIV patients and compare with
those who have not provided care in terms of attitudes toward
providing care.

6.

Survey dental hygiene student attitudes from educational
programs where orientations, faculty in-services and
faculty-student communication sessions have been instituted and
compare with student attitudes in schools who have not
established these types of support activities.

7.

Design qualitatitive interview research with students who have
provided care to HIV/AIDS patients for insight into how this
experience affected their knowledge, skill and value about
providing care.

8.

Design qualitative research on dental hygiene faculty to gain
insight into how faculty have changed their instructional methods
or teaching behaviors, if at all, in the face of HIV/AIDS.

9.

The researcher would like to see much more research with respect
to the factors of age, gender, years of education, previous
experience with HIV patients, having knowledge of someone who
is HIV positive or having a family member who is HIV positive
and relation of these elements to attitudes about providing care.
The sample in this study was small, of course, in the grand
scheme, and exploratory in nature.
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LETTER TO DENTAL HYGIENE PROGRAM DIRECTORS

134

March 10,1993
Ms. Bernie Fastoso, Program Director
Dental Hygiene Program
Bristol Community College
777 Elsbee Street
Fall River, MA 02720
Dear Ms. Fastoso,
I am a doctoral degree candidate in the School of Education, UMASS,
Amherst, MA, conducting dissertation research in the specialization of
teaching, learning and human development.
I am focusing my research in the area of HIV/AIDS education and dental
hygiene. I will be conducting a survey of 1992 and 1993 Massachusetts
dental hygiene program graduates with respect to attitudes toward
providing care to HIV/AIDS patients and graduate perceptions of the
influence of AIDS education experiences in dental hygiene school on those
attitudes.
The
and
this
and

research reported to date on HIV/AIDS and dental hygiene practice
dental hygiene education is small. It is my hope that findings from
research study will contribute to a further understanding of HIV/AIDS
teaching and learning in dental hygiene education programs.

I am contacting each Massachusetts dental hygiene program to request a
listing of the names of 1992 and 1993 program graduates. Graduates will
receive a mail questionnaire including informed consent to participate in
this research study. The research fulfills University of Massachusetts
guidelines for the use of human subjects in dissertation research and has
the approval of the Human Subjects Review Committee of the School of
Education, UMASS. All participants are guaranteed anonymity and
confidentiality. The names of individual participants or dental hygiene
programs will not be reported in the findings. The research sample will
consist of the entire population of Massachusetts program graduates for the
stated years.
I thank you for your assistance in providing program graduate mailing
lists. I am enclosing a postage prepaid envelope for your use and ask that
you respond at your earliest convenience. If I may answer any question,
please contact me at 508-366-7397.
Sincerely,
Annmarie Iverson, Doctoral Degree Candidate
School of Education, UMASS Amherst, MA.
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July 23,1993.
Dear 1992 Massachusetts Dental Hygiene Program Graduate,
In the decade from 1981 to the present, the American health care system has
been responding to the issues raised by the medical-social reality of HIV and
AIDS. Few research studies have focused on dental hygienists or on the AIDS
education experiences that are currently a part of two year dental hygiene
education programs.
I am a dental hygiene educator interested in researching the impact of HIV
and AIDS on dental hygiene students and on the process of learning to become a
dental hygiene professional.
Enclosed you will find a research survey. I am asking for your help in
learning more about AIDS education experiences in Massachusetts dental
hygiene programs. Your participation will provide much needed information on
how dental hygiene health care providers view the issues of HIV and AIDS.
It is the purpose of this questionnaire to determine 1992 Massachusetts
Dental Hygiene Program graduate attitudes toward providing care to HIV/AIDS
patients. The survey is being carried out as part of doctoral research in the School
of Education, UMASS, Amherst. The information collected will help with
understanding dental hygiene student needs with respect to curriculum and
clinical learning experiences in the area of HIV and AIDS.
All responses are ANONYMOUS and CONFIDENTIAL. To guarantee your
anonymity, a postcard is enclosed with your survey. When you complete the
survey, please mail the postage paid postcard back under separate mailing. This
allows me to follow-up with second requests for any surveys that have not been
mailed back without anyone knowing who filled in what survey. The postcard
allows strict anonymity and confidentiality for all who participate.
You are vitally imnortant to the validity of the survey. It is important that
you are honest in vour response and tWvrm return the survey. Return of the
survey constitutes informed consent to be included in this important research.

Please contact me if you have questions (508-366-7397).
Thank you in advance for your participation in this important research,
Annmarie Iverson,
Doctoral Candidate
UMASS, Amherst, MA
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SURVEY QUESTIONNAIRE

138

INSTRUCTIONS: Please read carefully. It is important to results that
ALL answers are complete. Please DO NOT SKIP questions or leave
incomplete responses. PLEASE NOTE: THE SURVEY IS
BuBLE-SroEDj^BBfcOMPLETE THE FRONT AND BACK SIDE OF
EACH PAGE.
For each statement below, please indicate the extent to which you agree or
disagree. There are five possible responses: Strongly Agree (SA), Agree

(A), Neutral or Undecided (N), Disagree (D), and Strongly Disagree (SD).
Indicate your response to each statement by CIRCLING one of the five
responses located to the right of the statement.

EXAMPLE: Winter in New England is Miserable.

SA AND SD

Please remember that there are no correct responses to the statements.
The best responses are those that truly reflect your opinions or feelings.

STAT1 DMIM STS:
Please indicate the extent to which you agree or disagree with the following
statements:

CIRCLE ONE RESPONSE:
1. Dental Hygienists are at particular high risk for
contracting HIV or AIDS in their work.

SA AND SD

2. My family is at risk of infection if I provide care to HIV
positive or AIDS patients.

SA AND SD

3. Infection Control procedures of OSHA and CDC and Universal
Precaution are adequate to protect me from contracting HIV or AIDS.

SA AND SD

4. Infection Control procedures of OSHA and CDC and Universal
Precautions are adequate to protect me from contracting
Hepatitis B virus.

SA AND SD

5. Dental Hygienists are at greater risk than dentists of
contracting HIV or AIDS in their work.

SA AND SD

6. Dental Hygienists are at greater risk of contracting HIV or AIDS
in their work than are nurses or other health care workers.

SA AND SO

7. I am willing to provide dental hygiene care to known
HIV positive or AIDS patients.

SA A N D SD

8. I would receive dental hygiene care from an HIV
positive dental hygienist.

SA A N D SD
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9. Dental Hygiene school changed my attitudes about
providing care to HIV or AIDS patients to the positive.

SAANDSD

10. My dental hygiene teachers demonstrated a positive
approach to providing care for HIV or AIDS patients.

SA A N D SD

11. After my dental hygiene school AIDS education
experiences, I feel confident about my knowledge and
skill to safely provide care to HIV or AIDS patients.

SA A N D SD

12. AIDS education experiences in dental hygiene school
helped me address my anxieties and fears about
providing care to HIV or AIDS patients.

SA A N D SD

13. Dental hygiene faculty were willing to provide care
to HIV or AIDS patients.

SA A N D SD

14. Dental Hygiene students are given adequate training
before providing clinical care to HIV or AIDS patients.

SA A N D SD

15. I would not work in an office that employed
an HIV positive dental hygienist.

SA AND SD

16. HTV positive and AIDS patients are dangerous to others and
should not receive care in private practices but in hospitals.

SA AND SD

17. I have considered leaving the dental hygiene profession because
of the risk of contracting HIV or AIDS through occupational exposure. SA AND SD
18. I am confident about providing safe treatment to
HIV positive or AIDS patients.

SA A N D SD

19. The way dental hygiene teachers approached HTV
and AIDS made me feel comfortable and confident
about providing care to HIV and AIDS patients.

SA A N D SD

20. I am too fearful to treat known HIV or AIDS patients.

SA A N D SD

21. I am more frightened caring for an HIV /Aids patient
than for a patient with Hepatitis B.

SA A N D SD

22. Dental Hygiene students have a right to know the
HTV status of patients.

SA A N D SD

23. Hiv-positive dental hygiene students should disclose
their sero-positive status to faculty.

SA A N D SD
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24. Please.place an X beside those HIV and AIDS education experiences
that you had as part of your dental hygiene school education:
1. _ Lectures on HIV or AIDS topics.
2. _Small group discussions on AIDS issues.
3. _Research papers on HTV/ AIDS topics.
4. _ Seminar discussions with faculty.
5. _ Guest lecturers on AIDS to
learn about HTV resources

6. _ Community externships to sites

9--HIV positive person speaking to class.
10._Values-clarification sessions on AIDS.

11--Treating HIV positive patients in clinic.
12. _ Visiting community health agencies
13. _Class debates on AIDS issue

14. _Class journal writing on HIV/AIDS

where HIV or AIDS patients
receive care.
7. _ Panels of AIDS experts speaking to class.
8. _Videotapes on Infection Control.

25.

Of the AIDS education experiences above (that you experienced) what
three (3) were most effective for you in terms of positively influencing
your attitudes about caring for HIV or AIDS patients?

Please list the number of the experience, in priority order, (with #1.
being your first priority).
1._2._3._.

Ex. 1. # 3.etc 2. #8

3. #9

. etc.

26.

Did dental hygiene faculty influence your attitudes about HIV and
AIDS?
1._ No. 2._Yes.

27.

Was faculty influence:
1-_Negative
2._Predominantly Negative.

28.

3._Predominantly Positive.

4._Positive.

Did you provide clinical care to known HIV-positive or AIDS patients
as part of your dental hygiene school educational experiences?
1.
Yes 2.
No

29. Name three (3) things dental hygiene faculty did (or should do) to
contribute to student confidence about providing care to HIV or AIDS
patients.

Please name in priority order, with 1. being your top priority, etc~
1.

_

.

2
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3.

30.

Please rank the degree of influence of the following educational
elements on your attitudes toward providing care to HIV / AIDS
patients. Rank from 1 to 10, with 1 being MOST influential and 10
being LEAST influential.
RANK EDUCATIONAL ELEMENT
_
_
_
_
_
_
_

Dental Hygiene Textbooks.
Opinions and Behaviors of Faculty Toward HIV Patients.
Dental Hygiene School Policies on Communicable Disease.
Classroom lectures on HIV and AIDS.
Actually providing Clinical Care to HIV/ AIDS patient(s).
Hearing HIV-positive Individuals present to Class.
Dental Hygiene Journals.
Seminars/ discussions on needs of HIV patients and student
anxieties or fears about providing care.

SOB. Please indicate the DEGREE to which Dental Hygiene faculty in
general exhibited the following practices with respect to HIV and
AIDS.

PRACTICES

Never

Rarely Occasionally Frequently

1. Demonstrated clinical care
techniques chairside with
patient.
2.

3.

4.

5.

6.

Always

—

—

Followed infection control
standards.

—

—

Were up-to-date on HIV and
AIDS.

—

—

Were clinically competent and
demonstrated how to provide
care to HTV patients.
_

_

—

—

—

Created a clinical learning
environment in which I felt
respected as a person.

_

—

—

—

—

Were sensitive to my needs
and listened to my fears and
concerns about HTV and AIDS._

_

—

—

—
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7.

8.

9.

31.

Were positive in their approach
to providing care to HIV and
AIDS patients.
_

_

_

_

_

Gave me positive feedback and
encouragement in my questions
about HIV and AIDS.
_

_

_

_

_

Spent time discussing the
psycho-social needs of HIV/
AIDS patients and
practitioners.

_

_

_

_

_

In my AIDS education experiences in dental hygiene school, it was
most important to me that my dental hygiene teachers: ( Please RANK

your responses in completion of this sentence in order of importance to
you. Rank from one, MOST IMPORTANT, to 12, LEAST
IMPORTANT.
Rank

Findings to Statement.

_ Were up-to-date on HIV and AIDS and provided clear and
organized information on the topic and on the dental hygiene
needs of HIV-infected persons.
_ Were clinically competent and demonstrated how to provide
competent care to HIV patients.
Were sensitive to my needs and listened to my fears and concerns
about HIV and AIDS.
_ Created a learning environment in which I felt respected as a
person.
_ Tested me on my understanding of HIV and AIDS.
_Were positive in their approach to providing care to HIV or AIDS
patients.
_ Did not try to change my opinions.
_ Included tasks or activities in learning that helped me see HIV or
AIDS from different viewpoints and encouraged discussions on
those viewpoints.
_ Put a human face on HIV and AIDS and discussed patients
personal needs.
_ Shared their own vulnerabilities about AIDS and balanced them
with the facts about HIV transmission.
_ Gave me positive feedback and encouragement in my experiences
and questions about HIV and AIDS.
_ Made me think about why I thought what I thought or believed
what I believed about HIV and AIDS.
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GENERAL INFORMATION:
32

Age:
1.
2.
3.

33. Gender:
19-24
25-29
30-34

4.
5.
6.
7.

1.

35-39
40-49
50-59
60+

2.

Male
Female

34. I have treated HIV-infected patients:
1._No 2._Yes 3._Probably 4._Unsure.

35.

Do you know anyone who is HIV positive:
1._No 2._Yes

36.

A member of my family is HIV positive:
1._No 2._Yes.

37.

Are you:
1._Single 2._Married 3._In a Domestic Partnership

38.

Are you a parent?
1._No

39.

2._Yes

Please select one practice setting as your primary practice (if employed
in multiple settings):
39A. Number of Hygienists employed in this practice:
1. _I am the only RDH
2. _2 hygienists
3. _3 or more hygienists
39B. Type of practice:
1._General
2._Periodontal 3._Oral Surgery
4. _Orthodontic 5._Pediatric
6._Prosthodontic
39C. Location of practice:
1._City 2._Suburb 3._Town 4._Rural
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39D. The incidence of HIV and AIDS in the locale in which office is
located:
1. _High
2. _Moderate
40.

How many years of college did you attend to complete your dental
hygiene degree?
1. _Two years.
2. _Three Years.
3. _Four years.

41.

3._Low
4._Unsure.

4._Five Years.
5._Six Years or more.

Was the dental hygiene school public or private:
1._Public.

2._Private.

42. Are you currently employed:
1._Full-time 2._Part-time 3._Not practicing at present.

THANK YOU FOR YOUR RESPONSE AND PARTICIPATION.
PLEASE RETURN THE SURVEY BY AUGUST 10,1993
(OR AS QUICKLY AS ABLE)
A PREPAID POSTAGE ENVELOPE IS PROVIDED
FOR YOUR CONVENIENCE.
PLEASE RETURN THE SEPARATE POSTCARD
WHEN YOU MAIL BACK THE SURVEY.

145

APPENDIX D
TABLES 17,18,19
PERCENTAGE RESPONSES OPEN-ENDED QUESTION #29
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Table 17
Open-Ended Responses to Question 29
First Priorities for What Faculty Should Do to
Contribute to Student Confidence about HIV/AIDS

Requested Experience

.

1

2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.

HIV positive person speak to class
Explain infection control/more depth
Use Universal Precautions
More in depth content on AIDS
Treat HIV patients clinically
Id depth information HIV
transmission
Externships to HIV sites
Faculty not showing own fear about
treating HIV patients
Current and factual AIDS
information
Faculty talk about own fears/anxieties
Research papers on HIV/AIDS issues
Practice what they preach
Stop segregating HIV populations
Educate
HIV training prior to clinic
Treat HIV patients in hospitals
Discuss student fears
Students observe faculty treating HIV
patients
Teach non-discrimination
Faculty know their stuff
Teach correct techniques
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# Respondents
Naming

(%)

14
13
9
6
4

18.0
17.0
12.0
8.0
5.0

76
76
76
76
76

4
3

5.0
4.0

76
76

3

4.0

76

3
2
2
1
1
1
1
1
1

4.0
3.0
3.0
1.0
1.0
1.0
1.0
1.0
1.0

76
76
76
76
76
76
76
76
76

1
1
1
1

1.0
1.0
1.0
1.0

76
76
76
76

N

Table 18
Open-Ended Responses to Question 29
Second Priorities for What Faculty Should Do to
Contribute to Student Confidence About HTV7A1DS
Requested Experience

1.
2.
3.
4.

5.
6.
7.
8.

9.
10.
11.
12.
13.
14.
15.
16.
17.
18.

HIV positive person speak to class
Discussions addressing psycho-social
issues/fears
More in-depth information on
HIV/AIDs
Community externships to HIV sites
More information on infection control
Stress difficulty of transmission
More on universal precautions/safety
of
Research papers HIV/AIDS issues
Treat HIV patients clinically
Videotapes on disease progression
Current knowledge
Faculty treat HIV positive patients
Enhance patient confidentiality
Educate
Psycho-social needs of HIV patient
Reassurance/support by faculty
Separate sterilization of instruments
Faculty with positive attitudes about
HIV/AIDS were not in clinic
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#Respondents
Naming
18

(%)

N

26.0

68

9

13.0

68

7
6
5
5

10.0
9.0
7.0
7.0

4
3
2
2
2
1
1
1
1
1
1

6.0
5.0
3.0
3.0
3.0
1.0
1.0
1.0
1.0
1.0
1.0

1

1.0

68

Table 19
Open-ended responses to Question 29
Third Priorities for What Faculty Should Do
B Contribute tofStudent Confidence about HIV/AIDS

13.
14.
15.
16.
17.
18.
19.
20.
21.

149

3
3
2

5.0
5.0
3.0

1

1.0

1

1.0

1
1
1
1
1
1
1
1
1

1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0

888888888

12.

14.0
10.0
8.0
7.0
5.0
5.0
5.0

8

9.
10.
11.

8
6
5
4
3
3
3

ffi

2.
3.
4.
5.
6.
7.
8,

Discussions on fears/anxieties
psycho-social elements HIV/AIDS
More information on infection control
More in-depth information on AIDS
Community externships to HIV sites
Ethical aspects of HIV/AIDS
HIV positive speaker present to class
Faculty share experience s/attitudes
Observe experienced faculty treat HIV
patients
Discussions HIV
Research papers on HIV/AIDS issues
HIV patients were not welcome in
clinic
Have confident faculty with positive
attitudes
Address negative attitudes of
faculty/weed out
How to treat HIV patients
Teach Non-discrimination
Know high risk individuals
Have knowledgeable instructors
Have positive attitudes
Standards of care
Treat HIV patients in clinic
Supportive faculty

(%)

SSS

1.

# Respondents
Naming

SffiffiSSS®

Requested Experience

APPENDIX E

RAW DATA - QUESTION #29
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Variable 44: Name three things dental hygiene faculty did (or should do) to
contribute to student confidence about providing care to HIV/ AIDS
patients. Name in priority order, with #1 being your top priority, etc.

School #1:
Case 1.
1.
2.
3.

Having an Hiv-positive person speak to class.
Externships to provide DH care to HIV-positive patients.
Research papers assigned.

Case 2.
1.
2.
3.

Explain Hiv transmission/infection control.
Statistics and research on how HIV proven to be contracted.
Ethics.

Case 3.
1.
2.
3.

Practice what they preach (faculty seemed afraid of HIV and HEP B
patients.)
Be more confidential with patients.
More strict infection control.

Case 4.
1.
2.
3.

Aids should have been addressed more.
Knowing instructors would treat HIV-+ patients made me more
comfortable.
There was no way that HIV+ patients would know that they could be
treated
at clinic.

Case 5.
1.
2.
3.

Constantly went over infection control procedures.
Discussed how hard it is to get HIV by cleaning someone's teeth.
Discussed the virus and it's course of action.

Case 6.
1.
2.
3.

Provided infection control.
Check patient's medical history.
* No answer.
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Case 7.
1.
2.
3.

Talk about (tell) their fears and how they overcame them.
Have HIV or AIDS patient speak to class.
Have entire staff confident and not express negative attitude.

Case 8.
1.
2.
3.

Guest lectures on AIDS.
Have HIV + person speak to class.
Community externships on HIV/AIDS issues.

Case 9.
1.
2.
3.

More lectures on HIV and AIDS, with an HIV+ person as speaker.
Observe an institution where HIV patients are treated.
Enforce and demonstrate stricter infection control procedures for
HIV/AIDS
patients.

Case 10.
1.
2.
3.

Universal precautions as protection, treat every patient as risk.
Education on the nature of HIV and it's transmission.
Know signs and symptoms and be aware.

Case 11.
1.

2.

3.

Stop segregating the population as "being different. The disease
should be considered as one of the many medical conditions we
encounter daily. It is difficult to stop our 'red flags' from going up,
but remaining calm insures a competent clinician.
Meeting an HIV + person was most beneficial by humanizing all
the clinical information. What had been a series of photos and
articles for months, became a wonderful person with special needs.
Provide information beyond recognizing oral manifestations to
include care. Now that I am an RDH treating HIV patients, I feel
less able to resource needs for care.

School #2:
Case 12.
1.
2.
3.

Educate
Educate
Educate
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Case 13.
1.
2.
3.

Reinforce the idea that universal precautions will protect the
hygienist.
Teach all they can about HIV and how it is contracted.
Hold discussions.

Case 14.
1.
2.
3.

Treating known HIV patients.
HIV patients speaking to class.
More class hours on HIV and AIDS curriculum.

Case 15.
1.
2.
3.

Panels of AIDS experts speaking to class.
HIV positive person speaking to class.
Observe an experienced RDH work on HIV patients.

Case 16.
1.

2.
3.

Relate up-to-date information on AIDS to students, in a competent
and meaningful way, in order for students to be fully educated and
prepared. Knowledge is where safety begins.
Discuss ways of working on AIDS patients on a psychological level.
Leave plenty of time for discussion? questions about fears, anxieties,
doubts, experiences, Maintain openness..Crucial!.

Case 17.
1.
2.
3.

Reinforce strict infection control
Teaching HIV/AIDS causes and symptoms ( oral signs as well as
physical).
Talk about myths vs facts....discussion.

Case 18.

1.
2.

*
*

3.

*
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Case 19.
1.

2.

3.

Clear, concise, factual information. Express reality of the situation
( need for univ. precaution.) with a positive confident approach to
treatments in other words, AIDS patients are perfectly treatable
with proper respect to severity of need for universal precautions.)
This was done at my school.
AIDS patients as lecturers. Shows students that they are people too
and evokes compassion where there once was fear and ignorance.
Not done at my school.
Address ignorance, prejudice, etc, of students and faculty, weed it
out !.

Case 20.
1.
2.
3.

Lecture at how you catch it.
Videotapes of progression of disease.
How to treat positive patient.

Case 21.
1.

2.
3.

Panel of HIV/AIDS infected people- I attended a cont. ed seminar
and hearing their feelings about treatment preference really helped
clarify my opinion.
Constantly reassure students that with universal precautions
always they are safe.
Hiv positive person provide education to students.

Case 22.
1.
2.
3.

Realizing contracting HIV is not from casual contact.
Universal precautions should be enough.
HIV patients should be treated the same as all patients.

Case 23.
1.

None.

2.

*

3.

*

Case 24.
1.
2.
3.

Panel of AIDS experts speaking to class.
HIV positive person speaking to class.
Discussion of thoughts and fears regarding HIV and AIDS with
students.
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School #3:
Case 25.
1.

They should do most of the things in Question 24 that I never had in
school.

2.

*

3.

*

Case 26.
1.
2.
3.

Have a confident and competent instructor give the lectures on HIV
and AIDS.
Provide research material, reading material on the topic ( facts,
proven research)
Offer private and personal counseling for those students with
concerns.

Case 27.
1.
2.
3.

Thorough education on the subject, before clinic starts.
Constant reassurance by faculty.
Openness by instructors regarding their own experiences, or to
discuss issues one on one in private.

Case 28.
1.
2.
3.

Stress universal precautions.
Understand what HIV and AIDS really is and means of
contracting.
Know high risk individuals.

Case 29.
1.

Discuss AIDS openly and the risks of infection.

2.

*

3.

*

Case 30.
1.

My faculty made it perfectly clear that if we follow infection control
procedures to the letter, there is absolutely no danger.

2.

We treat all patients as if they were HIV positive- to protect
ourselves from patients who won't disclose their true medical
history.
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3.

Our instructor is very knowledgeable and is in the forefront of AIDS
protection and offered to speak privately with anyone who had
concerns. Hep
B is not a question for us-our class was inoculated.

Case 31.

1.

2.
3.

Faculty members told us that they would be with us through the
whole process, One-on-one sessions.
*
*

Case 32.
1.

2.
3.

Forsyth did an excellent job explaining the role of the D.H.
regarding HIV and AIDS virus. I strongly feel these patients
infected with the virus should be treated at a hospital where
sterilization is more involved, for their safety, as well as the dental
hygienists.
*
*

Case 33.
1.
2.
3.

Provide universal precautions-infection control to all.
Classroom lectures on AIDS with questions and answers.
*

Case 34.
1.

*

2.

*

3.

*

Case 35.
1.
2.
3.

Constant lecturing about universal precautions.
*
*

Case 36.
1.
2.
3.

Fears and anxieties! (should do).
*
*
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Case 37.
1.
2.
3.

Reinforce universal precautions.
In depth lectures on the disease.
Keep a positive attitude, if, when someone discloses their status.

Class 38.
1.
2.
3.

Lectures on HIV and AIDS patient care.
Guest lecturers.
Infection control lectures.

Class 39.
1.
2.
3.

Provide an opportunity for the student to visit sites where HIV or
AIDS patients receive care.
Have AIDS experts lecture in the classroom.
Teach adequate training in the special precautions students need to
provide care to HIV or AIDS patients.

Class 40.
1.
2.
3.

Talk about personal experience.
Go over infection control.
*

Class 41.

1.
2.

*

3.

*

*

Class 42.
1.
2.
3.

Provide universal precautions for every patient.
Learning the truth about AIDS and facts.
Sharing their experiences.

Class 43.
1.

Don't know.

2.

*

3.

*

Class 44.
1. If patient was HIV positive, faculty would have one-to-one meetings
with student in regards to attitude and how we felt about the issue
2 *
3.

*

Class 45.
1.
2.
3.

Infection control procedures.
AIDS contraction.
Infection control procedures.

Class 46.

1.
2.

*
*

3.

*

Class 47.

1.
2.

*
*

3.

*

Class 48.
1.
2.
3.

Not try to influence personal choice.
Encourage discussion.
Standards of care.

Class 49.
1.
2.
3.

Treat known HIV + patients.
Visit special centers for infected patients.
Be confident of infection control.

Class 50.
1.
2.
3.

Strong infection control seminars.
Lectures on HIV and AIDS.
Have a positive outlook about treatment of HIV and AIDS patients.
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School #4:
Case 51.

1.
2.

*
*

3.

*

Case 52.
1.
2.
3.

Let students observe dental treatment by faculty on AIDS patients.
Invite HIV person to lecture in class.
*

Case 53.
1.
2.
3.

Research papers on HIV/AIDS topic.
Small group discussions on AIDS topic.
Lectures on HIV/AIDS topics.

Case 54.
1.
2.
3.

Continue to educate the student on the ways HIV contracted.
*
*

Case 55.
1.
2.
3.

HIV positive person speaking to class.
Visiting community health agencies to learn about HIV resources.
Community externships to sites where HIV/AIDS patients receive
care.

Case 56.
1.
2.
3.

Class debates on HIV/AIDS (should do).
I had much positive feedback during class lectures on treating the
patient with HIV/AIDS with concern and respect.
Conduct prophy's as if every individual was a potential carrier of an
infectious disease. This influenced me to consistently follow disease
control procedures.

Case 57.
1.
2.
3.

Stress importance of treatment to a patient, not to shun.
Actual work on HIV patient.
?
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Case 58.
1.
2.
3.

Barrier protection.
Infection control procedures.
Scientific knowledge.

Case 59.
1. Infection control.
2. Having an AIDS patient visit class.
3. Actual demonstration of working with or treating an AIDS patient.
Case 60.
1. In-depth lectures on HIV (more than one class session!).
2

*

3.

*

Case 61.
1.
2.
3.

Emphasize strict infection control procedures for all patients(since
many patients will be HIV-positive and will not know it.)
Provide opportunity for student to treat an AIDS patient while in
school.
Instill a sense of ethics in students- that we should not discriminate
against AIDS patients or refuse to treat them.

Case 62.
1.
2.
3.

Extremely careful and think about what you are doing-wear
double-gloves.
Sterilize instruments separately from other patients.
Clean up after patient with extra care.

Case 63.
1.
2.
3.

They taught us that proper infection control would prevent HIV
exposure.
They showed many films or AIDS with much discussion
afterwards.
Knowledge of AIDS was strongly encouraged and put into the
curriculum to a large degree.
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School #5:
Case 64.
1.
2.
3.

HIV positive speaker.
Experts speaking to class.
Visiting HIV Community agencies to learn more about HIV/AIDS.

Case 65.
1. Basic knowledge of HIV/AIDS.
2. Group discussions.
3. Infection control.
Case 66.
1.
2.
3.

See that student treats HIV patient in clinic.
Help students verbalize fears and anxieties.
Have HIV patient visit classroom and talk to students before clinical
experience.
Case 67.
1.
2.
3.

We confidently applied all infection control measures in the clinic.
We were given all the current knowledge pertaining to HIV/AIDS
patients.
We were given the time to express our fears and concerns, ask
questions, and received knowledgeable and intelligent answers
back.

Case 68.
1.

Have professionals that treat HIV patients (in whatever setting,
clinical RDH, hospital RN, etc) share their concerns and
confidences and experiences with us through lectures, etc.

2.

*

3.

*

Case 69.

1.

*

2.

*
*

3.

Case 70.

1.

*

2.

*

3.

*
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Case 71.
1.

2.
3.

Know their stuff much better, they contradicted themselves and
each other more often than not.
*
*

Case 72.
1.
2.
3.

Make students do research.
Have a panel of HIV-infected people present.
If possible have HIV + patients to work on in clinic.

Case 73.
1.
2.
3.

Bring HIV + person to lecture or speak to class.
Visit a place where AIDS patients are treated
Research papers.

Case 74.
1.
2.
3.

Have students meet and talk with AIDS patients.
Lecture/Discussion with professional medical personnel who work
primarily with AIDS patients.
One on One discussion with students on our fears about working on
AIDS patients.

Case 75.
1. Reinforce OSHA Standards.
2. *
3. *
Case 76.
1.

2.
3.

In the clinic, they should not demonstrate their own fearfulness by
hesitating or avoiding completely having to check a " suspicious"
patient ( by that I mean one who is a known drug abuser or a
homosexual.).
Present students with the most recent and updated research
information about AIDS- positive or negative information.
Continue to monitor student's level of universal precautions,
provide them with the latest info, i.e. do not wash gloves.
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Case 77.
1.
2.
3.

Guest speakers.
Visit community agencies.
Externship to health care facilities.

Case 78.
1.
2.
3.

Provided enough facts about the transmission of HIV.
Discussed and demonstrated proper infection control procedures.
Talked openly and positively about their opinions.

Case 79.
1.
2.
3.

Infection control lectures.
Lectures on AIDS
*

Case 80.
1.
2.
3.

Have an HIV positive person speak to class.
Do more research projects.
Do community externships at HIV/AIDS clinics.

Case 81.
1. Dental hygiene clinic faculty did not seem/ appear comfortable with
possible HIV/ AIDS patients.
2. D.H faculty that instructed positive roles in treating HIV patient do
not at any time come in contact with patients.
3. Faculty should have provided more outside HIV experts to speak to
class.
Case 82.
1.
2.
3.

Guest lecturers on AIDS.
HIV positive person meet with students.
Visiting resources or seminars on AIDS.

School #6:
Case 83.
1.
2.
3.

Provided me with current scientific data to base my opinion on.
Taught universal precautions and mandatory HEP B Vaccine.
Stressed the fact that we are in a health profession dedicated to help
all patients.
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Case 84.
1.
2.
3.

Treat all like HIV positive.
Good infection control.
*

Case 85.
1.
2.
3.

As students, we were educated on infection control, transmission of
and importance of HIV virus.
An HIV speaker presented to class and helped students to "
identify" with HIV + patients.
Educators provided support and confidence in myself and
procedures I followed in treating HIV patients.

Case 86.
1.
2.
3.

Taught correct techniques for Dental Hygiene practice.
Provided info about risks.
*

Case 87.
1. Community externships to site(s) where HIV/AIDS patients receive
dental care.
2. Aids experts speaking to class.
3. Values-clarification sessions on AIDS.
Case 88.
1.
2.
3.

Visiting areas where dental care is provided routinely to HIV
patients.
HIV + patient speaking to class.
Increased lectures on AIDS and infection Control.

Case 89.
1.
2.
3.

Should provide Values-clarification
Should have more lectures and discussions on AIDS topics.
Should provide info on up-to-date AIDS research on contraction and
prevention of disease.

Case 90.
1.

Hygiene faculty with misgivings about treating AIDS patients
should find a positive way to set students at ease in the case where
they might treat an HIV + patient and not portray a fear to touch the
infected person.
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2.
3.

Classes providing open discussion of student opinions about
treating AIDS patients should be encouraged.
Unintelligent and uninformed statements by students should be
addressed in a practical and informative way instead of ignored.
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APPENDIX F
TABLE 20 - DEGREE OF TEACHER PRACTICES HIV/AIDS

Table 20
Willingness to Treat and Having
HIV-positve Family Member

Family Member HIV-Positive
NO
YES

N
86
4

t-test = 0.605
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Mean
18.11
17.00

S.D.
3.65
2.16
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