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Abstract HIV self tests (HIVST) have the potential to

increase testing among young adults. However, little is

known about high-risk young adults’ perception of the

HIVST as a risk reduction tool and how they would use the

HIVST in their everyday lives. Our study sought to

examine these factors. Twenty-one ethnically diverse par-

ticipants (ages 18–24) used the HIVST at our study site,

completed surveys, and underwent an in-depth interview.

Descriptive statistics were used to analyze the survey

responses, and interview data were coded using constructs

from the information-motivation-behavioral skills model.

Information deficits included: how to use the HIVST and

the ‘‘window period’’ for sero-conversion. Motivations

supporting HIVST use included: not needing to visit the

clinic, fast results, easy access, and use in non-monoga-

mous relationships. Behavioral skills discussed included:

coping with a positive test, handling partner violence after

a positive test, and accessing HIV services. These findings

can inform the use of the HIVST for improving HIV testing

rates and reducing HIV risk behavior.

Resumen El autoexamen para el VIH (prueba casera

conocida como HIVST por sus siglas en inglés) tiene el

potencial de aumentar las pruebas de VIH entre los adultos

jóvenes. Sin embargo, poco se conoce con respecto a la

percepción de los adultos jóvenes de alto riesgo acerca de

esta prueba como herramienta para reducir el riesgo y de

cómo utilizarla en su vida cotidiana. Nuestro estudio trató

de examinar estos factores. Veintiún participantes de

diversos grupos étnicos (edades 18–24) utilizaron esta

prueba (HIVST) en nuestro sitio de estudio, completaron

encuestas, y se les realizó una entrevista en profundidad.

Las respuestas de la encuestas fueron analizadas a través de

estadı́stica descriptiva y los datos de la entrevista fueron

codificados utilizando constructos del Modelo de Habili-

dades de Información-Motivación-Conductual. El déficit

de información incluyó: cómo utilizar la prueba HIVST, y

el ‘‘Perı́odo de Ventana’’ para la seroconversión. Las

motivaciones a favor del uso del HIVST incluyen: No tener

que visitar la clı́nica, resultados rápidos, fácil acceso, y su

uso en las relaciones no-monógamas. Las habilidades

conductuales que se trataron incluyeron: hacer frente a un

resultado positivo, enfrentarse a una reacción violenta de la

pareja ante un resultado positivo, y el acceso a los servicios

de VIH. Estos hallazgos pueden informar el uso del HIVST

para mejorar las tasas de pruebas del VIH y reducir las

conductas de riesgo de VIH.
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Introduction

In the United States (US), the HIV epidemic dispropor-

tionately affects racial, ethnic and sexual minority popu-

lations, especially in their youth. Youth and young adults

make up a greater number of newly HIV-infected indi-

viduals in the US versus their older counterparts [1].

Among those aged 13–24, 75 % of infections occur in men

who have sex with men (MSM) [2]. Of the nearly 21,000

infections estimated to occur each year among African

Americans, 34 % are among young people aged 13–24 [3].

Latino youth continue to experience an increase in the rate

of diagnoses of HIV and account for approximately 20 %

of new HIV diagnoses among youth aged 13–24 [4].

HIV-infected youth are less likely than HIV-infected

adults to be aware of their status, particularly those at high-

risk for acquiring HIV such as MSM, African Americans,

and Latinos [5]. Despite reports that youth know where to

get an HIV test, testing rates among youth remain low. The

CDC estimated that in 2010, about 50 % of youth aged

13–24 with HIV in the US were unaware of their infection,

compared to 12.8 % in the overall population. In the same

year, only 35 % of young adults aged 18–24 had been

tested for HIV. Nationwide, only 12.9 % of high school

students had ever been tested for HIV [6]. Studies have

shown that 50–60 % of young HIV-infected MSM aged

18–24 are unaware of their infection [7]. Lack of HIV

testing contributes to this unawareness. Although the CDC

recommends testing for HIV every 12 months for persons

at high-risk for infection, over 35 % of young MSM have

not been tested in the past year [8]. All of these populations

remain at high-risk for acquiring HIV, and knowing their

HIV status is fundamental to linking them to care and

secondary prevention [9].

When properly used, HIV testing can be a gateway to

treatment, care, and prevention [5]. Specifically, the HIV

self-test (HIVST) has been publicized for its potential to

improve the identification of those who do not know they

are infected by increasing access to HIV testing [10, 11]. In

2012, the FDA approved the first rapid HIVST (OraQuick

test, OraSure Technologies, Bethlehem, PA), allowing an

individual to find out his or her HIV status in as short as

twenty minutes without the presence of a healthcare pro-

vider [12]. The HIVST may be of particular relevance to

racial, ethnic and sexual minority young adults who are

most likely to be affected by the disease and least likely to

be tested [13]; however, we know very little about young

adults’ perceptions of the HIVST and their behavioral

intention to use the test. The potential uses of this tech-

nology by youth need to be better understood in order to

develop and promote programs that eliminate the current

disparity in HIV detection and reduce the incidence of

HIV among high-risk youth and young adults.

The goal of this study was to understand young adults’

perceptions of the use of the HIVST as a screening and

behavioral intervention tool. Towards this goal, we sought

to: understand young adults’ knowledge of HIV and the

HIVST, elicit their motivations for using HIVST, and

identify behavioral intentions to use the HIVST as a pre-

vention strategy.

Methods

Theoretical Framework

Our study was guided by the information-motivation-be-

havioral skills (IMB) model, a conceptual model developed

to guide thinking about complex health behaviors. The

IMB model hypothesizes that if a person is provided ade-

quate information, motivation, and behavioral skills and

has the self-efficacy to act, then there is an increased

likelihood that they will fulfill and maintain healthful

behaviors and achieve the desired outcome. The IMB

model has been used to guide health behavior intervention

development by eliciting targeted end-users’ information,

motivation, and behavioral skills through the use of ques-

tionnaires, surveys, or other methods [14]. Behavior-

specific and group-specific interventions can then be

designed to achieve behavioral goals. Finally, evaluation-

outcome research can assess whether the intervention

produced the desired effect on remediating information,

motivation, and behavioral skill deficits that are likely

causes of the original faulty health behavior [14–16].

The goal of our research was to examine young adults’

use of the HIVST, which included knowledge, motivation,

and efficacy to execute distinct behaviors. To achieve this

goal, data collection instruments were identified specifi-

cally for each construct of the IMB model. Mixed methods

analyses of surveys and in-depth qualitative interviews

were used. We collected demographics, HIVST informa-

tion, HIV knowledge, attitudes, self-efficacy, and inten-

tions to use the HIVST. The IMB constructs (i.e.,

information, motivation, behavioral skills), and how they

were operationalized in our study is illustrated in Fig. 1.

We adapted instruments from their original tools to

specifically measure perceptions related to HIVST use. All

original scales were chosen for their core generalizability

and malleability so that the original terms and concepts

(i.e., smoking and condoms) could be replaced by and

measure ‘‘HIV Self Tests’’. Measurement tools are

described in Table 1.
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Study Procedures

Procedures

The study took place from January to June of 2014. We

secured approval from the Columbia University Medical

Center Institutional Review Board and obtained a Certifi-

cate of Confidentiality from the National Institutes of

Health. We recruited participants by posting fliers in bars,

dance clubs, community events and community-based

organizations where young adults congregate. Participants

were recruited through purposive sampling. Inclusion cri-

teria were: ability to speak English or Spanish, HIV-neg-

ative or unknown status, unprotected vaginal or anal

intercourse (receptive or insertive) in the prior year with a

partner of unknown or discordant HIV status, and willing

to take an HIV test at our study site.

All study activities were conducted in a private study

room at the Columbia Community Partnership for Health.

Participants completed a written informed consent form.

Following the consent process, we used a think-aloud

protocol, video observations, questionnaires, and in-depth

interviews to examine study participants’ use of the

HIVST. Results from the think-aloud protocol are reported

in ‘‘Do High-Risk Young Adults Use the HIV Home Test

Appropriately?’’ [27]

Participants were asked to use the OraQuick Rapid

HIV 1&2 home test [12] in the presence of a research

team member. OraQuick is an antibody test that involves

self-collection of a mouth swab and testing an oral fluid

sample for HIV antibodies. The test gives results in

20–40 min, comes with step-by-step instructions on how

to perform it at home, is 99 % accurate, and is FDA-

approved. Once the participant indicated that s/he had

completed the HIVST procedures, the study team member

asked the participant for his or her interpretation of the

results. Following the procedures, participants completed

surveys (Table 1) through Qualtrics, a secure, web-based

application designed to support data capture for research

studies.

Participants were interviewed after they used the HIVST

and completed all of the questionnaires. The interviewer

was a Latina who had a master’s degree in public health

and a medical degree from a foreign university. She

received training from the research team members in how

to conduct interviews and focus groups, and coded quali-

tative data as part of her work on multiple federally funded

research projects. The interview consisted of a series of

open-ended questions designed to understand their expe-

riences using the test. Interview questions were developed

based on the three constructs of the IMB model (i.e.,

information, motivation, and behavioral skills) with the

goal of unearthing participant HIV testing proficiencies

within the specified construct. Questions related to the

‘‘Information’’ construct provided an indication of partici-

pants’ basic knowledge about HIV, HIV Self Testing, and

other strategies for positive and healthful behaviors.

Questions for the ‘‘Motivation’’ construct discussed and

assessed personal attitudes towards HIV, HIV testing, use

of HIVST, perceived social support from a partner or

family and friends, and the participants’ subjective norms

or perception of others’ HIV testing and HIVST use.

Lastly, questions for the ‘‘Behavioral Skills’’ construct

provided an understanding of the specific behavioral tools

or strategies needed to perform positive and healthful

behaviors, such as increased testing for HIV, enlisting

social support, and strategies for healthful self-regulation.

Participant Description

We interviewed twenty-one minority young adults aged

18–24 (M 21.25, SD 1.49) who reported having had one or

more unprotected sexual encounters with a partner of

unknown HIV status. Sixteen participants reported being

male, three reported being female, one reported being trans-

gender male, one reported being transgender female and two

Fig. 1 IMB constructs tied to study activities
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reported being gender-queer. Eighty-six percent (N = 18) of

our participants had a history of anal intercourse. Nine par-

ticipants reported being Black/African American, 1 was

Asian, 1 was American Indian/Alaska Native and 10 were of

Latino/Hispanic origin. Almost all of our participants

(N = 19) spoke English; one participant spoke Spanish and

one used American Sign Language to communicate.

Analysis

Three research staff members administered quantitative

surveys via Qualtrics and conducted qualitative in-depth

interviews during one-on-one sessions. Quantitative data

were analyzed using descriptive statistics with SPSS. The

qualitative data was manually coded using word review

and annotation tools by two doctorally prepared research-

ers. Coded excerpts were then extracted from the word

document and organized into an excel database. Codes and

related excerpts were reviewed by a second rater, and final

codes and related excerpts were agreed upon by both raters.

Results

Table 1 presents a summary of the quantitative results, and

is followed by relevant excerpts from interview data.

Results are organized by the IMB constructs.

Information

Information and Standard HIV Testing

Our findings about knowledge of HIV testing support

common findings that most youth know about HIV testing,

where to get tested, and have been tested at least once in

their life, but don’t get tested frequently enough due to

misperceptions of risk and barriers such as social stigma and

economic limitations [28]. We used two questionnaires to

measures knowledge and each had a scale of 0 (none cor-

rect) to 18 (perfect score). On the HIV-Knowledge Ques-

tionnaire, participants had a mean score of 13.22 (SD 2.56).

On the HIVST Information Scale, participants had a mean

score of 10.67 (SD 4.69). All participants had some

knowledge of HIV testing, including where to get tested and

generally what testing would involve (See Table 1, Instru-

ment: HIV-Knowledge Questionnaire—HIV-KQ-18).

Preknowledge of the HIVST

In the quantitative assessment, participants demonstrated

an average level of knowledge about HIV, but a below

average understanding of the HIVST and its limitations

(See Table 1, Instrument: HIVST Information Scale).

Similar to the findings in the quantitative assessment,

during interviews most participants reported not having

any prior knowledge of the HIVST before participating in

the study. Many expressed surprise about the availability of

an HIV test for use outside of a clinical setting. Others

were surprised that they didn’t have to take a blood test.

When asked if they had heard about the rapid HIVST

recently approved by the FDA, typical responses included:

No I haven’t. And most of them are drawing blood.

So I thought it would be that one.

— —

Actually, no, I haven’t. I didn’t know they sell this at

home. I thought you’d have to go find a van or go into

little clinics and be like I need to get an HIV test,

which is really weird because you don’t know who is

listening.

Some participants expressed knowledge of the HIVST

before participating in our study. They had heard about it

from TV or other forms of media (social media, magazine,

etc.), had some professional involvement in HIV preven-

tion or health care, or were informed by a healthcare

provider.

I work in HIV prevention…I knew you could, but did

not have knowledge of it until after I came…about a

month or so after I did my first test, an organization

came in and was expressing the benefits and I guess

the necessity of wanting to take your own HIV test.

— —

I’ve seen a commercial, but I didn’t think it was real

because I didn’t…I was thinking that you had to

report it, like whether you’re positive or negative. I

was thinking, how is that going to be done if you’re at

home because somebody could just throw it away.

So, I didn’t think it was really out there. Once I saw

the commercial, I just browsed on the internet, but it

was like $60, so I was like I wouldn’t ever have one

of those.

— —

I only heard that it was new, rather, but I never really

knew where to buy it from or if I can buy it right now.

All I know is that there was possibly an HIV home

test…Around, people talk about it. I could have

possibly saw it in newspapers. I’m not sure if I read

about it or not. But I did know that it was coming out.

Motivation

Motivation and Standard HIV Testing

Peer influence and perceived social norms have been

identified as highly influential factors that motivate people
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to get tested for HIV, along with a history of sexually

transmitted infection and risk awareness [8, 28]. Our

findings on youths’ motivations to use the HIVST confirm

existing research.

Peer Influence and Perceived Social Norms in HIVST Use

Approval of peer, intimate partner, and family referents for

HIVST use was an important motivating factor. Overall,

participants reported that those who they most closely

interacted with would support their use of the HIVST. The

majority of participants reported that all of the following

categories of people would encourage them to use the

HIVST: mother (76.5 %), best friend (70.6 %), most recent

sex partner (70.6 %), father (64.7 %), siblings (64.7 %),

and other friends (58.9 %) (See Table 1, instrument: peer

influence and perceived social norms).

Intention To Use HIVSTs

Most participants said they would definitely use the HIVST

kit (57.1 %) or that it was likely (33.3 %). Similarly, most

participants responded that they would definitely use

HIVST to test any sexual partners (57.1 %) or with inti-

mate partners (28.6 %) (See Table 1, Instrument: Intention

to use HIVST Scale). Additionally, when asked how much

they would be willing to spend to purchase an HIVST in

their interview, most participants indicated they wouldn’t

spend more than $20. This highlighted the importance of

cost as a barrier or facilitator of HIVST use, and clarified

that motivation to use the HIVST may be mitigated by cost.

R: It depends on the cost, and I feel like it should be

free instead of charging anybody because there’s a

better way to protect a lot of people from…who is

very private, who don’t want to go to the doctors, that

they can get some kind of knowledge of it. So, I feel

like it should be free for everyone.

M: Let’s say it costs $50, would that be a problem?

R: Yes.

M: What do you think would be normal?

R: Like $10, $15, or probably lower because I feel

like it’s too much to pay $50 to get a rapid test. I

could go to the doctor free and get blood work free.

— —

M: And what should be the cost of this?

R: I would go in the range between $5 and $8, around

there. You pay like $7.75 and you get an AIDS test.

M: So $50 would be?

R: That’s too much. Fifty dollars, I don’t think any-

body… Well some people would do it. But then

again, that goes to disadvantage to people that can’t

afford to pay $50 for it. You know what I mean? I

think, like with the pregnancy test, to have dollar

ones, two, three dollars. I think it would be most

prominent for them to put it at a low number than a

higher number. So it enables, it puts it out to more

people. More people have the access to it, you know.

Based on our findings, participants did not report sus-

ceptibly to HIV. Low perceived susceptibility to HIV may

be associated with low testing rates in general (See

Table 1, Instrument: Perceived susceptibility). However,

attitudes towards HIV-antibody testing were favorable

among our participants (See Table 1, Instrument: HIV-

Antibody Testing Attitude Scale (HTAS)).

Comparison of HIVST with Clinical Testing

A few participants raised concerns about the accuracy of

the HIVST. Concerns focused on the perception that blood

tests in clinics were more accurate than HIVST. Some

participants said that they would prefer using the HIVST

over going to a clinic or getting tested by a health care

provider, since it was simple to use and faster than waiting

for the test results from the health care provider. This

would save them time and money because they wouldn’t

have to travel to a hospital or clinic.

M: …How did this test compare to other tests you’ve

had in the past, other HIV tests and other medical

tests? Did you like it more, did you like it less, was it

simpler, was it more complicated?

R: It was more simpler because usually when you do

an intake with a counselor or a doctor, they ask you a

lot of personal things and it’s a lot of time being

wasted. The Home rapid test, I know my sexual

history, so I don’t have to ask any questions. I can

just perform the test and it’s less time and it’s at a

place where I feel secure at.

M: What about the swabbing of the mouth? Is that

better? Was that the same as the other tests you’ve

had in the past?

R: A couple of times I got tested when they would

swab my gums. They usually would swab too rough

sometimes. So, once again, for me this proves to be

better, more beneficial because I know my body and I

know what pressure to put on my gums.

— —

M: So you like this way of testing, as opposed to

getting pricks and taking blood.

R: I actually kind of like the blood a little bit better. I

just feel like it’s a little bit more accurate, but I

wouldn’t know. I’m not into that type of thing. So I

don’t know. I just think anything with blood is a little

bit more accurate.
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Facilitators

Participants highlighted several advantages of the HIVST,

including ease of use, privacy, and speed.

It’s quick. You can do it anywhere. You have to just

go by yourself and somewhere they have it, like a

pharmacy. Just get it. It’s quick. It’s only a little

swab. There’s no blood even involved.

— —

It would have been a different experience just

because I am in a secure place, my home, and I am

not around people who I feel are going to breach my

confidentiality. I really don’t feel that comfort-

able around doctors and counselors, so just to be in

my home, a place that I feel secure at and be able to

take a test like this, it makes me feel good.

Barriers

The participants also identified disadvantages to the

HIVST, particularly cost and lack of immediate and direct

contact with a medical professional in case of a positive

diagnosis. Tied to this was a fear that others may resort to

suicide in the event of a positive test result as well as

violence by their intimate partner.

Let’s say a person is mentally ill…they suffer from

depression or something…and they so happen

to…happen to come up positive…they have nobody

to talk to at that point in time. They can do anything.

They can harm themselves. They can probably harm

the people that they feel gave it to them or they can

do harm to themselves, or both. They have no trained

medical professional to guide them through their

chaos, so I think that’s one of the disadvantages.

— —

If the test comes back positive, it could get violent.

Behavioral Skills

An Adolescent and Young Adult HIVST Self-Efficacy Scale

Behavioral skills were assessed using an ‘‘Adolescent and

Young Adult HIVST Self-efficacy Scale’’ [24] and a

‘‘Perceived Effectiveness and Difficulty of Discussing the

HIV Test with Partners’’ [25, 26] assessment. Participants

strongly indicated that they could: use the HIVST cor-

rectly, understand the results of the HIVST, talk about

using the HIVST with a potential sexual partner, talk about

using the HIVST if they were unsure of their partner’s

feelings about it, and say no to sex if their partner refused

to take an the HIVST. Participants were less certain they

could talk about using the HIVST with a potential sexual

partner before they started to hug and kiss, or talk a partner

into taking a HIVST before they have sexual intercourse.

Participants felt least confident they could use the HIVST if

drinking beer, wine or other liquor, indicating that sub-

stance use could be a significant barrier to HIVST use (See

Table 1, Instrument: HIVST Self-efficacy).

Perceived Effectiveness and Difficulty of Discussing

the HIVST with Partners

Most participants indicated that it would be easy to keep a

supply of HIVST in their home and easy to carry the

HIVST when they go out. Participants felt less confident

about judging whether a sexual partner could become

violent over taking the HIVST, using the HIVST when

their partner is under the influence of alcohol or drugs, and

using the HIVST with a partner when they are under the

influence of alcohol or drugs. Even so, participants indi-

cated that they could handle a violent situation that

occurred as a result of using or proposing to use the

HIVST.

Timing is also a critical factor to use. Participants felt

they could raise the issue of taking the HIVST with a

potential partner: as soon as they made contact, while

chatting online, in a bar or club, on the telephone, in person

before anything sexual happened, and while ‘fooling

around’ but before penetration (See Table 1, Instrument:

Perceived Effectiveness and Difficulty of Discussing the

HIV Test with Partners).

Ease of Use

Some participants’ expressed initial feelings of tribulation

with performing the HIVST for the first time. After having

used the HIVST, most participants reported feeling more

comfortable using it on their own and reported feeling

confident that they could follow the instructions that were

provided with the HIVST without being supervised.

M: Tell me, how are you feeling after the test?

R: I am happy, of course, I am HIV negative. It was

my first time doing it by myself. I haven’t got HIV

tested in a few months, but it’s my first time doing it

by myself so it was really interesting. I learned how

to…being able to do it myself by the instructions and

stuff. It was really exciting.

M: How do you think you would have felt if you had

done this at home?

R: At home? I think I still would have been a little lost. I

was kind of lost, but the instructions helped me. I think

I would be happy to take this by myself at home.
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Self-Efficacy using the HIVST

Participants also felt confident that they would be able to

use the HIVST with a sexual partner and for prevention.

They were interested in finding out the HIV status of their

sexual partners if it were unknown to them and would use

the HIVST with partners if given the opportunity.

M: Now I am going to ask you about a few situations

in which you may use the HIVST. Please tell me one

scenario in which you would use this test.

R: I will use this test before seeing any sexual part-

ners. I would let them use it and I use it before

anything first.

Negotiating Use of HIVST with Sexual Partner(s)

Participants felt that they would be able to negotiate use of

the test with partners. Though some expressed reservations

and concerns of violence, many participants said that they

felt they would be able to communicate with their partner

effectively about the HIVST.

If I was having sex with a partner that I usually have

sex with and I wanted to know their status before we

continue to have sexual relations, I would have him

take the test. If it was something that I knew on a

regular…if it was a stranger, I don’t know…not a

stranger, but somebody I don’t really know, I

wouldn’t be able to be like take a test because that

would just seem awkward to me.

Discussion

HIVST is a tool that may help to improve HIV testing rates

and promote risk reduction behaviors [29]. There has been

some research on the HIVST, and while people report

being likely to use the technology, uptake has been low

[30–33]. A recent study was conducted with young Black

MSM and transgender women and found that although the

HIVST is available, there are many barriers to its use [34].

Despite these findings there has been limited research to

understand youth and young adults’ perception on the use

of the HIVST as a tool for health behavior change. More

specifically, our work was focused on some of the con-

textual factors that influence participants’ use of the

HIVST. Our study specifically examined emotional and

behavioral reactions, encouragement by others to use the

test [35], and plans to use the information to get appro-

priate treatment, if applicable.

Now that the HIVST is available over the counter, the

importance of understanding the potential for its use by

sexually active young adults is fundamental. Unfortu-

nately, use of the HIVST by untrained young adults is still

not well understood; thus, this study helps to fill this gap in

the literature. To better understand how young adults

would use the HIVST, we used the IMB model to guide our

study design. For the ‘‘information’’ construct, we identi-

fied several gaps in participants’ knowledge. Many par-

ticipants did not know that the HIVST was available or

how to use it. Participants’ understanding of HIV was

average and their understanding of the HIVST was low,

even after using the test; however, we found that partici-

pants did understand their clinical options for testing.

Participants also identified several advantages of the

HIVST over clinical testing: ease of use, privacy, speed of

test results, and access.

For the ‘‘motivation’’ construct, we identified motivating

factors such as importance of the approval of peers, inti-

mate partners, and family referents, which were all

important to HIVST use. Also, it should be noted that

sibling relationships were the most impactful. Of particular

importance was the indication that participants were

motivated and confident to use the HIVST on themselves

and with sexual partners. When asked to compare the

HIVST to the clinical test, participants felt more motivated

to use the HIVST to find out their HIV status. Both per-

ceived advantages and disadvantages were discussed and

though accessibility, speed of results, and increased pri-

vacy were seen as advantages, while cost and lack of

support during a positive test result were repeatedly iden-

tified as significant barriers to use.

Also, regarding cost, participants indicated that they

wouldn’t be willing to spend a lot of money for the test.

Twenty dollars seem to be the common maximum thresh-

old. Conversely, the right cost was also indicated as pos-

sibly being a facilitator of HIVST use. Youth and young

adults are often economically limited. In turn, some par-

ticipants thought that the best thing would be to make the

HIVST free so that it could be accessible to people for

whom cost is a detrimental barrier.

In terms of ‘‘behavioral skills’’, participants were confi-

dent in their ability to use the HIVST again at home without

study staff or clinical supervision. Their self-efficacy to use

the test was strong, as well as their self-efficacy to test

partners of unknown status, which has been reported as a

viable prevention strategy [35]. Participants also indicated

that it would be easy to keep a supply of rapid HIVST in

their home. Many of these findings are promising in terms

of HIV treatment and prevention. According to HIV pre-

vention strategies highlighted by the CDC, an increase in

HIV testing—as is provided with HIVST—could have a

significant effect of lowering the disproportionate risk level

and burden of HIV on youth and young adults.
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Future Work

Considering our findings, HIVST has the potential to

minimize the current gap in HIV incidence that exists

among youth and young adults with their adult counter-

parts, particularly for underserved, minority youth and

young adults with limited access to health care. Future

work should incorporate the barriers to HIVST kit use, data

on primary/steady partners, number of partners, or condom

use as they relate to decision-making around HIVST use.

This study identified a very small sub-population (n = 4)

of participants who had never been tested. Future work

could explore if the HIVST can play a particularly

important role for these individuals.

Limitation

The small sample size of this study is a limitation. The fact

that the HIVST was already being marketed means that

pre-knowledge of the HIVST kit was more likely. Even so,

the scores on HIVST knowledge were quite low. All par-

ticipants were recruited in New York City, a highly urban

metropolitan area where access to HIV testing and/or

HIVST is easier than in rural areas, thus limiting the

generalizability of these findings to areas where the HIVST

may be of greater use.

Participants used the HIVST kit under the supervision of

a trained professional. Though their subsequent reflections

on HIVST use are a good measure of their efficacy in using

the HIVST, we did not measure effectiveness in the real

world. Thus, future work should allow youth and young

adults to use the HIVST kits at home and report their

experiences.

Conclusion

The goal of this work was to understand high-risk young

adults’ knowledge, perceptions, and use of the HIVST. Our

participants had little previous knowledge of the HIVST.

However, once aware, likelihood and self-efficacy to use

the HIVST for self-testing, partner testing, and as a pre-

vention strategy was high. Nonetheless, the high cost of the

test was identified as a barrier that would make it unlikely

for many of our study participants to use the HIVST in

their everyday lives. The HIVST is now widely available,

and increased education around using the HIVST could

strengthen youths’ awareness of the HIVST and self-effi-

cacy for testing themselves and their partners for HIV,

which could subsequently increase HIV testing among this

high-risk population and decrease their disproportionate

burden of disease.
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