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Objectives. We examined patterns of rapid HIV testing in a multistage national
random sample of private, nonprofit, urban community clinics and community-
based organizations to determine the extent of rapid HIV test availability outside
the public health system.

Methods. We randomly sampled 12 primary metropolitan statistical areas
in 4 regions; 746 sites were randomly sampled across areas and telephoned.
Staff at 575 of the sites (78%) were reached, of which 375 were eligible and
subsequently interviewed from 2005 to 2006.

Results. Seventeen percent of the sites offered rapid HIV tests (22% of clinics,
10% of community-based organizations). In multivariate models, rapid test avail-
ability was more likely among community clinics in the South (vs West), clinics
in high HIV/AIDS prevalence areas, clinics with on-site laboratories and multiple
locations, and clinics that performed other diagnostic tests.

Conclusions. Rapid HIV tests were provided infrequently in private, nonprofit,
urban community settings. Policies that encourage greater diffusion of rapid test-
ing are needed, especially in community-based organizations and venues with fewer
resources and less access to laboratories. (Am J Public Health. 2008;98:736–742.
doi:10.2105/AJPH.2007.111567)

Clinical Laboratory Improvement Amend-
ments and can be used by trained staff in
nonclinical settings.

Rapid HIV tests have advantages over tra-
ditional HIV tests in community health set-
tings (including community clinics and CBOs),
including high posttest counseling rates, feasi-
bility, cost-effectiveness, and client and staff
acceptability.13–22 Rapid tests allow HIV-nega-
tive individuals to learn their serostatus 10 to
40 minutes posttest; reactive (“preliminary
positive”) rapid test results require confirma-
tory testing.23 Rapid tests are ideal for com-
munity settings in which clients may not have
ongoing relationships with HIV test providers
and may be unlikely to return for counseling.

The scope of rapid HIV testing in US com-
munity health settings outside the public
health system, including community clinics
and CBOs, is unknown. Researchers have sug-
gested that, although rapid HIV testing is feasi-
ble and cost-effective, some barriers may need
to be overcome in community settings, includ-
ing psychological costs to testers (e.g., anxiety
resulting from a lack of sufficient preparation
time for delivering peliminary positive results),
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counseling-related costs, and difficulties in link-
ing seropositive individuals into care.24,25 Staff
may be apprehensive about the potential for
false-positive results and about learning rapid
testing procedures.19 Rapid test protocols re-
quire larger blocks of time than traditional tests
to perform counseling, conduct testing, docu-
ment the test, and report results in 1 session.20

Regulations for HIV testing vary by state26;
strict regulatory environments may make CDC
recommendations difficult to implement.

We examined the scope of rapid HIV testing
in the United States from 2003 to 2006 in a
multistage national random sample of private,
nonprofit, urban community health settings
(i.e., community clinics and CBOs). We provide
a baseline study of rapid HIV test availability
in private community settings before the CDC’s
2006 statement on HIV screening in health
care settings (including community clinics), but
after the CDC’s 2001 recommendations for
CBOs and community clinics.

We used the diffusion of innovation theory27

as a framework to describe the trajectory of
rapid HIV testing. According to diffusion of in-
novation theory, innovations are likely to be

The Centers for Disease Control and Preven-
tion’s (CDC’s) 2006 recommendations for
HIV testing of adults, adolescents, and preg-
nant women encouraged routine HIV screen-
ing in all public and private health care set-
tings, including nonprofit community health
clinics that provide medical care for under-
served populations.1 These recommendations
supplemented 2001 CDC guidelines that rec-
ommended HIV testing of at-risk individuals
in community-based organizations (CBOs;
e.g., nonclinical AIDS service organizations)
and outreach settings, and superseded 2001
CDC guidelines that recommended HIV test-
ing of at-risk individuals in public and private
health care settings.2 The CDC’s goal is to de-
crease the number of people in the United
States who are unaware of their HIV status
(about 25% of infected persons).3 Awareness
of serostatus increases the likelihood that se-
ropositive individuals will reduce transmission
risk behaviors and allows HIV test providers
to facilitate linkages to medical care.1,4,5

Although traditional HIV tests can be used
for HIV screening, these tests require that
clients return 1 or 2 weeks after the test to
receive their results and prevention counsel-
ing. Approximately one third of clients do not
return for results of traditional HIV tests
across settings, with larger proportions not re-
turning in CBOs and outreach settings.4,6 The
CDC therefore recommended expansion of the
use of single-session rapid HIV tests, which
do not require a return visit for results.1,2

Since 2002, 6 rapid HIV tests with high sen-
sitivity (99.3%–100%) and specificity
(99.1%–100%) have been approved by the
US Food and Drug Administration.5,7–12 As of
November 2007, 4 rapid tests—OraQuick
Advance (Orasure Technologies, Bethlehem,
Pa), Uni-Gold Recombigen (Trinity Biotech
PLC, Wicklow, Ireland), and Clearview HIV
1/2 STAT-PAK and COMPLETE HIV 1/2
(Chembio Diagnostic Systems, Medford, NY)—
were waived for point-of-care use under the
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adopted to the extent that they appear ad-
vantageous over existing methods; are com-
patible with existing infrastructure, resources,
and norms; and are relatively easy to use.
Organizations with greater resources and
fewer barriers are more likely to adopt inno-
vations.27 Diffusion is predicted to follow an
S-shaped curve that represents the cumula-
tive percentage of adopters divided into 5
chronological categories: rising slowly ini-
tially (innovators and early adopters), accel-
erating steeply until about half of the popula-
tion has adopted the innovation (early
majority), and leveling off as fewer non-
adopters are available with whom to share
the innovation (late majority and laggards).

Following the diffusion of innovation the-
ory,27 we hypothesized that larger community
clinics and CBOs would have greater re-
sources to implement rapid HIV testing, and
hence would be more likely to be offering
rapid tests. We also hypothesized that com-
munity clinics and CBOs located in areas of
higher AIDS prevalence, as well as areas with
high concentrations of subgroups in which
HIV is increasing (i.e., Black, Hispanic, and
high-poverty areas) would perceive a greater
need for rapid HIV testing and, thus, would
be more likely to offer rapid tests. Further, we
predicted that HIV test provision would differ
by geographic region because of state varia-
tions in test regulations.

METHODS

Sampling Frame and Procedures
We modeled our sampling design after the

HIV Cost and Services Utilization Study,28,29

a national study of patients in care for HIV.
We conducted multistage probability sam-
pling by region and provider type (i.e., com-
munity clinic or CBO) to arrive at a nationally
representative sample of private nonprofit
community health settings in major US metro-
politan areas. In the first stage, using probabil-
ity sampling, we randomly selected 4 geo-
graphic locations (primary metropolitan
statistical sampling areas [MSAs]) per census
region (Northeast, Midwest, South, and West)
from a comprehensive list of 104 primary
MSAs; in the second stage, we used a simple
random sample to select community clinics
and CBOs from a comprehensive list.

For the selection of primary MSAs, the pri-
mary MSA with the highest AIDS prevalence
was chosen within each region with certainty
(i.e., probability of selection for study=1.0; Los
Angeles–Long Beach, Calif, New York, NY,
Miami, Fla, and Chicago, Ill) and 8 other primary
MSAs (Atlanta, Ga, Boston, Mass, Indianapolis,
Ind, Newark, NJ, Oakland, Calif, Riverside–San
Bernardino, Calif, St Louis, Mo, and Washington,
DC) with probabilities of selection for study
proportional to size of the number of AIDS
cases in the MSA reported to the CDC as of
December 2001.6 Selection of some sampling
units with certainty is acceptable when the pop-
ulation distribution is highly skewed among
sampling units, and all analyses accounted for
selection with sampling weights. Within all pri-
mary MSAs in 2001, the 4 primary MSAs with
the highest prevalence accounted for about one
third of cumulative AIDS cases, and the total
primary MSAs selected accounted for 40% of
AIDS cases. Three primary MSAs were selected
per region because of the need to represent all
contiguous US regions while balancing cost and
statistical power concerns.

Our sample conformed to the definition of
a probability sample, because each site in the
population had a nonzero and known proba-
bility of selection.30,31 Sampling probabilities
proportionate to sample size are widely used
in multistage designs with sampling units that
are heterogeneous in size, such as AIDS prev-
alence, to prevent selection of statistically in-
efficient or problematic samples31 (e.g., in
which few eligible respondents are present in
the sampling unit). Because most data were
collected from PMSAs with moderate-to-high
AIDS prevalences, precision was reduced for
national estimates of rapid HIV test availabil-
ity but increased for estimates in areas of
moderate-to-high AIDS prevalences.

Compilation of Community Clinic and
Community-Based Organization List

Sample sources. We compiled a complete
list of private nonprofit community health
care settings in the 12 primary MSAs from
which to select a subset of sites to survey.
The primary source for the sample was the
National Infectious Disease Directory (NIDD),
a comprehensive listing of community clinics
and CBOs that are involved in infectious dis-
ease treatment and testing (including HIV).

All eligible community clinics and CBOs
listed in the NIDD in the selected primary
MSAs were chosen for inclusion (n=626). To
ensure the completeness of our list, we sup-
plemented the NIDD list with lists of commu-
nity clinics (n=427) gleaned from national
Web site directories of community clinics
(e.g., the Health Resources Service Adminis-
tration Web site of community health cen-
ters); 73 of these sites were also included on
the NIDD list.

We conducted a pilot survey of 40 com-
munity clinics and CBOs to refine exclusion-
ary criteria, validate site contact information,
and determine procedures for reaching appro-
priate staff for interviews. The de-duplicated
list contained 980 cases (626 from the NIDD
and 354 from the Web sources). Because we
focused on use of rapid testing among private
community clinics and CBOs outside the
CDC’s purview, 31 sites receiving CDC funds
for rapid HIV test demonstration projects
were deleted from the list.32 We randomly
sampled and telephoned 738 sites, which
were approximately evenly distributed across
primary MSA, region, and source list.

Eligibility criteria. We focused on identify-
ing private nonprofit (non–publicly funded)
community providers of rapid HIV tests, of
those community providers that offered any
HIV testing services. We defined community
nonprofit providers as those providing med-
ical care or social services for general under-
served populations. We surveyed the main
branch of each organization only (but ob-
tained information about the whole organiza-
tion). Sites were eligible if they (1) were non-
profit, (2) were direct providers of medical
care or social services (e.g., housing assis-
tance, counseling, job services, food services,
case management, benefits assistance, mental
health services), and (3) either offered HIV
tests directly to clients or had a formal refer-
ral process for clients who requested or
needed HIV tests. Our assumption was that
sites that provided any HIV testing (either di-
rectly or indirectly through referrals) would
be appropriate candidate sites for rapid HIV
testing as well.

Sites outside the sampling frame (of pri-
vate nonprofit community providers for gen-
eral underserved populations) included public
health departments or state-run facilities
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TABLE 1—Characteristics of Community Health Settings Surveyed Regarding Rapid HIV Test
Availability: United States, 2003–2006

Overall (n = 375) Clinicsa (n = 227) CBOsb (n = 148)

Community characteristics
AIDS prevalence of PMSA, mean (SD) 24 532.2 (46 427.2) 26 670.5 (48 549.6) 21 808.0 (42 699.2)
Proportion of subgroups in which 

HIV is increasing, mean (SD)
Blacks 26.7 (27.5) 30.1 (42.2) 25.5 (43.6)
Hispanics 20.5 (24.6) 20.3 (32.8) 14.7 (29.4)
In poverty 17.6 (11.2) 18.4 (16.5) 13.4 (17.8)

Geographic region, %
Midwest 25 24 32
Northeast 24 27 21
South 29 27 26
West (Calif) 22 22 21

Site characteristics
Number of unique clients served, %

< 100 3 2 3
101–2500 48 43 55
2501–5000 18 17 19
5001–7500 7 8 5
> 7500 25 30 18

Resources, %
Has on-site laboratory 31 53 2
Has mobile sites 18 22 13
Has multiple locations 65 68 62
Performs other diagnostic tests 57 86 20

Services, %
General health clinic 44 78 0
HIV medical care 41 73 0
HIV social services 71 68 74
HIV prevention and education 85 90 79
STI treatment and prevention 74 92 51
Reproductive health 48 75 14
Maternal and child health 46 70 15
Mental health counseling 66 64 67
Substance abuse treatment 38 33 44
Housing assistance 50 44 58
Food bank 24 22 27
Hemophilia services 8 11 3

Note. CBO = community-based organization; PMSA = primary metropolitan statistical sampling area; STI = sexually
transmitted infection.
aNonprofit community health clinics for underserved populations.
bNonclinical AIDS service organizations.

(e.g., for incarcerated individuals), private
practice or for-profit settings, and university
health clinics. We also excluded those settings
not likely to use HIV testing for prevention
purposes (i.e., hospices, inpatient-only organi-
zations, primarily research organizations). Be-
cause hospitals face different testing issues
and need to develop different types of testing
protocols (e.g., for pregnant women) than

community clinics and CBOs, we excluded
hospitals as well.

Sample Characteristics
Staff at 575 of the 738 sampled sites were

successfully reached between November
2005 and March 2006 (78% completion
rate of listed sites); 11 of the 738 sites were
no longer in existence. Of the 575 sites

contacted, 375 sites were eligible and inter-
views were conducted, and 200 sites were in-
eligible (ineligibility rate=35% of contacted
sites). Multiple unsuccessful attempts were
made to interview the 152 noncompleting
sites. Table 1 provides descriptive statistics of
the final sample.

The 375 eligible, interviewed sites repre-
sented about half of both source lists (from
NIDD and Web-based lists). About half of the
sites sampled from the Midwest (55%) and
Northeast (47%) were interviewed, whereas
38% of the sites sampled in the South and
66% of the sites sampled in the West were
interviewed. This variation was primarily be-
cause of a greater-than-expected completion
rate in the Los Angeles primary MSA and a
lower-than-expected completion rate in the
Atlanta primary MSA. Because sites were
called in a random order, and no staff mem-
ber refused participation, this variation across
primary MSAs and region was not expected
to bias the results significantly.

Reasons for ineligibility included not pro-
viding or referring clients for HIV testing
(61%; n=122), being a public health depart-
ment (29%; n=57), not providing direct
medical or social services (advocacy or legal
aid organizations; 27%; n=54), providing
prison health care (1%; n=2), being a re-
search institution (1%; n=2), and being for-
profit (5%; n=10). Responding sites could be
ineligible for more than 1 reason.

Survey Protocol
Interviewers asked to speak with medical

directors or executive directors, who in some
cases referred interviewers to another staff
member who was knowledgeable about HIV
testing within the organization (e.g., HIV ser-
vices coordinator).

To assess HIV testing, interviewers asked
staff about HIV testing procedures, including
whether rapid or nonrapid HIV testing was
provided, and whether HIV testing was pro-
vided directly or by referral. Using defined re-
sponse categories, rapid test providers indicated
when rapid testing was instituted and the spe-
cific on-site and off-site settings in which rapid
tests were used. Those sites that did not pro-
vide the rapid test were asked whether they
had concrete plans to implement rapid test-
ing in the next 6 months. Staff at sites that
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TABLE 2—Characteristics of Community Health Settings That Were Implementing Rapid HIV
Testing: United States, 2003–2006

% of All Test Providers % of Community Clinica % of CBOb Test
Site Characteristic (Overall n = 72) Test Providers (n = 60) Providers (n = 12)

Settings of rapid HIV test use

For occupational health purposes 42 53 14

On-site setting 92 90 100

Outpatient clinic 52 69 3

On-site laboratory 37 49 9

Other on-site setting (nonlaboratory, nonclinic) 57 42 98

Off-site setting 43 46 35

Boothsc 63 53 93

Mobile facilityc 51 56 35

Streetc 39 23 93

Bars or clubsc 22 29 100

Types of rapid HIV tests offered

OraQuick ADVANCE Rapid HIV-1/2 or 100 100 100

OraQuick Rapid HIV-1 Antibody Test

Reveal G2 Rapid HIV-1 Antibody Test 1 1 0

Multispot HIV-1/HIV-2 Rapid Test 1 1 0

Uni-Gold Recombigen HIV Test 1 1 0

Note. CBO = community-based organization. Frequencies are on the basis of organizations directly providing rapid HIV tests
(not organizations that refer clients out for testing).
aNonprofit community health clinics for underserved populations.
bNonclinical AIDS service organizations.
cAmong settings that provided off-site testing.

provided referrals only (and not direct testing)
were asked about referral procedures.

To assess clinic characteristics, interviewers
asked staff about organizational size and re-
sources, including approximate number of
clients served (dichotomized with a median
split into ≤2500 or >2500); whether the site
had an on-site laboratory, mobile sites, or
other branches, locations, or offices; and
whether the site provided other diagnostic
tests in addition to HIV tests. Using checklists,
staff described services provided by the organ-
ization (e.g., direct medical services, social ser-
vices). Sites that provided direct medical ser-
vices were categorized as community clinics;
all other sites were considered to be CBOs.

The zip code of each community health
setting was linked to census data on race/eth-
nicity and income (i.e., percentage of Blacks,
Hispanics, and households below the poverty
level). Number of cumulative AIDS cases re-
ported in 2001 for each primary MSA6 was
linked to each site.

Statistical Analysis
Descriptive statistics were calculated for all

study variables, overall and separately for
community clinics and CBOs. To assess the
prevalence of rapid HIV testing in US private
nonprofit urban community health settings,
we calculated the proportion of clinics and
CBOs that offered rapid HIV testing, of those
settings that provided any HIV testing (either
on-site or by referral).

Because only a small proportion of CBOs
were offering rapid HIV tests, we used logistic
regressions to examine the relationships among
survey, census, and AIDS prevalence variables
and availability of rapid testing among commu-
nity clinics only. We used bivariate logistic re-
gressions to examine the relationship of each
predictor variable separately and a multivariate
model to examine the simultaneous contribu-
tion of all predictors. Because sample fre-
quency distribution of AIDS prevalence was
skewed, the data were log-transformed, and the
AIDS prevalence logs were used.

We used sampling weights, calculated as
the reciprocal of the overall sampling proba-
bility for each observation (i.e., the cumula-
tive number of AIDS cases within each pri-
mary MSA), to adjust the sample data to
represent the target population of US private,

nonprofit, urban community health settings.
Sampling weights ensure that weighted data
from the sample are representative of the en-
tire reference population and allow for calcu-
lations of nationally representative estimates.

We did not use nonresponse weights be-
cause all sites on the list were contacted, sites
were called in a random order, and no staff
member refused participation.

RESULTS

Prevalence and Diffusion of Rapid HIV
Testing

Only 17% (unweighted n=72) of the total
sample (22% [unweighted n=60] of clinics;
10% [unweighted n=12] of CBOs] was cur-
rently providing rapid HIV tests. Of settings
not providing rapid HIV tests, 53% (26% of
clinics, 82% of CBOs) referred clients to
other organizations for testing, 33% (54% of
clinics, 10% of CBOs) had no plans to start
rapid testing, and 14% (20% of clinics, 8% of
CBOs) had concrete plans to implement rapid
HIV testing programs in the next 6 months.

Of sites that referred clients to other organiza-
tions, 41% (35% of clinics, 43% of CBOs)
had formal HIV testing agreements, contracts,
or memorandums of understanding with re-
ferral organizations, and 36% (39% of clin-
ics, 35% of CBOs) had written referral proce-
dures (e.g., for high-risk clients only).

Of the 72 sites that were using rapid HIV
tests, most were offering rapid tests in on-site
settings, and all were using OraQuick tests
(Table 2). The proportion of the total sample
that was providing rapid HIV tests steadily in-
creased from 2003 to 2006 (Figure 1); the
diffusion curve was steeper for clinics than for
CBOs. The projected proportion of rapid HIV
test providers, based on those who planned to
start in the near future, is expected to increase.
Diffusion appeared to be at the bottom of the
hypothesized S-shaped curve, with only inno-
vators and early adopters represented.

Bivariate and Multivariate Correlates of
Rapid HIV Testing in Community Clinics

Nearly all of the factors were signifi-
cantly related to rapid HIV test availability
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Note. CBOs = community-based organizations (nonclinical AIDS service organizations); Clinics refers to nonprofit community
health clinics for underserved populations.

FIGURE 1—Cumulative percentage of US private, nonprofit, urban community health
settings (n=373) that were offering rapid HIV tests, 2003–2006.

TABLE 3—Bivariate and Multivariate Correlates of Rapid HIV Testing in 227 US Community
Clinics: 2003–2006

Bivariate Models, OR (95% CI) Multivariate Model, Adjusted OR (95% CI)

Geographic region

West (Ref) 1.00 1.00

Midwest 0.49* (0.22, 1.08) 0.63 (0.24, 1.67)

Northeast 2.36*** (1.27, 4.37) 1.98 (0.84, 4.62)

South 2.36*** (1.28, 4.35) 2.87** (1.22, 6.78)

Community characteristics

High AIDS prevalence 2.14† (1.68, 2.73) 1.66*** (1.17, 2.34)

High proportion of Blacks 1.01 (1.00, 1.01) 1.00 (0.98, 1.01)

High proportion of Hispanics 1.01 (1.01, 1.01) 1.00 (0.98, 1.01)

High proportion living in poverty 1.04† (1.02, 1.06) 1.02 (0.99, 1.05)

Site characteristics

Has large client base (> 2500) 1.66** (1.08, 2.56) 0.96 (0.56, 1.64)

Has on-site laboratory 3.20† (2.02, 5.06) 3.10† (1.78, 5.42)

Has mobile sites 2.04*** (1.29, 3.25) 1.60* (0.92, 2.79)

Has multiple locations 1.85** (1.14, 3.02) 1.93** (1.05, 3.52)

Performs other diagnostic tests 24.64*** (3.39, 179.25) 13.35** (1.76, 101.01)

Note. OR=odds ratio; CI=confidence interval. Community clinics are nonprofit community health clinics for underserved populations.
*P < .10; **P < .05; ***P < .01; †P < .001.

in bivariate analyses (Table 3). In the mul-
tivariate model, community clinics located
in the South (vs West), in areas of higher
AIDS prevalence, with on-site laboratories
and multiple locations, and that performed
diagnostic tests other than HIV tests, had a
higher likelihood of rapid HIV testing
(Table 3).

DISCUSSION

Our findings indicated that rapid HIV tests
were infrequently offered in US private, non-
profit, urban community clinics and CBOs.
Only 17% of all settings (22% of community
clinics, 10% of CBOs) provided rapid HIV
tests. More than 40% of the settings referred

clients to other organizations for HIV testing,
rather than directly offering tests. Results sug-
gest that some CBOs may not have the capac-
ity to provide HIV testing to clients, whether
rapid or nonrapid, even if their clients are at
risk. Such organizations may instead refer
clients to other testing sites. However, the ex-
tent to which clients who are referred for
HIV testing actually receive test results is un-
known. Increased community capacity for
same-day, point-of-care HIV testing, especially
among CBOs, is critical for realizing CDC
goals for universal HIV testing.

In accordance with diffusion of innovation
theory,27 organizational resources were robust
correlates of rapid HIV testing. Need for
HIV testing, operationalized as community
factors related to HIV risk, was a less ro-
bust predictor than were organizational re-
sources; of the variables representing need,
only AIDS prevalence was a significant mul-
tivariate correlate. Community clinics with
full-service (vs Clinical Laboratory Improve-
ment Amendments–waived only) on-site lab-
oratories and multiple locations that per-
formed diagnostic tests other than HIV were
more likely to be providing rapid tests. More-
over, nearly 40% of rapid test providers
processed tests in the laboratory, versus at
point-of-care. However, all rapid test provid-
ers were using Clinical Laboratory Improve-
ment Amendments–waived rapid tests. One
of the advantages of Clinical Laboratory Im-
provement Amendments–waived tests is that
they can be used by trained nonlaboratory
staff in any venue, including those outside
traditional health care. Smaller venues with-
out the capacity to draw blood have the in-
frastructure for providing Clinical Labora-
tory Improvement Amendments–waived oral
fluid rapid HIV tests. Lack of a full-service
laboratory should not be a barrier to rapid
testing.

Only 12 CBOs surveyed made rapid HIV
testing available to their clients, despite CDC
recommendations that CBOs test all at-risk
clients.2 Clients of the HIV-focused CBOs in
our sample were likely at risk for HIV and
would benefit from greater access to rapid
HIV testing. Because CBOs tend to be
smaller than community clinics, CBOs may
have insufficient resources to implement
rapid testing programs.
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Our survey showed substantial geographic
variation in rapid HIV test availability. Com-
munity clinics in the South, versus the West
(i.e., 3 primary MSAs in California) were
more likely to be providing rapid tests. Re-
gional differences may be a consequence of
different HIV testing regulatory environ-
ments. For example, California has relatively
strict regulations for rapid HIV testing. Orga-
nizations must apply in writing to the Califor-
nia Department of Health Services for permis-
sion to offer Clinical Laboratory Improvement
Amendments–waived rapid HIV tests; the
backlog of applications in 2005 (during our
study) was high (S.L. Kwong, oral communi-
cation, California Department of Health Ser-
vices, July 2005). Removing some of the bu-
reaucratic barriers to testing, including pre-
and posttest counseling regulations, may elicit
change in state policies and, in turn, increase
rapid testing rates.25

Limitations
To our knowledge, our study was the first to

examine the availability of rapid HIV testing in
private, nonprofit, urban US community health
care settings that used a multistage probability
sample. Nevertheless, limitations existed. Be-
cause all of the sampled organizations in the
West were in California, our finding of lower
rapid testing in the West may not generalize to
the entire region. Our results may have overes-
timated rates of use, because organizations may
not use the test frequently, even if it is available.
Further, respondents may not have had com-
plete information about rapid testing at their
site, especially regarding subsidiary venues.
However, most organizations were relatively
small, and the interviewers spoke with the di-
rector or were referred to staff members who
knew about HIV testing at the organization.

In addition, we may have inadvertently ex-
cluded some organizations from our sampling
list. However, the list was compiled from and
checked against multiple sources that were
known to be accurate at the time of the sur-
vey. We also may have excluded appropriate
organizations for rapid HIV testing through
our eligibility criterion that organizations had
to be HIV test providers to participate. Fi-
nally, our results provided a snapshot of the
state of rapid HIV testing shortly after test ap-
proval in 2002; additional research is needed

that documents rapid testing diffusion after
the CDC’s 2006 recommendations have been
widely disseminated.

Conclusion
Rapid HIV testing gives community

health settings great flexibility to provide
testing to high-risk clients who may not rou-
tinely visit health care settings. Nevertheless,
our survey of a nationally representative
sample of private, nonprofit, urban commu-
nity health settings found low availability of
rapid HIV testing overall, especially among
CBOs. Future research should investigate
the barriers to HIV testing in community
health settings, including those related to
cost, feasibility, training, staffing, regulatory
environment, and resources, especially
among community health settings with
fewer resources, as well as in mobile testing
sites. Streamlined counseling processes rec-
ommended by the CDC, such as face-to-face
counseling supplemented or replaced by
videos or pamphlets,16 may allow smaller
organizations to redirect counseling funds
for rapid HIV testing programs.25

Development of testing protocols, training
materials, and guidelines for mobile sites
would further aid diffusion of rapid HIV test-
ing and would encourage greater use of mo-
bile testing sites in communities with high
HIV rates.33 Effective means of universal rapid
HIV testing are already being used in the de-
veloping world, including some countries in
Africa.34 With greater resources, rapid HIV
testing can also increase in the United States
and will ultimately help to realize the CDC’s
goal of universal awareness of HIV status in a
way that is feasible for and acceptable to both
clients and health care providers.
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