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Abstract

The updated National HIV/AIDS Strategy recommends widespread HIV education and testing and calls the faith community
to assist in these efforts. Yet, limited information exist on church-based HIV testing interventions. This study examined
feasibility and assessed HIV testing outcomes of Taking It to the Pews (TIPS), a multilevel HIV education and testing inter-
vention. Four African American churches were matched and randomized to TIPS or a standard-information control arm.
Intervention churches delivered the religiously-tailored TIPS Tool Kit, which included educational materials to individuals
and ministry groups; pastoral activities (e.g., sermons preached, receipt of HIV testing role-modeled), responsive readings,
and church bulletin inserts in church services; and HIV testing during church services and church outreach events. All
churches delivered 2—3 tools/month and coordinated 3 HIV testing events. At 12 months, significant increases in receipt of
HIV testing (59% vs. 42%, p=0.008), and particularly church-based testing (54% vs. 15%, p<0.001), relative to controls
were found. TIPS has great potential to increase reach, feasibility, and impact of HIV testing in African American churches.

Keywords HIV testing - Faith-based - Religiosity - Multilevel model - Community-based participatory research - Theory of
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Introduction

A key goal of the updated National HIV/AIDS Strategy’s
(NHAS) is to increase the percentage of Americans who
are aware of their HIV-positive status to 90% by 2020 [1],
which means that nearly all citizens will need to be aware
of their HIV status. To accomplish this important goal
and ensure early treatment for those who test positive, the
NHAS recommends widespread HIV/STD education and
testing, especially in high risk communities. This may be
especially important for African Americans, who continue
to be overrepresented among all new HIV cases [2].

Although African Americans report higher lifetime HIV
testing rates compared to Whites in national studies (up to
68% vs. 49%, respectively) [2—4], receipt of routine HIV
testing remains low and those who are unaware of their
HIV infection may significantly contribute to the dispro-
portionately high rates of HIV among African Americans
by unknowingly infecting others. In 2006, CDC updated
the HIV testing guidelines to include routine screening of
individuals aged 13—64 in medical settings [5]. However,
many African Americans have limited access to health-
care, tend to mistrust health professionals, often do not
perceive themselves to be at risk, and may have limited
transportation to other HIV testing sites [6-9]. Also, social
barriers, such as HIV stigma and lack of support for HIV
testing from significant others and health professionals,
may hamper access to and receipt of HIV testing among
African Americans [9-11].

A promising strategy to increase HIV education and
testing among African Americans is to offer HIV services
in African American churches. Of note, the NHAS calls
on the faith-based sector to play a role in disseminating
culturally-appropriate and destigmatizing HIV education
and prevention approaches. Churches may be an ideal set-
ting because they: are trusted sources of social support for
church and community members; have multilevel church-
wide, ministry group, and interpersonal communication
outlets; have volunteer and space capacity that could
facilitate intervention delivery; and have outreach minis-
tries (e.g., food/clothing pantries, social services, recovery
programs) that serve community members who may be
at greatest risk for HIV [12—14]. Notably, over 50% of
African Americans attend church weekly [15], providing
ample opportunities for ongoing delivery of and exposure
to wide-reaching church-based HIV education and testing
interventions.

Despite a growing number of studies that have reported
on delivery of HIV education in African American
churches, only a few have reported on African American
churches’ delivery of HIV testing services [16—-19]. These
reports have been case studies on churches’ ability to

provide HIV education and testing to church and/or com-
munity members with only aggregate numbers of persons
tested reported. Yet, these studies did not: employ theo-
retically-guided designs, describe participants and track
their receipt of HIV testing longitudinally, identify and
track theoretical factors longitudinally, or use multilevel
approaches to increase reach and influence on uptake of
HIV testing—and therefore did not provide experimen-
tal and theoretical information on uptake of HIV testing
behavior. Additionally, no previous studies have clearly
described how churches were engaged in coordination of
church-based HIV testing events. As a recent exception,
Derose et al. conducted a randomized church-based pilot
intervention theoretically-designed to reduce HIV stigma
through educational seminars, pastoral sermons on com-
passion for people living with HIV, and testing events with
3 Latino and 2 African American churches. HIV testing
rates in the African American intervention church were
significantly greater than its matched control church (32%
vs. 13%, p<0.001) at 6 months [20]. While these findings
are promising, investigators were unable to match pretest
and posttest participant surveys, theoretical factors guid-
ing intervention design were not examined, and commu-
nity members using church outreach ministries were not
included. Also, exposure to intervention components was
not tracked.

In addressing the limitations in the prior studies, we
report on HIV testing outcomes of Taking It to the Pews
IT (hereafter referred to as TIPS), a theoretically-guided,
religiously-tailored, multilevel HIV testing intervention in
African American churches. The same participants were
followed longitudinally and included church members and
community members served through church outreach min-
istries (e.g., food/clothing pantries, social services). Using
a community-based participatory approach (CBPR) with
African American faith leaders, TIPS’ delivered was based
on the socio-ecological model [21] to coincide with natu-
ralistic, multilevel activities in African American churches.
The design was guided by theory of planned behavior (TPB)
constructs (attitudinal, normative, control beliefs, and inten-
tions) [22], which were assessed at each time point. It was
hypothesized that TIPS would lead to higher HIV testing
rates at 6 and 12 months as well as enhancements in the
TPB constructs regarding receipt of an HIV test. TIPS was
compared to a multilevel HIV education control interven-
tion, which was less intensive and non-tailored, to determine
its relative efficacy. We report on TIPS theoretically-guided
HIV testing outcomes. We also report on feasibility out-
comes, including the reach of participating churches to broad
segments of the African American community, intervention
implementation by church leaders, and participants’ expo-
sure and satisfaction with the intervention. Additionally, we
describe how church members worked collaboratively with
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health agency partners to coordinate and implement their
church’s HIV testing events.

Methods

Our primary outcome was self-reported receipt of HIV
testing (tested vs. not tested) among church members and
community members who used church outreach services at
6 and 12 months. A cluster randomized controlled trial of
the TIPS intervention versus an attention-matched control
intervention in 4 African American churches was conducted
in the Kansas City (KC), MO and KS urban areas. Churches
were matched on size (membership attendance and outreach
ministry) and randomized to intervention or control arms.
Churches were randomized by the study statistician using a
computer-generated randomization sequence. All churches
were asked to hold 3 church-based HIV testing events (2
during church services and 1 during an outreach ministry
service activity) over a 12-month period. HIV testing was
available and free to all church and community members;
however, intervention impact was tracked only among
church and community members who completed pretest and
follow-up survey assessments.

Participating Churches

Calvary Community Outreach Network (CCON), a faith-
based organization that provides health promotion program-
ming and assists churches in building health ministries,
assisted in the church recruitment process for this study.
Pastors of churches thought likely to meet eligibility crite-
ria were contacted by CCON and were asked to meet with
study staff to discuss the study. Study staff then met with the
pastors to determine if they were interested in their church
participating in the study and if their church met selection
criteria for study participation. Church selection criteria
included having: (a) a minimum of 150 African American
adult church members; (b) a pastor willing to commit to
study implementation by signing a memorandum of agree-
ment that detailed all church study implementation activi-
ties; (c) 2 church members wiling to serve as church health
liaisons (CHLSs) to coordinate study implementation in their
church; and (d) an active outreach ministry (e.g., recovery
programs, food pantries, clothing programs) serving at
least 50 community members monthly. All participating
churches received $3000 to: (a) host study activities and
assist with participant recruitment and retention and (b)
provide $250 stipends to each of the 2 CHLS for partici-
pating in study trainings, delivering study activities, and
reporting implementation data via an online system. Each
church also received support for a technology enhancement
(either a telephone messaging system or digital projector and
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screen; valued at about $900) to assist intervention delivery
and maintenance.

Participants

Church members were recruited by study staff who pro-
vided study information during and after church services.
Community members were recruited similarly during par-
ticipating churches’ outreach ministry events. All were aged
18-64 years, willing to participate in 3 survey assessments
(30—40 min each; baseline, 6 months, and 12 months), and
willing to provide 2 phone numbers. All participants were
consented prior to completing baseline surveys. To increase
confidentiality, participants created a unique study ID code
that they could reproduce at each assessment by answering
a series of questions. Participants received $10 and promo-
tional items (e.g., t-shirts, coffee mugs) for completing each
survey. Study procedures were approved by the University
of Missouri-KC Institutional Review Board.

TIPS Intervention Background, Theoretical
Conceptualization, and Multilevel Description

Led by CCON, KC has a long-running National Church
Week of Prayer (NCWP; formerly Black Church Week of
Prayer) for the Healing of AIDS initiative, which occurs the
first week of March each year. Many of the NCWP pastors
expressed interest in delivering HIV-related activities in
their churches beyond the NCWP, but also expressed chal-
lenges in doing so due to limited training, resources, and
religiously-appropriate materials. Through collaborative
efforts with CCON, our CBPR approach engaged NCWP
African American faith leaders and health agency partners
in all phases of the research process, including determin-
ing the research agenda (i.e., HIV testing as an appropriate
church-based prevention strategy) and participating in TIPS
intervention development, implementation, evaluation, inter-
pretation, and dissemination of findings.

Development and delivery of TIPS intervention materi-
als/activities was guided by the social-ecological model [21]
and the TPB [22]. The TPB posits that attitudinal beliefs,
subjective norms, and perceived behavioral control predict
behavioral intentions to engage in a particular behavior (e.g.,
HIV testing), and intentions ultimately predict whether a
person will engage in the behavior. For example, TPB-
guided TIPS materials/activities included sermon guides to
assist pastors in sharing accurate, myth-correcting informa-
tion about HIV and encouraging members to get an HIV test
to shift attitudinal and normative beliefs. Also, HIV test-
ing events were coordinated by CHLs, held during church
services and outreach events, and were free to anyone who
wanted to get tested to shift behavioral control beliefs. The
social-ecological model posits that behavior change becomes
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attainable and sustainable for more people when barriers
are reduced and supportive mechanisms are built using
strategies that have overlapping influence on individual,
group, organizational, and community level factors. Use of
this model aligns with public health interest in structural
HIV interventions that are designed to be multilevel, build
capacity within existing infrastructure, increase reach, and
are context-driven, culturally appropriate, and sustainable
through ongoing community engagement. Accordingly, the
collaborative faith-health-academic team designed TIPS
religiously-tailored, supportive materials/activities to fit
naturally within existing church activities for delivery by
trained church members through multilevel (i.e., individual/
peer-to-peer, ministry groups, church services, community
outreach ministries) church outlets.

Faith leaders assisted in developing content and selecting
relevant scriptural references for many of the religiously-tai-
lored intervention materials/activities (e.g., sermon guides,
responsive readings, video testimonials, resource cards,
educational games) and identifying multilevel delivery for-
mats. They reviewed all intervention materials/activities for
church-appropriateness. Health agency partners reviewed
materials for HIV information accuracy. The intervention
materials/activities were packaged in the TIPS HIV Tool
Kit, which contained nearly 40 culturally-religiously-tailored
“tools.” A case study on a formative phase of TIPS found
that delivery of the tools was highly feasible [17].

The collaborative faith-health-academic team also devel-
oped procedures to efficiently and appropriately deliver HIV
testing events during church services and outreach ministry
activities, which resulted in a TIPS HIV testing event check-
list and an accompanying HIV testing event church request
form. The checklist included: (a) steps to use the HIV testing
event request form, (b) strategies to encourage church and
community members to get tested at church-based screen-
ing events (e.g., pastor modeling receipt of testing, ministry
group leaders volunteering to get tested first, health agency
staff reviewing the testing process during church services
and community events, members’ testimonials on getting
tested); (c) a guide on how to setup the testing space; and (d)
procedures on how to get their church’s aggregate number
of tests performed and positives found from health agency
partners. The HIV testing event church request form was
adapted from an existing KCMO Health Department form
for specific TIPS use. TIPS CHLs submitted the form to
partnering health agencies with requested dates/times for
the events, goals on number of members to get tested, and
other relevant activities that would or would not be allowed
(e.g., review of testing process during church services; tests
for gonorrhea, chlamydia, syphilis; condom distribution).
Health agency partners used this information to plan for an
appropriate number of staff members, test kits, and other
needed materials for the church-based HIV testing events.

They also worked closely with our health partners’ evidence-
based linkage to care program [23], to ensure anyone who
tested positive for HIV (and anyone who disclosed they were
positive but not in care) received needed HIV services.

Two members from each participating church served
as CHLs and participated in 4 study trainings—?2 prior to
start of the study arms’ activities and 2 during the 12-month
study, on HIV facts, study design, and how to coordinate
delivery of their respective study arm’s materials/activities,
HIV testing events, and survey data collection events in their
church. To launch the TIPS intervention, CHLSs coordinated
their church’s TIPS Kick-off event, which was held during
a Sunday morning service and included a TIPS sermon,
responsive reading, church bulletin insert(s), testimonial,
and church fan along with the first HIV testing event. CHLs
were asked to coordinate 2 additional HIV testing events, for
a total of 3 testing events, and to deliver 2 TIPS tools/month
over 12 months through multilevel church outlets described
below.

Individual/Interpersonal Level Activities

Automated Telephone Message Reminders
and Encouragement for HIV Testing

Automated church phone messaging systems facilitated
delivery of HIV testing event (and survey event) reminders
to church and community members. Telephone reminders
included messages to increase motivation, intention, and
commitment to seek HIV screening. Also, during their natu-
ral interpersonal contacts with members, CHLs and pastors
encouraged members to get tested for HIV.

HIV Print Materials

Brochures with HIV facts, risk checklists, and resource
information were provided to church and community mem-
bers from CHLs manning HIV resource tables.

Ministry Group Level Activities
Role Model Testimonials, Educational Games, and Videos

HIV risk reduction education was conducted with church
ministry groups (e.g., singles, young adults, women, men)
and outreach ministry groups. CHLs and ministry group
leaders used printed role model testimonials, interactive
education games (i.e., HIV testing and HIV basics games
based on a Jeopardy-type format, Wheel of HIV Awareness),
and accompanying facilitator guides to lead discussions on
HIV testing and risk behaviors.
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Church-Wide Level Activities
HIV Testing Events During Church Services

CHLs coordinated their church-based HIV testing events by
first notifying local health agencies using the TIPS HIV test-
ing event form to request specific HIV education and testing
services. Each church agreed to hold an HIV testing event
during the TIPS Kick-off church service and another testing
event during a special church service (e.g., a choir extrava-
ganza day). CHLs used the TIPS testing event checklist to
normalize and de-stigmatize getting an HIV test during these
services. The checklist included having: congregants read in
unison about the impact of HIV on the African American
community using the responsive reading tool, church leaders
model getting tested for HIV as health agency staff described
the test kit and testing process in front of congregants during
the church service, and congregants celebrate the number of
HIV tests completed. To reduce stigma and fear associated
with testing positive for HIV, people living with HIV gave
their testimonies on the importance of knowing one’s HIV
status, maintaining their HIV care, and the effectiveness of
HIV medications and healthy lifestyles in improving their
quality and length of life. Church-level HIV testing events
were held just prior to, during, and immediately after church
services in a designated church area. Rapid HIV testing was
provided by 4-5 staff members from local health agency
partners following testing procedures per CDC quality assur-
ance guidelines. Results were provided in about 20 min in
private rooms.

Pastor-Led Activities

Pastors delivered at least 3 sermon messages and pulpit
comments on HIV testing, risk and stigma reduction, and
compassion for people living with HIV with the assistance
of sermon guide and pastoral observation tools. Also, pas-
tors received an HIV test during church and special event
services in front of congregants and encouraged congregants
to get tested.

Printed and Video HIV Educational Materials

CHLs with the assistance of church ushers delivered HIV
Tool Kit educational materials to church members during
church services and from resource tables. These materials
included responsive readings (e.g., akin to liturgical readings
with call-response formats to empower and unify members
in fighting HIV and in promoting tested), church bulletin
inserts and brochures (e.g., HIV Basics, HIV and Women,
HIV Myths and Facts), posters, fact sheets, resource cards,
bible bookmarks, and church fans. Also, 5-min testimonial
videos on faith leaders’ decisions to get tested for HIV and a
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20-min video depicting issues related to HIV stigma and the
Black church were shown to increase motivation for testing
and compassion for people living with HIV.

Community Level Activities
HIV Testing During Outreach Ministry Community Events

CHLs worked with church outreach ministry leaders to hold
1 HIV testing event during outreach ministry (e.g., food/
clothing pantries, recovery programs, social services) or
community events (e.g., health fairs, back-to-school fairs,
national HIV awareness days) to be accessible to community
members. Outreach ministry testing events followed similar
procedures used in the church services with 4-5 staff mem-
bers from local health agency partners providing rapid HIV
tests. Pastors and church leaders encouraged community
members to get tested, and print materials from resource
tables were distributed to community members attending
community outreach events.

Printed HIV Educational Materials

CHLs and outreach ministry leaders distributed print materi-
als to community members during regular outreach ministry
service hours.

Citywide TIPS Activities

CHLs participated in 3 TIPS project meetings to enhance
TIPS churches’ collective capacity to address HIV, review
emerging HIV information and study findings, and discuss
how to sustain TIPS project efforts. TIPS churches also par-
ticipated in annual NCWP for the Healing of AIDS in KC
events. Additionally, TIPS pastors provided HIV-related ser-
mons at churches with less experience in addressing HIV
through community-wide TIPS church revival events during
the NCWP.

Control Arm Activities

Similar to the intervention arm, control churches’ CHLs
attended 4 trainings and were provided with and asked to
deliver 2 non-tailored tools (e.g., HIV brochures passed
out by ushers and placed on resource tables, testing event
announcements in church bulletins) monthly through mul-
tilevel church outlets. Control church CHLs were trained
to also coordinate 3 church-based HIV testing events with
health agency partners; however, they were limited to only
reading a scripted testing event announcement during church
services and using flyers to promote testing with their church
and community members.
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Study Measures

Baseline surveys were conducted with church member
participants at their respective church immediately after
church services (Sunday school, Sunday or Wednesday
services) and with community member participants dur-
ing church outreach activities 1 month prior to the start of
study arm activities. Follow-up surveys were conducted at
6 and 12 months at the same events.

Feasibility of Reach

Reach was assessed by determining the proportion of
church and community participants recruited from esti-
mated Sunday morning church service attendees and non-
church community members served through church out-
reach ministries (e.g., food/clothing pantries, young adult
ministries, recovery programs, social services).

Participant Characteristics

Participants were asked to report their age, sexual orien-
tation, education level, marital status, average monthly
income, and church denomination.

Religiosity

Religious beliefs and behaviors were measured with a
7-item version of the Religious Background and Behav-
ior survey on participants’ engagement in church activi-
ties (e.g., prayed, meditated, attended a worship service;
O=never to 7=always) and 1 item on their description
of their religiosity (e.g., atheist, spiritual, religious) [24].

HIV Testing

Self-reported receipt of HIV testing behaviors was meas-
ured using items adapted from national surveys and our
pilot studies [17, 25]. These measures included items on
receipt of an HIV test (ever, past year, past 6 months; yes/
no), month/year tested, and whether tested at church (yes/
no) in the past year.

Sexual Risk

A sexual risk score was estimated from participants’
responses to 4 yes/no items: (1) had sex with someone
who had been in prison, (2) had sex with a man who has
had sex with men, (3) had sex with a person who injects
drugs; or (4) had sex while high on drugs or alcohol.

Participants were also asked to report their number of
lifetime sex partners.

Theory of Planned Behavior Constructs

TPB items were based on the recommended format and
adapted from similar measures [22]. Intentions for HIV
testing at church were measured with 4 items (e.g., “To
what extent do you want to always get an annual HIV test
at this church?”’; O=not at all to 6 =extremely). Attitudinal
beliefs about church-based testing (e.g., “Feel more com-
fortable/safe about taking the test”) were measured with 6
items (0 =disagree strongly to 6 =agree strongly). Also, a
1-item measure assessed the extent of agreement with the
church discussing HIV testing, and 1 measure assessed the
extent of agreement with HIV testing being made available
in churches (0 =disagree strongly to 4 =agree strongly).
Assessment of norms included communication about HIV
regarding 7 HIV topics (e.g., HIV/AIDS testing, abstinence,
condom use) discussed (yes/no) with others in their church.
Norms were also assessed with amount of encouragement
for HIV testing from 5 referents (friends, partner/spouse,
church members, pastor, doctor; 0 =not at all likely to
6 =very likely). Perceived behavioral control was assessed
with 6 items on control beliefs (e.g., “I can receive an HIV
test at my church”; 0 =not at all likely to 6 =very likely), and
1 item on confidence to seek HIV testing (0 =not confident I
will get tested to 10=very confident I will get tested).

HIV-Related Stigma

Stigma was measured by summing 4 items adapted from
national studies on HIV/AIDS stigma (e.g., “If you were
going to be tested for HIV, how concerned would you be that
you might be treated differently or discriminated against if
your test results were positive for HIV?”; 1 =not concerned
at all to 4 =very concerned) [26, 27].

Feasibility of Intervention Implementation
Implementation and Exposure

Using an online documentation system, CHLs reported on
the type and number of tools implemented each month.

Participant Exposure

Participants reported their exposure to intervention compo-
nents with an 11-item (yes/no) list of TIPS materials and
activities (e.g., pastor-delivered sermons, responsive read-
ings, brochures/church bulletins, video testimonies, presen-
tations by health professionals or people living with HIV).
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Participant Satisfaction

Satisfaction with the study at 12 months was assessed with
5-items (e.g., “How clearly information on HIV/AIDS was
presented; How private and compassionately HIV testing
was offered”; 1 = not at all satisfied to 7 = very satisfied).

Statistical Analysis

Categorical measures were compared using Chi square
tests. Continuous measures were described using means
and standard deviations with differences estimated from
regression models that adjusted for clustering at the church
level. Behavioral and psychosocial measures were exam-
ined at each time point and the mean difference of differ-
ences comparing intervention versus control arms were
estimated for baseline to the 6- and 12-month follow-up
time points. Mean difference of differences was estimated
using linear regression models that adjusted for clustering
at the church level.

This pilot study’s primary outcome endpoint was self-
reported receipt of HIV testing. The hazard rate ratio for
HIV testing was estimated using Cox proportional hazards
regression. Factors determined to not be balanced between
the intervention and control arms (sexual orientation and
sexual risk, see Table 1) were evaluated as potential con-
founders. Adjustment for these variables did not result in
a 10% difference in effect size, so unadjusted estimates are
presented. All analyses were intention to treat and accounted
for the cluster randomization at the church unit level. Stata
(version 13) was used for analysis.

Results
Sample Description
Feasibility of Reach

Of the 5 churches located in the KC metropolitan
approached, 4 agreed to participate; 1 declined due to other
commitments. Sunday morning church attendance among
the 4 participating churches ranged from 150 to 250, and
yielded a potential sample pool of about 800 church mem-
ber participants. Community members served through the
churches’ outreach ministries ranged from 30 to 300, and
yielded a potential sample pool of about 400 community
members. Overall, 543 church members (n=417) and
community members (n=126) were recruited at baseline
(n = 235 intervention participants; n = 308 control arm par-
ticipants), as shown in Fig. 1. Of the baseline participants,
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52 and 32% of the potential church and community members
respective sample pools were recruited.

Participant Characteristics

At baseline, participants had a mean age of 42 (SD=14)
and were primarily female, between the ages of 30-49, and
not married or cohabiting; 85% reported being heterosexual.
Participants’ denominations were primarily Baptist (36%,
n=196) and Church of God in Christ (32%, n=175). At
baseline, 75% of participants had ever received an HIV test,
and 23% received an HIV test in the last 6 months. Most
participants (71%) reported they would be open to receiv-
ing an HIV test at church. Regarding retention across arms,
control arm retention rates were higher than intervention
arm retention rates at 6 months (62% vs. 54%; p=0.073)
and 12 months (58% vs. 40%; p <0.001), respectively. The
analysis sample included 317 participants at 6 months and
271 participants at 12 months.

At baseline, intervention and control arm participants
were similar on descriptive characteristics, as shown in
Table 1, and on TBP constructs, as shown in Table 2, except
that the control arm had a higher percentage reporting het-
erosexual sexual identity (p=0.002) and a higher mean
sexual risk score (p=0.011). Also, intervention participants
reported more discussion of HIV topics than control partici-
pants (p=0.013). Due to the extent of loss at follow-up time-
points, we compared characteristics of those lost to follow-
up with those retained in the analysis set. Participants lost to
follow-up were more likely to be community members with
lower religiosity scores, lower levels of education, and low
income, and who were single and never married compared
to retained participants. Participants lost to follow-up also
had higher sexual risk scores and were more likely to have
been recently tested for HIV at baseline.

Receipt of HIV Testing

Intervention participants reported higher rates of testing
in the last 6 and 12 months than control participants at
the respective study follow-ups (6 months: 47% vs. 28%,
p=0.001; 12 months: 59% vs. 42%, p=0.008). The inter-
vention participants were also more likely than control
participants to have received an HIV test at their church
at 6 months (41% vs. 9%, p<0.001) and 12 months (54%
vs. 15%, p<0.001), as shown in Fig. 2. Using time to
event analysis with available month/year data, interven-
tion participants received HIV testing at a rate 2 times
faster than controls [hazard rate ratio (HRR) 2.08, 95%
CI 1.10, 3.96], as shown in Fig. 3. Testing rates were not
associated with sex, race/ethnicity, marital status, sexual
orientation, income, religiosity or church member/commu-
nity member affiliation, but were higher among those with
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Table 1 Baseline characteristics of Taking It to the Pews study participants, Kansas City, MO and KS (N=543)

Control Intervention p value interven-
- tion versus control
Com- Church members Overall ~ Community members Church members Overall
munity N=233 N=308 N=51 N=184 N=235
members
N=75
N (%) N (%) N (%) N (%) N (%) N (%)
Age
18-29 13 (17) 54 (23) 67 (22) 11 (22) 47 (26) 58 (25) 0.321
3049 31(41) 90 (39) 121 (39) 19 (37) 72 (39) 91 (39)
50-64 31(41) 89 (38) 120 (39) 21 (41) 65 (34) 845 (36)
Female 32 (43) 163 (70) 195 (63) 18 (35) 134 (73) 152 (65) 0.742
Black race 64 (85) 211 (91) 275 (89) 39 (76) 177 (96) 216 (92) 0.584
Hispanic ethnicity 2(3) 4(2) 6(Q2) 24 6(3) 8 (3) 0.516
Education
High school or less 56 (75) 45 (19) 101 (33) 32(63) 46 (25) 78 (33)  0.688
Some college or Asso- 15 (20) 111 (48) 126 (41) 18 (35) 80 (43) 98 (42)
ciate’s degree
College graduate 4(5) 77 (33) 81 (26) 1(2) 57 (31) 58 (25)
Marital status
Single, never married 42 (56) 76 (33) 118 (38) 29 (57) 60 (33) 89 (38)  0.925
Married/partnered 13 (17) 107 (46) 120 (39) 9(18) 78 (42) 87 (37)
Divorced, separated, 19 (25) 50 (21) 69 (22) 13 (25) 45 (24) 58 (25)
widowed
Sexual identity
Heterosexual 60 (80) 214 (92) 274 (89) 33 (65) 156 (85) 189 (80) 0.002
Lesbian, gay, bisexual 5 (7) 6(3) 114) 4(8) 2() 6(3)
Other/refused/missing 10 (13) 13 (6) 23 (7) 14 (27) 26 (14) 40 (17)
Monthly income
$0-$1000 35 (47) 21 (9) 56 (18) 26 (51) 18 (10) 44 (19)  0.118
$1001-$2000 14 (19) 44 (19) 58 (19) 3(6) 26 (14) 29 (12)
$2001-$2500 4(5) 31 (13) 35(11) 1(2) 14 (8) 15 (6)
$2501-$3000 3(4) 28 (12) 31(10) 48 27 (15) 31(13)
More than $3000 6 (8) 90 (39) 96 (31) 6(12) 79 (43) 85 (36)
Don’t know 11 (15) 19 (8) 30 (10) 11 (22) 19 (10) 29 (12)
Religiosity score, mean  27.9 (9.9) 29.6 (7.6) 29.2 (8.3) 24.5(10.8) 32.1(7.1) 30.6 (8.5) 0.079
(SD)
Sexual risk score, mean 1.03 (1.1)  0.54 (0.8) 0.66 (0.9) 0.59 (0.9) 0.44 (0.7) 0.47 (0.8) 0.011
(SD)
Lifetime sexual partners, 22.4 (38) 8.3 (12) 11.7 (22) 13.8(32) 7.9 (16) 9.2(21) 0.178
mean (SD)
Ever tested for HIV 65 (87) 174 (75) 239 (78) 38 (75) 131 (71) 169 (72) 0.315
Tested for HIV in the 3141 43 (18) 74 (24) 13 (25) 38 (21) 51(22) 0.636

past 6 months

Bold values denotes significance (p < 0.05)

Percentages are based on actual rather than valid percent. Many of the variables reported in this table had missing data (ranging from 0-55),
including those who did not respond because the question(s) were not applicable to them (ranging from 0-78)

increasing sexual risk scores (HRR 1.32, 95% CI 1.13,

1.53) or history of HIV testing (HRR 2.23, 95% CI 1.14,
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5 Churches Approached for Recruitment
1 Church Refused
4 Churches Randomized
(Note: Each church has a Community Outreach Ministry)
N = 543 participants

Baseline Assessment
Intervention Churches (n = 2)
Intervention Community Outreach Ministries (n = 2)
Total Participants (n = 235; 83 males, 152 females)
Church Participants (n = 184; 50 males, 134 females)
Community Participants (n = 51; 33 males, 18 females)

6-Month Assessment
Invention Churches (n = 2)
Intervention Community Outreach Ministries (n = 2)
Total Participants (n = 127; 44 males, 83 females)
Church Participants (n = 112; 31 males, 81 females)
Community Participants (n = 15; 13 males, 2 females)

12-Month Assessment
Intervention Churches (n = 2)
Intervention Community Outreach Ministries (n = 1)
Total Participants (n = 93; 24 males, 69 females)
Church Participants (n = 90; 22 males, 68 females)
Community Participants (n = 3; 2 males, 1 female)

Baseline Assessment
Control Churches (n = 2)
Control Community Outreach Ministries (n = 2)
Total Participants (n = 308; 113 males, 195 females)
Church Participants (n = 233; 70 males, 163 females)
Community Participants (n = 75; 43 males, 32 females)

6-Month Assessment
Control Churches (n = 2)
Control Community Outreach Ministries (n = 2)
Total Participants (n = 190; 53 males, 137 females)
Church Participants (n = 166; 43 males, 123 females)
Community Participants (n = 24; 10 males, 14 females)

12-Month Assessment
Control Churches (n = 2)
Control Community Outreach Ministries (n = 2)
Total Participants (n = 178; 48 males, 130 females)
Church Participants (n = 158; 40 males, 118 females)
Community Participants (n = 20; 8 males, 12 females)

Fig. 1 Flow of churches and participants through completion of 12-month assessment: Taking It to the Pews II, Kansas City, MO and KS

4.34). Those 50 years and older (HRR 0.58, 95% CI 0.34,
0.97) and with a 4-year college degree (0.68, 95% CI1 0.52,
0.89) had lower rates of testing.

Theory of Planned Behavior Constructs and HIV
Stigma

At 6 months, intentions to test at church increased sig-
nificantly for intervention churches (p=0.007). Although
significant shifts in TPB and HIV stigma measures were
not detected at 6 months, trends toward significance were
observed for attitudinal beliefs regarding discussion of
(p=0.083) and testing for HIV should occur in church
(p=0.079), and number of HIV topics discussed with a
church member (p=0.065). At 12 months, intervention par-
ticipants had a mean intention to test at church score that was
1.32 higher than control participants (p=0.005). The inter-
vention arm also had significant increases compared to the
control arm in beliefs that HIV testing should be discussed

@ Springer

in church (p=0.015) and HIV testing should be available in
church (p=0.011) along with the number of HIV topics dis-
cussed (p=0.027). Finally, intervention participants’ control
beliefs were significantly higher than controls at 12 months
(p=0.010).

Feasibility of Intervention Implementation

Intervention CHLs reported delivery of 39 tools, about 3
tools per month, over a 12-month period. Their most fre-
quently reported tools delivered included brochures/bulletin
inserts, resource table displays, and testimonials. All pastors
signed a memorandum of agreement (MOA) committing to
conduct study activities specific to their church’s randomly
assigned study arm. Pastors at both TIPS churches delivered
a full sermon about HIV at least once, commented about
HIV from the pulpit at least twice, and received an HIV test
in front of congregants 1 time.
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Fig.2 Receipt of an HIV test at 60
church, Taking It to the Pews,
Kansas City, MO and KS
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At 12 months, intervention arm participants reported
exposure to 72% (8 out of 11) of the TIPS components. The
most frequently reported exposures were to sermons (93%),
posters (91%), resource tables (90%), and brochures/church
bulletins (85%). Overall, intervention participants reported
being satisfied/highly satisfied with how: privately and com-
passionately HIV testing was offered (94%), HIV testing
events were made available at their church (90%), HIV test-
ing was free (88%), often HIV information and testing events
were offered (87%), quickly they could get tested without
a long wait time (84%), and compassionately their pastor
discussed HIV (81%).
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Fig.3 Time to receipt of an HIV test, Taking It to the Pews Study
Participants, Kansas City, MO and KS
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Discussion

To our knowledge, this paper is the first to examine the
effects of a theoretically-based, religiously-tailored, mul-
tilevel HIV intervention specifically designed to increase
receipt of HIV testing among African American church
members and community members who used church out-
reach ministries. Regarding feasibility of reach, recruitment
activities achieved enrollment of 543 participants from 4
African American churches. Of note, we recruited over 50%
of the potential 800 church member sample pool and over
30% of the potential 400 community member sample pool.
Almost 25% of the final baseline sample (n=126) were com-
munity members who used outreach ministry services (e.g.,
food/clothing pantries, recovery programs), which strongly
supports the feasibility and extended reach of church-based
HIV interventions beyond the church into the communi-
ties they serve. Representation across age, marital status,
and income was also achieved. However, there were more
females than males (64% vs. 36%, respectively), which is
consistent with other church-based health studies that have
found females made up about two-thirds of church attend-
ees [13, 17]. Also, more than 10% of baseline participants
(mostly community members) did not identify as heterosex-
ual, which is much higher than the 4% lesbian/gay/bisexual/
transgender representation observed in national surveys [28],
indicating that African American churches may also be able
to reach non-heterosexual populations who are at greatest
risk for HIV. Many church and community participants had
1 or more HIV risk factor (40%). They also had an average
of 11 lifetime sex partners, with community members having



AIDS and Behavior (2019) 23:76-90

87

nearly twice as many lifetime sex partners as church mem-
bers. These baseline descriptions of our sample suggests that
churches may be an important setting to extend HIV testing
services to African American populations who may be at-
risk for HIV, particularly African American women, sexual
minorities, and people living on low-incomes.

Most importantly, the TIPS intervention demonstrated
impact on receipt of an HIV test. Our findings indicated
a significant increase in HIV testing rates among TIPS
intervention participants compared to participants in the
non-tailored control arm at 6 and 12 month follow-up. At
12 months, 59% of participants from TIPS churches had
completed HIV testing compared with 42% in control
churches. TIPS participants were twice as likely to get
tested for HIV and were more likely to receive an HIV test
at church than control arm participants. TIPS HIV testing
findings are much higher than those found in general popu-
lation of African Americans getting an HIV test in the last
year, which have ranged from 23 to 49% in national stud-
ies [29-31] and in the Derose et al. HIV stigma interven-
tion study in Latino and African American churches [20].
Our findings provide methodologically strong evidence that
churches can play a key role in assisting to achieve National
HIV/AIDS Strategy recommendations to widely disseminate
HIV education and testing programming using culturally-
appropriate intervention strategies and ultimately get large
numbers of at risk populations to be aware of their HIV
status.

The TIPS intervention was designed to enhance HIV test-
ing by targeting TPB constructs (intentions and attitudinal,
normative, and control beliefs) regarding receipt of an HIV
test. The TPB has been used successfully to develop health
interventions to increase community-wide HIV testing in
U.S. cities [32]. We found important increases in most of the
TPB construct measures. For example, there were significant
increases in attitudinal beliefs that HIV testing should be
discussed and should be available in church, which is con-
sistent with other church-based studies that have reported
on acceptability of church-based HIV testing among church
leaders and members [12, 33, 34]. Still, this is the first study
to assess and demonstrate shifts in acceptability of church-
based HIV testing in the context of an intervention study.
Significant increases were also found in perceived behav-
ioral control regarding getting tested for HIV, including
beliefs and confidence and particularly in church settings.
The church-based HIV testing events in this study were held
during church services and outreach ministry events, were
free to all church and community members regardless of par-
ticipation in the study or level of risk, and provided testing
results within 20 min using rapid tests, which may have been
key access-related factors to enhance behavioral control to
get an HIV test.

The intervention impacted most TPB constructs as
expected. Although, we did not find significant reductions
in social normative support for HIV testing from impor-
tant referents (e.g., church members, pastor, doctor) or sig-
nificant reductions in HIV stigma, we did find significant
increases on discussion of HIV topics. Shifts in social norms
and HIV stigma may have been attenuated due to ceiling
and floor effects, since fairly high levels of reported encour-
agement from others to get an HIV test and low levels of
reported stigma existed at baseline. Also, Derose et al. did
not find shifts in stigma among African Americans in their
church-based HIV stigma reduction intervention [20]. Taken
together the findings indicate the TIPS intervention was suc-
cessful in impacting most of the targeted TPB constructs
thought to be key to successfully increase testing.

This study demonstrated the feasibility of CHL imple-
mentation of the TIPS intervention, with most tools being
delivered at the church service level (sermons, brochures,
testimonials). TIPS CHLs delivered more than 3 tools per
month from the TIPS HIV Tool Kit consisting of materi-
als and activities designed to fit within existing activities
that naturally occur in churches (e.g., sermons, responsive
readings, testimonials). This study also demonstrated the
feasibility of providing HIV testing services during Sunday
morning church services and midweek bible study for church
members and during outreach ministry services and events
for community members. This testing delivery approach was
designed to increase reach, accessibility, and acceptance of
church-based HIV testing by tapping into the large num-
bers of socially-connected members participating in church
and community services and events. Commitments from
pastors on delivery of TIPS components and HIV testing
events during church and community services/events were
critical to TIPS implementation feasibility. Studies have
reported on the high levels of pastoral influence on church
members’ health behaviors [35, 36], and the inherent capac-
ity of churches to provide support for health behaviors [10,
12, 33]. Furthermore, a growing number of studies indicate
the willingness of African American pastors to talk about
HIV and encourage their members to get tested [10, 12, 33,
34, 37-39]. TIPS pastors preached about the importance of
getting tested and showing compassion for people living
with HIV, and they modeled receipt of an HIV test during
church services. Also, intervention CHLs regularly deliv-
ered religiously-tailored TIPS tools (e.g., church bulletin/
brochures, posters, resource cards) with HIV information
about the impact of HIV on African Americans, transmis-
sion routes, protective behaviors, and risk checklists to
church and community members. These implementation
activities were reported by CHLs via an online implementa-
tion documentation system (and observed by study staff) and
aligned with participants’ reported intervention component
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exposure—and their high level of satisfaction with TIPS,
highlighting the feasibility of the intervention.

Taken together the results suggest church-based HIV
interventions, such as TIPS, may provide scalable models of
how pastors and their church members can appropriately dis-
tribute HIV information and promote HIV testing behaviors
with African American church populations, especially when
they are provided with religiously-tailored supportive tools
designed by and with faith leaders. Feasibility and efficacy
results should be interpreted in the context of our CBPR
approach which engaged faith leaders and health agency
partners in all phases of the study, including study design,
implementation, and evaluation. This may have contributed
to the large number of tools distributed by TIPS CHLs and
members’ receptiveness to church-based HIV testing. Health
agency partners were also included in the study design phase
and may have helped to contribute to compassionate and
religiously-appropriate provision of church-based HIV test-
ing services and may have also contributed to church and
community members’ receptiveness to getting tested in
church settings.

Although this study was found to be impactful in increas-
ing receipt of HIV testing with church-affiliated populations,
several limitations exist. This study experienced high rates
of attrition at 6 and 12 months, especially among partici-
pants who tended to be younger, male, and less educated/
lower income. These characteristics were highly representa-
tive of our community member participants served through
the participating churches’ outreach ministries (e.g., food
pantries, social services). Community participants were
more difficult to contact due their transience and intermit-
tent contact with participating churches. Also, church lead-
ers running the outreach ministries in 2 of the churches (1
intervention and 1 control church) reduced their roles soon
after the launch of the interventions due to illness. Addi-
tionally, participants may have socially responded to HIV
testing questions, especially considering surveys were com-
pleted at participating churches. Yet, baseline HIV test-
ing findings suggest that if social responding occurred, it
was similar between the randomized church arms. Finally,
this faith-based study was designed for African American
church-populations and engaged pastors who committed to
addressing HIV with their members as designated in their
memorandum of agreements; therefore, this study’s findings
may not generalize to other church settings.

Although this study aimed to examine feasibility and
outcomes of church-based HIV testing and did not have
detection of new HIV cases as an outcome, we briefly
provide some positive anecdotal aspects of this church-
based study. One HIV-positive case, which was previously
diagnosed, was detected and 3 persons living with HIV
disclosed that they were positive but were not in care to
our health agency HIV screeners. These individuals were
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linked to an HIV case manager to get assistance with
linkage to HIV care. They expressed appreciation of their
church’s focus on HIV education and testing and felt safe
to share their HIV status with their pastor and seek the
support they needed, which suggests the important role
churches can serve in the linkage to care process. Just as
important, church and community members who did not
test positive received counseling on how to reduce their
risk of contracting HIV in order to maintain their HIV-
negative status, which aligns with NHAS goals. Also,
3 of the churches requested that testing for other STDs
(chlamydia, gonorrhea, and syphilis) be provided by health
agency partners during their HIV testing events. These
positive side effects highlight the need to explore church-
based provision of STD screening in conjunction with
HIV testing, HIV/STD linkage to care services, capacity
of health departments to provide church-based testing at
nontraditional times (e.g., Sunday mornings), and possi-
bly even pre-exposure prophylaxis services with at risk
church-affiliated populations.

Expanding reach of HIV education and testing is a key
strategy identified in the NHAS as the first step to more
quickly diagnose new cases of HIV, get newly diagnosed
people into care, and ultimately reduce the spread of HIV,
especially in minority communities where new HIV cases
continue to be disproportionately high. This study’s mul-
tilevel TIPS HIV testing intervention was designed and
delivered collaboratively with faith leaders and health
agency partners for church community settings. Findings
indicated the TIPS intervention increased receipt of HIV
testing, enhanced theoretical constructs that guided the
design, and has the potential to assist in addressing NHAS
goals for widespread HIV education and testing in African
American churches.
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