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Purpose: Routine HIV testing on college campuses has the
potential to increase students’ awareness of their HIV status.
Testing targeted only at persons reporting HIV risk behaviors
will not identify infected persons who may deny or be
unaware of their risk. Thus, this study sought to investigate
the acceptability of rapid HIV testing among African-Ameri-
can college students in a nontraditional setting on a histori-
cally black college/university (HBCU) campus.

Methods: A cross-sectional survey on risk behaviors, barriers
to testing, and HIV testing history was administered to 161
African-American college students at an HBCU. All
approached students (both those participating and not)
were offered free HIV rapid testing.

Results: Eighty-one African-American college students con-
sented to be tested for HIV and all tested negative. Results
of the questionnaire indicated that African-American col-
lege students engage in risky sexual behaviors {such as
unprotected sex) yet perceive themselves as at little or no
risk. College students who reported past HIV testing often
did so in conjunction with routine exams, such as annual
pap smears, rather than specifically seeking HIV testing.

Conclusions: Routine HIV testing on college campuses may
be an important public hedith initiative in reducing the
spread of HIV. Specifically, this strategy may provide a mod-
el for student access to HIV testing, particularly males and
other students who may be less likely to seek HIV testing at
traditional medical settings. These data supports expansion
of routine testing programs directed at African-American
college students.
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INTRODUCTION

The HIV/AIDS epidemic is a health crisis for
African Americans. In 2001, HIV/AIDS was among the
top three causes of death for African-American men
aged 25-54 years.' It was the number-one cause of death
for African-American women aged 25-34 years.! More-
over, among both males and females, African Ameri-
cans represent the largest percentage of HIV/AIDS
diagnoses across ethnicities.?

Although many inner-city areas have an increased
prevalence of HIV infection, research has shown that
the epidemic is becoming increasingly rural, with
African Americans and those living in poverty at greater
risk.> The most recent Centers for Disease Control
(CDC) surveillance report suggested that the highest
incidence rates were in the southeastern United States.*

Compared with their nonminority peers, African-
American college students are at an increased risk for
HIV infection.’ An epidemiologic investigation in North
Carolina of young, HIV-positive black men who have
sex with men (MSM) and who were college students
revealed high rates of HIV risk behaviors and an epi-
demic of HIV infection.® A retrospective review of men
in North Carolina aged 18-30 indicated an increase in
the diagnosis of HIV among male college students,
from two cases in 2000 to 56 cases diagnosed between
January 2001 and May 2003. Of the 56 male college
students diagnosed during this time, 49 were black.’

Knowledge of HIV serostatus is an important element
of HIV prevention and treatment efforts.® Among the esti-
mated 850,000-900,000 Americans living with HIV in
2000, approximately one-fourth (180,000-280,000) were
unaware of their HIV infection status.” A recent multisite
project from the CDC reported that late testers are more
likely to be black or Hispanic and exposed to HIV
through heterosexual contact.!

Another major challenge facing HIV service delivery
is the large number of individuals who get tested for HIV
but never return for their results. Specifically, data from
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the CDC revealed that a significant percent of both HIV-
positive (30%) and HIV-negative (39%) individuals that
tested at publicly funded sites in the United States failed
to return for their test results.'” HIV rapid testing has
been identified as a strategy to address the low percent-
ages of tested individuals receiving their results.

Traditionally, college students have been perceived
as a low-risk group for HIV infection.'>"* However, pub-
lished studies suggest that both homosexual and hetero-
sexual college students consistently engage in high-risk
behaviors, including inconsistent condom use,'*® use of
drugs and alcohol during sex,'*? and sex with multiple
partners.'*!® Despite engaging in these high-risk activi-
ties, college students have a low perceived risk of HIV
infection.?'?

Although HIV/AIDS research on college campuses
has been conducted, gaps in our knowledge of students’
perceptions of their risk status and risk-related behav-
iors still exist. African-American college students pres-
ent with a higher prevalence of HIV infection than their
majority group peers, yet they are the least likely to be
aware of their HIV diagnosis.?* Few published studies
have addressed African-American students’ willingness
for HIV testing on college campuses.

AFRICAN-AMERICAN COLLEGE STUDENTS AND HIV TESTING

The objective of this study was two-fold. First, we
assessed attitudes toward HIV testing, HIV risk behav-
ior and risk perceptions among African-American col-
lege students. In addition to attitudes, we evaluated
African-American college students’ acceptance of rapid
HIV testing by performing a pilot study of rapid HIV
testing in a nontraditional setting on an HBCU.

METHODS

This study was conducted with approval from the
university’s institutional review board (IRB). Inclusion
criteria were all non-HIV-infected African-American
students aged 18-24. Students were recruited from vari-
ous classes in the liberal arts building (e.g., general
health education, introductory to psychology, statistics,
etc.) at a southern HBCU. Two-hundred-three students
were approached; 161 students met the inclusion criteria
and were enrolled in the study. Exclusion criteria includ-
ed ethnicity other than African American, age <18 years
and >25 years. Although the exclusion criteria prevented
the participation of some students, all students who were
approached were offered free rapid HIV testing.

The study consisted of two phases. The first phase
required completion of a 60-item paper-and-pencil ques-

Table 1. Bivariate relationship between baseline demographics, sexual and drug risk, HIV testing and
acceptance to HIV rapid testing (N=161)
HIV Tested (N=81)
Variables Full Sample Said Yes to Rapid Testing
Demographics
Gender
Male 58 (36%) 27 (47%)
Female 103 (64%) 54 (52%)
Testing History
Ever Been Tested for HIV?
Yes 78 (48%) 44 (56%)
No 80 (50%) 36 (45%)
Don't know/unsure 3 (2%) 1 (33%)
Intensity of Barriers to Testing
Low 40 (25%) 22 (27%)
Moderate 82 (51%) 32 (40%)
High 39 (24%) 27 (33%)
Risks
Perceived Risk for HIV
Low 135 (84%) 64 (47%)
High 26 (16%) 20 (77%)
Any Diagnosed Sexually Transmitted Infections?
Yes 21 (13%) 11(52%)
No 140 (87%) 70 (50%)
Had Unprotected Vaginal Sex in the Past 90 Days?
Yes 64 (40%) 38(59%)
No 97 (60%) 43(44%)
Had Unprotected Anal Sex in the Past 90 Days?
Yes 26 (16%) 16(62%)
No 135 (84%) 65(48%)
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tionnaire examining basic demographics (e.g., age, gen-
der), sexual and drug risk behaviors, barriers to testing,
and HIV testing history. The self-administered question-
naire was completed in participants’ classrooms.

The primary investigator introduced the question-
naire as part of a survey project on the acceptability of
HIV rapid testing among African-American college stu-
dents. The primary investigator reviewed the consent
form, explaining the nature, purpose, risks, benefits and
alternatives to the current study. Students received extra
course credit for participation. Extra credit was not con-
tingent on HIV testing—only on completion of the
questionnaire.

Following completion of the questionnaire, partici-
pants were immediately offered free, confidential, rapid
HIV testing, using whole blood obtained from a finger-
stick. The rapid HIV testing procedure was explained to
all participants. Participants were informed that HIV
testing would be performed at the university counseling
center (located in the liberal arts building). The counsel-
ing center is a suite with four private rooms used to con-
duct clinical assessments and interviews.

For participants who consented to receive rapid HIV
testing, an additional HIV testing consent was reviewed
prior to testing. Participants who declined testing com-
pleted an additional one-item question, examining their
reason(s) for not being tested and were given a referral
for other testing sites.

Rapid testing was performed in conjunction with
HIV pre- and posttest counseling. All counselors were
certified by the Department of Health in HIV pre-/post-
counseling. Counselors were not affiliated with the uni-
versity. Using CDC revised guidelines, participants
were informed that results would be available in 20 min-

utes and that in the event of a positive test result, he or

she would be referred to the local department of health
for confirmatory testing. Results were given along with
posttest counseling, which included a risk-reduction
plan for all participants who received HIV testing.

RESULTS

Of the 161 participants at baseline, 36% were male
(n=58) and 64% were female (n=103). The mean age

was 20.6 (SD=1.86) years. All participants were African
American. All 161 students completed the question-
naire. Of the 161 study participants, 81 (50%) under-
went rapid testing. All 81 participants who underwent
HIV testing received a negative test result. Bivariate
analysis revealed no significant relationships between
those who received HIV rapid testing and those who did
not (Table 1).

In this sample, perceived risk was relatively low,
with 84% reporting a low risk of acquiring HIV. Howev-
er, 64% of participants reported having unprotected
vaginal sex and 16% reported having unprotected anal
sex in the past 90 days. See additional risk behaviors
and predictors of HIV testing in Table 1.

Seventy-eight (48%) of the participants reported that
they previously received HIV testing. Forty percent
reported being tested at a community health center, 32%
by a physician/family doctor, 17% at a university health
clinic, 10% at a hospital and 1% in a mobile testing van.
Common reasons for previous testing included: as part
of their routine pap smear (23%), belief that they were
not at risk but wanted to know their status (8%),
received testing as part of prenatal care (8%), insurance
requirement (4%), knew they were at risk (3%), in the
military (2%), thought their partner was at risk (1%).

Participants reported the following barriers as pre-
cluding their receipt of HIV testing: receiving an HIV
test could affect their relationship with their partner
(29%), lack of information about local HIV testing sites
(20%), fear that HIV testing results would not be kept
confidential (18%) (Table 2).

Participants were more likely to consent to rapid
HIV testing if they perceived themselves to be at high
risk of contracting HIV (Table 1). No participant
endorsed use of intravenous drugs. See additional risk
behaviors in Table 1.

DISCUSSION

Traditionally, most HIV testing is performed by
physicians in hospital settings, although various public
programs and clinics account for about one in five of
recent HIV tests.” Consistent with past studies, this
sample of students often underwent testing as part of

Reason(s)

Table 2. Reasons for declining HIV rapid testing (total N=81)

Total (%) Males (n=31) Females (n=49)

| do not feel at risk.
| am at risk but do not want to know my status.

| have had an HIV test within the last six months.
| want to have the test but do not have time now.

I am not sure the results will be kept private.

I am at risk but do not want to know my status immediately. 1

| do not feel comfortable being tested in this setting.

| do not want to have a fingerstick (blood drawn from finger). 2

21 16 17

1 0 1
0 1

13 8 13

19 12 18

3 2 2

2 1 2
1

2
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routine exams, such as annual pap smears, instead of
specifically seeking HIV testing. Nevertheless, rapid
HIV testing was well accepted in this nontraditional set-
ting, with 50% of the students consenting to rapid HIV
testing (provided at the university counseling center).
These findings suggest that testing on college campuses
may provide a model for student access to HIV testing,
particularly males who may be less likely to get tested in
traditional medical settings.

Several barriers to HIV testing included concerns
about receiving a positive test, confidentiality of results
and lack of information about local testing sites. In this
study, we deliberately addressed some of the barriers by
providing a convenient testing site that was easily acces-
sible and at no cost for all of our student participants.
Offering HIV testing in a nontraditional site, such as in
the liberal arts building (in close proximity to classes)
allowed for a bigger pool of students who chose to be
tested. Also, offering the test in a nontraditional setting
may have served to decrease the stigma of receiving
HIV testing. Certainly, further education efforts are
needed to inform students about HIV testing sites in
their community and to familiarize them with the poli-
cies of confidential HIV testing procedures.

Our findings concerning condom usage are consistent
with other studies that show a large number of African
Americans engaging in risky sexual behaviors, such as
inconsistent condom use, that promote the spread of
HIV*? African-American college students at this HBCU
are engaging in notable levels of sexual risk-taking
behaviors under the belief that they are not at risk of con-
tracting HIV. Eighty-four percent of the participants per-
ceived themselves as at no or low risk of HIV infection,
although 90 (56%) participants engaged in some form of
risky sexual behavior (such as unprotected vaginal or anal
sex. Specifically, participants who perceived themselves
at low risk were less likely to seek testing, despite risky
reported sexual behavior. Nevertheless, we were delight-
ed to see that students who do perceive themselves at risk
are willing to seek testing. Expanding HIV testing and
prevention counseling efforts (to all “perceived” risk
groups) may have future behavioral change implications
for those that test negative.

There are several limitations to these data. This conven-
ience sample was relatively small and may not be general-
izable to all African-American college students. Students
received extra course credit for participation (completion
of questionnaire), which may have influenced study partic-
ipation. Also, limited resources may have negatively
impacted potential recruitment opportunities.

Overall, with 50% of participants consenting to on-
the-spot rapid testing, it was clear that HIV testing was
well accepted in this nontraditional setting. This first
step indicates the amenability of this population to HIV
intervention and prevention efforts. Providing more
accessible testing sites may potentially increase the per-
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centages of African-American students who seek testing.
Additional research is needed to explore further imple-
mentation of rapid HIV testing (on college campuses).

ACKNOWLEDGEMENTS

This research was funded by a (NIDA-CFAR)
National Institute of Drug Abuse—Centers for Aids
Research training grant (#5 T32 DA13911) and Nation-
al Research Service Award Minority from the National
Institute of Child & Human Development (#1 F31
HDO047955-01). The authors would like to thank the fol-
lowing individuals for their contributions: Jeffrey Cas-
sisi, PhD; Melissa Coleman, MA; Glory Moses MA;
and T’Juan Rucker, BA.

REFERENCES

1. Anderson RN, Smith BL. Deaths: Leading causes for 2002, National Vital Sta-
tics Reports. 2003;52(9):27-33. www.cdc.gov/nchs/data/nvsr/nvsr52_09.pdf.
Accessed 12/23/04.

2. CCD. Racial and ethnic disparities in diagnoses of HIV/AIDS-33 States,
2001-2004. MMWR. 2006;55:121-143.

3. Heckman TG, Somlai AM, Peters, J, et al. Barriers to care among persons
living with HIV/AIDS in urban and rural areas. AIDS Care.1998;10:365-375.

4, CDC. Cases of HIV Infection and AIDS in the United States, 2003.
HIVIAIDS Surveillance Report. 2004;15:1-45.

5. Bazargan M, Kelly E, Stein J, et al. Correlates of HIV risk taking behaviors
among African American students: the effect of HIV knowledge, motiva-
tion, and behavioral skills.  Natl Med Assoc. 2000;92:391-404.

6. CDC. HIV fransmission among black college student and non-student men
who have sex with men—North Carolina, 2003. MMWR. 2004;53:731-734.

7. Hightow L, Leone P, MacDonald P, et al. Men who have sex with men
and women: a unique risk group for HIV fransmission on North Carolina col-
lege campuses, Sex Transm Dis. May 2006 (in press).

8. Valdiserri RO, HIV counseling and testing: its evolving role in HIV preven-
tion. AIDS Educ Prev. 1997:9(suppl B):79-91.

9. Fleming P, Byers R, Sweeney P, et al. HIV prevalence in the United States,
2000. Presentation at the 9th Conference on Retrovirus and Opportunistic
Infections, Seattle, WA, February 24-28, 2002.

10. CDC. Advancing HIV prevention: new strategies for a changing epi-
demic-United States, 2003. MMWR. 2003;52:329-332.

11. CDC. HIV CT Client Report, 2000, U.S. Total. Online document at:
www.cdc.gov/hiv/pubs/rt-counseling.htm.

12. Hightow L, MacDonald P, Pia D, et al. The unexpected movement of the
HIV epidemic in the Southeastern United States: Transmission among col-
lege students. J Acquir iImmune Defic Syndr Hum Retroviral. 2005;38:531-537.

13. Gayle H, Keeling R, Garcia-Tunon M, et al. Prevalence of the Human
Immunodeficiency Virus among university students. N Engl J Med. 1990;
323:1538-1541.

14. Lewis J, Malow R. HIV/AIDS risk in heterosexual college students. J Am
Coll Health. 1997;45:147-159.

15. Strader M, Beaman M. Compairison of college students' and STD
patients' knowledge about AIDS, risk behaviors and beliefs about condom
use. J Adv Nurs. 1991;16:584-590.

16. DiClemente R, Forrest K, Mickler S. College students' knowledge and
attitudes about AIDS and changes in HIV-preventive behaviors. AIDS Educ
Prev.1990;2:201-212.

17. CDC. Youth risk behavior surveillance: national college health risk
behavior survey: US., 1995. MMWR, 1997:46:1-54.

18. Lindley L, Nicholson T, Kerby M, et al. HIV/STI associated risk behaviors
among self-identified lesbian, gay, bisexual, and transgender college stu-
dents in the United States. AIDS Educ Prev. 2003;15:413-429.

19. Clapper R, Lippsit L. A retrospective study of risk-taking and alcohol-
mediated unprotected intercourse. J Subst Abuse. 1991:3: 91-96.

20. Kellar S, Bartlett A, Schleifer S, et al. HIV-relevant sexual behavior

VOL. 98, NO. 12, DECEMBER 2006 1915



AFRICAN-AMERICAN COLLEGE STUDENTS AND HIV TESTING

among a healthy inner city heterosexual adolescent population in an
endemic area of HIV. J Adolesc Health. 1991;12:44-48.

21. Carroll L. Gender, knowledge about AIDS, reported behavioral
change. and the sexual behavior of college students. J Am Coll Health.
1991;40:5-12.

22. Mahoney C, Thombs T, Ford O. Health belief and self-efficacy models:
their utility in explaining college students’ condom use. AIDS Educ Prev.
1995,7:32-49.

23. Johnson E, Gant L, Hinkle Y, et al. Do African American men and
women differ in their knowledge about AIDS, attitudes about condoms,
and sexual behaviors2 J Natl Med Assoc. 1992;84:49-64.

24, Keeling, R. Health education and leadership program, from isolation to
engagement. American College Health Association 2000. www.acha.org/
pub/guidelines.htm.

25. CDC. Numbers of persons tested for HIV-United States, 2002. MMWR.
2004;53:1110-1113.

26. Johnson E, Jackson L, Hinkle Y. What is the significance of black-white
differences in risky sexual behavior? J Nafl Med Assoc. 1994:86:745-759.

27. Darow W. Condom use and use-effectiveness in high-risk populations.
Presented at the Conference on Condoms in the Prevention of Sexually
Transmitted Diseases, Centers for Disease Control; Atlanta, GA; February
1987.0

i (3

527 WEST 22nd ST 1stFloor New York, NY 10011 212-206-0574 www.aliforneycenter.org

1916 JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION

Will you stop loving her if you know she’s a lesbian?

G 18y

The Ali Forney Center. It Feels Like Home.

VOL. 98, NO. 12, DECEMBER 2006



