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Abstract
Objectives—Video-based delivery of HIV pre-test information might assist in streamlining HIV
screening and testing efforts in the emergency department (ED). The objectives of this study were
to determine if the video “Do you know about rapid HIV testing?” is an acceptable alternative to
an in-person information session on rapid HIV pre-test information, in regards to comprehension
of rapid HIV pre-test fundamentals; and to identify patients who might have difficulties in
comprehending pre-test information.

Methods—This was a non-inferiority trial of 574 participants in an ED opt-in rapid HIV
screening program who were randomly assigned to receive identical pre-test information from
either an animated and live-action 9.5-minute video, or an in-person information session. Pre-test
information comprehension was assessed using a questionnaire. The video would be accepted as
not inferior to the in-person information session if the 95% confidence interval (CI) of the
difference (Δ) in mean scores on the questionnaire between the two information groups was less
than a 10% decrease in the in-person information session arm's mean score. Linear regression
models were constructed to identify patients with lower mean scores based upon study arm
assignment, demographic characteristics, and history of prior HIV testing.

Results—The questionnaire mean scores were 20.1 (95% CI = 19.7 to 20.5) for the video arm
and 20.8 (95% CI = 20.4 to 21.2) for the in-person information session arm. The difference in
mean scores compared to the mean score for the in-person information session met the non-
inferiority criterion for this investigation (Δ = 0.68; 95% CI = 0.18 to 1.26). In a multivariable
linear regression model, Blacks/African Americans, Hispanics, and those with Medicare and
Medicaid insurance exhibited slightly lower mean scores, regardless of the pre-test information
delivery format. There was a strong relationship between fewer years of formal education and
lower mean scores on the questionnaire. Age, gender, type of insurance, partner/marital status, and
history of prior HIV testing were not predictive of scores on the questionnaire.

Conclusions—In terms of patient comprehension of rapid HIV pre-test information
fundamentals, the video was an acceptable substitute to pre-test information delivered by an HIV
test counselor. Both the video and in-person information session were less effective in providing
pre-test information for patients with fewer years of formal education.
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INTRODUCTION
The Centers for Disease Control and Prevention (CDC) and emergency medicine (EM)
clinicians have called for expanded HIV screening and diagnostic testing in U.S. emergency
departments (EDs).1-4 The support for this expansion comes from studies showing that
some U.S. EDs administer medical care to persons at high risk for HIV,5,6 that the
prevalence of HIV in some EDs is higher than at other settings in the surrounding
communities,7-12 and that EDs can successfully conduct HIV screening programs, identify
HIV-infected patients, and link them to definitive care.13-19

The provision of HIV pre-test information to patients in a uniform, efficient, and effective
manner poses a challenge to the implementation of widespread ED-based HIV screening. As
recommended by the CDC, HIV pre-test information, as opposed to HIV prevention or risk-
reduction counseling, is information about the definition, nature, transmission, and
prevention of HIV and AIDS; the benefits and potential adverse consequences of HIV
testing; and the interpretation of HIV test results.20 Although the CDC currently
recommends that HIV pre-test information can be delivered orally or in writing to test
receipients,1 video might be a useful alternative. Video provides uniform information in a
consistent manner and might be more efficient for use in the ED setting where staff demands
are high and the delivery of oral pre-test information might be suboptimal. In addition,
because of the ability of video to present and highlight information in oral, textual, and
graphical forms, video might be more effective than oral presentations or written materials.

In this study, we evaluated the effectiveness of the video “Do you know about rapid HIV
testing?” in an ED-based opt-in, rapid HIV screening program. The primary objective of this
investigation was to determine in a randomized, controlled, non-inferiority trial, if the video
is an adequate substitute for an in-person information session in regards to patient
comprehension of rapid HIV pre-test information fundamentals. The non-inferiority trial
was intended to determine if the video was an equivalent method of delivering HIV pre-test
information as assessed by how well patients understood the information presented to them.
This investigation followed a pilot study that suggested that patient comprehension of rapid
HIV pre-test fundamentals was equivalent for those who watched this video compared to
those who underwent an in-person information session with an HIV test counselor.21 In an
exploratory analysis, the investigators also aimed to detect topics from the content of the
pre-test information that patients did not understand well, whether presented by the video or
through an in-person information session. The secondary objective was to identify patients
who had greater difficulties in understanding the information presented to them via either
information delivery method, based upon their demographic characteristics and HIV testing
history.

METHODS
Study Design

From July 2005 to July 2006, 18 to 55-year-old ED patients with a subcritical illness or
injury were randomly selected for possible inclusion in an opt-in, rapid HIV screening
program. The hospital institutional review board approved the study.
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Study Setting and Population
The HIV screening program and this trial occurred at an urban, academic/teaching, not-for-
profit, adult ED in New England that has over 95,000 adult patient visits annually. At the
time of this investigation, there were no HIV screening programs being conducted at this
ED.

A random sample of approximately 70% of the patients in the ED during each shift was
assessed for possible inclusion in the HIV screening program. With the assistance of a
computerized random number generator program, the research assistants (RAs) selected a
seven-digit sequence of integers in advance of each shift. These integers were used to
randomly select patients to assess according to the terminal digit of the patients' medical
record number. The medical record number is assigned sequentially and permanently to
patients when they first enter the hospital system in the inpatient, outpatient, or ED setting.
The number is not associated with their demographic characteristics or the nature of their
medical condition or illness. During each shift, one RA conducted a primary assessment of
the ED paper medical records of the patients in the ambulatory and urgent care areas of the
ED whose terminal medical digit had been randomly selected for that shift. For those
patients whose ED medical record indicated that they might be eligible for the HIV
screening program, the RA performed an in-person secondary assessment to confirm their
eligibility. Eligible patients were English-speaking, 18 to 55 years old, were not presenting
for a psychiatric illness, were not prison inmates, not pregnant, not critically ill or injured,
were not known to be HIV infected, were not in an HIV vaccine study, and did not have a
physical disability or mental impairment that prevented them from participating in the
screening program. Patients eligible for the screening program were asked if they would like
to be tested for HIV in the ED using a rapid HIV test. Those who agreed to undergo HIV
testing were then invited to enroll in this randomized, controlled, non-inferiority trial.
Participants completed this trial prior to being tested for HIV.

Study Protocol
As described in detail elsewhere,22 the HIV screening program was conducted on randomly
selected dates and eight-hour shifts, 24 hours per day, 7 days per week, except for 8 hospital
holidays. According to the results of this screening program, approximately 2% of the 18 to
55 year old ED patients are known to be HIV infected.22 Trained research assistants (RAs)
randomly selected patients in the ambulatory care and urgent care areas of the ED to be
assessed for possible inclusion in the opt-in, rapid HIV screening program. The HIV
screening program was non-targeted or universal, such that patients were not tested for HIV
based upon their demographic characteristics, risk profiles, or any other criterion (except
study inclusion criteria, as described above). The program used an opt-in approach in that
participants were asked if they wanted to be tested for HIV instead of being informed that
they would be tested for HIV, unless they declined (opt-out).

Video and Questionnaire Development and Composition—The development and
content of the video “Do you know about rapid HIV testing?” and the “Rapid HIV pre-test
information comprehension” questionnaire employed in this study have been described in
detail previously.21 Briefy, the video development included reviewing videos on HIV and
HIV testing, composing a script that addressed CDC-recommended components for HIV
pre-test information,20 creating animated characters and images for the video, selecting live-
action sequences to accompany the script, producing the video, conducting cognitive
assessments of the video through intensive patient interviews of ED patients, and performing
formal testing of the video in a pilot study. The questionnaire development included
reviewing surveys assessing knowledge of HIV and HIV testing, drafting the questionnaire,
evaluating the discriminatory power of the questionnaire through pilot testing, conducting
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cognitive-based assessments of the questionnaire through intensive patient interviews of ED
patients, and performing a pilot study. The video and the survey questions were modified
based upon the results of these evaluations.

The animated and live-action 9.5-minute video “Do you know about rapid HIV testing?”
includes information in five subject areas: CDC-recommended information on the definition
and nature of HIV and AIDS; HIV transmission, prevention, and testing methods20; and
information on rapid HIV testing procedures and the meaning of test results using the
OraQuick rapid HIV test (OraSure Technologies, Bethlehem, PA). The “Rapid HIV pre-test
information comprehension” questionnaire is comprised of 26 questions, each in the form of
a statement that cover these five subject areas (Table 2). The possible responses for each
question are “True,” “False,” and “I don't know.” Each correctly answered item on the
questionnaire is scored as one point out of a total of 26 points for the entire questionnaire.
The questionnaire and survey instructions were at a Flesch-Kincaid seventh grade reading
comprehension level.

Rapid HIV pre-test information—Participants were assigned to one of two study arms
(video vs. in-person information session) using their terminal medical record number digit.
Patients with an odd terminal medical record number digit were assigned to the video arm,
and those with an even terminal medical record number digit were assigned to the in-person
information session arm.

The content of the video and in-person information session was the same and has been
described elsewhere.21 Study participants watched the video or received the in-person
information session in their ED examination room prior to being tested for HIV. Participants
watched the video on a hand-held tablet personal computer and listened to the audio using
headphones. The RAs monitored the video usage and were available to assist as needed. The
RAs were not permitted to clarify or answer any questions about the video's content.

The RAs presented the in-person information session extemporaneously according to a
defined script and did not use visual aids. As per the defined script, the RA asked each
participant an introductory question about each pre-test information topic, acknowledged the
participant's response, and then gave a short discourse on each topic. The RAs provided the
same information to all participants regardless of the participants' responses to the
introductory questions for each topic. During the trial, the median time elapsed to deliver the
in-person information session was 10 minutes. The RAs underwent extensive training that
included over 40 hours of mock interviews to ensure that they correctly presented the HIV
pre-test information according to the defined script. The principal investigator observed the
RAs directly during a patient encounter twice monthly and critiqued their performances.
Deviations from the protocol and script were corrected. The RAs were certified by the state
to perform HIV counseling and testing. In the state where this study was performed, test
providers are required to provide all HIV test recipients with written information about HIV
and HIV testing. The RAs provided this written information to all trial participants after they
were tested for HIV, and hence after they completed this trial.

Data collection—The RAs administered the “Rapid HIV pre-test information
comprehension” questionnaire to participants in the ED examining rooms after the in-person
information session or viewing of the video. During the study consent process, participants
were informed that they would be administered a questionnaire regarding their
comprehension of the pre-test information they received as part of the study. RAs read the
survey instructions and questions aloud to the participants. The RAs could repeat questions
and instructions as needed, but were not permitted to clarify questions or terms. The study
data were recorded in a QDS (Nova Research, Bethesda, MD) database. All entries were
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made in duplicate with immediate data entry verification. Following the questionnaire, the
RAs debriefed participants about the questions and provided correct responses and
additional information as needed. Participants then underwent rapid HIV testing and were
offered personalized, HIV risk-reduction counseling by the RAs.

Data Analysis
All analyses were performed using STATA 9.2 (STATA Corporation, College Station, TX).
Patients who dropped out of the study were not included in the analyses. Summary statistics
on enrollment, patient demography, and HIV testing history were calculated for all patients
and by study arm random assignment (video vs. in-person information session). The study
arms were compared using Wilcoxon rank-sum test for continuous variables, and Pearson's
χ2 test for categorical variables. Differences at the α = 0.05 level were considered
significant.

We compared the mean scores on the “Rapid HIV testing comprehension questionnaire” by
study arm to address the primary objective of determining if the video is not inferior to the
in-person information session. We used the 95% confidence interval (CI) approach to assess
non-inferiority as recommended by Piaggio, et al.23 In the absence of an established
standard for this assessment, we chose a value of 10% as an acceptable difference between
mean scores. The 10% acceptable difference criterion was based upon the results of our pilot
study,21 the work by Calderon, et al. with a standard HIV testing video,24 and the typical
values for “non-inferiority” used in other medical trials. By this a priori criterion, the video
would not be inferior to the in-person information session if the 95% CI for the difference in
means between the two groups was less than or equal to a 10% reduction in the in-person
information session arm mean score.

In an exploratory analysis, we sought to identify rapid HIV pre-test information concepts
that were not well understood by participants, or were not well presented by either or both
information delivery methods. For the exploratory analysis, we calculated the percentage of
correct responses and the percentage of “I don't know” responses for each item on the
questionnaire. These percentages were calculated for all participants and by study arm
assignment. For each item, the absolute differences between study arms were then calculated
for the percentages of correct responses and “I don't know” responses. Two-sample tests for
binomial proportions were used to compare study arms and identify questions that yielded
relatively larger proportions of correct responses and “I don't know” responses. A
significance level of α = 0.05 was used. To be maximally sensitive to potential differences
between study arms, we did not adjust for multiple comparisons in the exploratory analysis.

Linear regression modeling was employed for satisfying the secondary objective of
identifying patients with difficulties in comprehending rapid HIV pre-test fundamentals,
based upon their demographic characteristics (age, gender, ethnicity/race, marital or partner
status, insurance status, years of formal education), HIV testing history (history of ever
being previously tested for HIV, time since last HIV test), study arm assignment, and the
RA assigned to deliver the pre-test information. The outcome for the linear regression
models was the mean score on the questionnaire. β-coefficients with corresponding 95% CIs
were estimated. A preliminary multivariable model (Model 1) included all covariates from
the univariable analyses that were significant at the α = 0.05 level. A final multivariable
model (Model 2) was chosen that included only covariates from Model 1 that were
significant at the α = 0.05 level. Two- and three-way interactions among significant
variables were considered.

Using the final model (Model 2), predicted mean scores on the questionnaire were
calculated and plotted using combinations of covariates that were statistically associated
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with lesser or greater mean scores. The purposes of these predictions were to determine what
the scores on the questionnaire are expected to be for specified groups of ED patients, and
illustrate which covariates have the strongest impact on questionnaire scores. The predicted
scores take into account the influence of covariates shown to be important in the
multivariable linear regression model.

RESULTS
Demographics and HIV Testing History of the Trial Participants

Figure 1 depicts the enrollment schema for the opt-in, rapid HIV screening program and the
non-inferiority trial. Of 592 patients initially enrolled in the non-inferiority trial, 3.0%
dropped-out. The chief reason for leaving the study was discharge from the ED prior to
completing the study. Table 1 provides the demographic characteristics and the HIV testing
histories of the 574 trial participants. The study arms did not differ by demographic
characteristics or by HIV testing history. Random assignment using the medical record
number, although unbiased, did not produce equal size study arms. Given the large sample
size, there was no loss of power due to the imbalance.

Comparison of Mean Scores on the “Rapid HIV Testing Comprehension Questionnaire”
The mean scores on the questionnaire were 20.1 (95% CI = 19.7 to 20.5) for the video arm
and 20.8 (95% CI = 20.4 to 21.2) for the in-person information session arm. The 95% CI of
the difference in mean scores between the two study arms (Δ = 0.68; 95% CI = 0.18 to 1.26)
satisfied the non-inferiority criterion for the trial. In other words, the 95% CI of the
difference was less than a 10% reduction in the mean score of the in-person information
session arm (< 2.08). The absolute difference between the means of the two study arms of
0.68 indicates that the mean scores differed on average by less than one correctly answered
question.

Responses to the “Rapid HIV Testing Comprehension Questionnaire”
Table 2 provides the results of the exploratory analysis identifying rapid HIV pre-test
information concepts that appeared to be less understood by all participants, or were
potentially less well presented through the in-person information session, the video, or both
methods. As shown in Table 2, there were five questions that were correctly answered by
fewer than 75% of all participants (Table 2: Q5, Q10, Q11, Q15, and Q25) and two by fewer
than 50% of all participants (Q15 and Q25). There were eight questions for which more than
5% of all participants chose “I don't know” as an answer (Q2, Q5, Q16, Q19, Q20, Q22,
Q24, and Q26).

As shown by the results of the two-sample tests of binomial proportions, there were five
questions for which the in-person information session arm had a higher proportion of correct
responses. The absolute difference in proportions of correctly answered questions was >10
percentage points for four of these questions (Q10, Q13, Q15, and Q25). More participants
in the in-person information session than in the video arm answered “I don't know” to
questions Q2, Q21, Q22, and Q25. More participants in the video arm answered Q6 as “I
don't know” than the in-person information session arm.

Predictors of Mean Scores on the “Rapid HIV Testing Comprehension Questionnaire”
Table 3 provides the results of the linear regression analyses that aimed to identify
demographic characteristics and HIV testing history factors that were predictive of lower
mean scores on the questionnaire. The univariable analyses indicated that mean scores did
not differ by age, gender, RA, or time elapsed since the participant's last HIV test (for those
previously tested for HIV). As shown in the preliminary multivariable model (Model 1),
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marital or partner status and a history of previously being tested for HIV were not predictive
of scores on the questionnaire.

As shown in the final model (Model 2), the mean scores were slightly lower for Black/
African American or Hispanic participants, those with governmental insurance (Medicare,
Medicaid, or both), and those in the video arm. In contrast, participants with more years of
formal education had higher mean scores. Two- and three-way interactions involving race,
education, and study arm assignment were not significant (data not shown), which suggested
that these factors were independently associated with scores on the questionnaire.

Figure 2 presents plots of the mean scores on the questionnaire that can be predicted by
Model 2. Predicted scores are displayed according to three factors: years of formal education
(in five groups), race or ethnicity (two groups), and study arm (two groups). White and
“other race” participants, and Black/African American and Hispanic participants had similar
mean scores, and so were combined into two groups, respectively. Across increasing years
of formal education, white and “other race” participants had 1-2 point higher predicted mean
scores than Black/African American and Hispanic patients, regardless of study arm.
Participants who received pre-test information by an in-person information session had < 1
point higher scores than those who watched the video. The plot demonstrates that
participants with more years of formal education had higher scores regardless of study arm
and race or ethnicity. Participants with a college degree on average had two-point higher
scores compared with high school graduates, and high school graduates on average had a
three-point advantage or higher in scores over those with eight or fewer years of formal
education.

Although the difference among RAs' influence on scores was not significant in the
univariable analyses, we were concerned that the RAs might have been subtly adjusting their
in-person information session with patients over the course of the study. Despite the script
and safeguards to reduce drift, the RAs could have been modifying their session based upon
topics for which patients appeared to understand less well. In a univariable analysis, we
found that there was a slight increase in scores over the course of the study for the in-person
information session arm (β=0.005 [95% CI = 0.001 to 0.010]) but not for the video group
(β=0.001 [95% CI = -0.003 to 0.006]). The differences did not persist in a multivariable
model with the covariates from Model 2 (data not shown).

DISCUSSION
In this investigation, the video “Do you know about rapid HIV testing?” was an acceptable
substitute for an in-person information session on rapid HIV pre-test fundamentals. The
video can be used to deliver HIV pre-test information in EDs and perhaps other settings for
patients preparing to undergo rapid HIV testing with OraQuick. This video, which is freely
available on the internet, has a number of potential advantages that can streamline the testing
process.25 We believe that the video can be shown at any time or place testing is conducted
and video equipment are available, can free staff from in-person information sessions so
they can conduct testing on more patients, and can be used for individual or group viewing.

HIV advocates critical of the CDC's recent HIV testing guidelines have voiced concern that
some demographic groups may be adversely affected by streamlining of the HIV testing
process.26-28 Advocates are concerned that traditionally disadvantaged racial and minority
groups may need more rather than less information about HIV-related topics and more risk-
reduction counseling. In this study, we assessed participant comprehension of pre-test
information, but not HIV risk-reduction counseling. We do find evidence that patients who
are Black/African American, Hispanic, or have governmental insurance scored less well on
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our questionnaire, independent of the pre-test information delivery method (in-person
information session or video). However, this observed difference by race/ethnicity and
insurance status was small, and was even smaller when scores were adjusted for years of
formal education.

Greater comprehension of rapid HIV pre-test fundamentals was strongly related to years of
formal education. This finding suggests that test providers should be mindful that patients
with fewer years of formal education might not comprehend pre-test fundamentals as well as
other patients, regardless of pre-test information format. These patients might benefit from
other approaches to pre-test information that were not assessed in this trial, or by further
augmentation of the modalities evaluated in this trial. On the other hand, the lower scores of
these patients might simply reflect their test-taking skills, or perhaps the reading
comprehension level of the questionnaire (although it was read aloud to participants).
Patients with more years of formal education have more practice in testing than those with
fewer years of education. We must add that because this study does not attempt to measure
“competency” of patients to undergo HIV testing, it cannot be determined if participants had
enough knowledge to engage in the testing process regardless of their score on the
questionnaire. The content and nature of the information that test recipients require before
being tested for HIV is not precisely known, is the subject of controversy, and is regulated
differently across states and HIV testing venues. Research is needed to determine what
information test recipients should receive, while taking into account the complex ethical,
practical, and public health concerns that inform this determination. Of note, in the final
multivariable model, a history of prior HIV testing did not confer greater knowledge about
rapid HIV pre-test information. This finding suggests the need for providing HIV pre-test
information at every testing encounter, with the caveat that the level of understanding of
these fundamentals has not yet been established.

Although the difference in scores between the video and in-person information session study
arms met the non-inferiority standard chosen for the trial, the mean score in the video arm
was slightly less than the mean score for the in-person information session study arm. The
results of the exploratory analysis that analyzed the difference in proportions of correct and
“I don't know” responses by study arm indicate that a few key concepts can account for
differences in mean scores. For HIV prevention, the concepts of using bleach to clean
needles after injection-drug use (Q10), and the employment of “safer sexual practices” other
than abstinence (Q13), appeared to be better presented in the in-person information session
than the video. For rapid HIV testing information, participants receiving the in-person
information session appeared to better understand that phlebotomy could be used to obtain
blood samples for the rapid HIV testing (Q25). This difference can be explained by
recognizing that the video emphasized the fingerstick method of sample collection. In
addition, the low percentage of correct answers and the relatively high percentage of “I don't
know” responses to questions about blood donation (Q5), phlebotomy for the rapid HIV test
(Q25), and HIV antibodies as a marker of an infection in an HIV test (Q15), suggests that
these concepts might not have been presented well to, or at least not well understood by,
either group. We have made a few improvements to the video based upon these findings,
and the revised video is posted on the internet.29

Some of the difference in scores by study arm could be due to subtle improvements in the
RA information session over time, given that in comparison the video did not change during
the life of the study. This effect appeared to be small. It should be noted that the RAs
delivering the in-person information session were highly trained and provided a polished,
well-rehearsed, idealized version of rapid HIV pre-test information. A more realistic
analysis of the video's effectiveness would be to compare scores of patients who watch the
video to those who receive information from clinicians or HIV counselors who are not a part
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of this study. We hope that future studies can demonstrate the revised video's better
performance in such settings.

LIMITATIONS
Because the study was based in one ED in a single hospital, the findings are not necessarily
generalizable to the broader U.S. population, or even other EDs. However, the random
sampling scheme respective to the influx of patients to the ED helped to obtain a
representative sample of patients presenting with sub-critical illness or injury. Those are the
patients most likely to be tested in an HIV screening program in the ED.

We acknowledge that the findings about differences in HIV testing along demographic
characteristics might not be applicable to the groups excluded from the study. We are
hopeful that we can adapt the video and questionnaire for other demographic groups, and for
use in other settings and in different languages.

Although it seems apparent that a video would streamline HIV testing efforts, this study did
not assess the impact of the video on reducing the efforts, costs, and time expended in
conducting rapid HIV testing in the ED or elsewhere. Furthermore, the need for this level of
and the required content of pre-test information for rapid HIV testing in the ED or other
testing venues is not yet known. The answers to these questions impact assessments of the
value of using this method versus others to streamline HIV screening and testing efforts.

Despite efforts to develop a valid questionnaire for this trial, it is possible that some of the
questions were not good measures of patient knowledge of rapid HIV pre-test information.
As such, the exploratory analysis should be considered suggestive of areas in which
comprehension was low, or an indication of questions that were problematic. However, for
the primary objective of comparing the two information delivery methods, we do not believe
that potentially misunderstood questions compromised the study findings, given the
randomized controlled trial design.

Finally, we did not assess if the video and in-person information session could be used
jointly to provide rapid HIV pre-test information. This approach might be a subject for
future research.

CONCLUSIONS
The video “Do you know about rapid HIV testing?” is an acceptable substitute for an in-
person information session in the ED setting, in regards to patient comprehension of rapid
HIV pre-test information. Black/African Americans, Hispanics, and patients with Medicare
and Medicaid insurance demonstrated slightly lower understanding of the rapid HIV pre-test
fundamentals, regardless of whether pre-test information was delivered via an in-person
information session or by video. Study patients with fewer years of formal education
showed notably reduced understanding of the rapid HIV pre-test fundamentals compared to
other patients. This finding suggests that test providers should be mindful that patients with
fewer years of formal education might not comprehend pre-test fundamentals as well as
other patients, regardless of information delivery format. Future research should consider
methods of improving delivery of rapid HIV pre-test information to these patients.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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Figure 2.
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Table 1

Demographic and HIV Testing History Profiles

All
participants

In-person
informational

session
arm

Video
arm

p-
value

n=574 n=304 n=270 p≤

Median age, years (Range) 30 (18-55)
%

30 (18-54)
%

29 (18-55)
% 0.45

Gender 0.14

Female 54.2 51.3 57.4

Male 45.8 48.7 42.6

Ethnicity/Race 0.24

Black/African American 19.9 19.7 20.0

Hispanic 14.1 15.8 12.2

White 64.1 63.5 64.8

Other 1.9 1.0 3.0

Partner status 0.07

Single/never married 48.4 43.4 54.1

Married 18.6 20.7 16.3

Divorced/Separated/Widowed 17.8 20.1 15.2

Unmarried couple 15.2 15.8 14.4

Insurance status 0.35

Private 36.9 36.2 37.8

Governmental 35.7 33.9 37.8

Private/Governmental 1.9 1.6 2.2

None 25.5 28.3 22.2

Years of education 0.35

Grades 1-8 3.8 3.6 4.1

Grades 9-11 22.7 22.1 23.3

Grade 12 or equivalent 34.2 34.5 33.7

College 1-3 years 27.3 25.3 29.6

College 4 years 12.0 14.5 9.3

Ever tested for HIV* 0.93

Previously HIV tested 62.4 63.2 61.5

Never tested for HIV 36.2 35.5 37.0

Unsure if ever tested 1.4 1.3 1.5

Time elapsed since last HIV test* n=357 0.19

> 5 years ago 19.6 21.9 17.0

>2 years but ≤5 years 19.0 15.1 23.6

>1 year but ≤2 years 17.1 19.3 14.6

>6 months but ≤1 year 21.6 22.4 20.6

≤6 months 22.7 21.3 24.2

*
Excludes persons tested for HIV through blood donations
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Table 3

Predictors of Higher Total Mean Scores on the Rapid HIV Testing Comprehension Questionnaire

Univariable
Models

Multivariable
Model 1

Multivariable
Model 2

n=565 β (95% CI) β (95% CI) β (95% CI)

Age groups (years)

18-24 Reference

25-29 0.23 (-0.63, 1.09)

30-34 0.14 (-0.78, 1.07)

35-39 -0.20 (-1.20, 0.80)

40-44 -0.87 (-1.90, 0.16)

45-49 -0.56 (-1.72, 0.61)

50-55 -0.46 (-1.76, 0.84)

Gender

Male Reference

Female 0.07 (-0.51, 0.66)

Ethnicity/Race

White Reference Reference Reference

Black/African American -1.28 (-2.01, -0.55) -0.79 (-1.49, -0.09) -0.77 (-1.45, -0.09)

Hispanic -1.64 (-2.49, -0.80) -1.19 (-1.98,-0.39) -1.19 (-1.98,-0.40)

Other -2.17 (-4.24, -0.09) -0.87 (-2.82, 1.08) -0.84 (-2.78, 1.10)

Partner status

Married Reference Reference

Divorced/Widowed/Separated -1.24 (-2.20, -0.28) -0.53 (-1.43, 0.37)

Single/Never married -1.24 (-2.03, -0.44) -0.22 (-0.98, 0.54)

Unmarried couple -1.06 (-2.06, -0.06) 0.02 (-0.92, 0.97)

Insurance status

Private Reference Reference Reference

Governmental -2.39 (-3.04, -1.73) -1.06 (-1.75,-0.37) -1.12 (-1.80,-0.44)

Private/Governmental -0.58 (-2.63,1.47) 0.36 (-1.59, 2.32) 0.36 (-1.59, 2.31)

None -1.73 (-2.45,-1.01) -0.55 (-1.30, 0.21) -0.62 (-1.36,0.11)

Years of education

Grades 1-8 Reference Reference Reference

Grades 9-11 2.09 (0.63, 3.56) 1.94 (0.48,3.41) 1.94 (0.48,3.39)

Grade 12 or equivalent 3.47 (2.04, 4.89) 3.01 (1.57, 4.46) 2.99 (1.55, 4.42)

College 1-3 years 4.78 (3.33, 6.22) 4.16 (2.68, 5.63) 4.13 (2.67, 5.60)

College 4 years 5.96 (4.41, 7.52) 4.94 (3.31, 6.58) 4.90 (3.30, 6.50)

Research assistant

RA1 Reference

RA 2 0.67 (-0.24, 1.58)

RA3 0.78 (-0.25, 1.81)

RA4 0.37 (-0.56, 1.31)

RA5 0.99 (0.15, 1.83)
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Univariable
Models

Multivariable
Model 1

Multivariable
Model 2

n=565 β (95% CI) β (95% CI) β (95% CI)

Study arm

Video Reference Reference Reference

In-person informational session 0.73 (0.14, 1.31) 0.65 (0.12, 1.18) 0.65 (0.12-1.18)

Ever tested for HIV*

Never tested for HIV Reference Reference

Previously HIV tested -0.6 (-1.21, -0.00) 0.02 (-0.55, 0.58)

Time elapsed since last HIV test* n=358

> 5 years ago Reference

>2 years but ≤5 years -0.45 (-1.63, 0.73)

>1 year but ≤2 years 0.03 (-1.18, 1.24)

>6 months but ≤1 year -0.92 (-2.06, 0.22)

≤6 months -0.78 (-1.91, 0.34)

Not recalled 5.33 (-1.63, 12.29)
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