
Reasons for Accepting and Declining Free HIV
Testing and Counseling Among Young African

American Women Living in Disadvantaged
Southern Urban Communities

JeeWon Cheong, PhD, Jalie A. Tucker, PhD, MPH, and Susan D. Chandler, MPH, MA

Abstract

Advancing HIV prevention and treatment among at-risk Southern communities of color requires understanding
why voluntary HIV testing is accepted or declined. Reasons for testing decisions were investigated among
young African American women (n = 223, mean age = 20.4 years) recruited from disadvantaged areas in a
Southern US city. A free HIV test was offered following field interviews that assessed HIV risk behaviors and
personal and social network characteristics; 69.1% accepted testing, and all were seronegative. After their
decision, participants rated reasons for their choice, which were factor analyzed. A four-factor solution showed
that test acceptance was related to (1) current sexual relationships and HIV risk concerns, (2) knowledge of HIV
medical treatment benefits, (3) awareness of persons living with HIV, and (4) health protection and HIV test
convenience. A three-factor solution showed that test refusal was related to (1) negative consequences of a
positive test and privacy concerns, (2) low perception of HIV risk, and (3) anticipated social rejection if the test
was positive. Comparisons of factor-based average item scores showed that health protection/HIV test con-
venience was rated as most influential in test acceptance decisions, whereas low perception of HIV risks was
rated as most influential in test rejection decisions. The findings suggest that test acceptance can be promoted by
offering free, convenient HIV testing as a health check in a testing context that assesses and provides feedback
about participants’ HIV risk levels.
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Introduction

Compared to other regions of the United States,
Southern states carry a higher burden of HIV infection,

illness, and death, particularly among African Americans.1,2

African Americans were 54% of all Southern persons living
with HIV (PLWH) in 2014, and more than two-thirds (69%)
of Southern women living with HIV were African Ameri-
can.2 Moreover, Southerners have worse outcomes at all
points on the HIV treatment cascade or continuum of care3

that spans initial disease detection, engagement and retention
in care, and successful viral suppression. Improving all steps
along the continuum is thus a critical need in Southern
communities of color, particularly among African American
women. Social, economic, racial, and healthcare infrastruc-

ture barriers to providing comprehensive HIV/AIDS services
in the South have been well documented.4–6 However, much
less is known about influences on specific behavioral steps
involved in improving engagement and outcomes along the
HIV continuum of care.

This information is needed to promote positive transitions
along the continuum, starting with reaching at-risk individ-
uals and groups for HIV testing as part of the comprehensive
‘‘Seek-Test-Treat-Retain’’ (STTR) strategy for HIV pre-
vention and treatment.7 This need is especially acute for
community-dwelling African American young women who
are seronegative and engaging in HIV risk behaviors but are
unlikely to seek out HIV testing specifically or use healthcare
services generally where testing may be offered. They are a
key HIV prevention target group, but have been understudied

Department of Health Education and Behavior, College of Health and Human Performance, University of Florida, Gainesville. Florida.

AIDS PATIENT CARE and STDs
Volume 33, Number 1, 2019
ª Mary Ann Liebert, Inc.
DOI: 10.1089/apc.2018.0090

25



in research on barriers to and incentives for HIV testing in
community settings, which has tended to focus persons who
have already been diagnosed with HIV.8–10

Community-based testing programs have received some
recent empirical attention using qualitative focus group
methods that offered preliminary evidence about influences on
HIV testing and related care-seeking among African American
women.11 Stigma, concerns about privacy, access issues,
emotional support, and assurances about the potential to live a
healthy life with HIV were common themes. Further devel-
opment of culturally sensitive community-based testing pro-
grams for this risk group would benefit from systematic
investigation of variables established as determinants of
medical help-seeking in several relevant disciplines, in addi-
tion to these qualitative HIV-related findings.

Specifically, accepting HIV testing is a form of medical
help-seeking and should be influenced by the range of help-
seeking barriers and incentives identified in the medical so-
ciology,12–14 psychology,15,16 health economic,17,18 and be-
havioral economic19 literatures. Medical sociology findings
indicate that help-seeking is a social process influenced by
social network norms, practices, feedback, stigma, and
meeting the demands of everyday roles. Health and behav-
ioral economic research directs attention toward creating
conditions to stimulate ‘‘demand’’ for HIV testing by making
it affordable and accessible with minimal delays to receipt of
services. Psychological studies point to the role of individu-
als’ cognitions and affective states that are proximal to
health-related decisions and behaviors (e.g., knowledge, risk
perception, and motivation).

Collectively, this multi-disciplinary literature suggests that
optimal conditions for HIV test acceptance would involve free
testing in a private, supportive context with minimal delays to
receiving test results and rapid referral for care if needed. Using
a community-based sample of young African American wo-
men recruited from disadvantaged areas in a Southern US city,
we created such HIV testing conditions to investigate personal,
social, and health-related reasons for accepting or declining
voluntary HIV testing. Participants were free to accept or de-
cline testing; 69.1% accepted it, and all were seronegative.

Immediately following their decision, participants who ac-
cepted testing rated incentives, and those who declined testing
rated barriers that were culled from the relevant medical
sociology, psychology, health, and behavioral economic liter-
atures.20–25 The quantitative rating scales ensured that partic-
ipants were presented with the entire range of potential
influences, which minimized the influence of cognitive biases
or social dynamics that can operate in focus group data col-
lection. Surveying reasons immediately after observing HIV
test choices was a methodological improvement over earlier
retrospective assessments of testing behavior over variable or
indeterminate intervals.15 This quantitative research approach
builds on earlier HIV studies and can help advance the STTR
strategy by guiding the creation of community testing contexts
that are responsive to the likely mix of incentives and barriers.

Participants’ ratings of reasons to accept or decline HIV
testing were examined using exploratory factor analysis (EFA)
to identify the dimensions of reasons for testing decisions.
Given the inherently social nature of HIV risk transmission, we
predicted that a new sexual relationship or concerns about a
sexual partner’s fidelity should promote test acceptance,
whereas anticipated social rejection for a positive test and

concerns about keeping results private should deter testing. We
further predicted that benefits of early HIV treatment and HIV
testing for health protection would emerge as reasons for ac-
cepting testing, whereas low perceived HIV risk would emerge
as a reason for declining testing.

Methods

Sample recruitment

African American females ages 15–25 years (n = 223) from
disadvantaged areas of a Southern US city were recruited as a
supplemental sample to a larger parent study26 of risk and
protective factors for substance misuse, HIV/AIDS, and other
health risk behaviors in male and female African American
emerging adults. Although emerging adulthood is often de-
fined as ranging from 18 to 25 years,27 the 15- to 25-year age
range was chosen because the target population often experi-
ences more health risks and economic pressures to transition to
adult roles quickly compared to their higher socioeconomic
status peers.28,29 As in the parent study, the supplemental
sample was recruited using respondent-driven sampling
(RDS),30,31 a peer-driven method suitable for recruiting hard-
to-reach risk groups such as community-dwelling emerging
adults. From April 2012 to September 2014, initial ‘‘seed’’
participants from the target group recruited peers, who then
recruited their peers in an iterative process until the sample was
obtained. The research received university Institutional Re-
view Board approval and a federal Certificate of Con-
fidentiality and adhered to Strengthening the Reporting of
Observational Studies in Epidemiology guidelines.32

Procedures

After obtaining participants’ written informed consent, staff
members similar in age or race to the target population con-
ducted 1.5- to 2.0-h structured field interviews in safe, private
community locations that assessed personal characteristics and
circumstances, substance use [Alcohol, Smoking, and Sub-
stance Involvement Screening Test (ASSIST v3.0)],33 sexual
behaviors (Youth Risk Behavior Survey),34 behavioral im-
pulsivity (monetary delay discounting task),35 and social net-
work feedback about health risk and protective behaviors
(expanded Norbeck Social Support Questionnaire).36 These
measures and findings are described in earlier articles from the
parent study.26,37–40 Following the interview assessment,
participants received instruction on how to recruit up to three
peers ‘‘like yourself’’ using coupons with unique numbers.
Peers could use the coupons later to enroll in the study, which
afforded privacy of choice whether to participate.

Interviewers then offered participants free voluntary HIV
counseling and testing (OraQuick) with guaranteed referral to
medical care if results were preliminary positive. After making
their choice, participants in the present sample answered
structured questions described below about why they either
accepted or declined testing. This kept the duration of re-
maining participation similar regardless of test choice. Parti-
cipants received $30 gift cards for their interviews and $15 for
each enrolled network member (up to three maximum).

Measures

Reasons for accepting or declining HIV testing were
identified from the literatures summarized earlier.20–25 Initial
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candidate items were reviewed by an experienced health
educator who worked with PLWH who were patients in a
comprehensive HIV/AIDS health center in Alabama for
content, culturally appropriate language, and educational
level (eighth grade). Items were revised accordingly, and
redundancies in candidate items were eliminated. The final
form included 20 reasons for HIV test acceptance and 15
reasons for test refusal. Internal consistency of both sets of
reasons was excellent with Cronbach’s a of 0.82 and 0.74 for
acceptance and refusal reasons, respectively. Participants
rated how much each reason influenced their testing decision
on 5-point Likert scales (1 = very/most important reason to
5 = not a reason at all).

Data analyses

Of the 223 participants recruited, 154 accepted the HIV
test, and 69 declined. For EFA, participants who had missing
values on any items were excluded, resulting in an analysis
sample of 207. Table 1 presents the characteristics of the
analysis sample. Due to unexpected funding cuts, recruitment
ended before a sufficiently large sample was recruited to
support standard RDS analysis procedures.41,42 Therefore, the
data were analyzed without weights based on network size or
other adjustments recommended for RDS-generated samples.

Separate EFAs were conducted in SPSS for ratings of
reasons for test acceptance or refusal. Principal Axis Fac-
toring (PAF) was used, as our goal was to understand the
underlying dimensions of the reasons for accepting or de-
clining HIV testing based on their shared variances, and PAF
can be used under the violation of normality assumption.43

Correlations among factors were allowed by promax oblique
rotation. The number of factors was determined based on
factor eigenvalues and scree plots. Four-factor solutions were
estimated with 143 participants who accepted HIV testing
and rated 20 acceptance reasons; three-factor solutions were
estimated with 64 participants who declined HIV testing and
rated 15 reasons for refusing. In both EFAs, items with low
factor loadings (<0.25) were excluded, resulting in 19 ac-
ceptance reasons and 12 refusal reasons. Deleted items are
reported in the notes for Tables 2 and 3. Because the number
of participants who declined testing was small, this EFA was
considered exploratory.

One-way analyses of variance (ANOVA) were then con-
ducted on the factor-based average item scores (i.e., mean of
the item scores relevant to each factor) separately for the four
test acceptance and three test refusal factors to compare the
extent to which the domains of reasons influenced partici-
pants’ testing decisions. When the ANOVA was significant,
Bonferroni-adjusted pairwise t-tests were used to examine
differences among the mean scores.

Results

Tables 2 and 3 present the results of the separate EFAs
conducted for the reasons for test acceptance and the reasons
for test refusal. For acceptance reasons, the Kaiser–Meyer–
Olkin (KMO) measure of sampling adequacy was 0.76, and
Bartlett’s test of sphericity was significant ( p < 0.001), indi-
cating that the data were appropriate for factor analysis.44 As
shown in Table 2, four factors of the test acceptance (A)
reasons together accounted for 39.31% of the total variance
of the items. Based on the content of factor items, the HIV test
acceptance factors primarily reflected (1A) concerns about
current sexual relationships and HIV risk (22.30% of vari-
ance explained), (2A) knowledge of benefits of HIV medical
treatment (8.06%), (3A) awareness of PLWH (5.25%), and
(4A) health protection and test convenience (3.69%).

Items measuring reasons for refusing HIV testing were
adequate although not optimal for factor analysis, with a
KMO of 0.53 and a significant Bartlett’s test ( p < 0.001),
which is understandable considering the smaller sample size.
Factors of test rejection (R) identified in the three-factor so-
lution accounted for 52.57% of the total variance. The three
factors conveyed (1R) anticipated negative consequences of a
positive test result and privacy concerns (29.37% of variance
explained), (2R) low perception of HIV risk (15.15%), and
(3R) anticipated rejection from family, friends, and/or part-
ner (8.05%).

The ANOVA on the factor-based average item scores for
test acceptance reasons was significant, F(3, 426) = 402.65,
p < 0.0001, indicating that the means for acceptance reason
domains were statistically different overall. As shown in
Table 4, pairwise comparisons among the acceptance factors
showed that all means were significantly different from one
another, with Factor 4A (health protection/test convenience)
rated as more influential in acceptance decisions than any

Table 1. Sample Demographic Characteristics

and Descriptive Statistics

Study variables Frequencies/means

Demographic characteristics (frequencies and %)
High school completeda 177 (85.5)
Average gradesb

Mostly As 37 (17.9)
Mostly Bs 124 (59.9)
Mostly Cs or lower 46 (22.2)

Employedc 111 (53.6)
Receipt of public assistance 152 (73.4)
Married 21 (10.1)
Have children 57 (27.5)
Age in years (mean and SD) 20.4 (2.5)

HIV test decisions (frequency and %)
Accepted 143 (69.1)
Declined 64 (30.9)

Health risk behaviors
Sum of risky sexual behaviorsd

(mean and SD)
1.2 (1.2)

ASSIST GCR substance involvement
scoree (mean and SD)

20.6 (18.5)

Note: ASSIST GCR subscale (range = 0–280).
aParticipants were in high school or earned high school diploma

or GED.
bAverage grades in the last 2 years in school.
cEmployment resulting in at least weekly pay.
dSum of seven binary measures of risky sexual behaviors (i.e.,

first sexual intercourse before age 16, not using a condom during the
last sex, substance use during the last sex, having two or more
sexual partners in the past 90 days, sex with injection drug users,
using no birth control, and sex involving transaction of money).

eUse of specific substances and global risk scores based on
ASSIST reports of lifetime substance use; the GCR subscale also
assessed lifetime network concerns about substance use, failed quit
attempts, and injection drug use.

ASSIST, Alcohol, Smoking, and Substance Involvement Screen-
ing Test; GCR, Global Continuum of Risk; GED, general educa-
tional development; SD, standard deviation.
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Table 2. Factor Loadings for 19 Reasons for Accepting HIV Testing

Reasons for accepting HIV testing (% variance explained) Factor loadings

Factor 1A: Current sexual relationships and HIV risk concerns (22.30%)
I’ve had sex with someone who has a risk for HIV, like using needles to inject drugs, having unsafe

sex, or being on the down low.
0.77

I did or am doing something risky, and I’m worried I may have gotten HIV and want it checked. 0.73
I know or suspect that my spouse or partner is having sex with other people, and I’m worried I may

have gotten HIV and want it checked.
0.70

I want to start having unprotected sex with someone who insists that I get tested first. 0.39
A doctor or nurse has recommended that I get tested. 0.37
I want to get tested because I would like to start a new sexual relationship with someone. 0.35

Factor 2A: Knowledge of HIV medical treatment benefits (8.07%)
People who test positive and get HIV treatment and stay with it can have a near normal lifespan. 0.77
If I were to test positive, I’ve heard the medicines used now to treat HIV are easier to take and have

fewer side effects.
0.71

If you get HIV, finding out as soon as possible after you get infected means treatment can start
quickly, and this leads to the best health outcomes.

0.70

When women are pregnant, treatment for HIV can stop the spread of the virus to the baby
during birth.

0.49

I work in a field that may expose me to HIV. 0.48

Factor 3A: Awareness of PLWH (5.25%)
Famous people like Magic Johnson have been treated for HIV for a very long time and seem

to be well.
0.91

I saw a TV show or movie that made me think about getting tested. 0.62
I know people who have HIV, and they seem to be well. 0.31

Factor 4A: Health protection and HIV test convenience (3.69%)
I want to protect my health and understand and control my health choices. 0.87
It’s free and convenient today. 0.46
I’m pretty sure I don’t have HIV, but I want a test to confirm what I believe. 0.33
I want to know my status so I can protect the health of my current or future sexual partners and not

spread HIV.
0.32

I just want to be tested as a routine checkup. 0.32

Note: One item (‘‘I need the test results for immigration purposes’’) was excluded in the EFA because of a low factor loading (<0.25).
EFA, exploratory factor analysis; PLWH, persons living with HIV.

Table 3. Factor Loadings for 12 Reasons for Declining HIV Testing

Reasons for declining HIV testing (% variance explained) Factor loadings

Factor 1R: Negative consequences of a positive test and privacy concerns (29.37%)
If I were to test positive, I don’t trust doctors or nurses to keep my HIV status private. 0.85
If I were to test positive, I am worried about the State of [] having that information. 0.75
If I were to test positive, I wouldn’t want to take the treatments for HIV, which I’ve heard are

difficult to follow and have a lot of unpleasant side effects.
0.70

If I were to test positive, I am worried about being able to keep my HIV status private from people
I know.

0.66

I really don’t want to know my HIV status. 0.61
If I were to test positive, I wouldn’t know how to get HIV health care. 0.45
If I were to test positive, I don’t have the money or insurance to get HIV health care. 0.29

Factor 2R: Low perception of HIV risks (15.15%)
I am not a member of a high risk group (e.g., men who have sex with men, injection drug users). 0.86
I consistently practice safer sex, including me or my partner always using a condom. 0.65
I don’t think I’m personally at risk for having gotten infected with HIV. 0.64

Factor 3R: Anticipated social rejection if tested positive (8.05%)
If I were to test positive, I would have to tell my partner, and s/he may reject me or judge

me harshly.
0.85

If I were to test positive, my family or friends may reject me or judge me harshly. 0.76

Note: Three items with low factor loadings (<0.25) were excluded in EFA: (1) ‘‘I have been tested before, and it was negative’’; (2) ‘‘I am
tested regularly as part of my job’’; and (3) ‘‘I give blood regularly/recently and get tested when I do.’’

EFA, exploratory factor analysis.

28



other factor. The ANOVA on the average item scores for
test refusal factors also was significant, F(2, 126) = 53.39,
p < 0.0001. Pairwise comparisons between refusal factor
scores showed that Factor 2R (low perception of HIV risks)
was rated as more influential in test rejection decisions than
Factors 1R (negative consequences of a positive test/privacy
concerns) and 3R (anticipated social rejection if tested pos-
itive), which did not differ significantly. While test refusers
rated low perception of HIV risk as the more important rea-
son for their decision, post hoc comparisons showed that they
did not differ from those who accepted testing on HIV risk
behaviors, including substance use as measured by the AS-
SIST Global Continuum of Risk scale33 and risky sexual
practices reported on the Youth Risk Behavior Survey34 (e.g.,
no condom use during last sex, substance use before last sex,
and two or more partners in past 90 days).

Discussion

Free voluntary HIV testing was offered under conditions
highly conducive to accepting it. Interviewers had estab-
lished rapport and spoken at length with participants about
their sexual and other sensitive health behaviors, and test
results were available quickly (20–30 min) with assurance of
immediate referral to the local university HIV/AIDS clinic
for confirmatory testing and HIV care if needed. Even under
these conditions highly conducive to HIV testing, about 30%
of participants declined testing, indicating the need and op-
portunity for improving testing circumstances, taking into
account the observed mix of incentives and barriers to testing.

The EFAs of participants’ ratings of the importance of
reasons for their observed testing decision revealed four ac-
ceptance factors and three rejection factors that accounted for
39.31% and 52.57% of the total variance of the test accep-
tance (Table 2) and test rejection (Table 3) items, respec-
tively. This indicates that the items collected from the
multiple literatures on care-seeking captured some key in-
fluences on HIV testing decisions. Test acceptance was re-
lated to (1A) current sexual relationships and HIV risk

concerns, (2A) knowledge of HIV medical treatment bene-
fits, (3A) awareness of PLWH, and (4A) health protection
and HIV test convenience. In order of diminishing influence,
health protection and HIV test convenience, awareness of
HIV medical treatment benefits, awareness of PLWH, and
current sexual relationships/HIV risk concerns were rated as
important reasons for accepting testing.

Test refusal was related to (1R) negative consequences of a
positive test and privacy concerns, (2R) perceived low HIV
risk, and (3R) anticipated rejection from family/partner/
friends if tested positive. Low perceived HIV risk was rated
as more influential than the other two factors, which did not
differ significantly, even though reported risk behaviors did
not differ significantly between test acceptors and refusers.

Consistent with predictions, valuing HIV testing for health
protection and test convenience were influential incentives,
which suggests the utility of presenting HIV testing as a
positive health behavior. Contrary to predictions, relationship
issues were less influential, suggesting that social concerns
and HIV stigma are reliable considerations, but perhaps less
influential than valuing HIV testing for health protection and
minimizing time and monetary costs of testing opportunities,
at least in this sample of disadvantaged young women.

Also as hypothesized, the results for rejection reasons in-
dicated that low perception of HIV risks was the primary
consideration in test refusal, more so than privacy or social
concerns of a positive test. Risk perception is a complex
process that can be determined by actual behavior, mem-
bership in different risk groups, and social network charac-
teristics, among other psychosocial variables,15,44 and
perceived risk often does not align with real risk.45 In the
present study, test refusers’ perception of low HIV risk was
not supported by their reported risky sexual behaviors and
substance involvement, which did not differ from levels re-
ported by test acceptors. This apparent misperception sup-
ports the value of assessment and feedback aimed at closing
the gap between perceived and real risk of HIV.

The findings have implications for promoting HIV testing
among community-dwelling young African American women
who are at risk for HIV. The study supports a comprehensive
approach that (1) uses community-based social network
methods to reach at-risk youths unlikely to present at clinics
for HIV testing or related services; (2) offers HIV testing under
convenient conditions that minimize or eliminate monetary
costs or delays in test access and results, as created here in line
with health and behavioral economic models of health services
utilization; (3) targets inaccurate perceptions of low HIV risks
for assessment and intervention; and (4) emphasizes the pos-
itive health protection afforded by HIV testing. Such a multi-
dimensional approach to improving HIV testing rates is re-
sponsive to the observed mix of testing incentives and barriers
and is not limited to a single disciplinary perspective.

Moreover, in contrast to other community-based studies that
suggest the need to educate emerging adults about HIV risks
and protections, at least in some contexts,46,47 the present
sample appeared well informed about HIV disease and ad-
vances in its treatment and viewed HIV testing as a positive
health behavior. Most participants were willing to accept
HIV testing when it was offered to them on site without cost
during a supportive confidential interaction. Taking economic
contextual features into account when crafting testing pro-
grams concurs with other research with emerging adults that

Table 4. Comparisons of Factor-Based Mean

Item Scores of Participants’ Reasons

for Accepting or Refusing Free HIV Testing

HIV testing decision factors Mean SD

Reasons for accepting HIV testing (n = 153)
1A: Current sexual relationship

and HIV risk concerns
4.46a 0.80

2A: HIV medical treatment benefits 3.34b 1.14
3A: Awareness of PLWH 3.86c 1.20
4A: Health protection and test convenience 1.38d 0.65

Reasons for refusing HIV testing (n = 69)
1R: Negative consequences

of a positive test and privacy concerns
4.61b 0.71

2R: Low perception of HIV risks 2.94a 1.56
3R: Anticipated social rejection

if tested positive
4.48b 1.06

Note: Items rated on 5-point scales (1 = very/most important
reason to 5 = not a reason at all). Different superscripts indicate
significantly different factor-based mean item scores in separate
Bonferroni-adjusted pairwise t-test comparisons of acceptance and
refusal factors ( p’s < 0.001).

PLWH, persons living with HIV; SD, standard deviation.
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suggested the value of incentivizing HIV testing with com-
modities of value to young people, such as money, club ad-
mission, or free drinks.9

Another study contribution is the empirical foundation the
EFA findings provide for further psychometric development
of a comprehensive questionnaire to assess HIV testing in-
centives and barriers. The identified factors were cohesive,
generally replicated known barriers to HIV testing (e.g.,
privacy concerns and stigma), and provided new information
about what motivates young women to get tested. Although
the test refusal factors should be viewed with more caution
because of the smaller sample size, the coherent structure of
the identified acceptance and rejection factors suggests that
the set of questionnaire items effectively measured a range of
reasons for HIV testing decisions.

The study has limitations. First, the present sample lived in an
urban area with a university-based Center for AIDS Research
active in the community, and most had completed high school.
Whether testing factors reflecting their knowledge about HIV
transmission, treatment, and prevention would generalize to
other samples (e.g., rural and less educated) is not known.
Second, the sample size was not sufficiently large to apply
standard RDS sample weighting and analysis procedures,41,42

making the sample potentially subject to biases related to non-
random recruitment among network members. Nevertheless,
the RDS data checks for the larger parent study26 that used the
same recruitment method in the same neighborhoods showed no
evidence of recruitment bias or nonequilibrium of risk behavior
distributions across recruitment waves. Third, study variables
were based on verbal reports of sensitive behaviors in face-to-
face interviews. To facilitate accurate reporting, strong confi-
dentiality protections were implemented, reports of risk be-
haviors and events were collected using validated measures, and
participants and interviewers were of similar age and/or race.
Furthermore, sample risk profiles and prevalence estimates in
the parent study compared favorably with matched samples
from representative US national surveys.26 There is no reason to
expect otherwise for the supplemental sample.

With these qualifications, the findings suggested that per-
ceived reasons for accepting or declining a free HIV test
involve a mix of incentives and deterrents. These findings are
informative for community-based programs to reaching at-
risk groups and individuals for HIV testing, the first step in
the STTR strategy7 aimed at improving the HIV continuum
of care. This approach may enhance delivery of evidence-
based interventions to promote positive transitions along the
HIV care continuum, which remain critical needs in Southern
women and communities of color.

Acknowledgments

This work was supported, in part, by cooperative agree-
ment no. 5U48DP001915 from the Centers for Disease
Control and Prevention awarded to the University of Ala-
bama at Birmingham (UAB) Prevention Research Center and
by the UAB Center for AIDS Research CFAR, an NIH fun-
ded program (P30 AI027767) made possible by the following
institutes: NIAID, NCI, NICHD, NHLBI, NIDA, NIMH,
NIA, NIDDK, NIGMS, NIMHD, FIC, and OAR. All authors
were affiliated with the UAB Center for the Study of Com-
munity Health and the Center for AIDS Research when this
research was conducted. All authors are now affiliated with

the Department of Health Education and Behavior and the
Center for Behavioral Economic Health Research, University
of Florida, Gainesville, FL. Portions of this research were
presented at the 2017 meeting of the American Psychological
Association, Denver, CO. The authors thank Cathy A.
Simpson and Julie Hope for contributing to measurement
development and Michael J. Mugavero for arranging clinic-
based HIV testing through the UAB 1917 Clinic.

Author Disclosure Statement

No competing financial interests exist.

References

1. Centers for Disease Control and Prevention. HIV in the
Southern United States. Available at: www.cdc.gov/hiv/
pdf/policies/cdc-hiv-in-the-south-issue-brief.pdf (Last ac-
cessed April 23, 2018).

2. Centers for Disease Control and Prevention. HIV among
African Americans. Available at: www.cdc.gov/hiv/group/
racialethnic/africanamericans (Last accessed April 23, 2018).

3. Kay ES, Batey DS, Mugavero MJ. The HIV treatment
cascade and care continuum: Updates, goals, and recom-
mendations for the future. AIDS Res Ther 2016;13:35.

4. Cheeks J. State of Alabama Ryan White HIV/AIDS Sta-
tewide Coordinated Assessment of Need (SCSN) and HIV/
AIDS Comprehensive Plan 2012–2015. Available at:
https://adph.org/aids/assets/RyanWhite2012.pdf (Last ac-
cessed April 23, 2018).

5. Prejean J, Tang T, Hall I. HIV diagnosis and prevalence in
the Southern region of the United States, 2007–2010. J
Community Health 2012;38:414–426.

6. Reif S, Pence BW, Hall I, et al. HIV diagnoses, prevalence
and outcomes in nine southern states. J Community Health
2015;40:642–651.

7. Chandler RK, Kahana SY, Fletcher B, et al. Data collection
and harmonization in HIV research: The seek, test, treat,
and retain initiative at the National Institute on Drug
Abuse. Am J Public Health 2015;105:2416–2422.

8. Amutah-Onukagha N, Mahadevan M, Opara I, et al. Project
THANKS: Examining HIV/AIDS-related barriers and facil-
itators to care in African American women: A community
perspective. AIDS Patient Care STDs 2018;32:119–128.

9. Murray A, Hussen SA, Toledo L, et al. Optimizing
community-based HIV testing and linkage to care for
young persons in metropolitan Atlanta. AIDS Patient Care
STDs 2018;32:234–240.

10. Pittiglio L. Learned helplessness and sexual risk taking in
adolescent and young adult African American females.
AIDS Patient Care STDs 2017;31:356–361.

11. Meyerson BE, Carter G, Lawrence C, et al. Expanding HIV
testing in African American communities through
community-based distribution of home-test vouchers. AIDS
Patient Care STDs 2016;30:141–145.

12. Mahajan AP, Sayles JN, Patel VA, et al. Stigma in the HIV/
AIDS epidemic: A review of the literature and recom-
mendations for the way forward. AIDS 2008;22(Suppl 2):
S67–S69.

13. Mechanic D. Illness behavior: An overview. In: McVugh S,
Vallis TM, eds. Illness Behavior: A Multidisciplinary
Model. New York, NY: Plenum Press, 1986:101–109.

14. Mojtabai R, Olfson M, Mechanic D. Perceived need and
help-seeking in adults with mood, anxiety, or substance use
disorders. Arch Gen Psychiatry 2002;59:77–84.

30 CHEONG ET AL.

www.cdc.gov/hiv/pdf/policies/cdc-hiv-in-the-south-issue-brief.pdf
www.cdc.gov/hiv/pdf/policies/cdc-hiv-in-the-south-issue-brief.pdf
www.cdc.gov/hiv/group/racialethnic/africanamericans
www.cdc.gov/hiv/group/racialethnic/africanamericans
https://adph.org/aids/assets/RyanWhite2012.pdf


15. Evangeli M, Pady K, Wrote ML. Which psychological
factors are related to HIV testing? A quantitative systematic
review. AIDs Behav 2016;20:880–918.

16. Klein H, Sterk CE, Elifson KW. Knowledge about HIV in a
community sample of urban African Americans in the
South. J AIDS Clin Res 2016;7:pii:622.

17. Leung MCM, Wang Y. Endogenous health care, life expec-
tancy and economic growth. Pac Econ Rev 2010;15:11–31.

18. Morrisey MA. Price Sensitivity in Health Care: Implica-
tions for Health Care Policy. Washington, DC: National
Federation of Independent Business Foundation, 1992.

19. Tucker JA, Simpson CA, Khodneva Y. The role of time and
delay in health decision making. In: Madden GJ, Bickel WK,
eds. Impulsivity: The Behavioral and Neurological Science of
Discounting. Washington, DC: APA Books, 2010:243–272.

20. Berger BE, Ferrans CE, Lashley FR. Measuring stigma in
people with HIV: Psychometric assessment of the HIV
stigma scale. Res Nurs Health Dec 2001;24:518–529.

21. Health Policy Project. Measuring Stigma and Discrimina-
tion in Health Care Settings: Deliberations of an Expert
Meeting. Washington, DC: The Futures Group, 2012.

22. Lindley LL, Coleman JD, Gaddist BW, et al. Informing faith-
based HIV/AIDS interventions: HIV-related knowledge and
stigmatizing attitudes at Project F.A.I.T.H. churches in South
Carolina. Public Health Rep 2010;125(Suppl 1):12–20.

23. Tucker JA, Vuchinich RE, Rippens PD. A factor analytic
study of influences on patterns of help-seeking among
treated and untreated alcohol dependent persons. J Subst
Abuse Treat 2004;26:237–242.

24. Weiser SD, Heisler M, Leiter K, et al. Routine HIV testing
in Botswana: A population-based study on attitudes, prac-
tices, and human rights concerns. PLoS Med 2006;3:e261.

25. Genberg BL, Kawichai S, Chingono A, et al. Assessing
HIV/AIDS stigma and discrimination in developing coun-
tries. AIDS Behav 2008;12:772–780.

26. Tucker JA, Simpson CA, Chandler SD, et al. Utility of
respondent driven sampling to reach disadvantaged
emerging adults for assessment of substance use, weight,
and sexual behaviors. J Health Care Poor Underserved
2016;27:194–208.

27. Arnett JJ. Emerging adulthood: A theory of development
from the late teens through the twenties. Am Psychol 2000;
55:468–480.

28. Fitzpatrick K, LaGory M. Placing health in an urban so-
ciology: Cities as mosaics of risk and protection. City
Community 2003;2:33–46.

29. Sterrett EM, Dymnicki AB, Henry D, et al. Predictors of
co-occurring risk behavior trajectories among economically
disadvantaged African-American youth: Contextual and
individual factors. J Adolesc Health 2014;55:380–387.

30. Heckathorn D. Respondent-driven sampling: A new ap-
proach to the study of hidden populations. Soc Prob 1997;
44:174–199.

31. Heckathorn D. Respondent-driven sampling II. Deriving
valid population estimates from chain-referral samples of
hidden populations. Soc Prob 2002;49:11–34.

32. Von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche
PC, Vandenbroucke JP. STROBE initiative. The Strength-
ening the Reporting of Observational Studies in Epide-
miology (STROBE) statement: Guidelines for reporting
observational studies. Epidemiol 2007;18:800–804.

33. World Health Organization. The Alcohol, Smoking and
Sustance Involvement Screening Test (ASSIST) v 3.0.
Geneva, Switzerland: WHO Press; 2010. Available at: www

.who.int/substance_abuse/activities/assist_test/en (Last ac-
cessed April 23, 2018).

34. Centers for Disease Control and Prevention. Youth Risk
Behavior Survey 2009. Available at: ftp://ftp.cdc.gov/pub/
data/yrbs/2009/2009_xxh_questionnaire.pdf (Last accessed
April 23, 2018).

35. Richards JB, Zhang L, Mitchell SH, de Wit H. Delay or
probability discounting in a model of impulsive behavior:
Effect of alcohol. J Exp Anal Behav 1999;71:121–143.

36. Norbeck JA, Lindsey AM, Carrieri VL. The development
of an instrument to measure socialsupport. Nurs Res 1981;
30:264–269.

37. Cheong J, Tucker JA, Simpson CA, et al. Time horizons and
substance use among African American youths living in
disadvantaged urban areas. Addict Behav 2014;39:818–823.

38. Davies S, Cheong J, Lewis T, et al. Sexual risk typologies
among urban African American youth in the southern
United States: Relationships with early parenthood and STI
outcomes. Sex Transm Infect 2014;90:475–477.

39. Tucker JA, Cheong J, Chandler SD. Selecting communi-
cation channels for substance misuse prevention with at-
risk emerging adults living in the Southern United States. J
Child Adolesc Subst Abuse 2016;25:539–545.

40. Tucker JA, Cheong J, Chandler SD, et al. Social networks and
substance use among at-risk emerging adults living in disad-
vantaged urban areas in the southern United States: A cross-
sectional naturalistic study. Addiction 2015;110:1524–1532.

41. Johnston LG, Sabin K. Sampling hard-to-reach populations
with respondent driven sampling. Method Innov 2010;5:
38–48.

42. Salganik MJ, Heckathorn DD. Sampling and estimation in
hidden populations using respondent-driven sampling. So-
ciol Methodol 2004;34:193–239.

43. Fabrigar LR, Wegener DT, MacCallum RC, et al. Evalu-
ating the use of exploratory factor analysis in psychological
research. Psychol Methods 1999;4:272–299.

44. Tabachnick BG, Fidell LS. Principal components and fac-
tor analysis. In: Tabachnick BG, Fidell LS, eds. Using
Multivariate Statistics, 4th ed. Needham Heights, MA:
Allyn & Bacon, 2001:582–633.

45. Evangeli M, Baker LL, Pady K, et al. What leads some
people to think they are HIV-positive before knowing their
diagnosis? A systematic review of psychological and be-
havioural correlates of HIV-risk perception. AIDS Care
2016;28:943–953.

46. Ndugwa Kabwama S, Berg-Beckhoff G. The association
between HIV/AIDS-related knowledge and perception of
risk for infection: A systematic review. Perspect Public
Health 2015;135:299–308.

47. Albarracin D, Gillette JC, Earl AN, et al. A test of major
assumptions about behavior change: A comprehensive look
at the effects of passive and active HIV-prevention inter-
ventions since the beginning of the epidemic. Psychol Bull
2005;131:56–97.

Address correspondence to:
JeeWon Cheong, PhD

Department of Health Education and Behavior
College of Health and Human Performance

University of Florida
P.O. Box 118210

Gainesville, FL 32611-8210

E-mail: jwcheong@ufl.edu

REASONS FOR HIV TESTING DECISIONS 31

www.who.int/substance_abuse/activities/assist_test/en
www.who.int/substance_abuse/activities/assist_test/en
www.ftp://ftp.cdc.gov/pub/data/yrbs/2009/2009_xxh_questionnaire.pdf
www.ftp://ftp.cdc.gov/pub/data/yrbs/2009/2009_xxh_questionnaire.pdf

