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ABSTRACT African-American men bear a disproportionate burden of HIV infection in
the United States. HIV testing is essential to ensure that HIV-infected persons are aware
of their HIV-positive serostatus, can benefit from early initiation of antiretroviral
therapy, and can reduce their risk of transmitting the virus to sex partners. This cross-
sectional study assessed HIV testing history and healthcare utilization among 352
young African-American men recruited in urban neighborhoods in a Midwestern city.
The self-administered survey measured sexual risk behaviors, factors associated with
HIV testing, and barriers to testing. The acceptability of community venues for HIV
testing was also assessed. Of the respondents, 76% had been tested for HIV at some
time in their lives, 52% during the prior 12 months. Of the participants, 70% had
unprotected intercourse during the prior 12 months, 26% with two or more partners.
Nearly three-quarters (72%) of participants had seen a healthcare provider during the
prior year. In univariate analyses, those who had at least one healthcare provider visit
during the prior 12 months and those who had a primary doctor were more likely to
have been tested in the prior 12 months. In multivariate analyses, having a regular
doctor who recommended HIV testing was the strongest predictor of having been tested
[OR=7.38 (3.55, 15.34)]. Having been diagnosed or treated for a sexually transmitted
disease also was associated with HIV testing [OR=1.83 (1.04, 3.21)]. The most
commonly preferred testing locations were medical settings. However, community
venues were acceptable alternatives. Having a primary doctor recommend testing was
strongly associated with HIV testing and most HIV testing occurred at doctors’ offices.
But, a substantial proportion of persons were not tested for HIV, even if seen by a
doctor. These results suggest that HIV testing could be increased within the healthcare
system by increasing the number of recommendations made by physicians to patients.
The use of community venues for HIV testing sites could further increase the number of
persons tested for HIV.
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INTRODUCTION

Approximately 55,000 Americans are newly infected with HIV each year.1 African
Americans bear a disproportionate burden of this disease. Although African
Americans constitute about 13% of the U.S. population,2 they account for nearly
half of all new HIV diagnoses.1 The prevalence of HIV infection among African-
American men and women is six to 18 times higher than among white men and
women.3 African-American men are approximately twice as likely to be HIV-
positive as African-American women.3

Diagnosing HIV-infected individuals is an important step toward decreasing
new transmission events. Many individuals, once aware of their HIV infection,
reduce risky sexual behaviors with partners who are HIV-negative.4–6 A recent meta-
analysis found a 68% reduction in the prevalence of unprotected intercourse among
HIV-positive persons aware of their status compared with HIV-infected persons
unaware of their HIV status.7 Persons who are unaware of their HIV serostatus may
contribute disproportionately to the number of new transmissions. One model
estimated that 54% of new infections are transmitted by the 25% of HIV-infected
Americans who are unaware of their HIV-positive serostatus.8

Without an HIV diagnosis, the health and lives of undiagnosed HIV-infected
individuals are threatened. Undiagnosed individuals cannot benefit from antiretro-
viral therapy, which can preserve immune system function, prevent opportunistic
infections, and increase length of life.9–14 Unfortunately, diagnosis of HIV at a late
stage is common. One large study found that nearly half (45%) of persons
diagnosed with AIDS were first diagnosed with HIV less than 1 year prior to their
AIDS diagnosis.15 African-American patients were 1.8 times more likely than white
patients to be diagnosed late in the course of HIV disease progression.15

Many patients who are eventually diagnosed with HIV have had prior encounters
with the healthcare system during which HIV was not diagnosed.16,17 These encounters
are missed opportunities both for decreasing HIV-associated morbidity and mortality as
well as for preventing HIV transmission. In an attempt to reduce the number of infected
persons who are unaware of their serostatus, the Centers for Disease Control and
Prevention (CDC) recently revised its recommendations for HIV testing in healthcare
settings. These guidelines recommend that all patients aged 13 to 64 years be screened
for HIV as a routine part of medical care.18 However, these recommendations will
affect only those persons who have contact with the healthcare system.

To succeed, these recommendations must overcome existing racial disparities in
healthcare utilization. Nationally, compared with whites, African Americans are less
likely to have visited a healthcare provider in the prior year, less likely to have a
primary source of healthcare, and more likely to be seen in an emergency
department.19–21 Moreover, among African Americans, as in the population overall,
men are less likely than women to have contact with the healthcare system.19,22

Expanding HIV testing into new healthcare settings, such as urgent care clinics and
emergency departments, may improve HIV testing access for some persons without
a usual source of primary medical care.

Testing for HIV in community settings may be a useful complement to
healthcare-based testing. However, to date, community-based testing sites have
performed a relatively small proportion of all HIV tests,23,24,29 and their capacity to
test a significantly larger proportion of the population is unknown. In addition, little
is known about the acceptability of community-based HIV testing among urban
African-American men.
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This research study described self-reported HIV testing history and its
relationship to healthcare utilization among young, urban, African-American men
recruited from inner-city neighborhoods with an elevated HIV prevalence. The study
identified factors associated with self-reported HIV testing and assessed whether
individuals at higher risk for HIV transmission were more likely to be tested. Finally,
it evaluated whether the use of community venues for HIV testing is an acceptable
strategy to increase testing among young African-American men.

METHODS

Study Design
Data were collected using a cross-sectional, community-based survey of self-
identified African-American men aged 18 to 45 years. Participants completed an
anonymous, self-administered, written survey that was collected immediately upon
completion. In total, 352 surveys were collected during July 2007.

Sampling and Recruitment Procedures
Participants were recruited outside of a national drugstore chain’s four locations
within the four zip codes with the highest HIV prevalence in Wisconsin.25 These zip
codes are geographically contiguous and are all located within inner-city Milwau-
kee. The population of these zip codes is largely African American, ranging from
51% to 91%. The median household income ranges from $14,660 to $26,436, and
the percentage of individuals below the poverty level ranges from 32.7% to
45.4%.26 Recruiters approached both persons who were entering the drugstores and
others passing by on the street. Potential participants were informed that the survey
focused on men’s health. Interested persons were asked their age and those who met
the inclusion criteria (self-identified African-American males, aged 18 to 45 years)
were informed that the survey would include questions about their HIV risk, sexual
behaviors, and healthcare utilization. Participants were given a $10 gift card to
compensate them for time spent completing the survey, which took 10 to 15 min.
Upon completion of the survey, all participants were given an informational
brochure containing information on HIV and HIV prevention27 and a resource
guide that included information on local HIV testing locations and other local health
and social services. The study protocol was reviewed by the Institutional Review
Board (IRB) at the Medical College of Wisconsin. Because no identifying
information was collected from study participants and all other required criteria
were met, the IRB granted this study an exemption from review in accordance with
the Code of Federal Regulations 46.101(b)(2).

Participants
Recruiters made verbal contact with 405 potential participants; 352 individuals
(87%) agreed to participate in the study. Thirty-three surveys (9%) were
completed by individuals who did not meet the inclusion criteria of the study,
based on their written survey responses. Thirteen additional respondents (4.1%)
indicated that they were HIV-positive. Surveys completed by HIV-positive
respondents were excluded from the analysis. Therefore, a total of 306 surveys
were available for analysis.
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Measures
The survey measured demographic information, healthcare utilization, HIV status and
HIV testing history, sexual risk behaviors, HIV testing barriers, and HIV testing
location preferences. Demographic information included age, gender, race, educational
attainment, and employment status. To assess healthcare utilization, participants
responded “yes” or “no” to questions asking whether they had seen a healthcare
provider during the prior 12 months and whether they had a healthcare provider that
they considered their “primary doctor” (participants were told to consider any type of
primary healthcare provider, such as a nurse practitioner or physician assistant, as their
“primary doctor” for the purposes of the survey). Those who had seen a healthcare
provider were asked to report the number of visits over the prior 12 months, as well as
to select the setting of their visits from eight possible location options. Respondents who
reported having a primary doctor were asked whether that doctor had ever
recommended an HIV test to them.

Participants were asked (“yes” or “no”) whether they had ever been tested for
HIV and whether they had been tested in the prior 12 months. For those who had
been tested during the prior 12 months, respondents selected from nine healthcare
and community settings to indicate the location of their recent HIV test(s).

To assess sexual risk behavior, participants were asked to report the number of
women and men with whom they had had sex during the prior 12 months and the
number of women and men with whom they had had unprotected sex during that
time, e.g., “In the past 12months, howmanywomen did you have sexwith?”The phrase
“sex without a condom” was added in the items pertaining to unprotected sex. “Sex”
was defined prior to the questions regardingwomen as “either vaginal or anal intercourse
[the man puts his penis into the woman’s vagina or anus (butt)].” An analogous
definitionwas given prior to the questions regarding sex withmen. Participants also were
asked whether they had ever been treated for or told that they had a sexually transmitted
disease (STD), and several examples of sexually transmitted infections were listed,
including Chlamydia, gonorrhea, herpes, genital warts, and syphilis.

Twenty-nine items addressed potential barriers or facilitating factors that may
influence HIV testing behaviors. Barriers from six domains were included, and items of
both positive and negative polarity were included within these domains. Respondents
selected answers on a five-point scale: “strongly agree,” “agree,” “neutral/don’t know,”
“disagree,” or “strongly disagree.” Seven items assessed logistical barriers (e.g., “I don’t
have transportation to an HIV testing site,” “I know where I could get an HIV test”)
and concerns for privacy (e.g., “I feel comfortable that my HIV test results would be
kept private”). Fatalism was assessed using three items (e.g., “There is no cure for HIV,
so it’s not worth knowing if you have it”). Two items assessed respondents’ perception
of their risk for HIV, and social norms were assessed using three items (e.g., “Most of
my friends have gotten tested for HIV”). Fear surroundingHIVwas assessedwith seven
items (e.g., “If I tested positive for HIV, I might lose my job”). The 29 items were
combined (some items were reverse-coded) to form a “barriers to HIV testing” scale
with larger scores indicating greater perceived barriers. The barriers scale demonstrated
good internal consistency (Cochran’s alpha=0.89).

Finally, preferences for HIV testing venues and the acceptability of community-
based testing venues were assessed. Respondents were asked how likely they would
be to get tested at different locations if free, rapid testing were available at each
location. The eight potential test locations included three healthcare settings (public
health clinic, doctor’s office, hospital) and five community settings (community
center, drugstore, grocery store, church, and bar/club). Participants’ likelihood of
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being tested at each location was selected from four choices: “very likely,”
“somewhat likely,” “somewhat unlikely,” and “very unlikely.”

Data Analysis
Statistical analyses were performed using SPSS software (SPSS, Chicago, IL, USA).
Univariate logistic regression analyses were used to determine the association of
recent HIV testing with other factors. Factors that reached a provisional threshold
for statistical significance in the univariate analyses (pG0.10) were subsequently
entered into a multiple logistic regression. Evaluation of preferences for community
venues calculated the proportion of participants who indicated they were “very
likely” or “somewhat likely” to be tested at each location.

RESULTS

Demographic Characteristics and Sexual Risk Behaviors
Participants’ demographic characteristics are summarized in Table 1. Participants
were African-American males with a mean age of 32 years (range, 18 to 45 years).
Approximately two-thirds (68%) had graduated from high school, but only 7.2%
had earned a college degree. About half (47%) of the participants were employed at
the time of the study and 9% were attending school.

Eighty-eight percent of the men were sexually active during the prior 12 months.
More than two-thirds (70%) reported engaging in unprotected intercourse in the
past 12 months, 52% had multiple sexual partners, and about one-quarter (27%)
reported unprotected sex with two or more sexual partners. Nearly one-third of
study participants reported having had a STD. Only six participants (2%) reported
having anal sex with another man.

TABLE 1 Demographic characteristics

Number Percent

Gender
Male 306 100
Race
African American or Black 306 100
Education
Did not attend high school 17 5.6
Some high school 82 26.8
High school graduate or GED 122 39.9
Some college 63 20.6
Completed college 22 7.2
Employment and school enrollment
Currently working 145 47.4
Currently attending school 26 8.5
Sexual activity (prior 12 months)
Sexually active 269 87.9
Unprotected sex 215 70.3
Unprotected sex with 2+ partners 81 26.5
History of STD 97 31.7
Sex with one or more men 6 2.0
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HIV Testing Rates
Overall, 76% of the men surveyed reported that they had been tested for HIV at
some time and 52% reported being tested during the prior 12 months. The majority
of testing occurred in healthcare settings. Testing occurred most commonly at
doctors’ offices (51%), in jail or prison (17%), and at STD clinics (13%). Few men
(less than 6%) reported being tested in emergency rooms, urgent care clinics,
community settings, or while hospitalized.

HIV testing during the prior 12 months was not associated with any of the
demographic variables, such as age or education, or with greater sexual risk
behavior. Specifically, those who reported unprotected sex with two or more
partners during the prior 12 months were not more likely to have been tested for
HIV than those without this risk factor. There was a trend toward increased testing
among those who reported having had an STD (60.8% vs. 49.8%, p=0.084).

Healthcare Utilization
Nearly three-quarters (72%) of the men studied had seen a healthcare provider
during the prior 12 months, as indicated in Table 2. Among those who had seen a

TABLE 2 Healthcare utilization and HIV testing

N (%)
Percent with
HIV test, ever

Percent with HIV
test, prior
12 months

Overall 306 (100) 76.4 52.3
Had seen a healthcare provider (N=304)
Yes 219 (72.0) 79.9 56.6
No 85 (28.0) 68.2 40.0
Number of healthcare
provider visits (N=200)a

1 visit 27 (13.5) 70.4 40.7
2 visits 48 (24.0) 81.3 54.2
3 visits 38 (19.0) 81.6 55.3
4 visits 29 (14.5) 79.3 58.6
5 or more visits 58 (29.0) 77.6 56.9
Location of healthcare visits (N=219)b

Primary doctor’s office 134 (61.1) 81.3 58.2
Emergency room 52 (23.7) 82.7 57.7
Jail or prison 17 (7.8) 76.5 64.7
Another doctor’s office 16 (7.3) 68.8 43.8
Urgent care clinic 10 (4.6) 80.0 30.0
STD clinic 7 (3.2) 100 85.7
Inpatient hospital stay 7 (3.2) 57.1 42.9
Did not have a regular doctorc 125 (41.8) 73.6 44.8
Had a regular doctor at time of studyc 174 (58.2) 80.5 59.8
Doctor recommended HIV testd 85 (53.5) 96.5 81.2
Doctor did not recommend HIV testd 74 (46.5) 62.2 36.5

aAmong persons who reported seeing a healthcare provider
bPercentages add to greater than 100%. More than one visit site was reported by some respondents
cAmong persons reporting whether they had a primary healthcare provider
dAmong persons with a regular doctor reporting whether their healthcare provider recommended an HIV test
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healthcare provider, most men (63%) reported at least three healthcare visits during
the prior 12 months. Overall, 61% of the men reported a healthcare visit at a
primary doctor’s office and 24% had been seen at an emergency room. Men who
had one or more healthcare provider visits were significantly more likely to have
been tested for HIV during the previous 12 months (56.6% vs. 40.0%, p=0.009).

Just over half of the men had a primary doctor at the time of the survey. Men
with a primary doctor were significantly more likely than other men to have been
tested in the past 12 months (59.8% vs. 44.8%, p=0.010). Among those men who
had a primary doctor, 49% reported that their primary doctor had recommended
getting an HIV test, and of these, 81% had been tested in the prior 12 months. Men
whose primary doctor had recommended an HIV test were significantly more likely
to report being tested in the past 12 months than men whose primary doctor had not
recommended a test (81% vs. 37%, p=0.000).

Of the 67 men who report never being HIV tested, 51% had a primary doctor
and 58% had seen a healthcare provider during the prior 12 months. Most (79%) of
these never-tested men reported at least two healthcare encounters during the prior
12 months. The majority of these visits took place in a doctor’s office.

Multivariate Analysis
As shown in Table 3, the multivariate regression included four factors found in the
univariate analyses to be associated (pG0.10) with self-reported HIV testing in the
prior 12 months: having a visit with a healthcare provider during the prior
12 months, having a primary doctor, having a primary doctor who recommended an
HIV test, and having been diagnosed with or treated for an STD. In the multivariate
analysis, having a primary doctor who recommended HIV testing was found to be
strongly associated with HIV testing during the prior 12 months [OR=7.38 (3.55,
15.34)]. Having been diagnosed with or treated for an STD also was significantly
associated with HIV testing [OR=1.83 (1.04, 3.21)]. Having a primary doctor or
seeing a healthcare provider during the prior 12 months were not associated with
HIV testing after controlling for other factors.

TABLE 3 Predictors of having an HIV test in the prior 12 months

Predictor

Univariate analyses Multiple regressiona

OR 95%CI OR 95%CI

Age (in years) 0.99 0.97, 1.02
Currently employed 1.13 0.72, 1.77
Education (continuous range) 0.98 0.78, 1.24
Higher education 0.97 0.56, 1.70
Saw any healthcare provider in past 12 months 2.03 1.21, 3.39 1.76 0.97, 3.19
Has a regular doctor 1.86 1.17, 2.97 0.61 0.32, 1.17
Regular doctor recommended an HIV test 5.69 3.12, 10.39 7.38 3.55, 15.34
Told he had or was treated for an STD 1.54 0.94, 2.52 1.83 1.04, 3.21
Had 2+ sex partners in past 12 months 1.23 0.78, 1.94
Had unprotected sex with 2+ sex partners
in past 12 months

1.43 0.85, 2.41

aIncluded variables that attained a p value G0.10 in the univariate tests
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Barriers to HIV Testing
Lower scores on the “barriers to HIV testing” scale (indicating fewer barriers) were
not significantly associated with whether or not an individual reported HIV testing
in the prior 12 months. However, responses to several of the individual barrier items
were noteworthy. Knowing one’s HIV status was highly valued by the respondents.
Participants were most likely to strongly agree (mean rating=1.38) with the
statement “It is important to know if you have HIV” (1=“strongly agree,” 2=
“somewhat agree,” 3=“neutral,” 4=“disagree,” 5=“strongly disagree”). In addition,
there was general agreement with the two statements, “If I wanted to get tested, I’d ask
my doctor to test me” (mean rating=1.85) and “If testing was available in my
neighborhood, I might get tested there” (mean rating=1.82). These findings indicate,
respectively, a preference for HIV testing in medical settings and the potential utility of
HIV testing in community-based venues.

Physician Recommendations
Because a doctor’s recommendation was the strongest predictor of having been
tested for HIV, a secondary analysis was conducted to determine whether doctors
were recommending HIV testing to persons who were at an elevated risk for HIV
acquisition. This analysis was restricted to those men who had a primary doctor and
had seen that doctor during the prior 12 months. Men were classified as being at an
elevated risk for HIV acquisition if they had two or more sex partners of either
gender during the prior 12 months. (This definition was selected because the 2001
CDC guidelines classify such individuals as being at increased risk for HIV.28)
Doctors were not more likely to recommend HIV testing to these elevated-risk
individuals than to other participants (53% vs. 51%, p=0.842). Similarly, doctors
also were not more likely to recommend testing to individuals who had two or more
unprotected sex partners (63% vs. 51%, p=0.305). However, there was a trend
toward greater doctor recommendation for testing among those men who had a
history of an STD (66% vs. 49%, p=0.057).

Testing Site Knowledge and Location Preferences
Overall, 81% of study participants either agreed or strongly agreed with the
statement “I know where I could get an HIV test.” Previously tested men were more
likely to agree with this item compared with those who had not been tested (88% vs.
63%).

Participants were asked how likely they would be to get HIV tested at each of
eight locations if free, rapid HIV tests were offered at each location. Overall, more
respondents indicated they would be likely to get tested in a medical setting than in a
community setting. As shown in Table 4, of the 180 respondents who answered all
eight of the location preference questions, 90% indicated they would be “very
likely” or “somewhat likely” to be tested at a doctor’s office. Eighty-six percent of
the men were likely to be tested at a public health clinic or at a hospital. Fewer men
indicated a likelihood of getting tested at nonmedical settings.

Those men who had not been HIV tested during the prior 12 months showed
similar preferences for testing locations, but reported being less likely to get tested
overall. Compared with those men who had a primary doctor, a larger percentage of
those without a primary doctor reported they were likely to be tested in community
settings, such as a community center, drugstore, or church. However, these men
showed a preference for testing in medical settings over community settings. Still,
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more than half said they were likely to be tested in a church, drugstore, or
community center.

DISCUSSION

This study examined HIV testing and its relationship to healthcare utilization among
a sample of young African-American men at risk for HIV acquisition. Participants
were recruited from areas with locally high rates of HIV (approximately 0.5%
overall, but up to 1.6% in young adults) and 4% of the surveyed men reported
being HIV-positive (these men were excluded from the analyses). This study found
that approximately half of the men reported being tested during the prior 12 months.
This rate is greater than the 22% to 41% rates found in many national surveys
involving young African-American men recruited from the general population.29–31

This finding may be due to either an increased awareness of HIV risk on the part of
these men who were recruited from a geographic location with an elevated HIV
prevalence or an increased awareness by the healthcare providers serving this
population of men.

Many respondents’ sexual behaviors placed them at risk for HIV acquisition:
70% reported engaging in unprotected intercourse in the prior 12 months, 52% had
multiple sex partners, and 27% reported unprotected sex with multiple partners. In
light of this relatively high HIV risk, the study population would be an appropriate
target for structural interventions to increase HIV testing. Our examination of these
men’s HIV testing patterns, preferences for HIV testing sites, and perceived barriers
to testing could help inform the design of such interventions.

This study highlights the fact that attempts to increase HIV testing will require a
multifaceted approach. First, despite known barriers to healthcare access among
African-American men, a significant proportion of the inner-city men surveyed
reported contact with the healthcare system. Having any healthcare encounter,
having a primary care doctor, and having a primary doctor recommend an HIV test
were all associated with receiving testing. Among those associations, however, a
doctor’s recommendation was the strongest. Therefore, expanding HIV testing into
all aspects of the healthcare system and instituting routine and universal HIV
screening may result in increased testing rates. Such changes would capitalize on the

TABLE 4 HIV testing location preferences

Location
Overall sample
(N=180)

No primary
doctor (N=74)

Has primary
doctor (N=101)

Not tested
in past 12
months (N=91)

Doctor’s office 90 92 90 84
Public health/STD clinic 86 91 83 82
Hospital 86 87 87 79
Community center 82 89 78 75
Drugstore 67 71 64 67
Church 64 74 57 58
Grocery store 54 58 53 50
Bar/club 46 46 47 41

Percent of respondents who indicated they would be “very likely” or “somewhat likely” to be HIV tested if
free, 20-min HIV tests were offered in each location
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association between a doctor’s recommendation and the receipt of HIV testing, thus
increasing the likelihood of testing, even among those individuals who do not
specifically intend to be tested for HIV or actively seek HIV testing.

Encouraging healthcare visits among those who have access to the healthcare
system and increasing access among those currently without access could further
enhance testing rates. Improving providers’ skill and comfort recommending HIV
testing may also result in increased testing rates. The strong influence that doctors’
recommendations have on testing should be made known to primary and other
providers. Higher-level interventions could be directed toward changing policies to
routinize HIV testing at clinics serving populations with an elevated HIV prevalence.

Our findings also confirmed the suboptimal results that have been shown with
risk-based testing.16 In our study, doctors did not recommend testing more often to
those men at higher risk for HIV. Barriers that prevent doctors from obtaining risk
information from patients and recommending HIV tests need to be studied,
especially in light of the more streamlined HIV testing process that is currently
recommended.18

Second, study participants indicated a strong preference for HIV testing in
medical settings, especially doctors’ offices, public health clinics, and hospitals. This
finding held true even among those who previously had not been tested and those
who did not have a primary doctor. One method of utilizing these findings, for
example, would be to offer free, rapid HIV tests in currently established medical
settings without requiring a visit with a healthcare provider. Tests could be offered
on a walk-in basis at hospitals and clinics, performed by the trained staff of that
facility. This model could allow access to testing to those without insurance, those
without a primary physician, and those who do not otherwise wish to see a
physician. This strategy would utilize the stability and reputation of existing
healthcare centers within communities, while simplifying the testing process. The
cost of testing and the potential for reimbursement would need to be considered.
On-site, rapid testing would avoid some of the costs and difficulties associated with
outreach testing, such as the transportation of staff and equipment, the logistical
challenges of securing appropriate outreach facilities, and the advertising necessary
to promote testing at impermanent sites. In addition, on-site testing could facilitate
easier connection to HIV-specific medical care and social or legal services for those
who test positive, provide a gateway to primary medical care for those who test
negative, and raise awareness of HIV among the staff of those facilities.

Finally, although these men reported a relatively low rate of testing in
community settings, community-based testing remains a feasible way to expand
testing capacity. Some community testing sites may be underutilized, such as
community centers, drugstores, or churches. These sites were acceptable to the
majority of men in this study, especially among those who did not have a primary
doctor. Utilizing community venues may reduce some logistical barriers associated
with healthcare facility-based testing for some individuals, such as service hours,
proximity, and cost, barriers to health-seeking behavior identified among African
Americans.32 In addition, providing testing opportunities in community settings
would be another method to reach those persons who would accept HIV testing if
they encountered a testing site, but who might not specifically seek testing.

There are several limitations to this research study. Study data were collected
using a self-administered, pen-and-paper survey tool. The survey included questions
about some activities that may be stigmatized, hence underreported, such as anal sex
with other men. In addition, the survey did not include items assessing HIV-related
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knowledge or previous or future testing intentions. Regarding testing site preferences
for future testing, “hospital” was the most common response. However, no
distinction was made regarding particular departments within a hospital. Therefore,
it remains unclear whether, for instance, testing in an emergency department was
more desirable than other hospital departments. Furthermore, no distinction was
made in this question to determine whether participants would be tested if they were
already at a particular location or whether they would intentionally seek testing at
that location.

Study data were collected only during daytime hours, which may have limited
participation by men with daytime employment. Whether the findings of this study
can be generalized to a population of employed individuals is unclear. Finally,
recruitment was done outside of drugstores, which may have biased the sample
toward individuals with health-seeking behavior. However, any individuals walking
past the recruitment sites were approached for recruitment. Therefore, it is unclear
how many individuals were planning to enter the stores.

In summary, the present study found higher HIV testing rates than those reported
in many previously published studies. The majority of persons tested for HIV were
tested at doctors’ offices and the results of the location preference items indicated that
an overwhelming majority of participants would be willing to be tested in doctors’
offices or other traditional healthcare settings. HIV testing was associated with
healthcare visits, having a primary doctor, having a history of an STD, and most
strongly with a primary doctor’s recommendation for HIV testing. Still, a substantial
proportion of persons were not tested for HIV, even if they had been seen by a doctor.
Study findings suggest that the proportion of the population tested for HIV within the
healthcare system could be increased by encouraging providers to recommend HIV
tests when appropriate. Until such time when all persons have access to the healthcare
system and HIV testing is offered universally and routinely, other strategies, such as
offering HIV testing at healthcare facilities without a doctor visit or at conveniently
located and accessible community venues may enhance HIV testing rates.

ACKNOWLEDGEMENTS

This project was supported, in part, by NIMH Center grant P30-MH52776 and
NIMH NRSA postdoctoral training grant T32-MH19985. The authors wish to
thank Mr. Franklin “Rocky” LaDien for his assistance in securing the recruitment
venues used during this study.

REFERENCES

1. Hall HI, Song R, Rhodes P, Prejean J, et al. Estimation of HIV incidence in the United
States. JAMA. 2008;300:520–529. doi:10.1001/jama.300.5.520.

2. McKinnon J. The Black Population in the United States: March 2002. U.S. Census
Bureau, Current Population Reports, Series P20-541. Washington, DC: U.S. Census
Bureau; 2003.

3. Centers for Disease Control and Prevention. HIV prevalence estimates—United States,
2006. MMWR Morb Mortal Wkly Rep. 2008;57:1073–1076.

4. Colfax GN, Buchbinder SP, Cornelisse PGA, Vittinghoff E, Mayer K, Celuim C. Sexual
risk behaviors and implications for secondary HIV transmission during and after HIV
seroconversion. AIDS. 2002;16:1529–1535. doi:10.1097/00002030-200207260-00010.

5. Cleary PD, VanDevanter N, Rogers TF, et al. Behavior changes after notification of HIV
infection. Am J Public Health. 1991;81:1586–1590.

HIV TESTING AND HEALTHCARE UTILIZATION AMONG URBAN AFRICAN-AMERICAN MEN 129

http://dx.doi.org/10.1001/jama.300.5.520
http://dx.doi.org/10.1097/00002030-200207260-00010


6. Gorbach PM, Drumright LN, Daar ES, Little SJ. Transmission behaviors of recently HIV-
infected men who have sex with men. J Acquir Immune Defic Syndr. 2006;42:80–85.
doi:10.1097/01.qai.0000196665.78497.f1.

7. Marks G, Crepaz N, Senterfitt JW, Janssen RS. Meta-analysis of high-risk sexual behavior
in persons aware and unaware they are infected with HIV in the United States. J Acquir
Immune Defic Syndr. 2005;39:446–453. doi:10.1097/01.qai.0000151079.33935.79.

8. Marks G, Crepaz N, Janssen RS. Estimating sexual transmission of HIV from persons
aware and unaware that they are infected with the virus in the USA. AIDS.
2006;20:1447–1450. doi:10.1097/01.aids.0000233579.79714.8d.

9. Lima VD, Hogg RS, Harrigan PR, et al. Continued improvement in survival among HIV-
infected individuals with newer forms of highly active antiretroviral therapy. AIDS.
2007;21:685–692.

10. Palella FJ, Delaney KM, Moorman AC, et al. Declining morbidity and mortality among
patients with advanced human immunodeficiency virus infection. N Engl J Med.
1998;338:853–860. doi:10.1056/NEJM199803263381301.

11. McConnell MS, Byers RH, Frederick T, et al. Trends in antiretroviral therapy use and
survival rates for a large cohort of HIV-infected children and adolescents in the United
States, 1989–2001. J Acquir Immune Defic Syndr. 2005;38:488–494. doi:10.1097/01.
qai.0000134744.72079.cc.

12. Lucas GM, Chaisson RE, Moore RD. Survival in an urban HIV-1 clinic in the era of
highly active antiretroviral therapy: a 5-year cohort study. J Acquir Immune Defic Syndr.
2003;33:321–328.

13. King JT, Justice AC, Roberts MS, et al. Long-term HIV/AIDS survival estimation in the
highly active antiretroviral therapy era. Med Decis Making. 2003;23:9–20. doi:10.1177/
0272989X02239652.

14. Garcia de Olalla P, Knobel H, Carmona A, et al. Impact of adherence and highly active
antiretroviral therapy on survival in HIV-infected patients. J Acquir Immune Defic Syndr.
2002;30:105–110. doi:10.1097/00126334-200205010-00014.

15. Centers for Disease Control and Prevention. Late versus early testing of HIV—16 sites,
United States, 2000–2003. MMWR Morb Mortal Wkly Rep. 2003;52:581–586.

16. Jenkins TC, Gardner EM, Thrun MW, Cohn DL, Burman WJ. Risk-based human
immunodeficiency virus testing fails to detect the majority of HIV-infected persons in medical
care settings. Sex Transm Dis. 2006;33:329–333. doi:10.1097/01.olq.0000194617.91454.3f.

17. Liddicoat RV, Jorton NJ, Urban R, Maier E, Christiansen D, Samet JH. Assessing missed
opportunities for HIV testing in medical settings. J Gen Intern Med. 2004;19:349–356.
doi:10.1111/j.1525-1497.2004.21251.x.

18. Centers for Disease Control and Prevention. Revised recommendations for HIV testing of
adults, adolescents, and pregnant women in health-care settings. MMWR Recomm Rep.
2006;55(RR-14):1–17.

19. US Department of Health & Human Services. Medical Expenditure Panel Survey. http://
www.meps.ahrq.gov/mepsweb/data_stats. Accessed on July 7, 2008.

20. Weinick RM, Zuvekas SH, Cohen JW. Racial and ethnic differences in access to and use
of health care services, 1977 to 1996. Med Care Res Rev. 2000;57:36–54. doi:10.1177/
107755800773743592.

21. Schappert SM, Burt CW. Ambulatory care visits to physician offices, hospital outpatient
departments, and emergency departments: United States, 2001–02. National Center for
Health Statistics. Vital Health Stat. 2006;13(159):1–66.

22. Rust G, Fryer GE, Phillips RL, Daniels E, Strothers H, Satcher D. Modifiable
determinants of healthcare utilization within the African-American population. J Natl
Med Assoc. 2004;96:1169–1177.

23. CDC. Revised Recommendations for HIV Testing in Healthcare Settings in the US,
Slide Set. http://www.cdc.gov/hiv/topics/testing/slidesets.htm. Accessed on October 7,
2008.

PETROLL ET AL.130

http://dx.doi.org/10.1097/01.qai.0000196665.78497.f1
http://dx.doi.org/10.1097/01.qai.0000151079.33935.79
http://dx.doi.org/10.1097/01.aids.0000233579.79714.8d
http://dx.doi.org/10.1056/NEJM199803263381301
http://dx.doi.org/10.1097/01.qai.0000134744.72079.cc
http://dx.doi.org/10.1097/01.qai.0000134744.72079.cc
http://dx.doi.org/10.1177/0272989X02239652
http://dx.doi.org/10.1177/0272989X02239652
http://dx.doi.org/10.1097/00126334-200205010-00014
http://dx.doi.org/10.1097/01.olq.0000194617.91454.3f
http://dx.doi.org/10.1111/j.1525-1497.2004.21251.x
http://dx.doi.org/10.1177/107755800773743592
http://dx.doi.org/10.1177/107755800773743592


24. Wortley PM, Chu SY, Diaz T, et al. HIV testing patterns: where, why, and when were
persons with AIDS tested for HIV. AIDS. 1995;9:487–492.

25. Milwaukee Alliance for Sexual Health. MASH Data Profile. www.mashp.net. Accessed on
July 7, 2008.

26. US Census Bureau. Census 2000 Data. Factfinder.census.gov. Accessed on September 29,
2008.

27. “Keep free from HIV, For Men.” Channing Bete Company, Inc. 2006; item number
PS76118.

28. Centers for Disease Control and Prevention. Revised guidelines for HIV counseling,
testing and referral and revised recommendations for HIV screening of pregnant women.
MMWR Recomm Rep. 2001;50(RR-19):63–85.

29. Kaiser Family Foundation. Survey of Americans on HIV/AIDS. 2006. http://www.kff.org/
kaiserpolls/pomr050806pkg.cfm. Accessed on July 7, 2008.

30. Adams PF, Lucas JW, Barnes PM. Summary health statistics for the U.S. population:
National Health Interview Survey, 2006. National Center for Health Statistics. Vital
Health Stat 10. 2008;10(236):1–104.

31. Anderson JE, Chandra A, Mosher W. HIV testing in the United States, 2002. Adv Data.
2005;(363):1–32.

32. Plowden KO, Young AF. Sociostructural factors influencing health behaviors of urban
African-American men. J Natl Black Nurses Assoc. 2003;14:45–51.

HIV TESTING AND HEALTHCARE UTILIZATION AMONG URBAN AFRICAN-AMERICAN MEN 131

http://www.kff.org/kaiserpolls/pomr050806pkg.cfm
http://www.kff.org/kaiserpolls/pomr050806pkg.cfm

	HIV Testing Rates, Testing Locations, and Healthcare Utilization among Urban African-American Men
	Abstract
	Introduction
	Methods
	Study Design
	Sampling and Recruitment Procedures
	Participants
	Measures
	Data Analysis

	Results
	Demographic Characteristics and Sexual Risk Behaviors
	HIV Testing Rates
	Healthcare Utilization
	Multivariate Analysis
	Barriers to HIV Testing
	Physician Recommendations
	Testing Site Knowledge and Location Preferences

	Discussion
	Acknowledgements
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


