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Abstract

Few studies have explored how overall general health care and HIV/STI testing experiences may influence
receipt of ‘‘Seek, Test, Treat, and Retain’’ (STTR) HIV prevention approaches among Black men in the southern
United States. Using in-depth qualitative interviews with 78 HIV-negative/unknown Black men in Georgia, we
explored factors influencing their general health care and HIV/STI testing experiences. The Andersen behavioral
model of health care utilization (Andersen model) offers a useful framework through which to examine the
general health care experiences and HIV testing practices of Black men. It has four primary domains: En-
vironment, Population characteristics, Health behavior, and Outcomes. Within the Andersen model framework,
participants described four main themes that influenced HIV testing: access to insurance, patient–provider
communication, quality of services, and personal belief systems. If STTR is to be successful among Black men,
improving access and quality of general health care, integrating HIV testing into general health care, promoting
health empowerment, and consumer satisfaction should be addressed.

Introduction

HIV/AIDS disproportionately affects Black Ameri-
cans, who account for 44% of new HIV cases in the

United States despite constituting only 14% of the popula-
tion.1 Of all new HIV diagnoses among Black men in 2010,
heterosexual men accounted for 19%, and the number of new
diagnoses among Black men who have sex with men (MSM)
increased 48% between 2006 and 2009.2 In 2010, among
Black women, 88% of HIV diagnoses were heterosexually
acquired.2 Approximately 22% of all Black men with HIV are
estimated to be unaware of their infection.3 Southern states
demonstrate the highest prevalence rates of HIV as well as
new diagnoses, and the distribution of HIV cases includes
nonurban areas to a higher degree than in other areas of the
country.4 Among newly diagnosed individuals, Blacks were
less likely than Whites to have had a negative HIV test prior to
their diagnosis.5

In response to this stark racial disparity in HIV, an in-
creased emphasis on HIV testing and identification of HIV-
positive individuals has taken center stage. Recent studies,
including mathematical modeling,6 ecological studies,7,8 and

trials using antiretroviral therapy (ART) to prevent trans-
mission among heterosexual couples9 and mother-to-child
transmission,10 have all promoted ‘‘Seek, Test, Treat, and
Retain’’ (STTR) as a strategy for diagnosis and treatment of
HIV to curb transmission.11–13 In fact, the Centers for Disease
Control and Prevention (CDC) has recommended routine
screening for HIV in health care settings.14,15

Despite this focus, there has been little consideration given
to how these initiatives will be implemented within the larger
contexts of the overall health care experiences of Black men.
Given the recent push to routinize HIV screening in general
health settings,15 it is critical that we understand the factors
that drive general health care utilization and how HIV testing
fits into general health care for Black men in the South. An
improved understanding of health care utilization and HIV
testing among Black men can be used to enhance im-
plementation of STTR strategies for them.

Life expectancy among Black men is lower than that of
White men, Black women, and White women,16 and racial
disparities in chronic disease outcomes, such as hypertension
control,17–21 prostate cancer screening,22 and stroke treatment23

continue to persist among Black men. There are many

1Department of Medicine, Emory University School of Medicine, Atlanta, Georgia.
2Department of Community Health and Prevention, Drexel University School of Public Health, Philadelphia, Pennsylvania.
3Department of Anthropology, University of Maryland, College Park, Maryland.

AIDS PATIENT CARE and STDs
Volume 27, Number 2, 2013
ª Mary Ann Liebert, Inc.
DOI: 10.1089/apc.2012.0269

123



intersecting reasons postulated for these disparities, including
poverty,24 decreased access to health insurance and high-
quality care,24,25 lower quality of health care experiences,18,26

and decreased health-seeking behavior. Men receive preven-
tive health services less often than women (particularly men
aged 20–39 years).27,28 They are more likely to avoid seeking
care even with symptoms,29 and Black men seek care less often
than Black women.30 To explore this further, a survey con-
ducted among community-dwelling Black men (Michigan,
Georgia, and North Carolina) showed that factors associated
with scheduling a routine health examination included having
a usual source of care and exposure to health-promoting male
subjective norms.31 Given this potent mix of structural, insti-
tutional, and individual level barriers to overall health care
utilization among Black men, and the recent emphasis on STTR
HIV prevention strategies, a more complete understanding of
factors that affect general health care and HIV testing behavior
among Black men is needed.

The Andersen behavioral model of health care utilization
(Andersen model) offers a useful framework through which
to examine the general health care experiences and HIV test-
ing practices of Black men and has four primary domains:
Environment, Population characteristics, Health Behavior,
and Outcomes (Fig. 1).32 Environment includes both external
environment (physical environment, political, and economic
components) and health care systems. Population character-
istics include enabling resources and demographics specific to
the population. Health Behavior includes personal health
beliefs and practices and use of health services. The outcomes
category includes consumer satisfaction and clinical outcomes
(perceived and evaluated health status). This model has been
used to study health care utilization in a wide variety of
populations, including routine health screening for Black
men,31 breast cancer screening,33 spinal cord injury,34 and for
HIV patients.35

Understanding the factors that influence the health care
utilization experiences and behaviors of Black men has been
understudied.36,37 There are limited data that examines the
influence of general health care experiences on HIV testing
experiences. Qualitative methods have previously been used
to understand health services utilization among HIV-positive

and HIV-negative Black MSM in New York26 and HIV-
positive Black women in rural South Carolina.38 Due to lim-
ited existing data on Black men’s health care and HIV testing
experiences, qualitative inquiry is ideally suited to provide
context on the topic that may be missed by quantitative
methods. The primary aims of this analysis were to: (1) de-
scribe Black men’s general health care and HIV testing prac-
tices and experiences in Georgia; and (2) identify how
emerging themes of these experiences reflect domains of the
Andersen Model among Black men.

Methods

Participants and recruitment

We conducted semi-structured qualitative interviews in
three cities in Georgia (Atlanta, Columbus, and Valdosta)
between April 2010 and June 2010 as part of Project Adofo (a
Ghanaian boy’s name meaning ‘‘courageous one’’ or ‘‘one
who loves’’), a study exploring the relationships between
demographic factors, mental health determinants, coping
strategies in the context of HIV risk behavior among Black
men. We chose these three locations because they represented
diverse metropolitan statistical areas (MSAs) where Blacks
constituted over 40% of the overall population39 and had high
HIV prevalence rates (between 300 and 1,300 cases per
100,000 population).40 Population estimates from the 2010
United States Census were as follows: Atlanta 420,005, Co-
lumbus 189,885, and Valdosta 54,763.39 Study participants
were recruited from barbershops, community-based organi-
zations and college campuses using flyers, internet websites,
word-of-mouth, and snowball sampling methods. Inclusion
criteria were age ‡ 18, self-identification as ‘‘Black’’ or ‘‘Afri-
can-American,’’ and reported HIV-negative or unknown sta-
tus. The institutional review board and hospital research
oversight committee of the primary author’s institution ap-
proved the study.

Procedure

We trained 4 research staff interviewers on qualitative in-
terview techniques using didactic and role-play approaches

FIG. 1. Andersen model of health care utilization. From Ref. 32.
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as described in previous studies.41 We obtained written in-
formed consent and conducted interviews with an initial total
of 90 participants (30 each in Atlanta, Columbus, and Val-
dosta) in private areas such as offices, conference rooms at
schools, and hotel meeting rooms. Each interview was digi-
tally audio-recorded and lasted from 70 min to 2 h in length.
As part of the interview guide, participants answered the
open-ended question ‘‘Tell me about your experiences with
getting medical care in (name of city),’’ followed by the probe
‘‘How do you get along with medical staff?’’ Participants were
also asked about frequency, motivators of and experiences
with HIV testing. At the conclusion of the interview, partici-
pants completed a brief cross-sectional survey including de-
mographics, condom use, and HIV testing practices.
Participants received a $50 gift card for compensation at the
end of the interviews.

Analysis

All interviews were transcribed by a professional tran-
scription agency and imported into Nvivo version 8 (QSR
International, Cambridge, MA), a qualitative management
and analysis software package. Four members of the research
team independently coded 3 initial interviews using a stan-
dard set of codes developed prior to coding. We determined
inter-coder reliability by kappa statistic ( > 0.80 between all
coders), and subsequently the remaining 87 interviews were
coded separately by the same 4 research staff. This method of
coding the interviews is consistent with methods described in
the qualitative data analysis literature.42,43

A grounded theory approach to qualitative data under-
girded the data collection and analytic process of this
study.44,45 Following this method, topics for discussion were
selected based on based on theoretical relevance to research
questions, constant comparative analysis (e.g., comparing
people with themselves or others, data referring to different
points in time, or incidents with other incidents), and rigorous
coding and restructuring of data into themes and patterns
organized around a central storyline.42,44,45

We conducted three types of coding: (1) open coding; (2)
axial coding; and (3) selective coding.42,46 During open coding
we documented our first impressions and thoughts about the
data, in which codes took the form of brief conceptual labels
or categories that represent the text (e.g., ‘‘health care expe-
riences’’ or ‘‘motivators for HIV testing’’). During axial cod-
ing, we verified relationships between the categories and
subcategories generated in open coding, in order to generate
notes that explicitly describe connections between the cate-
gories and subcategories that were generated during open
coding. For this sample, we utilized Andersen Model domains
(Environmental factors, Population Characteristics, Health
Behavior, and Outcomes) as categories through which we
framed participant responses to interview questions related to
health care experiences.32 Finally, we incorporated selective
coding in which concepts were integrated around a core
theme (HIV testing in past year), and analyzed the matrix of
similarities and differences in codes and themes among par-
ticipants’ responses. Survey responses to the question ‘‘Have
you been tested for HIV in the past year?’’ were coded in a
dichotomous fashion, and those who responded ‘‘yes’’ were
designated as ‘‘tested,’’ and those responding ‘‘no’’ were
designated as ‘‘nontested.’’

Results

Demographic characteristics

A total of 90 men were interviewed for the study. Our final
sample consisted of 78 participants; the first 12 participants
were excluded because they did not receive the survey section
on HIV testing practices. Ages ranged from 19 to 60 years
(mean 37.6, SD 14.7), and there was a high reported preva-
lence of unemployment (48/78, or 62%) and poverty (52/78,
or 67%, reported annual incomes < $15,000). Most participants
(69/78, or 87%) reported heterosexual orientation (sex with
women only). HIV testing in the past year was reported by
50/78 (64%) of the participants. Additional demographics can
be found in Table 1. We incorporated the Andersen model to
conceptualize the themes emerging from the qualitative
analysis. A comparison of themes between tested and non-
tested participants is included in Table 2.

Environmental factors

Health care system. Several health care system factors
either promoted or detracted from HIV testing among the
participants. Having health insurance was an important fac-
tor in promoting access to HIV testing. Barney (tested, Co-
lumbus, 30) said, ‘‘If I didn’t have medical insurance, I
probably wouldn’t be getting tested.’’ Having insurance also
increased the frequency of HIV testing. For example, Noah
(tested, Atlanta, 30) said, ‘‘If I had insurance, yeah. It’d be like
every 6 months now or something like that, instead of once a
year or once every 2 years, or something like that.’’ Several
participants endorsed that having HIV testing routinely part
of general health care settings, such as within a patient-
centered medical home, supported regular HIV testing
habits.47 Adam (tested, Atlanta, 52) said, ‘‘They draw like ten
vials of blood, and they test for everything. So I wasn’t looking
for an HIV test. It was just part of the physical that I took.’’

The larger social contexts of poverty and incarceration
certainly influenced how participants experienced HIV test-
ing within the health care system. Some tested participants
mentioned that both HIV and sexually transmitted infection
(STI) testing were easy to obtain from venues that offered free
testing, such as homeless shelters or a college campus health
fair, or with incentives like a subway card. Many partici-
pants were tested for HIV repeatedly because they were

Table 1. Demographics for Project Adofo

Participants

Tested
(n = 50)

(%)

Nontested
(n = 28)

(%)

Total
(n = 78)

(%)

Age (years), mean (SD) 39.8 (14.6) 33.7 (14.4) 37.6 (14.7)
Heterosexual 43 (86) 26 (96) 69 (88)

Education
Less than high school 8 (16) 3 (10) 11 (14)
Completed HS / GED 12 (24) 8 (29) 20 (26)
Technical or

some college
22 (44) 9 (32) 31 (40)

College degree 7 (14) 7 (25) 14 (18)
Graduate degree 1 (2) 1 (4) 2 (3)

Currently employed 16 (33) 14 (50) 30 (38)
Annual income < $15,000 32 (64) 20 (71) 52 (67)
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mandatorily tested when transferring in or out of correctional
settings, substance abuse programs, or transitional housing.
Overall, HIV testing was either mandatory or incentivized in
settings that targeted poor, homeless, or incarcerated indi-
viduals.

Difficulty in accessing safety net health care systems was
mentioned more often among nontested participants. Gaining
initial access to a safety net system required several docu-
ments to prove identity, local residence, and financial need,
and resulted in an access card. While safety net systems can be
quite beneficial for those in need, the short duration of the
access card proved to be a challenge to many participants,
including Juan (non-tested, Atlanta, 48). He said,

‘‘Well, I don’t have [the card] now, but uh when I, you know
they give you, once you apply for food stamps and stuff, you
can go get you a card. But the card only lasts maybe three
months. Sometimes they give it for 30 days and so if I ever had
to go back, I would have to take the paperwork down there
and get another card.’’

Other barriers noted by participants in obtaining health
care from safety net hospitals included long waits and quality
of care received. Several nontested participants expressed
uncertainty about their willingness to get care from free or
safety net clinics due to perceived inferior quality of care and
poor treatment by staff. When probed about the availability of
free health care, Eli (nontested, Columbus, 20) said, ‘‘Yeah, but
you don’t want to deal with everybody [medical staff], I mean
from previous experience of how people, you know, treat you
and act towards you.’’ This sentiment highlights how access to
care for the uninsured with the presence of a safety net clinic
can be limited by institutional rules, long waiting times, and
perceived poor quality.

External environment. Among external environment
characteristics, concerns about confidentiality emerged as a
major theme for both tested and nontested participants, es-
pecially those who sought care in clinic settings (and not by
participants receiving care in private doctors’ offices). Parti-
cipants worried that health care providers could potentially
disclose an HIV/STI diagnosis to others in the clinic or
members of the local community. Some were also embar-
rassed to seek HIV/STI testing locally because they feared
recognition by peers while entering a care location specifically

designated for HIV/STI testing, such as public health de-
partments or school clinics. Interestingly, this theme of con-
fidentiality emerged only among participants in Columbus
and Valdosta, not Atlanta, which may reflect perceived lack of
anonymity in smaller towns.

‘‘You don’t really want to go get tested. The main problem is
that people can see you going in the Health Department. They
got different sections. And you’re dealing with sharing infor-
mation. Somebody in the Health Department, the nurse, tell
somebody else out in the street.’’ – Kyle (tested, Columbus, 54)

‘‘I was just sitting in there, and then like one of my other home
boys came in there.He was like, ‘Oh, man. What you doing
going back there? I know what happen when you go back
there!’’’ – Landon (non-tested, Valdosta, 24)

Perceptions of the inferior appearance or cleanliness of
health care facilities along racial lines presented another ex-
ternal environment factor that may affect testing for HIV:

‘‘I don’t think that you know, health clinics are really serving
the needs of the Black community. The ones that I’ve seen, they
usually like run down. They’re not as clean as like a hospital or
something like that.’’ – Austin (non-tested, Valdosta, 27)

The perceived quality of external environments was
equally important as the access itself. If health care facilities
were perceived as shoddy, unclean, or environments where
confidentiality could be compromised, participants described
reluctance in accessing both general and sexual health services
there.

Population characteristics

The Andersen model domain of Population Characteristics
reflects predisposing characteristics (including personal
health beliefs), enabling resources, and need. Responses from
study participants primarily reflected personal health beliefs
and enabling resources.

Personal health beliefs. Knowledge of one’s HIV status
was discussed differently by tested and nontested partici-
pants, and differences between knowledge of HIV testing as
power versus fear was readily apparent. Jason (tested, Val-
dosta, 30) said, ‘‘You should always feel proud of yourself for
being a mature adult to know that you know, I’m sexually

Table 2. Summary of Thematic Findings Among Tested and Nontested Participants Along

Andersen Model Domains

Andersen model domains Tested for HIV in past 12 months Nontested for HIV in past 12 months

Environment Hard to navigate Hard to navigate
Used creativity to manage obstacles Frustrated with care
Confidentiality an issue Confidentiality an issue

Population characteristics Peer norms Trust in private doctor
Networks in testing locations
Fraternities

Health behavior Want to live Low perceived risk
High perceived risk No regular testing
Emphasis on health maintenance Test result fear
Fear of transmitting HIV to others Symptoms-based testing

Outcomes: consumer satisfaction Mostly positive experiences Positive and negative experiences
Proactive with health care
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active so I need to take these steps [take an HIV test] so I need
to know my status.’’ In contrast, Connor (nontested, Columbus,
38) emphasized fear as a significant factor influencing his test-
ing practices. He said, ‘‘Of course it’s scary because you’re
wondering, you know, what the results is. AIDS is, you know, it
ain’t like they calling you to tell you, you got the common cold.’’

When asked about their motivation to be tested for HIV,
several tested participants expressed a strong desire to be
‘‘healthy’’ and emphasized the importance of regular health
check-ups to maintain health. In this context, regular HIV
testing was seen as part of this overall health care mainte-
nance, and early diagnosis of HIV was valued:

‘‘Well my, at my age, 60, I’m very concerned about my health.
So any time something, I think something’s going on with my
body or even my mind, I want to address it.So it’s [HIV
testing is] a yearly thing that needed to be [done].’’ - Brody
(tested, Atlanta, 60)

In the setting of having a chronic disease, maintaining good
health was often described as requiring a combination of
vigilance and regular use of medications. Diego (tested,
Atlanta, 63) described the importance of not missing refills for
his high cholesterol and hypertension: ‘‘I never run out of my
medicine. It’s very important to me.’’ His attitude towards
controlling his chronic diseases by staying vigilant of medi-
cation refills was consistent with his approach to HIV testing.

Some personal health beliefs around health care access and
HIV testing described by participants were driven by con-
sideration of romantic partners and familial responsibilities.
Preventing transmission of HIV was noted by several tested
participants. Joe (tested, Atlanta, 62) said,

‘‘I could meet somebody you know, that I you know am really
into and spend some time with them. I don’t want to lay down
with them and pass on something.’’

Moreover, fatherhood and men’s family responsibilities
were described by some tested participants as motivators for
staying healthy and taking an HIV test.

‘‘I go pretty often to the doctor. You want to know that you’re
healthy.if you want to live your life uh, and have a family and
everything, you gonna have to be strong for your family as a
male.’’ - Eric (tested, Columbus, 19)

Several tested participants cited their own sexual behavior,
dislike of condoms, and multiple partners, as reasons for regular
HIV testing. Many described managing the risk of choosing
unprotected sex with partners by getting routine testing:

‘‘I like to have sex and I’m the type of guy I’m not very inter-
ested in using no condom.and I know I might be having sex
with you know two or three different women.I know I got to
go get tested.’’ - Aaron (tested, Columbus, 31)

In contrast, nontested participants perceived themselves to
have low risk for acquiring HIV or STI for a multitude of
reasons. For example, Brian (nontested, Columbus, 21) said
‘‘But I ain’t never had.any legit reason to go [get HIV test-
ed].I use protection every time,’’ suggesting that testing is
not necessary when one uses condoms regularly. Perceptions
that sexual partners were low risk were also endorsed by
several nontested participants as reasoning for not testing,
even when acknowledging some uncertainty. Cole (non-
tested, Atlanta, 51) said, ‘‘I haven’t ever been tested for HIV.

Because I feel like the women that I’ve been with they’ve been
clean, but you never know.’’ Finally, participants like Brian
and Lucas (nontested, Columbus, 21 and 39), both stated that
they got regular medical check-ups but not an HIV test, sug-
gesting perhaps either a disconnect between general medical
care and knowing one’s HIV status, or perceiving themselves
at low risk for any of the reasons cited above. Consistent with
their reasons for not getting HIV tested, some nontested
participants also endorsed lack of medical management of
their chronic diseases:

‘‘Yeah, I was on two types [of] little pills [for high cholesterol]
he had me on, but uh I took ‘em for about a couple of years, and
then I just kept working out, physically.I felt fine, I didn’t feel
like I needed it.’’ – Logan (nontested, Columbus, 48)

For HIV testing and general health maintenance, nontested
participants’ approaches contrasted starkly with tested par-
ticipants and were couched in perceptions of: (1) their own
health or that of their sexual partners; and (2) how they were
feeling. For tested participants, high personal risk perception,
concern for transmission of HIV to sexual partners, and a
general sense of empowerment in health maintenance were
predominant health belief themes, while nontested partici-
pants described low personal risk perception, did not mention
protecting sexual partners, and appeared to deny the impor-
tance of medications for other general health issues.

Enabling resources. Tested participants described peer
norms and convenience of location as factors that encouraged
HIV testing. In particular, younger participants who were
students described group testing experiences that took place
during health fairs on their college campuses. Having a
knowledgeable peer educator was described by Mason (tested,
Valdosta, 25) who said, ‘‘The brother that was hooking the test
up, good people, good man to talk to.’’ Peer norms were also
echoed as a factor influencing Julian (tested, Valdosta, 20):

‘‘It’s just, it literally was like a group of friends, like, you know I
think we should all go out there and get tested today. So like
you have it, it’s free testing. So we all went. And you find out
like within 20, 30 minutes.’’

Both Mason and Julian speak to the importance of famil-
iarity and comfort with styles of HIV testing from the people
offering testing themselves, as well as with friends and social
networks encouraging testing as a normative behavior.

Rapid testing with results given within the time frame of
the health fairs, oral testing (as opposed to blood testing), and
free testing, were also mentioned as enabling resources of
testing in these venues. Conversely, several tested partici-
pants who sought medical care (general, HIV, and STI tests)
from student health facilities also stated that because they
paid a fee to participate in the plan, they were motivated to
use the available services. Their descriptions of these moti-
vators, particularly monetary (whether free or paid), speaks to
the varied resources that influence individual level ap-
proaches to accessing health care and HIV testing.

In contrast to tested participants, group testing experiences
and similar peer norms were not described by any of the
nontested participants. Instead, several nontested partici-
pants stated that they would take an HIV test if their private
doctors offered a test to them, making medical providers a
primary enabling resource for them. In this context, if these
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same participants do not seek regular health care, opportu-
nities for medical providers to offer HIV is moot. Moreover,
given both medical providers and patients’ reluctance to bring
up honest sexual behavior discussions in health care set-
tings,48 waiting to get HIV testing until a provider suggests it
may not be a reliable enabling resource for HIV testing.

Health behavior

Personal health practices and use of health ser-
vices. Fragmentation of care locations was a theme com-
monly described by both testers and nontesters, with general
health care, HIV testing, and STI testing and treatment often
occurring in different locations, but overlapping for some par-
ticipants (Fig. 2). The participants sought general health care in a
variety of venues, including primary care clinics/safety net
systems, private offices, student health centers, correctional fa-
cilities, urgent care centers, and emergency departments (EDs).
Men obtained HIV testing in some of these venues, including
primary care clinics and safety net systems, private offices, and
student health centers. However, urgent care centers and EDs
were not mentioned as places to obtain HIV testing by any of
the participants. Conversely, some men took HIV tests at
homeless shelters, substance abuse programs, and local health
fairs but did not describe receiving general health care at these
venues. Both tested and nontested participants experienced
general health care and HIV testing as separate entities.

In addition to the fragmentation of HIV testing being sep-
arate from general medical care, there was also a sentiment
that HIV testing was not often done with STI testing; this was
described by tested and nontested participants and included
participants who had access to general health care. Adam
(tested, Atlanta, 52), the same participant who received HIV
testing along with general health care, discussed the impor-

tance of availability of neighborhood STI clinics for diagnosis
and treatment of STI: ‘‘I’ve been burned [got a STI] a couple of
times, you know, and right there, we have a little clinic right
up the street.’’ Kevin (tested, Valdosta, 21) stated that he re-
ceived care for his STI in an ED, even though he had access to a
clinic. This could be interpreted as related to confidentiality
issues as noted earlier or the belief that STI diagnosis and
treatment is best done in a relatively anonymous, quick and
easy setting, such as an ED or local clinic.

While fragmentation was a problem for both tested and
nontested participants, there were some notable differences.
Many tested participants sought innovate ways to obtain
health care, even in the face of obstacles such as low finances.
Some of these methods included negotiating costs with health
care providers, seeking care from family members, using prior
knowledge of the health care system to obtain good quality
care, or setting aside money on an annual basis to use towards
health care. For example, Casey (tested, Columbus, 28) de-
scribed how as a barber he lacked health insurance, but said,
‘‘I get all of the guys together and be like, ‘Look man this
doctor said we can do this for this price.’’ In comparison, none
of the nontested participants described alternative methods to
obtain health care when faced with obstacles.

Outcomes

Responses from study participants fit most neatly into the
Andersen model Outcomes domain subsection of consumer
satisfaction because a probe asking about ‘‘getting along with
medical staff’’ was included in the interview guide.

Consumer satisfaction

Many of the tested participants said they had good ex-
periences with health care providers. Aiden (tested, Atlanta,

FIG. 2. Locations for use of health care services among HIV-negative/unknown Black men in Georgia.
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56) did not encounter difficulties with medical staff and said,
‘‘No problem with me because if I was there I needed them;
when you’ve been shot you’re glad to see the doctor and the
nurse.’’ Familiarity was also important to several tested
participants. Cooper (tested, Atlanta, 50) highlighted the
importance of having a relationship with a primary care
doctor:

‘‘My doctor is my friend, you can’t ask for nothing better. My
doctor knows my wife. He’s talked to my mom when I got put
into the hospital for the first time in my life.my doctor was in
that room that next day. A friend will do that for you.’’

Justin and Jeremiah (tested, Valdosta, both 20) had been
going to the same physician since they were children and
were happy with their care for similar reasons of familiarity
and comfort.

Several tested participants took it upon themselves to
maintaining positive relationships with medical staff, even in
adverse conditions. Adam (tested, Atlanta, 52) said, ‘‘I don’t
bring a lot of attention like that. I’m not Hell-raising.’’ Diego
(tested, Atlanta, 63) also noted, ‘‘if you respect them [medical
providers], they respect you. If you go in with a cocky attitude
with anybody, you’re going to have a problem, you know?
You need them; they don’t need you.’’

While personal responsibility in provider–patient rela-
tionships was described, several tested participants also em-
phasized good communication skills and showing genuine
concern as measures of a good provider. Specifically, tested
participants mentioned clear explanations for health condi-
tions, receiving counseling on healthy living, and being trea-
ted with respect as factors that they valued:

‘‘They’re [Good providers are] going to look at you. They
gonna be like okay; they’ll sit down and explain to you okay
well this might be the cause and you know this here might be
the cause.them be the good ones there.’’ - Aaron (tested,
Columbus, 31)

Sean (tested, Columbus, 20) directly connected the level of
respect and his likelihood of returning for more care. He said,
‘‘They [medical providers] pretty nice. Yeah. They um treat
you with respect, you know. Be courteous to you.It make
you feel comfortable, going and getting checked up and stuff
like that.’’

Both the provider’s role and the patients’ roles in a good
partnership were described by tested participants. Adrian
(tested, Valdosta, 19) described the active role that patients
should play in giving a medical history. Jordan (tested, Val-
dosta, 32) was similarly happy with his physician and their
collaborative approach to medications:

‘‘The kind of doctor I have um like if he diagnoses me with
something then what I’ll do is I’ll research it and figure
out what medicine I want to take or what medicine I want
to try and I’ll tell him and if he’s heard of it he’ll prescribe it
to me.’’

Several nontested participants also described positive ex-
periences with provider–patient interactions, but they also
more frequently cited dissatisfaction with services than the
tested men in our sample. Connor (nontested, Columbus, 38)
thought his doctor was good because, ‘‘he don’t keep you in
there all day, and uh, he talks to you, you know, he’s a little
personal with you.’’ However, many other nontested partic-
ipants described negative interactions with medical person-

nel, like Jayden (nontested, Atlanta, 28) describing his
struggle with pain management:

‘‘Those folks [doctors] didn’t even care. Like I’m.I’m still be in
pain now so I mostly go to the doctor when I be in a lot of
pain.’How does it make me feel?’ It make me feel uncom-
fortable.’’

Several nontested participants also described a distrust of
their medical providers’ professional abilities and motiva-
tions that was not mentioned among tested participants:

‘‘You know student health doctors—unfortunately are kind of
the, the rejects unfortunately, like that’s how it feels.I had a
recent experience, where I went in and was mistakenly diag-
nosed with Herpes.’’ - Tristan (nontested, Atlanta, 26)

‘‘I feel for too long doctors have had the rank of uh, sainthood,
anything they tell you you’re supposed to believe that. And a
lot of time they be pushing different pills.after you because
the pharmaceutical company court doctor.’’ - Blake (Colum-
bus, non-tested, 60)

Customer satisfaction was diverse among both tested and
nontested in our sample, as both groups described both good
and bad experiences. However, nontested participants de-
scribed more negative experiences and mentioned distrust of
the abilities and motivations of providers.

Discussion

In this study, we identified several themes regarding the
health care experiences and HIV testing practices of Black
men in Georgia within the framework of the Andersen model
of health care utilization. First, both tested and nontested
participants described fragmented experiences obtaining
general health care and HIV/STI testing, while also describ-
ing similar challenges navigating complex health care sys-
tems. Confidentiality emerged as a primary external
environmental issue, particularly for participants from the
smaller towns of Columbus and Valdosta. Population char-
acteristics such as peer norms, convenience, and male gender
role responsibilities were commonly described motivators for
HIV testing. Tested participants tended to embody an em-
powered approach to HIV testing that mirrored their ap-
proach to their overall health care. Nontested participants
described few enabling resources and were often reliant upon
the medical provider to suggest HIV testing. Finally, both
tested and nontested participants described satisfactory levels
of health care experiences overall that were primarily driven
by the doctor–patient relationship, but nontested participants
noted more negative experiences.

The similarities emerged from common experiences with
barriers in the Andersen model domain of Environmental
Factors (e.g., health care systems, external environment) that
the majority of participants endorsed, particularly issues
surrounding poverty, lack of insurance, and the confidenti-
ality of services. Both tested and nontested participants gave
similar descriptions of difficulty with navigating safety net
health care systems, lack of insurance, and medical ‘‘silos,’’
reflecting general deficits in the US health care system.26

Participants also mentioned experiences with inferior quality
health services within Black communities, including confi-
dentiality concerns (particularly in Valdosta and Columbus),
consistent with previous research noting how intersecting
contexts of race, racism, geography, and poverty influence
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racial disparities in health outcomes, particularly HIV.49–53

Confidentiality was a particularly important component of
HIV testing among our participants, and the findings support
its presence among Black men that may be part of overall
distrust of medical systems that have persisted over time
despite public health outreach efforts.54–62 Policies such as the
Affordable Care Act should improve access to insurance and
care. However, even with these improvements, quality within
these systems and institutions and perceived lack of confi-
dentiality will affect both overall health care utilization and
HIV testing within Black communities.

Despite these similarities in the domain of Environmental
Factors between tested and nontested participants, there were
several notable contrasts in other domains of the Andersen
model. In the domain of Population characteristics (i.e., pre-
disposing characteristics, personal health beliefs, and en-
abling resources), tested participants described a strong sense
of empowerment about approaches to their own health and
HIV testing in spite of health system and external environ-
mental obstacles. Specifically, they described assessing their
own risk behavior, concern for risk to their sexual partners,
and expectations of being a responsible man as reasons to seek
HIV testing. Conversely, nontested participants placed less
priority on HIV testing due to low self-perceived risk and did
not mention consideration of the welfare of their sexual
partners. Interestingly, if participants’ descriptions of ap-
proaches to HIV testing and general health care were vigilant
about seeking and prioritizing their health care in general,
they also expressed similar proactive approaches to HIV
testing. Conversely, if they did not prioritize seeking general
preventive health care, they also did not prioritize regular
HIV testing.

Several tested participants explicitly stated that they sought
preventive health care and HIV testing because it was part of
their image of being a strong man. These findings also suggest
that health empowerment should be promoted as masculine
attributes. While masculinity in the United States is tradi-
tionally touted as a barrier to general health care access, HIV
testing and condom use among Black men,26,63–65 we note that
a paradigm shift emphasizing health empowerment as a
component of masculine expectations could be crucial in fu-
ture interventions for Black men. This is consistent with lim-
ited prior literature that has associated higher masculinity
scores with increased usage of preventive health services.37

Tested participants appeared to have enabling resources
such as social and familial support for their health care deci-
sions, while nontested participants did not. Peer norms, con-
venient access, and social support have been found to be
positively associated with both condom use practices and
HIV testing among samples of Black MSM,66–69 but compa-
rable convenience or population-based studies among pre-
dominantly heterosexual samples of American Black men are
limited. Moreover, many nontested participants cited physi-
cian recommendations as the main enabling resource for HIV
testing, without the social support that tested participants
described. It is equally important that nontested participants
mentioned relying often on physician recommendations,
which, given medical provider discomfort with sexuality
discussions with patients in general70–73 and time constraint
factors,74 has implications for future programs that focus on
increasing comfort with sexuality discussions in medical in-
stitutions targeting both providers and patients alike.75,76 Peer

norms, familial contexts, social support, and provider edu-
cation should be integrated within STTR initiatives when
considering programs that encourage HIV testing among
Black men.77

Our analysis of themes within the Health Behavior domain
(i.e., personal health practices, use of health services) revealed
that both tested and nontested participants often described
seeking general health care, HIV tests, and STI tests in dif-
ferent locations (Fig. 2), reflecting fragmentation of care.
Among this sample, however, the venues where participants
described receiving general health care and both HIV and STI
testing included: (1) school clinics; (2) jails and prisons; (3)
private doctor’s offices; and (4) safety net/primary care clin-
ics. While school and correctional clinics may be designed to
cover several areas of health care (including general health
care and HIV testing), participants’ experiences with private
doctors’ offices and some safety net clinics suggested that they
may not be offering all of these services. Moreover, given the
decreased emphasis on annual physicals or recommended
screenings,78 integrating HIV testing into other clinical service
areas (e.g., Emergency Departments, Mobile Clinics) may be
successful in capturing individuals who are not necessarily
going to traditional primary care settings. Participants also
noted that despite accessing primary care services, they did
not get HIV tests, exposing the apparent incomplete adher-
ence of CDC recommendations to test all patients presenting
for routine care.3,15,74,79 This underscores the need to promote
HIV testing among Black men within varied approaches and
care settings and the need for new approaches that emphasize
provider training to successfully adopt and integrate routine
HIV testing into primary care settings.

The Andersen model Outcomes domain included themes
related to consumer satisfaction and the importance of med-
ical provider–patient relationships. Not surprisingly, tested
participants described more positive personal qualities (e.g.,
good communication, concern, and respect) in their relation-
ships with their providers and greater overall satisfaction,
while nontested voiced more concerns about provider com-
petence and distrust in motivations with medication pre-
scribing. This is consistent with previous studies citing
distrust as a barrier to HIV testing, acceptance of prevention
messages and adherence to HIV medications.60–62,80,81 Better
physician–patient relationships have shown to improve ad-
herence to ART among HIV positive persons,82 while fear of
stigma83 and perceptions of poor communication about sex-
ual behavior with providers84 have also been barriers to HIV
testing. These differences in the narratives between tested and
non-tested participants among a predominately heterosexual
sample of Black men highlight how general doctor–patient
dynamics may influence HIV testing practices. They also
provide context to the types of communication styles and
relationships Black men desire with their providers that may
improve health care utilization, and ultimately, HIV testing
practices among this population.

There are several implications for our findings in the con-
text of STTR HIV prevention and testing strategies. STTR
shifts the emphasis away from HIV-negative persons and
places it squarely on identifying those who are positive on
getting them in treatment. However, questions about STTR
implementation into effective HIV public policy still remain,
including concerns about treating patients who may have
poor adherence, thus increasing the risk of developing viral
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resistance, high costs of ART, toxicity and interactions of ART
with concurrent medications, and shortages of HIV-experi-
enced clinical providers.85 Our findings suggest that not only
these HIV-specific considerations are important, but a richer
appreciation of how general medical experiences affect receipt
of HIV testing, particularly among Black men, is needed when
developing STTR strategies. In addition, approaches that
consider personal belief systems, peer norms, familial/social
support, and how to make medical experiences welcoming to
patients will be important in rapidly identifying HIV-positive
individuals and successfully linking them to medical care.
This may be especially challenging to implement among Black
men, who currently experience disparities compared with
men of other races/ethnicities in chronic disease outcomes,
health care access, treatment, and research literature attention.
For STTR HIV prevention approaches to be effective, we
cannot ignore aspects of general health care systems in which
these approaches will be integrated.

There are some limitations to this study. First, this study
focused primarily on heterosexual Black men in Georgia,
making it difficult to generalize the results. Second, social
desirability might have influenced responses to our interview
questions. This may be especially due to the fact that the
survey questions were asked at the conclusion of the in-depth
interviews. However, because survey questions were asked
after the in-depth interviews, after (presumably) trust had
been established between the interviewer and the research
participant, more honest responses could have been obtained.
Finally, an inter-geographical analysis between Atlanta, Co-
lumbus, and Valdosta was not conducted, since our primary
focus was comparing tested versus nontested participants,
but this could be the focus of a future analysis. Despite these
limitations, this study contributes to an important gap in the
literature, specifically concerning health care experiences and
HIV testing among Black men in the South.

Successful implementation of STTR HIV prevention strat-
egies among Black men in the South requires a nuanced un-
derstanding of facilitators and barriers to general health care
utilization as well as HIV testing. As routine HIV testing be-
comes an integral part of HIV prevention initiatives, parallel
efforts to improve the access, quality and retention of these
men in general medical care should be prioritized as well.
Improving both access and quality of health systems/insti-
tutions, integrating HIV/STI testing into general medical
services, promoting health empowerment, and addressing
consumer satisfaction may be keys to improving HIV out-
comes for this population successfully.
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