
Brief Reports

328    	 Public Health Reports  /  July–August 2014  /  Volume 129

Rapid HIV Testing at Gay Pride Events  
to Reach Previously Untested MSM:  
U.S., 2009–2010

Rennatus Mdodo, DrPH, MSa

Peter E. Thomas, PhD, MPHa

Anissa Walker, BBAa

Pollyanna Chavez, PhDa

Steven Ethridge, BS (CLS)a

Emeka Oraka, MPHa,b

Madeline Y. Sutton, MD, MPHa

aCenters for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention, Division of  
HIV/AIDS Prevention, Atlanta, GA
bICF International, Atlanta, GA

Address correspondence to: Madeline Y. Sutton, MD, MPH, Centers for Disease Control and Prevention, National Center for HIV/AIDS, 
Viral Hepatitis, STD, and TB Prevention, Division of HIV/AIDS Prevention, 1600 Clifton Rd. NE, MS E-45, Atlanta, GA 30333;  
tel. 404-639-1814; fax 404-639-6127; e-mail <msutton@cdc.gov>.

Abstract

We offered rapid HIV testing at social events frequented by young men who 
have sex with men (MSM), a group disproportionately affected by the HIV 
epidemic. We tested 1,312 MSM; of those MSM, 1,072 (81.7%) reported HIV 
testing history. Of those reporting HIV testing history, 550 (51.3%) were non-
Hispanic black and 404 (37.7%) were aged ,25 years. One hundred twenty-
eight (11.9%) had never tested for HIV; 77 (7.2%) were preliminarily positive, 
with 15 (19.5%) being first-time testers. Factors associated with no previous HIV 
test included young age (13–24 years) (adjusted odds ratio [AOR] 5 3.5, 95% 
confidence interval [CI] 1.9, 6.5) and non-Hispanic black (AOR53.2, 95% CI 1.6, 
6.4) or Hispanic (AOR52.8, 95% CI 1.2, 6.3) race/ethnicity. HIV testing at Gay 
Pride events reaches young, previously untested MSM. This venue-based HIV 
testing approach at nonclinical sociocultural events is an additional strategy 
for HIV prevention goals to increase the number of people aware of their HIV 
infection with subsequent linkage to HIV care. 
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An estimated 20% of 1.2 million people living with 
human immunodeficiency virus (HIV) infection in 
the United States are unaware of their HIV infection.1 
Among people living with HIV, young non-Hispanic 
black men who have sex with men (MSM) are the 
only group with significant increases in incident HIV 
cases in recent years.2 Although young non-Hispanic 
black and Hispanic MSM are more likely to report 
being tested, they are also more likely to be unaware 
of an HIV infection than their white counterparts.3 A 
recent analysis reported that 44% of MSM in 21 cities 
were unaware of their infection; non-Hispanic black 
MSM comprised 59% of that group.4 People unaware 
of their HIV infection transmit approximately half of 
incident HIV infections.5 

Although young non-Hispanic black MSM do not 
engage in risky behaviors more than young non-His-
panic white or Hispanic men,6 they are more vulnerable 
to becoming HIV-infected than MSM from other racial/
ethnic groups. Reasons for this disproportionate impact 
on young MSM of color are unclear, but include high 
community prevalence of HIV, social and structural 
barriers to routine screening and treatment (e.g., less 
health insurance, higher unemployment, and higher 
rate of incarceration), and stigma and homophobia.7 
MSM with increased risk of HIV exposure may benefit 
from increased access to HIV screening in nontradi-
tional/clinical settings.

Early diagnosis and effective treatment with antiret-
roviral therapy are important components of reducing 
HIV transmission risk and incident HIV infections.3 
Current recommendations support routine HIV screen-
ings in health-care settings for people aged 13–64 years 
to provide opportunities for early diagnosis and linkage 
to care.8 Gaps in the implementation of these recom-
mendations remain, however, and data suggest that 
opportunities to diagnose HIV infections in health-care 
settings, particularly among young MSM of color, may 
frequently be missed.9 Young MSM at increased risk of 
HIV exposure may benefit from more frequent testing 
intervals (i.e., every 3–6 months).6,10 

HIV testing in nonclinical community settings is an 
additional prevention strategy to reach young minority 
MSM who disproportionately lack health-care access.10,11 
Nonclinical social events where large numbers of at-
risk people may gather at locations perceived to be 
culturally sensitive, such as Gay Pride festivals, offer 
expanded opportunities for HIV testing. In addition, 
from the provider perspective, analyses have shown 
that community-based efforts for HIV testing cost less 
than testing in clinical settings.12 These efforts are 
crucial as we work toward goals of the National HIV/
AIDS Strategy.13 

Previous reports of HIV testing outreach have sup-
ported the feasibility of this approach with racial/ethnic 
minority MSM.14,15 However, factors associated with hav-
ing not been previously tested among MSM reached 
at these events are poorly understood.14 In this article, 
we summarize findings from the Behavioral Assessment 
and Rapid Testing (BART) project,16 a community-
based HIV testing project that was implemented in 
multiple U.S. cities. Our objectives were to (1) describe 
characteristics of MSM who accepted HIV testing, (2) 
examine differences in time since previous HIV test for 
participants, and (3) describe factors associated with 
not having been previously tested for HIV. 

Methods

Recruitment and enrollment 
From June 2009 to December 2010, the Centers for 
Disease Control and Prevention (CDC) conducted the 
BART project,16 which offered free rapid HIV testing 
at selected public sociocultural events serving at-risk 
populations. The BART project’s goal was to increase 
the proportion of people (men and women) aware 
of their HIV status and linked to care. We recruited 
participants from 13 Gay Pride events held in 13 U.S. 
cities with high HIV prevalence and events scheduled 
within the window of BART data collection activities 
(Atlanta, Georgia; Chicago, Illinois; Houston, Texas; 
Little Rock, Arkansas; Los Angeles, California; Mem-
phis, Tennessee; Miami, Florida; New Orleans, Loui-
siana; Palm Springs, California; Portland, Maine; San 
Diego, California; Toledo, Ohio; and Washington, D.C.) 
using convenience sampling methods. Recruitment 
at events was conducted collaboratively among local 
community-based organization (CBO), local health 
department (LHD), and CDC staff members by having 
a discreet HIV education display area at the events and 
by walking up to/directly engaging event attendees. 

For this subanalysis of BART, eligible participants 
included men aged $13 years who reported having 
anal or oral sex with a man in the previous 12 months, 
who could describe their HIV testing history, and who 
were willing to undergo rapid HIV testing. Informed 
consent was obtained for all eligible individuals (includ-
ing men aged ,18 years and consistent with local laws 
for HIV testing of young people) by signing a consent 
form containing information about rapid HIV testing. 

Demographic and behavioral assessments
We collected demographic and risk behavior data 
(previous 12 months) using a standardized CDC HIV 
testing intake form that included age, race/ethnicity, 
state of residence, HIV testing history and date of last 
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test (if any), gender of partner(s), types of sex (i.e., oral, 
vaginal, or anal), history of sex with people known to 
be HIV infected, condom use, and history of sex with 
injection drug users. 

HIV testing and referrals
We provided free, confidential rapid HIV testing in 
accordance with LHD policy and in collaboration with 
local HIV testing agencies; thus, testing procedures 
varied by jurisdiction, but all followed published CDC 
recommendations.8 The rapid HIV test offered was 
the OraQuick ADVANCE® Rapid HIV-1/2 antibody 
test (OraSure Technologies, Bethlehem, Pennsylvania) 
with an oral fluid specimen. Participants who tested 
preliminarily positive using the reactive rapid HIV 
test were confidentially counseled and referred for 
confirmatory testing by either Western blot or second 
rapid HIV test at the LHD facility and linked to care 
by LHD partners. People who resided in a city that was 
different from where they were tested were referred for 
local care based on their residence ZIP Code. 

Data analysis
For this analysis, we included only male participants. 
We used Chi-square statistics to compare differences in 
the distributions of variables among three groups: par-
ticipants who never tested before the event, those who 
tested #12 months before the event, and those who 
tested .12 months before the event. We considered 
p,0.05 to be statistically significant. All comparisons 
with statistically significant p-values were included in 
the final model. We used multivariate logistic regres-
sion to identify factors associated with having never 
previously been tested for HIV. Unadjusted odds ratios 
(ORs) and adjusted ORs (AORs) were reported with 
95% confidence intervals (CIs). We performed analyses 
using SAS® version 9.1.3.17

Results

A total of 2,517 men were approached for BART par-
ticipation. Of those men, 1,312 (52.1%) self-identified 
as MSM, completed surveys, and agreed to an on-site 
rapid HIV test; 240 men (18.3%) did not report their 
HIV testing history and were excluded from analysis. 
Excluded participants did not differ significantly 
from those included in terms of risk factors and HIV 
test positivity. The final analysis sample contained 
1,072 participants. The 1,205 (47.9%) of 2,517 men 
approached who did not self-identify as MSM reported 
heterosexual activity only (82.6%) or declined to par-
ticipate in the study.

Table 1 summarizes selected characteristics of par-
ticipants. Of the 1,072 participants, 550 (51.3%) were 
non-Hispanic black, 404 (37.7%) were ,25 years of age, 
574 (53.5%) reported having sex without a condom, 
138 (12.9%) had sex with an HIV-positive person, 956 
(89.2%) had sex exclusively with men, and 438 (40.9%) 
resided in the event community. 

Among the 1,072 MSM, 128 (11.9%) had never been 
tested previously for HIV, 711 (66.3%) had tested #12 
months before the event, and 233 (21.7%) had tested 
.12 months before the event. Of the participants who 
never previously tested for HIV, most were aged 13–24 
years (n588, 68.8%), were non-Hispanic black (n592, 
71.9%), reported sex without a condom in the last 12 
months (n570, 54.7%), and resided in the BART event 
community (n569, 53.9%) (Table 1).

Seventy-seven (7.2%) participants tested preliminar-
ily HIV positive (i.e., had a positive reactive rapid HIV 
test), of whom 15 (19.5%) had never tested previously 
for HIV, 39 (50.6%) had a negative test #12 months 
before the event, and 23 (29.9%) had a negative test 
.12 months before the event. Confirmed HIV-positive 
status from LHD partners was obtained for nine pre-
liminarily HIV-positive participants. The proportion of 
preliminarily HIV-positive participants who had never 
been previously tested for HIV was significantly higher 
than the proportion of HIV-negative participants who 
had not previously been tested for HIV (15/77, 19.5% 
vs. 113/993, 11.4%, p50.03) (Table 1).

Sixty-five of 77 participants (84.4%) who tested 
preliminarily HIV positive stated they were unaware 
of their possible infection (Table 1). Fifty-eight of the 
65 (89.2%) preliminarily HIV-positive participants who 
were unaware of their HIV infection were non-Hispanic 
black, six (9.2%) were Hispanic, and one (1.5%) was 
non-Hispanic white. Of the 58 non-Hispanic black 
people who tested preliminarily positive, 29 (50.0%) 
had never tested previously for HIV, 16 (27.6%) had 
a negative test #12 months before the event, and 13 
(22.4%) had a negative test .12 months before the 
event. Three of the Hispanic men and the one non-
Hispanic white man, all of whom were unaware of 
possible infection, had a negative test #12 months 
before the event (data not shown).

After adjusting for age, race/ethnicity, sex without 
a condom, current HIV status, and sex with either a 
male partner only or with both male and female part-
ners, younger age (aged 13–24 years, AOR53.5, 95% 
CI 1.9, 6.5) compared with older age (aged $35 years) 
was significantly associated with never testing for HIV. 
Likewise, non-Hispanic black (AOR53.2, 95% CI 1.6, 
6.4) and Hispanic (AOR52.8, 95% CI 1.2, 6.3) race/
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Table 1. Reported history of HIV testing among MSM receiving rapid HIV test results at sociocultural  
events, by selected characteristics—BART project, 13 U.S. cities,a 2009–2010

Characteristic

Total 
(n51,072) 

N (percent)

Never tested 
(n5128) 

N (percent)

Time since last tested

P-value

Tested #12  
months ago 

(n5711) 
N (percent)

Tested .12  
months ago 

(n5233) 
N (percent)

Age (in years) ,0.001
  13–24 404 (37.7) 88 (68.8) 257 (36.2) 59 (25.3)
  25–34 316 (29.5) 22 (17.2) 225 (31.6) 69 (29.6)
  $35 326 (30.4) 15 (11.7) 210 (29.5) 101 (43.4)
  Unknown 26 (2.4) 3 (2.3) 19 (2.7) 4 (1.7)

Race ,0.001
  Non-Hispanic black 550 (51.3) 92 (71.9) 351 (49.4) 107 (45.9)
  Non-Hispanic white 318 (29.7) 11 (8.6) 221 (31.1) 86 (36.9)
  Hispanic 141 (13.2) 18 (14.1) 99 (13.9) 24 (10.3)
  Non-Hispanic other 60 (5.6) 7 (5.5) 39 (5.5) 14 (1.7)
  Unknown 3 (0.3) 0 (0.0) 1 (0.1) 2 (0.9)

Sex with an injection drug user 0.128
  Yes 31 (2.9) 2 (1.6) 18 (2.5) 11 (4.7)
  No 1,027 (95.8) 126 (98.4) 685 (96.4) 216 (92.7)
  Unknown 14 (1.3) 0 (0.0) 8 (1.1) 6 (2.6)

Sex without a condom in the past  
12 months

0.987

  Yes 574 (53.5) 70 (54.7) 380 (53.4) 124 (53.2)
  No 483 (45.1) 58 (45.3) 322 (45.3) 103 (44.2)
  Unknown 15 (1.4) 0 (0.0) 9 (1.3) 6 (2.6)

Sex with an HIV-positive person in the 
last 12 months

0.005

  Yes 138 (12.9) 2 (1.6) 104 (14.6) 32 (13.7)
  No 913 (85.2) 116 (90.6) 598 (84.1) 199 (85.4)
  Unknown 21 (1.9) 10 (7.8) 9 (1.3) 2 (0.9)

Current HIV results 0.030
  Positive 77 (7.2) 15 (11.7) 39 (5.5) 23 (9.9)
  Negative 993 (92.6) 113 (88.3) 671 (94.4) 209 (89.7)
  Unknown 2 (0.2) 0 (0.0) 1 (0.1) 1 (0.4)

Unaware of HIV infectionb 0.006
  Yes 65 (6.1) 15 (11.7) 33 (4.6) 17 (7.3)
  No 1,007 (93.9) 113 (88.3) 678 (95.4) 216 (92.7)

Sex partner #12 months before  
the event

0.024

  MSM only 956 (89.2) 106 (82.8) 645 (90.7) 205 (88.0)
  Men who have sex with men  
    and women

116 (10.8) 22 (17.2) 66 (9.3) 28 (12.0)

Reside in event communityc 0.502
  Yes 438 (40.9) 69 (53.9) 267 (37.6) 102 (43.8)
  No 324 (30.2) 43 (33.6) 210 (29.5) 71 (30.5)
  Unknown 310 (28.9) 16 (12.5) 234 (32.9) 60 (25.7)

aThe 13 U.S. cities included those with high HIV prevalence and events scheduled within the window of BART data collection activities (Atlanta, 
Georgia; Chicago, Illinois; Houston, Texas; Little Rock, Arkansas; Los Angeles, California; Memphis, Tennessee; Miami, Florida; New Orleans, 
Louisiana; Palm Springs, California; Portland, Maine; San Diego, California; Toledo, Ohio; and Washington, D.C.).
bParticipants had not previously had a positive HIV test result.
cSan Diego, California, did not report ZIP Code data.

HIV 5 human immunodeficiency virus

MSM 5 men who have sex with men

BART 5 Behavioral Assessment and Rapid Testing
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ethnicity compared with non-Hispanic white race/
ethnicity were significantly associated with never test-
ing for HIV (Table 2).

Discussion

This study demonstrates that on-site, rapid HIV testing 
at Gay Pride events can successfully reach at-risk young 
non-Hispanic black and Hispanic MSM, including 
people who have not previously tested for HIV. Young 
minority MSM face particular barriers to getting tested, 
including decreased health-care access,18 low insurance 
coverage,19,20 and concerns about homophobia and 

stigma.21 HIV testing provided outside of the health-
care setting, such as at Gay Pride events, is an important 
strategy to reach MSM who might not regularly access 
health care.14 By partnering with trained, locally recog-
nized CBOs and LHD staff using direct engagement 
strategies, we were able to enroll people attending 
sociocultural events for HIV surveys and on-site test-
ing. Compared with clinical settings, the rate of newly 
diagnosed HIV infection in nonclinical settings such 
as BART was higher (1.1% vs. 0.6%), which suggests 
that testing at sociocultural events such as BART can be 
more effective at diagnosing new HIV infections than 
some clinical settings.11 BART expands on previous 

Table 2. Multivariate logistic regression of factors associated with never previously testing  
for HIV among MSM: BART project, 13 U.S. cities,a 2009–2010

Characteristic

Never tested before BART 
(n5128) 

N (percent)b

Tested before BART 
(n5944) 

N (percent)b OR (95% CI) AOR (95% CI)

Age (in years)
  13–24 88 (21.8) 316 (78.2) 5.8 (3.3, 10.2) 3.5 (1.9, 6.5)c

  25–34 22 (7.0) 294 (93.0) 1.6 (0.8, 3.0) 1.1 (0.6, 2.3)
  $35 15 (4.6) 311 (95.4) Ref. Ref.
  Unknown 3 (11.5) 23 (88.5)

Race
  Non-Hispanic white 11 (3.5) 307 (96.5) Ref. Ref.
  Non-Hispanic black 92 (16.7) 458 (83.3) 5.6 (3.0, 10.7) 3.2 (1.6, 6.4)c

  Hispanic 18 (12.8) 123 (87.2) 4.1 (1.9, 8.9) 2.8 (1.2, 6.3)c

  Non-Hispanic other 7 (11.7) 53 (88.3) 3.7 (1.4, 9.9) 2.5 (0.9, 7.0)
  Unknown 0 (0.0) 3 (100.0)

Sex without a condom
  Yes 70 (12.2) 504 (87.8) 1.0 (0.7, 1.5) 0.8 (0.5, 1.2)
  No 58 (12.0) 425 (88.0) Ref. Ref.
  Unknown 0 (0.0) 15 (100.0)

Current HIV results
  Positive 15 (19.5) 62 (80.5) Ref. Ref.
  Negative 113 (11.4) 880 (88.6) 0.5 (0.3, 0.9) 0.7 (0.4, 1.3)
  Unknown 0 (0.0) 2 (100.0)

Sex partner #12 months before event
  MSM only 106 (11.1) 850 (88.9) 0.5 (0.3, 0.9) 0.6 (0.3, 1.0)c

  Men who have sex with men and women 22 (19.0) 94 (81.0) Ref. Ref.

aThe 13 U.S. cities included those with high HIV prevalence and events scheduled within the window of BART data collection activities (Atlanta, 
Georgia; Chicago, Illinois; Houston, Texas; Little Rock, Arkansas; Los Angeles, California; Memphis, Tennessee; Miami, Florida; New Orleans, 
Louisiana; Palm Springs, California; Portland, Maine; San Diego, California; Toledo, Ohio; and Washington, D.C.).
bRow percentages are shown.
cSignificant at p,0.05 (model adjusted for age, race, sex without a condom, current HIV status, and sex partner in the last 12 months) 

HIV 5 human immunodeficiency virus

MSM 5 men who have sex with men

BART 5 Behavioral Assessment and Rapid Testing

OR 5 odds ratio

CI 5 confidence interval

AOR 5 adjusted odds ratio

Ref. 5 reference group



Rapid HIV Testing of MSM at Gay Pride Events    333

Public Health Reports  /  July–August 2014  /  Volume 129

sociocultural HIV testing reports14 by obtaining behav-
ioral information to help inform future prevention 
strategies with MSM. 

More than half of our participants reported having 
anal sex without a condom in the past year. Despite 
risk behaviors, 84% of participants who tested pre-
liminarily positive were unaware of their possible HIV 
infection. Many of them were young non-Hispanic 
black MSM who tested for the first time at the BART 
event. As non-Hispanic black and Hispanic MSM are 
overrepresented among those with unrecognized HIV 
infection,22 testing efforts that are tailored to this 
population are especially important to decrease new 
infections and thwart unintended spread of HIV in 
disproportionately affected minority communities. In 
addition, people who are aware of their infection are 
more likely to curb risk behaviors to protect themselves 
and their loved ones.23 

Factors associated independently with no history of 
HIV testing were young age (13–24 years of age) and 
non-Hispanic black and Hispanic race/ethnicity. Lack 
of testing in these groups has been associated with 
lack of access to care,24 lack of testing by providers,25 
and lack of medical insurance.21,26 Free HIV testing at 
sociocultural events may be appealing to some minor-
ity and young MSM, as cost associated with testing is 
eliminated, access to testing is increased, and concern 
about stigma that could be associated with disclosing 
sexual behaviors to providers is reduced.27 

Limitations
This study was subject to several limitations. First, the 
denominators of people attending these events were 
not available; as such, it is unknown what percentage 
of event attendees comprised our participants. Our 
participant rate was likely low at some BART events, 
mainly because some people approached were more 
focused on the sociocultural event and were unable 
to wait for the BART survey and HIV test component 
due to time constraints. Second, our analysis contained 
preliminarily positive results; we had no information 
regarding the proportion of false-positives among these 
participants. However, rates of false-positive results with 
the rapid HIV test used are low (specificity 5 99.9%).28 
Third, even though HIV linkage-to-care protocols were 
followed and all participants who tested preliminarily 
positive were referred, we were unable to systemati-
cally collect data confirming linkage to care from local 
partners; we documented confirmed HIV-positive 
status for nine participants. More recent CDC event-
based testing efforts are working to strengthen local 
capacity and interagency communication to report 
confirmatory testing and linkage to care for $85% of 

newly diagnosed people.11 Fourth, self-selection bias 
was possible due to convenience sampling methods 
and likely stigma of HIV discussions in public venues; 
therefore, our findings may not be generalizeable to 
all people who attended these events. 

CONCLUSION

This study demonstrates that offering HIV testing at 
nonclinical sociocultural events can be a useful strategy, 
especially for reaching untested young racial/ethnic 
minority MSM. Testing at these nonclinical venues can 
be an important additional tool to increase HIV aware-
ness and reduce racial/ethnic HIV-related disparities.

The authors thank the Behavioral Assessment and Rapid Testing 
(BART) study participants, local health department staff, and 
testing agency collaborators and study staff members who helped 
make the BART project possible. The final protocol was approved 
by the Centers for Disease Control and Prevention (CDC) 
Institutional Review Board. 

The findings and conclusions in this article are those of the 
authors and do not necessarily represent the views of CDC.
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