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ABSTRACT

Objectives. In June 2006, the District of Columbia (DC) Department of Health
launched a citywide rapid HIV screening campaign. Goals included raising HIV
awareness, routinizing rapid HIV screening, identifying previously unrecognized
infections, and linking positives to care. We describe findings from this seminal
campaign and identify lessons learned.

Methods. We applied a mixed-methods approach using quantitative analysis
of client data forms (CDFs) and qualitative evaluation of focus groups with DC
residents. We measured characteristics and factors associated with client demo-
graphics, test results, and community perceptions regarding the campaign.

Results. Data were available on 38,586 participants tested from July 2006 to
September 2007. Of those, 68% had previously tested for HIV (44% within

the last 12 months) and 23% would not have sought testing had it not been
offered. Overall, 662 (1.7%) participants screened positive on the OraQuick®
Advance™ rapid HIV test, with non-Hispanic black people, transgenders, and
first-time testers being significantly more likely to screen positive for HIV than
white people, males, and those tested within the last year, respectively. Of
those screening positive for HIV, 47% had documented referrals for HIV care
and treatment services. Focus groups reported continued stigma regarding HIV
and minimal community saturation of the campaign.

Conclusions. This widespread campaign tested thousands of people and
identified hundreds of HIV-infected individuals; however, referrals to care were
lower than anticipated, and awareness of the campaign was limited. Lessons
learned through this scale-up of population-based HIV screening resulted in
establishing citywide HIV testing processes that laid the foundation for the
implementation of test-and-treat activities in DC.
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District of Columbia (DC) surveillance data indicate
that the city has a severe and generalized human
immunodeficiency virus (HIV) /acquired immunodefi-
ciency syndrome (AIDS) epidemic, with an HIV/AIDS
prevalence of 3.2% and the highest AIDS case rate in
the United States (148.1 cases per 100,000 population
in DC compared with 12.5 cases per 100,000 popula-
tion in the U.S.).!?

In September 2006, the Centers for Disease Control
and Prevention (CDC) issued revised HIV testing rec-
ommendations for health-care settings. These guide-
lines recommended routine screening of people in all
health-care settings and screening of those at high risk
for infection on an annual basis.?

In an effort to increase testing in advance of the
release of the revised CDC recommendations, in June
2006 the DC Department of Health HIV/AIDS Adminis-
tration (DCDOH/HAA) launched a citywide rapid HIV
screening campaign called “Come Together DC—Get
Screened for HIV.” During the previous year, 2005,
DCDOH funded a limited number of community-based,
HIV counseling and testing, and clinical sites to conduct
targeted rapid HIV testing using Orasure®, fingersticks,
and venipuncture. Approximately 20,000 publicly
funded HIV tests were conducted in 2005 (Personal
communication, Nestor Rocha, DCDOH, October 2008).

As one of the first cities in the U.S. to attempt to
establish processes and systems to implement routine
testing citywide, DC launched its campaign with three
primary goals for raising awareness regarding DC’s
HIV epidemic: (I) reinvigorating the city’s response
and reaching out to the entire population to stop the
spread of HIV, (2) routinizing HIV screening in both
medical and community health-care settings, and (3)
reducing HIV transmission by identifying and linking
to care and treatment newly diagnosed HIV-positive
people and encouraging people living with HIV to
make healthy decisions regarding their behaviors.*

Through a public health-academic partnership
between The George Washington University (GWU)
Department of Epidemiology and Biostatistics and
the DCDOH/HAA, data collected on people tested
through the campaign were analyzed. The objectives
of the analysis were to describe people being tested
through the campaign, identify potential factors associ-
ated with screening HIV-positive, and determine the
level of community saturation regarding the campaign
among DC residents.

METHODS

The DCDOH conducted outreach to public, private,
and community-based organizations, including both

medical and nonmedical providers, to engage them
in the use of rapid HIV testing. Social marketing for
the campaign included street outreach, media adver-
tisements, and several public events that aimed to
publicize the campaign. OraQuick® ADVANCE™ rapid
HIV tests (OraSure Technologies, Bethlehem, Penn-
sylvania) were procured through CDC and extensively
distributed free of charge to organizations previously
conducting HIV screening, as well as those new to con-
ducting HIV screening. The OraQuick ADVANCE rapid
HIV testis a Food and Drug Administration-approved,
Clinical Laboratory Improvement Amendments-waived
rapid HIV screening test that screens for HIV-1 and
HIV-2 in oral fluid, blood, and plasma and has a speci-
ficity of 99.8%.%®

All sites receiving test kits were trained by OraSure
Technologies, free of charge, on how to properly
administer and interpret the test. Participating testing
sites were encouraged to implement the CDC recom-
mendations including removing the requirement
for pretest counseling and using the opt-out testing
approach. For all people screening HIV-positive, refer-
rals for confirmatory testing and referrals for HIV care
and treatment and/or prevention were to be made
by staff at the testing site. Furthermore, in addition
to already existing HIV testing and reporting require-
ments, participating sites were asked to collect data on
each person tested through the campaign through an
anonymous standard client data form (CDF).

A mixed-methods approach using quantitative and
qualitative data-collection methodologies was employed
to assess the extent to which the campaign’s goals
had been achieved. Data collection for campaign
participants involved completion of CDFs by testing
staff while participants awaited their rapid HIV test
results. The form collected participant demographic
information, testing venue, previous testing history,
reason for testing, and test result. Data for each test
administered were collected from July 2006 through
September 2007 and entered into a Microsoft® Access
database. Analysis of quantitative data was conducted
using univariate, bivariate, and multivariable statistical
analyses in SAS® version 8.0.” We conducted logistic
regression to identify factors potentially associated with
testing preliminary positive (PP). We controlled for pos-
sible confounders including testing site, gender, race/
ethnicity, age group, previous HIV testing, time of last
HIV test, request for test had it not been offered, and
reason for testing. We considered a pvalue of =0.05
to be statistically significant.

Qualitative methods involved assessing community
perceptions of the campaign, including saturation of
the social marketing campaign. Data were obtained
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through three focus groups of DC residents; one ses-
sion was with females, another was with males, and one
was a mixed group of males and females. Each group
of participants convened for two sessions. Participants
were recruited from venues through flyers, community
outreach workers, and general street recruitment and
provided informed consent prior to participation. The
focus groups were conducted in a sequential fashion
and designed to take advantage of participants’ net-
works and engagement in the community, thereby
obtaining perspectives of others in their networks and
communities. We developed a focus group guide that
elicited information about general health knowledge,
HIV knowledge, knowledge regarding HIV testing, and,
specifically, the testing campaign. After the initial focus
group, participants were given instructions asking them
to discuss HIV in general and the testing campaign
specifically with friends, family members, and associ-
ates and to then report back on these conversations
during the subsequent focus group. Focus groups were
tape-recorded, transcribed, and entered into ATLAS.ti
qualitative data analysis software for thematic coding
and analysis.'

RESULTS

Client data forms

From July 2006 to September 2007, HAA received
38,586 completed CDFs. Although 38,586 CDFs were
analyzed, they may have represented people who
were tested more than once during this time period.
However, as this could not be determined due to the
anonymous nature of the data collection, we referred
to characteristics documented on each CDF form as
being attributed to a “participant.” Based on the receipt
of CDFs, the highest proportion of tests (31.4%) was
conducted through the DC Department of Correc-
tions (DCDOC) Central Detention Facility (Table 1).
Of completed CDFs, 75.1% were non-Hispanic black,
62.0% were male, and the mean age was 34.9 years
(standard deviation [SD] = 12.97; median = 35.0
years; range: 14-84) (data not shown).

When asked about previous HIV testing, 68.3% of
participants reported having been previously tested for
HIV prior to the test that was conducted through the
campaign. Of the 26,356 participants reporting a his-
tory of prior HIV testing, 43.6% had been tested within
the last 12 months (Table 1). Among those who had
tested previously, 1.0% stated that they were already
aware of their HIV-positive status (data not shown).

Almost one-third of participants (31.3%) indicated
that they would not have requested or were unsure if
they would have had an HIV test had it not been offered

Table 1. Characteristics of HIV testing campaign
participants: Washington, DC, July 2006-September
2007 (n=38,586)°

Characteristic N (percent)

Testing site
DC Department of Corrections 12,122 (31.4)
HIV counseling and testing site 8,818 (22.9)
Hospital emergency department 5,941 (15.4)
Sexually transmitted disease clinic 3,627 (9.4)
Hospital, other 2,497 (6.5)
Community-sponsored health event 794 (2.1)
Primary physician 297 (0.8)
Other 3,296 (8.5)
Undetermined/no response 1,194 (3.1)
Gender
Male 23,926 (62.0)
Female 13,604 (35.3)
Transgender 85 (0.2)
Unknown 971 (2.5)
Race/ethnicity
Non-Hispanic black 28,962 (75.1)
Non-Hispanic white 4,687 (12.2)
Hispanic 3,176 (8.2)
Other/unknown 1,761 (4.6)
Age group (in years)
14-17 1,233 (3.2)
18-24 8,547 (22.2)
25-34 9,159 (23.7)
35-44 7,791 (20.2)
45-54 6,264 (16.2)
=55 2,894 (7.5)
Unknown 2,698 (7.0)
State of residence
DC 27,611 (71.6)
Maryland 5,281 (13.7)
Virginia 1,727 (4.5)
West Virginia 19 (0.1)
Unknown/other 3,948 (10.2)
Ever tested for HIV
Yes 26,356 (68.3)
No 7,171 (18.6)
Unknown 5,059 (13.1)

Timing of last HIV test among those with

previous testing history
Within the last year 11,487 (43.6)
Between one and two years ago 5,077 (19.3)
More than two years ago 4,592 (17.4)
Unknown interval since last test 5,200 (19.7)

Would have requested an HIV test at visit
had it not been offered

Yes 16,290 (42.2)

No 9,037 (23.4)

Not sure 3,038 (7.9)
(

No response 10,221 (26.5)

continued on p. 425
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Table 1 (continued). Characteristics of HIV testing
campaign participants: Washington, DC, July 2006-
September 2007 (n=38,586)*

Characteristic N (percent)

Reason for testing®

Offered by doctor 11,013 (27.7)
To ensure | am negative 10,774 (27 .1)
Required to get tested 5,482 (13.8)
Tested on a regular basis 3,494 (8.8)
Worried been exposed to HIV 2,912 (7.3)
Print, radio, or television advertisement 1,572 (4.0)
Other 4,494 (13.6)

°0Of those completing a client data form

®Participants were able to indicate more than one reason.
Percentages are calculated out of total number of reasons given
(n=39,759).

HIV = human immunodeficiency virus
DC = District of Columbia

at the visit. The most commonly reported reasons for
obtaining an HIV test were because it was “offered by
doctor” (27.7%) and “to ensure I am negative” (27.1%).
Almost 14% of participants stated that they were tested
because they perceived it was required by insurance,
military, court order, or another agency. Of people
who indicated this perception as their primary reason
for testing, 92.1% were tested as part of the DCDOC
policy to provide opt-out screening of inmates upon
entry and release from the DCDOC Central Detention
Facility (data not shown).

Preliminary positive participants

Of the 38,586 CDFs collected, 98.3% of HIV tests
(n=37,924) were negative, indeterminate, or did not
indicate a result on the form; 1.7% (n=662) of tests
were PP for HIV (Table 2). Based on self-reported
information from the CDF, 173 (26.1%) of these par-
ticipants were previously aware of their HIV infection,
resulting in 489 (73.9%) potentially newly identified
HIV infections (data not shown). Due to the inabil-
ity to confirm participants’ self-reported HIV status,
the results presented include all 662 PP tests. The
proportion of those screening positive was highest at
the DCDOC (2.2%), all hospital sites (i.e., emergency
department and other hospital sites) (5.2%); and HIV
counseling, testing, and referral (CTR) sites (1.8%),
with hospitals being three times more likely to identify
PP participants compared with the DCDOC (Table 2).
Collectively, DCDOC, HIV CTR, emergency depart-
ment, and other hospital sites accounted for 85.6%
of all PP participants identified. Eighty-six percent of
PP participants were non-Hispanic black, 65.1% were

male, 48.6% were aged 25-44 years, and 74.2% were
DC residents.

As shown in Table 2, in the adjusted analysis, trans-
gender participants were more than 11 times more
likely than males to test PP (adjusted odds ratio [AOR]
= 11.13, 95% confidence interval [CI] 4.80, 25.74),
non-Hispanic black people were 67% more likely than
white people to test PP (AOR=1.67,95% CI 1.09, 2.54),
and Hispanic people were 56% less likely than non-
Hispanic white people to test PP (AOR=0.44, 95% CI
0.20, 0.96). Those aged 14-24 years were significantly
less likely to test PP than those who were aged 35—44
years (AOR for those aged 14-17 years = 0.14, 95%
CI0.05, 0.39; AOR for those aged 18-24 years = 0.41,
95% CI 0.30, 0.58).

Among the 662 PP participants, 100 (15.1%)
reported that this was their first ever HIV test, while
511 (77.2%) reported having previously been tested
for HIV. Among those who knew when they had last
been tested, 151 (40.7%) were tested within the past
year. Approximately 37% of participants reported their
reason for testing was because the test was offered by
a doctor or other health-care provider, and 39.0% of
those testing PP responded that they either would
not have been tested or were unsure that they would
have requested a test had it not been offered by the
provider. After adjusting for all other variables, those
who tested PP were 40% more likely than those tested
within the last year to report that this was their first
ever HIV test (AOR=1.40,95% CI 1.03, 1.90) and two
times more likely to have been tested more than two
years prior (AOR=2.11, 95% CI 1.60, 2.78). PP par-
ticipants were 24% more likely to have not requested
an HIV test during the visit had it not been offered
(AOR=1.24,95% CI 1.01, 1.52) than those who would
have requested an HIV test. PP participants were 30%
less likely to have been tested to ensure that they were
HIV-negative (AOR=0.70, 95% CI 0.51, 0.94) than
those who only tested because the test was offered by
a doctor (Table 2).

As part of the DCDOH memorandum of under-
standing, participating organizations were required to
refer PP participants to follow-up care for confirmatory
testing and to make appropriate care and treatment
and/or prevention recommendations. Among the 83%
(n=>551) of participants testing PP for whom refer-
ral information was available, 47.0% (n=259) were
documented as having received a referral for care and
treatment, 21.1% (n=116) documented a referral for
prevention services, and 11.6% (n=64) documented
that a referral was made for all three services. For
20.3% (n=112) of PP participants, no referral was
made; however, reasons for the lack of referrals were
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Table 2. Characteristics of HIV testing campaign participants (n=38,586), by test result and adjusted odds of
testing preliminary positive: Washington, DC, July 2006-September 2007

Preliminary positive
result
N (percent)

Characteristic

Negative,
indeterminate, or
unknown test result

N (percent) AOR (95% CIF

Total 662 (100.0) 37,924 (100.0)

Testing site
DC Department of Corrections 261 11,861 (97.8) Ref.
HIV counseling and testing site 155 8,663 (98.2) 1.27 (0.89, 1.81)
Hospital emergency department 63 5,879 (98.9) 0.64 (0.39, 1.03)
Sexually transmitted disease clinic 30 3,597 (99.2) 0.57 (0.34, 0.95)
Hospital, other 88 2,034 (95.9) 3.22 (2.26, 4.58)°
Community-sponsored health event 5 789 (99.4) 0.35 (0.09, 1.46)
Primary physician 5 292 (98.3) 0.89 (0.32, 2.49)
Other 40 3,256 (98.8) 0.89 (0.57, 1.40)
Unknown 15 1,179 (98.7) NA

Gender
Male 431 23,495 (98.2) Ref.
Female 202 13, 402 (98.5) 0.91 (0.73, 1.12)
Transgender 9 6) 6 (89.4) 11.13 (4.80, 25.74)°
Unknown 20 951 (97.9) NA

Race
Non-Hispanic black 567 28,395 (98.0) 1.67 (1.09, 2.54)°
Non-Hispanic white 52 4,635 (98.9) Ref.
Hispanic 22 3,154 (99.3) 0.44 (0.20, 0.96)°
Other 9 1,049 (99.1) 0.57 (0.20, 1.64)
Unknown 12 691 (98.3) NA

Age group (in years)
14-17 5 1,228 (99.6) 0.14 (0.05, 0.39)°
18-24 83 8,464 (99.0) 0.41 (0.30, 0.58)°
25-34 152 9,007 (98.3) 0.92 (0.70, 1.19)
35-44 170 7,621 (297.8) Ref.
45-54 148 6,116 (97.6) 5(0.89, 1.49)
=55 62 2,832 (97.9) 0.96 (0.67, 1.38)
Unknown 42 2,656 (98.4) NA

Ever tested for HIV before
Yes 511 (1.9) 25,845 (98.1) NA
No 100 (1.4) 7,071 (98.6) NA
Unknown 51 (1.0) 5,008 (99.0) NA

Timing of prior HIV test
First ever test 100 7,071 (98.6) 1.40 (1.03, 1.90)°
Within the last year 151 11,336 (98.7) Ref.
Between one and two years ago 84 4,993 (98.3) 1.19 (0.87, 1.62)
More than two years 136 4,456 (97.0) 2.11 (1.60, 2.78)°
Unknown interval since last test 140 5,060 (97.3) 1.89 (1.42, 2.52)°

not documented on the CDFs. Referral rates to care,
treatment, and/or prevention were highest among
hospitals (93.2%) and primary care physicians (100%)
and lowest among the sexually transmitted disease
(STD) clinic (6.7%), emergency departments (39.7%),
community health events (40.0%), and the DCDOC
(59.4%) (data not shown).

continued on p. 427

Qualitative findings

To assess community perceptions and saturation of the
campaign, three focus groups were held: a male focus
group of 13 participants, a female group of 10 partici-
pants, and a mixed-gender group of 14 participants.
Among the 37 participants, 36 were non-Hispanic
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Table 2 (continued). Characteristics of HIV testing campaign participants (n=38,586), by test result and adjusted
odds of testing preliminary positive: Washington, DC, July 2006-September 2007

Preliminary positive
result
N (percent)

Characteristic

Negative,
indeterminate, or
unknown test result

N (percent) AOR (95% CI)?

Would have requested an HIV test at visit had it not
been offered

Yes 264 (1.6)
No/unsure 258 (2.1)
Unknown 140 (1.4)
Reason for testing®
Offered by doctor 243 (2.2)
To ensure | am HIV negative 129 (1.2)
Required to get tested 110 (2.0)
Tested on a regular basis 45 (1.3)
Worried been exposed 81 (2.8)
Print, radio, television advertisement 16 (1.0)
Other 112 (2.6)

16,026 (98.4) Ref.
11,817 (97.9) 1.24 (1.01, 1.52)°
10,081 (98.6) NA
10,770 (97.8) Ref.
10,645 (98.8) 0.70 (0.51, 0.94)°
5,372 (98.0) 1.13 (0.82, 1.56)
3,449 (98.7) 0.79 (0.48, 1.28)
2,831 (97.2) 1.35(0.87, 2.08)
1,556 (99.0) 0.56 (0.28, 1.13)
4,211 (97.4) 1.26 (0.92, 1.73)

2Adjusted for all other variables in the model. Due to the large number of missing/unknown responses, these were excluded in the model as
indicated by NA. Due to strong correlation between the “ever HIV tested” and “timing of prior HIV test” categories, the “ever HIV tested”

category was also excluded from the adjusted model.

0p=0.05

“Participants were able to indicate more than one reason for getting tested.
HIV = human immunodeficiency virus

DC = District of Columbia

AOR = adjusted odds ratio

Cl = confidence interval

Ref.
NA = not applicable

reference group

black, 17 had graduated high school or had a general
equivalency diploma, two had graduated college, the
mean age was 41.8 years (SD=12.4, range: 18-66), and
33 had been tested for HIV. The second focus group
meeting for each group was held within two weeks of
the initial group meeting, and 94% of participants
attended the second meeting. Sample quotes from
participants are shown in the Figure.

Focus group participants recognized HIV as a signifi-
cant problem in DC. Thematic analysis demonstrated
that although participants were aware of high-risk
behaviors that place people at increased risk for HIV,
they believed the community was not sufficiently talk-
ing about HIV. There was also discussion concerning
the continued stigma and lack of education about the
disease.

Participants had mixed perspectives regarding the
barriers to HIV screening in DC. Fear of testing posi-
tive was the one issue that emerged during each focus
group discussion as a primary obstacle for HIV screen-
ing and was identified as a barrier among all demo-
graphic groups. Other barriers mentioned included

PusLic HEALTH REPORTS / JuLy-Aucust 2012 / VOLUME

perceptions about not being at risk for HIV; lack of
money, transportation, and education; inadequate
or no health insurance; and other cultural as well as
structural barriers.

Efforts to encourage and support screening in the
community were also explored. Participants identified
the ease of rapid testing and quick turnaround for
obtaining results as incentives for testing. Participants
also felt that HIV testing should be a part of any
medical examination, similar to getting one’s vital
signs checked.

Focus group participants were asked to discuss HIV
and the DC testing campaign when they returned to
their communities. Participants’ responses suggested
there was minimal community saturation about the
campaign. Among the few that had heard about the
campaign, they reported seeing advertisements on
buses and billboards, and hearing about it on the radio,
local news, and from neighbors and community-based
organizations. However, most of the participants and
the people they spoke with in the community had not
heard about the campaign.
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The participants demonstrated awareness of DC’s increasing advertisements and providing statistics about
HIV/AIDS epidemic and had suggestions for improving HIV/AIDS in the community. Participants felt that the
awareness overall and for future campaign efforts. current campaign efforts would raise awareness, stimu-
Suggestions included identifying people to serve as late discussions about HIV, and help people realize that
role models (e.g., those living with HIV/AIDS) and their communities were directly affected by the illness.

Figure. Key focus group findings and sample quotes regarding the Washington, DC,
routine HIV testing campaign: July 2006-September 2007

Theme/subject

Focus group quotes

Perceptions of HIV in the community

Barriers to HIV screening

Community support for HIV screening

Community saturation of campaign

Suggestions for improving HIV/AIDS
awareness and future campaign efforts

You'd be surprised at how long this thing has been around; you'd be surprised at how little so
many people know.

A lot of the youths don't talk about it and they think it's . . . you can't talk about it because it's
... yeah, taboo. . . . But if they find out one of their buddies got it, they label them and they
don't talk about it.

A lot of people are blind to the fact about this disease and how you can catch it, so education
is a big part.

When the stigma first came out in this thing, everybody looked at the thing as a killer.
Everybody looked at this thing as a gay disease. . . . So if you straight, you don't think you
got it. If you don't use [intravaneous drugs] you don’t think you got it, but you don't know
what your partner or your multitude of partner(s] have.

Another thing about testing, some people [are] scared to get tested because they don't think
or they don't know about the medication that could slow it down. . . . They just think soon as
you get it you just die.

The real fear comes from within because you know within yourself, if you're true to yourself,
then you know that you [have] done . . . everything to get it. That's where the real fear comes
from.

They got a thing they just rub [oral swab] . . . and whatever they do with it after that, they
come back with the results in 20 minutes. So you know right there on the spot. You don't
[have] to draw . . . blood and have it sent away and wait two, three weeks worrying yourself to
death and having nightmares.

But | think it would be great if it could go along with the vital signs and with the [consent]
explaining your results [and having something] tangible when you leave there.

There should be a[n] HIV testing date every month so communities can become familiar with
the project.

| first heard about [the campaign] through my neighbor in Ward X community. | just heard that
“Come Together DC” is a movement for our community people to come together and get
tested for HIV and AIDS to encourage us to receive education on the disease.

They heard it from friends and printed on the bus and around the hospital.

Well, | had a conversation with a friend of mine—she also said she [had] never heard of [the
campaign].

I 'think . . . this kind of campaign at least stimulates discussion among people that hopefully,
over time, you know, progress[es] to change, and attitudes change, and there’s just more . . .
understanding about what this disease is and how it impacts . . . and how . . . no one is sort
of exempt from being impacted [in] some way by the virus.

If you have people who have AIDS out there and they don’t mind talking about it, then why
not?

More advertisement, AIDS awareness, and | guess more commercials on the TV about the
seriousness of the disease.

DC = District of Columbia

HIV = human immunodeficiency virus

AIDS = acquired immunodeficiency syndrome
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DISCUSSION

The results of this evaluation demonstrate that the
“Come Together DC—Get Screened for HIV” cam-
paign resulted in HIV screening and data collection
for almost 40,000 people from throughout the DC met-
ropolitan area, and potentially identified hundreds of
individuals with previously undiagnosed HIV infection.
These data suggest that the campaign’s goals—to raise
awareness regarding the HIV epidemic, to routinize
screening, and to identify previously unrecognized
infections—were in part achieved.

Implementation of the CDF allowed essential infor-
mation to be collected about those getting screened,
testing behaviors, motivations for testing, and referral
patterns among campaign participants. A screening
positivity rate of approximately 2%, with the majority
of positives identified among non-Hispanic black males
and females, was consistent with rates observed through
other screening initiatives."'* In addition, the high
prevalence observed at the DCDOC Central Deten-
tion Facility, at a local emergency department, and at
CTR sites underscores the importance of conducting
screening in both medical and nonmedical settings.'
Furthermore, implementation of testing in an environ-
ment such as the DCDOC, where people’s movements
in and out of the system are more controlled, allowed
for the identification of many infected people.

Results from this analysis reinforce the CDC
approach of non-risk-based opt-out screening, as the
DC citywide testing campaign did not collect risk
information and almost one-third of PP participants
would not have sought testing had it not been offered
by a health-care provider.® Although participants
reported high rates of annual HIV testing, given the
high prevalence rates, non-risk-based opt-out testing, in
conjunction with routine targeted risk-based screening,
may assist in identifying those people who are hesitant
to seek testing, perceive themselves at low risk, or are
perceived as low risk by health-care providers and who
may otherwise go undiagnosed.'*'®

Although the campaign tested thousands of people,
documented referrals were lower than expected, with
slightly fewer than half of those screening PP having
documentation of a referral for care and treatment.
This low rate of linkage, particularly among new HIV
testing partners, represents a significant missed oppor-
tunity to engage infected people in care and secondary
prevention. Previous studies have shown that linkages
to confirmatory testing and entry into care present a
distinct challenge when rapid testing is employed in
nontraditional settings.'%192!

Qualitative data revealed that although HIV was
recognized by community members as a serious health

threat in DC, there was persistent stigma associated with
the disease. Despite several public events to launch
and promote the campaign, these data also showed
that there was minimal community saturation and
awareness of the campaign, despite overall acceptabil-
ity of routine HIV testing among DC residents. This
qualitative approach provides an important addition
to the quantitative data in its ability to characterize
knowledge, attitudes, and perceptions that are difficult
to elicit through close-ended questions. Importantly,
these qualitative findings highlighted community
buy-in regarding routine screening and the need for
individuals to take personal responsibility to advocate
for screening.

Through lessons learned from this analysis, the
DCDOH has modified its organizational processes
and logistics and tailored messages to the patient and
provider communities concerning the importance
of routine HIV testing. Changes to routine testing
approaches include use of a unique identifier to collect
data so that analysis of testing rates and characteristics
of testers can occur at the individual level; identifying
community HIV providers who are willing to conduct
the initial HIV care evaluation inclusive of confirma-
tory testing within 24-72 hours of testing PP, known as
the Red Carpet Entry Program; establishing navigator
programs to assist in linking people to HIV care and
treatment; and requiring documentation of linkage
into care, including confirmatory testing among those
screening positive, with confirmation of such through
laboratory reporting and surveillance data.

In an effort to increase awareness of routine testing,
social-marketing initiatives have been designed by the
DCDOH to encourage residents to know their status,
know their partner’s status, and begin the dialogue
regarding reducing HIV risk behaviors (e.g., with con-
sistent condom use). Public media campaigns focus on
empowering patients to ask for the test at medical visits
and encourage providers to conduct routine opt-out
testing for all patients. For those people initially refus-
ing an HIV test, providers are encouraged to revisit
testing during the clinical examination. In addition,
if a person is identified as HIV-infected, identification
and testing of sexual partners is also routinely offered.

Limitations

There were several limitations to the approaches used
in this analysis. First, because the CDF was anonymous,
it is likely that data were collected on participants who
were tested more than once through the campaign and
would therefore have been counted multiple times in
the analysis. Second, although the OraQuick ADVANCE
rapid test is a highly sensitive and specific screening
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tool for HIV detection, its use alone is not diagnostic
of infection.®®*# Thus, all individuals testing PP on
the rapid test should have been referred for confir-
matory testing and, if confirmed positive, referred for
care, treatment, and prevention. Lastly, although we
accounted for it in our quantitative analysis, we had
a substantial amount of missing data that may have
limited the interpretation and generalizability of our
findings. However, our overall findings are consistent
with the epidemiologic profile of HIV in DC.

CONCLUSIONS

The DC campaign, “Come Together DC—Get Screened
for HIV,” was one of the first in the U.S. to attempt to
systematize and implement routine testing at a citywide
level, as recommended by CDC in 2006. Our results
suggest that centrally supported rapid HIV screening
activities at the DCDOH, coupled with acceptability at
the facility level and demonstrated client acceptance,
can galvanize communities to fight HIV. Since 2006,
other cities including the Bronx (New York), Miami
(Florida), and Oakland (California) have also imple-
mented citywide HIV testing initiatives.**?° Serving as
the foundation for the scale-up of routine population-
based HIV screening in DC, the campaign has resulted
in the selection of DC as one of the Testing and Link-
age to Care Plus study intervention communities. The
study includes implementation of community-level
routine testing, as well as enhanced linkage to care
and treatment.?’ Lessons learned from this campaign
may provide useful information as other cities expand
their routine rapid testing initiatives, while taking into
consideration establishment of community partner-
ships, adequacy of referral systems, and the balance
between targeted and routine screening.
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