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ABSTRACT OF THE DISSERTATION 
 
 
 

Optional Pre-Test HIV Counseling in California:  
Implications, Applications and Perceptions 

 
 

by 
 
 

Mary Jennifer McAnany 
 
 

Doctor of Philosophy in Public Health (Epidemiology) 
 
 

University of California, San Diego, 2011 
San Diego State University, 2011 

 
 

Professor Richard S. Garfein, Chair 
 
 

 Required pre-test HIV prevention counseling has been speculated to deter repeat 

testing among high-risk individuals. The objective of this dissertation was to characterize 

repeat HIV testers, assess the acceptance of counseling among recent repeat testers (RRTs), 

and evaluate the acceptability and feasibility of a self-administered client HIV risk assessment 

survey and optional HIV pre-test counseling for repeat testers from the perspective of clients 

and clinic staff.   

 Surveillance data collected from all clients tested for HIV at publicly funded 

counseling and testing sites throughout California from 2005 to 2006 were analyzed to 

characterize repeat testers.  A subsequent pilot study was conducted allowing RRTs, defined 

as those receiving HIV testing in the previous year, to opt-out of counseling.  After completion 

of standardized questionnaires by individuals testing between September 2008 and February 



 
 

x 
 

2009 at three sites in Orange and Los Angeles Counties, RRTs were compared with non-RRTs 

to identify correlates of repeat testing. In addition, those accepting counseling were compared 

to those refusing, to identify correlates of counseling decisions. Finally we applied qualitative 

and quantitative methods; including quantitative comparison of client responses to assessment 

options (self- versus counselor-administered), post-visit client satisfaction surveys and 

qualitative in-depth interviews with clinic staff. 

 Examination of state testing records found female and heterosexual male RRTs 

reported higher risk behaviors than non-RRTs, while men who have sex with men (MSM) 

RRTs did not report higher risk activities than non-RRTs.  Of 707 clients surveyed during the 

pilot study, 202 (28.6%) were RRTs. Compared to non-RRTs, RRTs were more likely to 

report oral sex in the past 12 months, have high-risk sexual and injection behaviors (all p-

values < 0.05).   Among 150 RRTs who were eligible to skip counseling, 91 (60.3%) chose to 

forego counseling. Testing at the STI clinic, being MSM, and having no diagnosis of 

gonorrhea or syphilis in the past year were significantly associated (p<0.05) with accepting 

counseling in multivariate analysis. Risk assessment survey self-administration and optional 

counseling for RRTs were well received by counselors and clients. 

 Our findings suggest that self-administration of surveillance tools and offering RRTs 

optional pre-test counseling are reasonable and practical additions to the HIV testing process.  
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INTRODUCTION 

HIV is a new disease, or at least a newly identified disease in humans, coming to 

international attention in 1981. Since that time humans have been scrambling to identify and 

fight this deadly new challenge to our survival. Resources and capital have been poured into 

the quest to prevent and cure HIV infection.  In the time spent waiting for a vaccine or 

curative treatment, countless prevention efforts have been enacted to stem the flow of new 

cases being added to the pool of infected persons.  

 Though still unable to cure the disease, antiretroviral treatments have changed the 

prognosis from one of almost certain death to a chronic disease; manageable for decades if not 

a normal lifetime. Progress has also been made in diagnostics, with the recent advance of an 

even more rapid, rapid test which provides a result in a few minutes.  

 Through the progression from standard testing which requires two visits, two weeks 

apart, to a process which can be completed in less than half an hour, pre- and post-test 

counseling have been a staple of HIV testing.  The requirement for an individual to wait two 

weeks between specimen collection and receipt of results created a window for risk behavior 

which required attention and messages to reduce risk behavior (pre-test counseling).  Now the 

window has shrunk to 20 minutes or less, during which time it is doubtful, although not 

impossible, that an individual could practice behaviors that put them at risk for infection. 

Changes in testing decrease the importance of pre-test counseling.   

Although still a potentially devastating diagnosis, the hope that lies in current 

treatment eliminates the death sentence nature of an HIV-positive diagnosis. The development 

of better treatments and diagnostics have changed HIV infection from an unidentifiable 

specter stalking through populations, to a disease that can be identified in minutes with a few 

drops of blood and held at bay with minimal interruptions to a normal life. 
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 In 2006 the U.S. Centers for Disease Control and Prevention (CDC) developed new 

guidelines intended to make HIV testing part of routine health care, more available and in line 

with other disease testing. The CDC’s guidelines acknowledge the progress made in diagnosis 

and treatment and strive to normalize HIV testing; no longer treating it as an exception.  This 

may help more individuals receive testing or retesting.  Those who do not know their own 

HIV-positive status may be delayed in obtaining timely care and treatment, posing a risk to 

themselves and others. Getting individuals to test and retest is a priority.   

As HIV disease transitions from an unknown condition to an identifiable, treatable 

disease, prevention efforts in the cause against HIV infection must also keep pace.  Therefore 

an evaluation of required pre-test counseling as part of routine HIV testing is imperative. 

This dissertation was undertaken with the goal of better characterizing recent repeat 

testers in California and fully exploring potential changes to the HIV pre-test counseling 

procedures, including self-administration of risk assessment forms and optional pre-test 

counseling among recent repeat testers.  
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Chapter 1  
 

Literature Review 
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Importance of HIV testing 

Over 1 million Americans are infected with HIV, of which an estimated 21%, or 

232,700, are unaware of their HIV-positive status [1].  With estimates of incident HIV 

infections in the United States recently raised to 56,000 individuals annually, the importance 

of undiagnosed infection is even greater [2]. Of Americans diagnosed with HIV between 1996 

and 2005, 38% received an AIDS diagnosis within 1 year of their HIV diagnosis, representing 

late HIV testing [3].  

Individuals who know their HIV status are able to protect and care for themselves as 

well as protect those with whom they have sexual contact. Although people should be taking 

steps to protect themselves from HIV infection and thus their partners and close contacts 

despite their perceived status, studies have shown that most HIV infection is spread by those 

unaware of their positive status [4].  Likely the same behaviors that resulted in their infection 

continue after acquiring the virus, resulting in the spread of infection to uninfected individuals.  

Although accounting for only 21% of the HIV-positive population, those who are unaware of 

their status are estimated to account for over 50% of new cases [4]. Those who are unaware 

are responsible for 3.5 times as much HIV transmission as those who are aware [4].    

The reduced HIV transmission by those aware of their status compared to unaware is 

likely the result HIV-positive individuals making behavior changes to protect others from 

infection. High-risk sexual behaviors, as defined by unprotected anal and vaginal sex, have 

been shown to be lower among those who have received their HIV test results [5].   

A study among African-American men who have sex with men and women found that 

those who did not know their HIV status or those who had last tested negative were 

respectively, 4.7 and 3.9 times more likely to have unprotected sex with their main female 

partner and 8.5 and 4.2 times more likely to have unprotected sex with their main male 

partner, compared to those who knew they were HIV-positive [6].  In this instance the men 
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who had never tested presented the greatest risk because of their increased odds of unprotected 

sex in conjunction with the increased probability of being positive compared to those who 

have previously tested negative.   

A meta-analysis of 30 studies, with approximately half collecting data in the United 

States, found that HIV-positive men who have sex with men (MSM) and know their status are 

more likely to have unprotected anal intercourse with another positive male than with a 

partner of unknown or negative status [7].  Interestingly, when the partner was of unknown or 

negative status, the HIV-positive partner was more likely to engage in receptive anal 

intercourse compared to insertive, but when both partners were positive there was only a 1% 

difference.  This implies that MSM who know their status take steps to protect their partners 

of unknown or negative status, first through a decrease in unprotected anal intercourse and 

secondly by making less risky sexual choices such as receptive rather than insertive sexual 

positioning.  

Linking an HIV-positive person with HIV care also has an impact on their HIV risk 

behavior.   Providing referrals and/or linkage services to HIV-positive patients can reduce the 

odds of unprotected sex by almost half [8]. Passive or active referrals to care after diagnosis 

and subsequent interactions with health care providers can result in decreased risk behavior, 

protecting both the individual as well as their contacts.   

More directly, patients receiving antiretroviral therapy (ART) are less likely to spread 

HIV even if their behavior does not change. Among serodiscordant heterosexual couples in 

Africa, viral load was the prime predictor of the HIV-negative partner seroconverting [9].  

Increases in viral load were directly related to increased risk of conversion.  Thus those 

receiving ART, which can successfully decrease viral load, are less likely to spread the 

infection even if their risk behaviors are not modified.  The largest risk factor for spreading the 
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infection (high viral load) is decreased without necessitating behavior change on the part of 

the infected individual.   

Among Dutch MSM the risk of transmission between serodiscordant couples was 

22% if condoms are never used, but when condoms were used unless the HIV-positive partner 

had an undetectable viral load test in the last six months, the transmission rate was only 3% 

[10]. This demonstrates the importance of regular medical care in addition to ART as a tool to 

reduce the spread of infection from those already positive, but can only be received if the 

individual is aware of their HIV-positive status.  

Current recommendations are for non-pregnant individuals to receive ART when their 

CD4 count drops below 350 cells/mm3 or when diagnosed with an AIDS defining illness [11]. 

CD4 cell count can drop below 350 cells/mm3 before infection with an AIDS defining illness 

or presentation of disease-specific symptoms. Therefore, an individual is less likely to begin 

ART at the optimal time if not tested. 

Sexually transmitted infections (STIs) increase the risk of both spreading and 

acquiring HIV infection through mechanisms beyond their shared behavioral risks [12, 13]. 

Appropriate treatment of STIs among those already HIV infected can decrease the risk of HIV 

infection among their partners.  

Prenatal transmission of HIV is approximately 25% without ART but with treatment it 

can be lowered to only 1% [14]. In the United States it is recommended that mothers should 

be tested during prenatal care and/or prior to delivery but this recommendation is not always 

applied [15]. Although treatment at delivery, or shortly thereafter, can decrease the risk of 

transmission, it is reduced more when effective treatment is initiated earlier in the pregnancy. 

Testing during pregnancy can reduce the transmission to the infant but women are better able 

to make decisions regarding the timing and risk of child-bearing if they accurately know their 

status before conception. 
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Barriers to Testing 

The estimated 20% of HIV-positive American’s unaware of their HIV-positive status 

is a result of individuals not being tested for HIV or retested after infection [1].  There are 

multiple reasons a person would not test ranging from personal beliefs and stigma to health 

care structure [16]. Reasons for not testing cited by injection drug users (IDUs) included fear 

of a positive result, lack of perceived risk, competing life concerns, faith that they were fine 

since their partner tested negative, fear of needles, negative perception of staff attitude and 

lack of an accessible test site [17]. Similarly the 1998 National Health Interview Survey found 

that those who had not tested listed the top three reasons as “no particular reason,” “not at risk 

for HIV” and “feared adverse consequences” [18]. Among high-risk individuals (MSM, IDUs 

and STI clinic patients), the top two cited reasons for not testing were low perceived risk of 

HIV and fear of being positive with MSM more likely to under-perceive their risk [19]. 

One potential barrier to HIV testing or retesting is pre-test counseling.  Clients at an 

HIV testing site in California were found to present themselves as routine testers and 

minimize their risks when speaking with a counselor [20]. The lack of frank and forthcoming 

discussion belays a distrust and/or discomfort with the counseling process.  

Among IDUs, those offered HIV testing with optional pre-test counseling were more 

likely to receive testing than those offered testing with standard counseling, though this 

difference was not seen among MSM [21].   Among high-risk individuals, those who had 

never tested compared with those who had delayed testing, were more likely to say they did 

not want to talk to a counselor [22]. The lack of willingness was more strongly associated with 

being an IDU.  Among young urban MSM, ever testing was significantly associated with 

knowing a comfortable place to test [23]. Other studies have found that those who are less 
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likely to have a need for counseling, those with higher motivation to use condoms and greater 

history of condom use, are the most likely to accept counseling when given the choice [24]. 

 

Efficacy of behavior change from counseling 

As discussed above, HIV counseling and testing has been shown to be effective at 

reducing the spread of disease by those who are aware of their status, but the evidence for the 

effectiveness of counseling in reducing new infections among those testing negative is mixed. 

Project RESPECT, a multi-site STI clinic-based study carried out among heterosexual 

men and women from 1993 to 1996, found that although STI incidence was reduced for all 

groups in the study, it was significantly lower among those who received counseling, either 

brief or enhanced as compared to those receiving only educational messages [25].  

Additionally self-reported condom use was higher among those counseled when interviewed 

at 3 and 6 months after intervention, although there was no significant difference at the 9 or 12 

months follow-up [26]. At the 9 and 12 month follow-up there was no significant difference in 

sexual risk behaviors such as report of casual partners or new partners [26]. This study is often 

cited as showing the efficacy of counseling in the prevention of STIs, and thus likely HIV, but 

several of the stated aims for behavior change were not accomplished or had only temporary 

effects.   

Evidence of only a transient change of behavior was also found among those who 

have previously been tested. Compared to those who had tested more than a year before, those 

who tested more recently had an increase in safer sexual practices and condom use at last 

intercourse [27]. Although this study likely suffers from selection bias in that those who get 

tested may be safer in general and the testing may not be causing people to practice safer 

behaviors. 
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A study examining MSM repeat testers found that participants receiving standard 

counseling did not have a significant decrease in unprotected anal intercourse with a partner of 

unknown or discordant status at 6 months post intervention [28].  Furthermore at 12 months, 

unprotected anal intercourse was only 1% lower than at baseline in the standard counseling 

group.  A similar study among MSM examining the differences between an enhanced 

counseling style and standard CDC recommended counseling, found no difference from 

baseline in unprotected anal intercourse at 6 months among those receiving standard 

counseling [29]. Conversely, when the followed-up was continued to 12 months there was a 

significant decrease of unprotected anal intercourse among those receiving standard 

counseling.  

Among repeat testers at an HIV testing facility in San Francisco, repeat testing was 

found to be associated with higher risk behaviors and higher incidence of HIV [30]. The 

continued high-risk behavior and HIV seroconversion after receiving testing and counseling 

implies that certain types of counseling approaches are ineffective at changing the behaviors 

of those at highest risk.  

In a similar study, those who had never tested and those who had tested repeatedly 

were more likely to have two or more sexual partners, more unprotected and protected vaginal 

sex and more total unprotected sex, in a comparison of STI clinic patients [31]. Those who 

were repeat testers were more likely than all other groups to have a previous STI but also a 

greater percentage of condom use. The finding that multiple repeat HIV testers used condoms 

more than either one time testers or non-testers, may mean that even though they are 

participating in higher risk activities, repeat testers in this study were also taking steps to 

protect themselves. 

A meta-analysis of HIV testing research from 1985-1997 found that both HIV-

positive patients and serodiscordant couples reduced risk behaviors while those who were 
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HIV-negative did not change their behaviors any more than those who were untested [32].  In 

addition another study determined that MSM who have tested three or more times report more 

unprotected penetrative sex than those who have tested less often [33]. 

Though practicing higher risk behaviors, repeat testers may be using the testing 

system as a method of risk reduction. Among MSM, repeat testers tend to be more 

comfortable and open about their sexual orientation but also more likely to have an HIV-

positive partner and be high on drugs during sex, although first time testers are more likely to 

have unprotected anal intercourse with someone of unknown status [34].  In the Young Men’s 

Survey repeat testers were more likely to acquire HIV and report high-risk sexual behaviors 

and drug use [34]. Possibly the most risky individuals correctly acknowledge their increased 

risk, which causes them to pursue HIV testing more frequently than those at lower risk. In fact 

it has been shown that those at higher risk have higher rates of testing [16, 35].  

  

Mode of Questionnaire Administration 

Mode of questionnaire administration can affect the truthfulness and completeness of 

data collected.  Incorrect or incomplete data are collected when the participant cannot 

remember the correct answer or if there are inconsistencies in questionnaire administration. 

For example individuals may not be able to recall how many sexual partners they had in the 

last 5 years, so they either do not complete the question or record their best guess. Beyond 

incorrect or incomplete answers from an inability to answer the question, some participants 

are unwilling to disclose their actual behavior.  Participants have been found to be most 

reluctant to report socially undesirable behaviors (MSM behavior, more sexual partners, lower 

condom use), and over-report socially desirable behaviors (using condoms, getting tested for 

HIV, telling sexual partners about STI) [36]. 
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Prior to the use of computers for questionnaire administration, the use of self-

administered questionnaires, usually by paper and pen/pencil were used in an attempt to 

provide anonymity and eliminate the influence of an interviewer.  Since the responses are 

captured on paper instead of a microchip, there is still the possibility of the interviewer seeing 

the responses or opportunity for data entry error. This mode also requires sufficient respondent 

literacy. 

Recently computers have been utilized for questionnaire delivery with the intent of 

increasing the quality of data collected.  There are many methods of data collection using 

computers, computer assisted self interview (CASI), computer assisted personal interview 

(CAPI), audio computer assisted self interview (ACASI), and palmtop computer-assisted self 

interview (PCASI). Computer administered surveys have the advantage of built in skip 

patterns, range checks and other validity checks to improve the quality of the data. Since CAPI 

involves an interviewer asking the questions and then entering the responses into a computer, 

it is substantially different from the other forms of administration which do not require an 

interviewer to see or hear the participant’s responses.  As such CAPI will not be addressed 

further.   

Many studies have been carried out to determine whether the use of a form of CASI 

has an effect on the behaviors reported.  In particular sexual behaviors and drug use are of 

concern to HIV researchers because of their sensitive nature and socially undesirable 

connotations. In this field of study it is usually assumed that the method producing the highest 

rate of socially negative behaviors is the most accurate, either when retesting the same 

individual or testing two comparable groups.  

Studies among populations in the United States as well as abroad have found 

increased reporting of sensitive behaviors, such as MSM, unprotected sex, drug use and non-

adherence to ART, through the use of ACASI compared to interview or self-administered 
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questionnaire [37-47]. One study at an STI clinic in Baltimore which surveyed the same 

individual by both ACASI and face-to-face (FTF) found multiple partners in the last 30 days, 

oral-genital exposure, female receptive anal sex, ever having same sex relations, and sex for 

money or drugs was reported more frequently through ACASI than through FTF [38].  In a 

public STI clinic in Seattle, patients were surveyed using ACASI followed by a clinician-

mediated health history survey, more MSM behavior was reported using ACASI as well as 

more affirmative answers to sensitive questions among women [39]. As predicted they also 

found that socially rewarding behaviors were reported more often by clinician-mediated 

history, and interestingly more symptoms were also reported to the clinician.   An early study 

examining the difference between video-CASI and FTF found that among women attending 

an STI clinic in New Orleans who had previously been diagnosed with Chlamydia, more 

socially desirable responses were reported by FTF and more socially undesirable behaviors by 

video-CASI [48]. 

Interestingly several studies have found differences by sex between the reporting of 

risk behaviors by mode of administration [49, 50]. A survey of adolescents within health 

clinics found that girls reported more alcohol use and marijuana use by ACASI but boys 

reported more by self-administered questionnaire [50]. An Indian survey of unmarried, 15-19 

year olds living at home found girls reporting fewer sexual behaviors to the ACASI but boys 

reporting more [49]. This could be attributed to the differences by sex and/or cultural dictates 

of socially desirable and undesirable behaviors. 

Some studies have found few or conflicting differences in data reported by mode of 

administration [40, 42, 51-53].  A household survey conducted in Britain among those aged 

16-44 years old found no difference between CASI and pen and paper interview [51]. A study 

conducted among MSM and IDU participants found that MSM reported more partners of 

unknown status, fewer HIV-negative partners, more testing outside the study (against study 
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instructions) and less willingness to join a vaccine study by ACASI, but among IDU almost no 

differences were found [40]. Few differences were found among women in the behaviors 

reported by ACASI versus self-administered questionnaire except less unprotected vaginal sex 

was reported by ACASI and more by self-administered questionnaire [52].   Among syringe 

exchange clients in four U.S. cities, ACASI elicited higher rates of stigmatizing behaviors but 

FTF questioning gathered more information on psychological distress [42]. Among attendees 

of a public STI clinic in Australia, there was no difference found between reported behaviors 

by ACASI and FTF [53]. Two of these studies involved the comparison of two methods, both 

of which allowed the participant to keep their answers relatively private (ACASI and self-

administered questionnaires), thus potentially accounting for the lack of significant directional 

results and two of the other studies were conducted outside the United States potentially 

limiting their generalizability to the U.S. population.  

Acceptability of computer assisted questionnaires has been high in diverse 

populations [40, 47, 53-59].  Populations as diverse as Latinos residing in Washington DC, 

youths in Mexico, and MSM and sex workers in Kenya found the use of a computer to 

complete a questionnaire acceptable and comfortable [47, 55, 58]. An early review by 

Mitchell and Sullivan of data from 1980 to 1997 found some concerns regarding physician use 

of computers to capture risk and medical data, but the time frame of the review makes its 

findings less directly relatable to modern testers [60].  The last 14 years have been a time 

when many more individuals have gained access to personal computers through work and 

personal time.  

In general ACASI has resulted in less skipping of questions, even when the option to 

skip the question is presented on the screen, compared to FTF or self-administered paper and 

pencil interview (PAPI) [37, 51]. This is thought to be because of an increased willingness to 

disclose sensitive responses, but also the inclusion of skip patterns not allowing participants to 
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see the questions that are irrelevant to their situation based on previous answers. Although in 

one study where individuals underwent both a FTF survey and an ACASI survey, there was 

actually more skipping found on the ACASI [38]. 

The lack of consistent findings on the impact of mode of survey administration calls 

for further study of data collection methodology, although potentially complicated by each 

individual’s views and behaviors. If someone is not participating in any sensitive behaviors 

they have nothing to hold back regardless of survey administration method.  Similarly if a 

person is not embarrassed or fearful of the repercussions of their behaviors there also should 

not be any differences by survey method.  Only when an individual feels shame or does not 

want their behavior known is there the potential for differential reporting of risk behaviors by 

method of data collection. Therefore the best testing method varies by population as well as 

behavior type.  

 

California Policy 

Legislation introduced on February 22, 2008 by State Assembly Members Portatino 

and Leno and signed into law by California Governor Schwarzenegger, for the first time 

allowed state funded HIV tests to be conducted without a 20 minute pre-test counseling 

session for those at high-risk if they are repeat testers [61]. It further allowed the self-

administration of forms where appropriate.  The overall purpose was to enable sites to test 

more individuals. This legislation, though allowing more latitude in how HIV testing is 

conducted, passed before analysis of impact and implementation could be completed.  This 

study was undertaken to inform and guide the transition from mandatory counseling to 

optional counseling as well as to determine the validity of self-administered forms. 
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Conclusion 

With a large percentage of the HIV-positive population in the United States unaware 

of their infection and significant numbers testing late, there is a need for universal testing. 

Universal testing will require the elimination of barriers to testing such as mandatory 

counseling. Testing with optional pre-test counseling demands a definition of the client 

potentially allowed to opt-out of pre-test counseling. Universal testing will also place a greater 

testing burden on already strained testing sites.  To relieve part of this pressure, self-

administration of risk assessments needs to be evaluated. 
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Abstract 

 Objectives. The requirement to offer HIV prevention counseling as part of the testing 

process – a principal tenet of HIV testing programs worldwide – is under debate.  In response 

to growing demand to allow repeat testers to opt-out of pre-test counseling, this study 

characterizes repeat HIV testers and identifies the optimal definition of repeat testing to help 

inform HIV testing program planning. 

 Methods. We analyzed surveillance data collected from all clients tested for HIV in 

state funded counseling and testing sites throughout California in 2005-2006 at a time when 

pretest counseling was still universal.  Variables included sociodemographics, risk behaviors 

of clients testing for HIV, and history of prior HIV testing.  Analyses were conducted to 

determine the proportion of clients who would be eligible to opt-out of pre-test counseling, 

based on changing eligibility criteria (i.e., tested in the past 6 months, past year, past two 

years), and to characterize HIV-testing clients based on time of last test.   

 Results. Of 276,143 testing records examined, 200,161 were from unique eligible 

individuals.  Nearly 70% of clients had tested for HIV before the current visit, 43% tested in 

the last 24 months, 29% in the last 12 months and 14% in the last 6 months. Females and 

heterosexual males testing in the last year (recent repeat testers [RRTs]) reported more high-

risk behaviors than non-RRTs, while men who have sex with men (MSM) RRTs did not report 

higher risk activities than non-RRTs. 

 Conclusion. Repeat testers differed little based on time since their last test.  

Therefore, a practical definition, such as past 12 months, is recommended for distinguishing 

RRTs who could be eligible to opt-out of HIV prevention counseling.  Findings that RRT 

MSM did not report higher risk than non-RRT suggests that they may be testing more often as 

a result of recommendations for increased testing among MSM. Heterosexual male and female 

RRTs may be testing more often because of increased self-perceived risk. Pre-test counseling 
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options that are tailored for each of these groups are warranted based on the differing risk 

profiles. 

 

Introduction 

 Of the more than 1 million Americans infected with HIV, approximately 21% are 

unaware of their HIV-positive status [1], yet those who are unaware of their status are 

estimated to account for over 50% of new cases [2].  With approximately 56,000 incident HIV 

infections in the United States annually, the importance of undiagnosed infection is great [3].     

 Previously, repeat HIV testing has been found to be associated with higher-risk 

behaviors such as an increased number of sexual partners, more unprotected sex, more drug 

use, and increased likelihood of HIV acquisition [4-6]. Though in one study repeat testers 

were found to have greater condom use [4].  Those at higher risk have been found to test more 

often [7, 8] than those who are not at higher risk, supporting the possibility that some high-risk 

individuals understand their increased risk and pursue HIV testing more frequently than those 

at lower risk.  

 HIV pre-test counseling was developed at a time when clients had to return two weeks 

after specimen collection for their test results.  Concerns regarding risk behaviors during this 

two week period, and the reality that not everyone returned to receive their results, made pre-

test counseling imperative.  Now that rapid tests provide results in 20 minutes or less, few 

testers fail to receive their results and prevention education can focus on the tester’s actual 

status.  

 Recent recommendations by the U.S. Centers for Disease Control and Prevention 

calling for routine HIV testing in clinical care settings without a counseling requirement [9] 

has stimulated discussion about eliminating pre-test counseling for repeat testers as a cost-

saving measure in publicly funded testing sites. Since the level of HIV risk, and consequential 
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need for counseling, could differ between those who test more or less frequently, a definition 

is needed for recent repeat testing that determines who should and should not be allowed to 

opt-out of pre-test counseling.  

 Previous research utilizing California Department of Public Health, Office of AIDS 

(CDPH-OA) Counselor Information Form (CIF) data to compare differences between those 

testing in the past year (recent repeat testers [RRTs]) and those not testing in the past year 

(non-RRTs) in the San Francisco Bay and Los Angeles areas found that risk behavior varied 

by sexual orientation and geographic location [10]. Both areas in the study were 

predominantly urban with high HIV prevalences, and potentially have different HIV testing 

and risk behaviors than those in the state as a whole.  As such, we sought to determine the 

most appropriate definition of RRT and better understand the characteristics of repeat HIV 

testers at publicly funded HIV testing sites through-out California. 

 

Methods 

 Prior to 2009, completion of a CIF by the HIV counselor was required for HIV tests 

performed in California State funded counseling and testing sites.  We analyzed CIF data to 

characterize repeat testers and determine the proportion of testers who would be eligible to 

opt-out of pre-test counseling based on varying lengths of time between the current and most 

recent past HIV test (i.e. tested in the past 6 months, past year, past two years). 

Data Collection 

 Using the CDPH-OA CIF database, we extracted data for HIV test visits occurring 

between January 1, 2005 and December 31, 2006 in California. This was the most recent 

complete data file at the time this study was undertaken. The CIF is used to record information 

about the client for use during HIV pre-test and post-test counseling, as well as for 

reimbursement purposes.  
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 Variables of interest included:  sociodemographics (date of birth, race, gender, self-

identified sexual orientation), risk behaviors (number of sex partners, HIV-positive sex 

partner, condom use, condom use with high-risk partner, sex work, drug use with sex, 

injection drug use (IDU), needle sharing), a recent  STI diagnosis (i.e., in the past two years), 

an HIV-positive test result, and date of last test.  Sexual behaviors and drug use were recorded 

for the last two years. Since HIV testing rates have been found to be associated with local HIV 

prevalence, publically available county-level HIV prevalence surveillance data was correlated 

with county of residence reported.   

 Sexual orientation was determined by self-identified sexual orientation and reported 

sexual behaviors.  Participants were categorized as MSM, if they self-identified as MSM or if 

they reported any MSM behaviors regardless of their self-identification. Having a high-risk 

sex partner was defined as having a sex worker partner, injection drug using partner or HIV-

positive partner, and for women, a male sexual partner who has sex with men. Stimulant drug 

use was defined as reporting crack, methamphetamine, or cocaine use in the past two years. 

County HIV prevalence was dichotomized into those with HIV prevalence above (high) and 

below (low) the statewide median.  

Sample Selection 

 The dataset included records from all HIV tests conducted at publicly funded sites 

over a two year period, so there was the possibility that clients could have multiple records 

because of repeated visits during the time period. Though client names were not gathered, the 

CDPH-OA method for creating a unique identifier for each client based on a series of 

demographic variables was used to identify people who tested more than once during the time 

period. The dataset also included clients from testing sites that were not affected by changes in 

counseling requirements (detention facilities, alcohol/drug treatment facilities and TB clinics), 

so they were excluded from the analysis. Since this study focused on pre-test counseling as 
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HIV prevention, repeat testers with a previous positive or inconclusive test result were 

excluded. Those younger than 15 years old were excluded to eliminate adolescents and 

potential cases of perinatal transmission.  

Data Analysis 

 Data were analyzed to compare the proportion of testers considered repeat testers 

using four self-reported HIV testing time-points: 1) ever previously tested; 2) tested within 

past 24 months; 3) tested within past 12 months; and 4) tested within past 6 months. Five 

broad risk measures were compared across the four testing time-points: never versus ever used 

condoms, any versus no drug use with sex, any versus no high-risk partners, any versus no 

injection drug use, and HIV status at the current visit. The denominators for ‘never use 

condoms’ and ‘drug use during sex’ were restricted to those reporting sexual partners.   

 Since HIV-associated risk factors are known to differ significantly by sexual 

orientation, further analyses were stratified into three categories: MSM, males not reporting 

any MSM activity (heterosexual males), and females. Females were not subdivided into 

categories based on sexual preference as numbers were not large enough to allow for 

meaningful comparisons.  Likewise, transgender and other gender identifying groups were not 

further compared because of small numbers. Within each category, univariate and then 

multivariate logistic regression was carried out.  All variables found to be significant at α < 

0.10 were included in a full model, and removed in a step-wise fashion based on significance 

of α < 0.05, and the strength and direction of associations among the variables remaining in 

the regression. Because the correlation between the variables of injection drug use and sharing 

injection equipment, only injection drug use was entered in the initial multivariate model if 

significant.  

 All analyses were conducted using Predictive Analytics SoftWare (PASW 17.0).   
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Results 

Definition of Recent Repeat Tester 

 A total of 276,143 HIV tests were conducted and recorded from 2005 through 2006 in 

the CIF database.  Excluding those testing at a detention facility, alcohol/drug treatment 

program, or TB clinic, those with a previous positive or inconclusive HIV test result, under 15 

years old, reporting gender other than male or female, missing sexual orientation, not 

responding to HIV testing history or identified as a potential duplicate record; a final sample 

of 200,161 test records was used for this analysis (Figure 2.1). Almost 70% of the testing 

population had ever previously tested for HIV, 43% last tested within the past 24 months, 29% 

in the last year and 14% in the last 6 months (Table 2.1).    

 As the RRT definition became more stringent (e.g. fewer months since last test), the 

prevalence of having a high-risk sex partner increased slightly and the prevalence of never 

using a condom decreased (Figure 2.2). The prevalence of drug use during sex, injection drug 

use and testing HIV-positive did not differ by time since last test. Though statistically 

significant when treated as mutually exclusive categories (data not shown), the differences in 

reported behavior found between the different cut-points for the definition of RRT were not 

clinically significant.   

Comparing HIV Testers by Recent Repeat Testing Status 

 Given the lack of clinically significant differences in self-reported risk factors by time 

since last HIV test, the 12 month interval was chosen for our subsequent analysis because of 

policy recommendations, expected recall and ease of use. 

 Among heterosexual men, RRTs were more likely to be Black than those who have 

not tested for HIV in the past year (Table 2.2). They were also slightly older and were more 

likely to report no sexual partners, having an HIV-infected partner, sex work, IDU, a recent 

STI diagnosis, drug use during sex, stimulant use, and living in a high-prevalence county.  
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Heterosexual male RRTs were less likely to have shared needles and more likely to have used 

condoms than heterosexual males who had not tested in the last year.  

 Among MSM, RRTs were more likely than non-RRTs to be White, slightly younger, 

report fewer sexual partners, having an HIV infected partner, a recent STI diagnosis, and living 

in a high HIV prevalence county.  RRTs were less likely to report sex work, IDU, drug use 

during sex, stimulant use or test positive for HIV, though they were more likely to report 

condom use and condom use with a high-risk partner more often. 

 Female RRTs were more likely than non-RRTs to be Black or White, report fewer 

sexual partners, having an HIV infected partner, sex work, IDU, a recent STI diagnosis, drug 

use during sex, stimulant use, and living in a high HIV prevalence county, though they also 

reported more condom use and condom use with a high-risk partner more often.   

In multivariate analysis, RRTs despite sexual orientations or gender were more likely 

to report fewer partners in the past 2 years, having an HIV-positive partner, living in a high 

prevalence county, and less likely to report never using a condom (Table 2.3). Heterosexual 

male RRTs were older than non-RRTs, but MSM RRTs were significantly younger. MSM 

RRTs were less likely to report sex work, while female RRTs were more likely. Similarly 

showing increased risk, heterosexual male and female RRTs were both more likely to report 

injection drug and stimulant use, but MSM RRTs were less likely to have used stimulants.   

 

Discussion 

 We found that there were no clinically significant differences in risk behaviors based 

on the cut-points used to define RRTs, suggesting that changes in the cut-point used to define 

RRTs would not change the overall make-up of the RRT population with respect to risk 

behaviors. Therefore, other factors such as recall of behaviors could be used to determine a 
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practical definition of recent repeat testing, allowing the simple operational definition of RRT 

to be set as testing within the last 12 months.   

 When analyzing differences between RRT and non-RRT stratified by sexual 

orientation, among females and heterosexual males, RRTs reported significantly higher risk 

behavior (e.g. IDU and stimulant use) than non-RRTs.  RRTs were also significantly more 

likely to report condom use and among MSM, more condom use with high-risk partners. 

Among MSM, results were mixed, with some risk behaviors reported more often among RRTs 

(having an HIV-positive partner, recent STI diagnosis) and others reported more often among 

non-RRT MSM (sex work, IDU and stimulant use). This could be the reason that only among 

MSM was there a significant difference between RRT and non-RRT in testing positive for 

HIV, with non-RRTs more likely to test positive.  

 These findings from a statewide sample are consistent with a prior study that included 

only two major metropolitan areas, except that in the statewide results show more similarities 

to the San Francisco Bay area among females and heterosexual males and more similarities to 

the Los Angeles area among MSM [10].  Among all groups statewide, RRTs are more likely 

to use condoms, have a recent STI diagnosis, and have an HIV infected partner.  These 

findings suggest that RRTs may be using more frequent HIV testing as part of a risk reduction 

strategy.  

 The finding that those at higher risk for HIV, at least among females and heterosexual 

males, are more likely to be RRTs is consistent with previous research suggesting that those at 

higher risk are more likely to get tested [7, 8].  Our analysis supports the finding of higher risk 

behaviors among RRTs [11] when limited to females and heterosexual males, but MSM RRTs 

in our study were not generally at higher risk and no group of RRTs had a higher incidence of 

HIV infection than non-RRTs in contrast to the findings of other studies [6, 11].  
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 Because of differences found in risk behavior, different counseling options may be 

needed to best meet each group’s needs. Heterosexual male and female RRTs may be in need 

of more targeted prevention messages about injection drug use, sex work, and drug use with 

sex.  These groups could be linked with services such as drug treatment options through HIV 

testing. Among all groups, counseling and testing options which address precautions 

surrounding having an HIV-positive partner would be especially valuable for RRTs. 

 Additionally, for all groups, testing numbers were greater in high prevalence counties 

compared to low prevalence counties. Although their risk of exposure to HIV may be greater 

because of the high prevalence of cases among potential sexual and drug sharing partners, 

testing options should be examined in low prevalence areas, since their low prevalence may be 

an artifact of low testing. 

 These findings should be interpreted with the following limitations in mind.  Some 

risk behaviors may not place the individual at increased risk for HIV acquisition depending on 

other unmeasured behaviors.  For example, a person who did not report any condom use may 

be having sex with only one faithful and mutually tested partner.  Though necessary, 

assumptions about risk behavior are a limitation. Another limitation was the dependence on 

self-reported behavior.  Clients may have reported more socially desirable behaviors and 

fewer socially undesirable behaviors because of the pressure to report their behaviors to an 

interviewer.  This lack of privacy and potential desire to be seen favorably may have biased 

our findings.  

 A strength of this study was its use of all HIV tests conducted at publicly funded sites 

throughout California over a two year period. The large sample size and uniform quality of 

data provides results that are generalizable to all of California’s public testing sites.  

 Overall, the prevalence of any one risk factor was fairly low among HIV testers with 

only a few exceptions. This finding held true using four different definitions for RRT; thus, 



31 
 

 

prior HIV testing within the last year was selected for practical reasons.  RRTs were perhaps 

more likely to report certain risk behaviors, such as injection drug use or having a high-risk 

sex partner, but did not appear to be necessarily higher risk within this context.  For example, 

among these risk stratifications, RRTs were not at higher risk when taking further risk 

behavior into consideration (i.e. sharing needles and using condoms with high-risk sex 

partners).  Using RRT as an eligibility criterion for opting out of pre-test counseling does not 

appear to systematically allow the highest risk groups of clients the opportunity to refuse 

counseling. Further studies are needed to determine whether there are differences in those 

repeat testers who do and do not opt-out of HIV prevention counseling when given the 

opportunity to do so. 
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Figure 2.1 Study inclusion criteria and sample composition among clients of publicly funded HIV 
counseling and testing sites in California, 2005-2006 
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 Figure 2.2 Self-reported risk behaviors by history of prior HIV testing among clients of publicly 
funded HIV counseling and testing sites in California, 2005-2006 
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Table 2.1 Demographics and risk factors by different definitions of a recent tester in 
California 2005-2006 

  
Ever Tested for 

HIV 

HIV Tested 
within the past 

24 Months 

HIV Tested 
within the Past 

12 Months 

HIV Tested 
within the Past 6 

Months 

  
n= 135,774 

(69.4%) 
n=85,506 
(42.7%) 

n=58,495 
(29.2%) 

n=27,252 
(13.6%) 

Mean Age (SD) 35.4 (11.7) 34.4 (11.6) 34.2 (11.6) 33.8 (11.6) 

Gender         

   Male 92,210 (67.9) 60,814 (71.1) 42,732 (73.1) 20,214 (74.2) 

   Female 43,564 (32.1) 24,692 (28.9) 15,763 (27.0) 6,885 (26.9) 

Race         

   Black – Non-Hispanic 23,994 (17.9) 15,548 (18.4) 10,377 (17.9) 4,863 (17.8) 

   Hispanic 35,795 (26.6) 22,488 (26.6) 15,239 (26.3) 6,886 (25.3) 

   White – Non-Hispanic 58,764 (43.7) 35,974 (42.5) 24,807 (42.8) 11,626 (42.7) 

   Asian 8,635 (6.4) 5,990 (7.1) 4,192 (7.2) 1,973 (7.2) 

   Other 7,216 (5.4) 4,698 (5.5) 3,328 (5.7) 1,633 (6.0) 

Never Uses Condoms 35,306 (26.0) 19,151(22.4) 12,609 (21.6) 5,730 (21.0) 

Drug Use with Sex 43,140 (31.8) 27,758 (32.5) 18,858 (32.2) 8,534 (31.3) 

High-Risk Sex Partner 31, 828 (25.9) 20,931 (26.9) 14,651 (27.6) 6,936 (28.4) 

Injection Drug Use 13,693 (13.2) 8,604 (12.9) 5,726 (12.5) 2,591 (12.3) 

HIV-Positive 1,641 (1.2) 1,074 (1.3) 727 (1.2) 362 (1.3) 
 
 

 
 



 
 

 

 
Table 2.2 Demographics and risk behaviors by sexual orientation among current HIV testing clients who had an HIV test in the past 12 
months (RRT) and clients who have not had an HIV test in the past 12 months (non-RRT), California, 2005-2006 
 Heterosexual Males MSM Females 

Non-RRT 
n=59,791 

n (%) 

RRT 
n=16,020 

n (%) p-value 

Non-RRT 
n=30,263 

n (%) 

RRT 
n=26,712 

n (%) p-value 

Non-RRT 
n=51,612 

n (%) 

RRT 
n=15,763 

n (%) p-value 
Race/ethnicity 
   Black 
   Hispanic 
   White 
   Asian 
   Other 
 
Age: mean 
(std) 
 
Sex partners 
   0 
   1 
   2-3 
   4-9 
   10+ 
 
HIV+ partner 
 
Traded sex 
 
IDU† 
 
Shared 
needles* 
 
Positive HIV 
test 

 
9.183 (15.5) 

21,050 (35.6) 
22,669 (38.3) 

3,347 (5.7) 
2,896 (4.9) 

 
34.3 (12.8) 

 
 
 

6,833 (11.4) 
12,467 (20.9) 
19,996 (33.4) 
13,896 (23.2) 
6,588 (11.0) 

 
756 (1.4) 

 
1,622 (3.4) 

 
6,549 (14.3) 

 
4,146 (68.9) 

 
 

244 (0.4) 

 
3,929 (24.8) 
4,347 (27.4) 
5,861 (37.0) 

774 (4.9) 
939 (5.9) 

 
35.9 (12.5) 

 
 
 

2,933(18.3) 
3,413 (21.3) 
4,893 (30.5) 
3,217 (20.1) 
1,560 (9.7) 

 
404 (2.8) 

 
627 (4.8) 

 
2,616 (20.9) 

 
1,458 (59.6) 

 
 

61 (0.4) 

<0.001 
 
 
 
 
 
 

<0.001 
 
 

<0.001 
 
 
 
 
 
 

<0.001 
 

<0.001 
 

<0.001 
 

<0.001 
 
 

0.628 

 
3,075 (10.3) 

10,005 (33.5) 
12,952 (43.4) 

2,616 (8.8) 
1,219 (4.1) 

 
35.2 (12.2) 

 
 
 

4,314 (14.3) 
3,248 (10.7) 
6,645 (22.0) 
7,808 (25.8) 
8,240 (27.2) 

 
3,571 (13.4) 

 
2,520 (11.5) 

 
1,877 (7.8) 

 
867 (51.2) 

 
 

1,008 (3.3) 

 
2,388 (9.0) 

7,099 (26.8) 
13,138 (49.6) 

2,513 (9.5) 
1,374 (5.2) 

 
34.7 (11.0) 

 
 
 

4,987 (18.7) 
2,915 (10.9) 
5,599 (21.0) 
6,444 (24.1) 
6,760 (25.3) 

 
5,075 (21.1) 

 
1,526 (8.0) 

 
1,167 (5.4) 

 
519 (50.9) 

 
 

625 (2.4) 

<0.001 
 
 
 
 
 
 

<0.001 
 
 

<0.001 
 
 
 
 
 
 

<0.001 
 

<0.001 
 

<0.001 
 

0.990 
 
 

<0.001 

 
9,754 (19.2) 

15,755 (30.9) 
18,803 (36.9) 

3,769 (7.4) 
2,828 (5.6) 

 
32.3 (12.3) 

 
 
 

6,265 (12.1) 
16,243 (31.5) 
16,651 (32.3) 
8,129 (15.8) 
4,308 (8.3) 

 
1,145 (2.5) 

 
3,888 (9.9) 

 
3,834 (10.9) 

 
2,404 (69.3) 

 
 

180 (0.3) 

 
4,060 (26.1) 
3,793 (24.3) 
5,808 (37.3) 

905 (5.8) 
1,015 (6.5) 

 
32.3 (11.3) 

 
 
 

2,398 (15.1) 
4,559 (28.9) 
4,957 (31.5) 
2,323 (14.7) 
1,537 (9.8) 

 
744 (5.2) 

 
2,004 (15.8) 

 
1,943 (16.8) 

 
1,230 (67.8) 

 
 

41 (0.3) 

<0.001 
 
 
 
 
 
 

0.496 
 
 

<0.001 
 
 
 
 
 
 

<0.001 
 

<0.001 
 

<0.001 
 

0.272 
 
 

0.089 
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Table 2.2 Demographics and risk behaviors by sexual orientation among current HIV testing clients who had an HIV test in the past 12 
months (RRT) and clients who have not had an HIV test in the past 12 months (non-RRT), California, 2005-2006, Continued 

 Heterosexual Males MSM Females 
Non-RRT 
n=59,791 

n (%) 

RRT 
n=16,020 

n (%) p-value 

Non-RRT 
n=30,263 

n (%) 

RRT 
n=26,712 

n (%) p-value 

Non-RRT 
n=51,612 

n (%) 

RRT 
n=15,763 

n (%) p-value 
Partner but no 
condom use  
 
High-risk sex 
partner but no 
condom use 
 
Recent STI‡  
 
Sex w drug use 
 
Stimulant use 
 
Prevalence** 
   Low 
   High 

17,857 (29.9) 
 
 

5,176 (9.5) 
 
 
 

1,980 (3.3) 
 

19,578 (32.7) 
 

14,109 (23.7) 
 
 

34,755 (61.0) 
22,251 (39.0) 

4,099 (25.6) 
 
 

1,584 (10.9) 
 
 
 

611 (3.8) 
 

5,840 (36.5) 
 

4,463 (28.0) 
 
 

7,913 (52.0) 
7,299 (48.0) 

<0.001 
 
 

<0.001 
 
 
 

0.002 
 

<0.001 
 

<0.001 
 

<0.001 
 
 

6,760 (22.3) 
 
 

3,249 (12.1) 
 
 
 

2,146 (7.1) 
 

9,735 (32.2) 
 

6,534 (21.7) 
 
 

11,776 (40.9) 
17,051 (59.1) 

3,813 (14.3) 
 
 

2,526(10.4) 
 
 
 

2,688 (10.1) 
 

7,923 (29.7) 
 

4,736 (17.8) 
 
 

8,593 (33.4) 
17,173 (66.6) 

<0.001 
 
 

<0.001 
 
 
 

<0.001 
 

<0.001 
 

<0.001 
 

<0.001 
 

18,519 (35.9) 
 
 

4,360 (9.4) 
 
 
 

1,515 (2.9) 
 

13,196 (25.6) 
 

9,684 (18.8) 
 
 

28,734 (58.2) 
20,639 (41.8) 

4,697 (29.8) 
 
 

1,613 (11.2) 
 
 
 

661 (4.2) 
 

5,095 (32.3) 
 

4,128 (26.3) 
 
 

7,757 (51.5) 
7,319 (48.5) 

<0.001 
 
 

<0.001 
 
 
 

<0.001 
 

<0.001 
 

<0.001 
 

<0.001 
 

†injection drug user 
*among injection drug user 
‡sexually transmitted infection 
**HIV prevalence of county of residence. County prevalence dichotomized into those with HIV prevalence above (high) and below (low) the statewide median.  
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Table 2.3 Adjusted analysis of factors associated with HIV recent repeat testing, California, 
2005-2006  
 Heterosexual Males MSM Females 

Odds Ratio 95% C.I. Odds Ratio 95% C.I. Odds Ratio 95% C.I. 
Race/ethnicity 
   Black 
   Hispanic 
   White 
   Asian 
   Other 
 
Age  
 
Sex partners 
   0 
   1 
   2-3 
   4-9 
   10+ 
 
HIV+ partner 
 
Traded sex 
 
IDU† 
 
Tested HIV+ 
 
Never condom  
 
High-risk sex 
partner but no 
condom use 
 
Recent STI‡  
 
Stimulant use 
 
Prevalence** 
   Low 
   High 

 
Ref 
0.52 
0.63 
0.54 
0.78 

 
1.01 

 
 

Ref 
0.80 
0.69 
0.60 
0.56 

 
1.56 

 
 
 

1.30 
 
 
 

0.80 
 

1.14 
 
 
 
 
 

1.12 
 
 

Ref 
1.23 

 
 

0.49-0.56 
0.59-0.66 
0.49-0.61 
0.71-0.87 

 
1.004-1.007 

 
 
 

0.74-0.87 
0.64-0.746 
0.56-0.65 
0.52-0.62 

 
1.34-1.80 

 
 
 

1.22-1.39 
 
 
 

0.75-0.85 
 

1.05-1.23 
 
 
 
 
 

1.06-1.18 
 
 
 

1.17-1.28 

 
Ref 
0.79 

1.180 
1.00 
1.26 

 
0.99 

 
 

Ref 
0.95 
0.83 
0.75 
0.72 

 
1.80 

 
0.75 

 
 
 

0.66 
 

0.66 
 

0.83 
 
 
 

1.42 
 

0.80 
 
 

Ref 
1.28 

 
 

0.73-0.86 
1.09-1.28 
0.90-1.11 
1.12-1.45 

 
0.99-0.99 

 
 
 

0.87-1.04 
0.77-0.89 
0.70-0.81 
0.67-0.77 

 
1.69-1.92 

 
0.69-0.81 

 
 
 

0.58-0.75 
 

0.62-0.70 
 

0.77-0.90 
 
 
 

1.31-1.53 
 

0.75-0.84 
 
 
 

1.22-1.34 

 
Ref 
0.65 
0.75 
0.63 
0.95 

 
 
 
 

Ref 
0.97 
0.87 
0.74 
0.62 

 
1.61 

 
1.26 

 
1.42 

 
 
 

0.75 
 
 
 
 
 

1.18 
 

1.28 
 
 

Ref 
1.21 

 
 

0.61-0.71 
0.70-0.80 
0.56-0.71 
0.85-1.07 

 
 
 
 
 

0.88-1.07 
0.80-0.95 
0.67-0.81 
0.55-0.69 

 
1.40-1.83 

 
1.16-1.36 

 
1.31-1.54 

 
 
 

0.71-0.80 
 
 
 
 
 

1.04-1.34 
 

1.40-1.36 
 
 
 

1.15-1.28 
†injection drug user 
‡sexually transmitted infection 
**HIV prevalence of county of residence. County prevalence dichotomized into those with HIV prevalence above 
(high) and below (low) the statewide median.  
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Abstract 

 Objectives. Required pre-test HIV prevention counseling has been speculated to deter 

repeat testing among high-risk individuals. The objective of the study was to assess the 

prevalence and correlates of recent repeat testing overall and acceptance of counseling among 

recent repeat testers (RRTs) who reported HIV-associated risk factors. 

 Methods. A pilot study allowing RRTs, defined as those receiving HIV testing in the 

previous year, to opt-out of counseling was conducted in two California counties.  Individuals 

seeking HIV testing between September 2008 and February 2009 at a sexually transmitted 

infection (STI) clinic in Orange County, a mobile testing van or stand-alone testing center in 

Los Angeles County completed standardized questionnaires at the time of testing.  RRTs were 

compared with non-RRTs to identify correlates of repeat testing.  Second, among RRTs, those 

accepting counseling were compared to those refusing, to identify correlates of their 

counseling decisions. 

 Results. Of 707 clients surveyed, 202 (28.6%) were RRTs. Compared to non-RRTs, 

RRTs were more likely to report oral sex in the past 12 months, have high-risk sexual and 

injection behaviors, and there was a higher prevalence of RRTs at the STI clinic (all p-values 

<0.05).   Among 150 RRTs who were eligible to skip counseling, 91 (60.3%) chose to forego 

counseling. Testing at the STI clinic, being MSM, and not having a diagnosis of gonorrhea or 

syphilis in the past year were significantly associated (p<0.05) with accepting counseling in 

multivariate analysis. 

 Conclusion. RRTs reported HIV risk more often than non-RRTs, and among eligible 

participants, those accepting counseling were less likely to have a recent STI diagnosis but 

were not statistically different in any modifiable risk factor from those opting-out.  While 

many high-risk RRTs accepted counseling, alternative interventions are needed for those who 

refuse counseling. 
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Introduction 

 Of the more than 1 million Americans infected with HIV, approximately 21% are 

estimated to be unaware of their HIV-positive status [1].  Though accounting for a minority of 

the HIV-positive population, those who are unaware of their status are estimated to account 

for over 50% of new cases [2]. Those who are unaware are responsible for 3.5 times as much 

HIV transmission as those who are aware [2].   

 In order to reduce transmission by those unaware and to reach HIV infected 

individuals before they have symptoms, the CDC published guidelines in 2006 recommending 

routine HIV testing of individuals in healthcare settings without necessitating pre-test 

counseling [3]. The guidelines did not suggest changes to sites where people seek HIV testing, 

though an aspect of HIV testing which may discourage testing or retesting is obligatory 20 

minute pre-test counseling.  Clients at an HIV testing site in Northern California stated their 

reason for testing as wanting a “routine test” and did not readily admit to behaviors that put 

them at risk when speaking with a counselor [4]. A lack of frank and forthcoming discussion 

may increase distrust and/or discomfort with the counseling process. Among IDUs, those 

offered HIV testing with optional counseling were more likely to test than those offered 

testing with mandatory counseling [5]. Among high-risk individuals, those who had never 

tested compared with those who had delayed testing, were more likely to report not wanting to 

talk to a counselor [6].  

 Previous studies have found that those who are less likely to have a need for 

counseling, those with higher motivation to use condoms and greater history of condom use, 

are the most likely to accept counseling when given the choice [7]. Other testers see HIV 

testing as part of regular care [8] and between 1998 and 2002 the percentage of those 

receiving an HIV test during a regular check-up increased to 25% [9]. A propensity of those 

most at risk to avoid counseling and the predisposition of repeat testers with safer practices to 
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accept counseling leads to questioning the need for repeated HIV prevention counseling 

among regular HIV testers. 

 Though HIV counseling and testing has been shown to be effective as a secondary 

prevention tool to reduce risk behaviors among those testing HIV-positive, the evidence for 

the effectiveness of counseling as a primary prevention effort among those testing negative is 

mixed. Project RESPECT, found the incidence of STIs was significantly lower among those 

who received counseling, either brief or enhanced, compared to those receiving only 

educational messages [10].  Several studies found only a transient change in behavior among 

those receiving counseling [11, 12] and other studies among MSM have found that 

participants did not significantly decrease unprotected anal intercourse after receiving 

counseling [13, 14]. These studies raise questions about the effectiveness of HIV pre-test 

counseling to promote meaningful behavior changes in the risk behavior of repeat testers.  

 Repeat testing is associated with higher-risk behaviors such as increased number of 

sexual partners, more unprotected sex, more drug use, and increased likelihood of HIV 

acquisition [15-17]. Though in one study repeat testers were found to have greater condom use 

[15].  It has been demonstrated that those at higher risk test more often [18, 19], supporting the 

possibility that the most risky individuals understand their increased risk resulting in their 

pursuing HIV testing more frequently than those at lower risk.  

 A change in Californian legislation in 2009 allowing state funded HIV tests to be 

conducted without a 20 minute pre-test counseling session for repeat testers [20], afforded our 

study team the opportunity to assess whether high-risk recent repeat testers (RRTs) would 

choose to opt-out of prevention counseling and to identify correlates of counseling acceptance. 

As the State transitions to new HIV testing policies including optional counseling and self-

administration of risk assessment forms, this study was undertaken to determine the potential 

impact of new HIV testing policies on the populations currently presenting for HIV testing. 
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Methods 

 A pilot program comprised of offering optional pre-test counseling was conducted at 

two sites in Los Angeles County (a mobile testing van and stand-alone testing center) and one 

site in Orange County (a county-run STI clinic). The mobile testing van circulates throughout 

South Los Angeles, administering approximately 400 tests per month to an ethnically/racially 

diverse, though primarily female client population. The stand-alone HIV testing center, 

conducts approximately 250 tests per month and serves a largely MSM population. The STI 

clinic tests approximately 500, predominately monolingual Spanish-speaking, clients a month. 

HIV testing was free of charge at all sites. 

 We conducted a cross-sectional study between September 2008 and February 2009 to 

describe client characteristics and counseling choices at these sites. Upon arrival, clients were 

given a Client Assessment Questionnaire (CAQ) to determine the clients’ risk level and prior 

HIV testing history.  The questionnaire was available in both English and Spanish at all sites 

and collected demographics, risk behavior information, the number of previous HIV tests, as 

well as the month and year of the last HIV test received. Clients in LA used computer assisted 

self interview (CASI) on handheld (Palm) computers while OC clients used paper forms to 

self-administer the CAQ.  Clinic staff used the CAQ to determine the clients’ risk level and 

date of last HIV test.  Those who reported HIV risk and had tested in the last year (RRTs) 

were given the option to forgo pre-test counseling. All HIV-positive participants were 

provided post test counseling even if they chose to skip pre-test counseling.  

 High-risk was defined as a participant reporting any of the following in the last year: 

injection drug use; MSM identification or behavior; sex with a sex worker; trading sex for 

money, drugs, services or other items; gonorrhea or syphilis diagnosis; sexual partner who 

was an MSM or IDU with an HIV status that was positive or unknown; or was transgender.  

High-risk clients were also asked supplemental risk behavior questions using the California 
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Office of AIDS Supplemental Risk Information Form (RIF).  These questions immediately 

followed the CAQ for participants using handheld computers in LA, and were administered 

during face-to-face interviews with HIV testing staff in OC.  

 We had an opportunity to assess the reliability of self-administered questionnaires 

compared to counselor-administered interviews, by comparing the self-administered CAQ to 

counselor gathered data on a subset of participants. Since data collection methods differed 

between LA and OC, we analyzed the sites separately. Questions compared from the LA sites 

included vaginal or anal sex by partner gender, oral sex by partner gender, injection drug use 

in the last year, HIV risk factors among sex partners and HIV testing history. Comparable 

questions from OC included gender of reported partners and injection drug use. 

 Double data entry and reconciliation was carried out on all paper forms. The 

Institutional Review Boards of the University of California, San Diego, California Department 

of Public Health, the County of Orange Health Care Agency and AIDS Healthcare Foundation 

approved the protocol.  

Statistical Analysis 

 We conducted separate analyses involving two outcomes, recent repeat testing and 

counseling acceptance. The first analysis identified correlates of recent repeat testing while the 

second analysis identified correlates of counseling acceptance among those high-risk RRTs 

who were eligible to skip counseling.  

 Descriptive statistics and chi-square tests were carried out to identify associations 

between client characteristics and recent repeat testing status or counseling acceptance. 

Multivariate logistic regression was utilized to determine the significance of demographic and 

risk behaviors on recent repeat testing and counseling choice.  All variables found to be 

significant at α < 0.10 were included in a full model, and removed in a step-wise fashion based 

on significance of α < 0.05, and the strength and direction of associations among the variables 
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remaining in the regression. Since several covariates varied significantly by site, the first 

multivariate analysis controlled for site and a second analysis, without site, was run to 

determine if site was masking important associations. 

 The kappa test statistic was utilized to determine the agreement between the questions 

that were repeated on self-administered and interviewer-administered forms.  The analysis of a 

socially desirable behavior, previous HIV testing, in addition to sensitive behaviors, was used 

to determine whether clients were answering questions differently because of the inability to 

understand the self-administered format or a differential willingness to disclose sensitive 

behaviors.  

 

Results 

Overall 

 A total of 707 participants enrolled in the study, of which 461 (65.2%) were recruited 

from the STI clinic site in Orange County, 104 (14.7%) at the stand-alone testing center and 

142 (20.1%) at the mobile testing van. Most participants were male (73.1%) and Hispanic 

(51.3%). Overall, five (0.8%) participants tested HIV-positive, all testing at the STI clinic. The 

majority reported practicing oral sex (78.4%) and vaginal or anal sex (84.9%) in the last year; 

84.6% of those who had sex, participated in unprotected sex.  Prior HIV testing was reported 

by 447 (63.2%) clients; 202 (28.6%) tested in the last year thereby meeting our definition of 

RRT.  

 Forty-four percent of the population met the definition of high-risk, and 22.5% were 

high-risk and also tested in the last year, making them eligible to skip counseling. Of those 

testing at the stand-alone testing center, 46.2% were eligible, while at the STI clinic and 

mobile testing van, 21.9% and 7.0% were eligible, respectively (Table 3.1).  
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Factors associated with recent repeat testing 

 Among all participants, variables significantly associated with recent repeat testing in 

univariate analysis included sex at birth, race, site tested, sexual orientation, oral sex, 

vaginal/anal sex, gonorrhea or syphilis in the last year, high-risk behavior, more male or less 

female partners, an HIV-positive partner, and knowledge of partner’s positive status before 

sex (Table 3.2). Since the definition of high-risk behaviors included MSM, the full model did 

not include sexual orientation. Interactions between site tested and variables of interested were 

tested, but dropped from the full model due to lack of significance or impact on other 

variables. The first full model including all significant associations with recent repeat HIV 

testing included oral sex (adjusted odds ratio [aOR]=2.9, p=0.001), practicing high-risk 

behaviors (aOR=7.8, p=<0.001) and site tested (aOR=0.27, p=<0.001 for mobile testing van 

versus STI clinic). The second full model, excluding the site variable included oral sex 

(aOR=2.6, p=<0.01), vaginal or anal sex (aOR=3.5, p=0.02) and practicing high-risk 

behaviors (aOR=7.6, p-value=0.001). 

Factors associated with accepting pre-test counseling among recent repeat testers 

 Among the 151 high-risk RRTs eligible to forgo counseling, 78.1% were MSM, 7.3% 

were IDUs and 16.6% had used stimulants in the past year. Univariate analysis found 

acceptance of counseling was associated with testing at the STI clinic, being MSM, having 

fewer female partners, not having an HIV-positive partner and no use of erectile dysfunction 

drugs (male participants) in the last year (Table 3.3). In the first multivariate logistic 

regression model, participants who tested at the STI clinic (aOR=6.5, p<0.001), were MSM 

(aOR=7.1, p=0.014), and had not been diagnosed with gonorrhea or syphilis in the past year 

(aOR=5.6, p=0.01) were significantly more likely to accept counseling.  Interactions between 

site tested and variables of interest were tested, but dropped from the full model due to lack of 
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significance or impact on other variables. In the second multivariate logistic regression model 

excluding the site variable, participants who were MSM (aOR=8.7, p=0.01), shared injection 

equipment (aOR=16.9, p=0.02), and did not have an HIV-positive partner (aOR=5.0, p=0.01) 

were significantly more likely to accept counseling.  

Comparability of self-report with counselor administered 

 At the LA sites there was only moderate agreement between the self-administered and 

counselor-administered forms (Table 3.4). The question, “have you had an HIV test before 

today?” had the highest agreement with a kappa score of 0.66.  The next highest kappa was for 

having vaginal or anal sex with a female, which had a kappa score of 0.61.  Though not 

consistent for all variables, more high-risk behaviors were reported on interviewer-

administered questionnaires (oral, vaginal, or anal sex with a man, vaginal or anal sex with a 

woman, an MSM partner, and an IDU partner) than on self-administered questionnaires, 

although having an HIV-positive partner or using injection drugs was reported more often 

when using the computer-administered questionnaire. 

 At the STI clinic site kappa scores ranged between 0.78 and 0.93. Sexual partners of 

either gender were reported more often by interview than self-administration, though injection 

drug use was reported less often. 

 

Discussion 

 In this study, personal characteristics differed between RRTs and non-RRTs, but we 

found few differences between those accepting counseling and those choosing to skip 

counseling. We also found moderate agreement between self-administered and interviewer-

administered questionnaires. 

 This is consistent with previous studies that found that repeat testers were more likely 

to report high-risk behaviors [17-19]. High-risk behavior as defined in this study includes both 
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modifiable behaviors such as unprotected sex but also personal characteristics such as MSM.  

MSM is not a modifiable behavior but there are steps that can be taken to reduce the risk of 

HIV transmission. Although not necessarily higher risk depending on their moderating 

behaviors, MSM behavior was used to categorize an individual as high-risk to reflect 

California Department of Public Health, Office of AIDS categories designed for program 

planning because this population is most affect by the HIV epidemic in the United States. 

Although RRTs were significantly more likely to participate in some high-risk behaviors, they 

were not significantly different from those who had tested more than a year ago or not at all, 

when comparing HIV rate, unprotected sex, sharing injection equipment, either paying or 

being paid for sex or stimulant use.  Although RRTs were more likely to report vaginal or anal 

sex, they were also more likely to report oral sex.  Since participants did not report the 

frequency of sexual behaviors it is possible that the higher reporting of oral sex was the result 

of choosing oral sex in place of vaginal or anal sex in some situations as a risk reduction 

strategy. RRTs may be using HIV testing as a prevention strategy and not be at greater risk for 

HIV than those who do not repeat test.  Other studies have found that those not testing for 

HIV think they are at lower risk [21] while those testing perceive themselves to be at higher 

risk or actually have higher risk behaviors [22, 23]. Some high-risk individuals have stated 

that HIV testing is a part of self-care and a means of control [8]. 

 Among the high-risk RRTs eligible to skip counseling, significant associations with 

counseling acceptance were found by site, sexual orientation, and recent STI diagnosis.  When 

site was excluded significant differences were also found among those sharing injection 

equipment and those with an HIV-positive partner. It is of interest that we found MSM more 

accepting of counseling in both models, since in previous studies MSMs were more likely not 

to fully disclose risk to a counselor [24]. The site differences may be attributed to the very 

different structure, wait time and primary function of each location. The STI clinic 
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experienced long wait times which counselors hypothesized may have made participants more 

willing to accept counseling in order to avoid returning to the waiting room while their test 

developed or they waited to be called to see a nurse for the next step in their STI appointment. 

Differences in counseling acceptance could also be a function of the mode of data collection, 

since both the testing center and the mobile testing unit used CASI while the STI clinic used 

paper forms. Mode of questionnaire administration can affect the truthfulness and 

completeness of data collected with more socially desirable responses given to an interviewer 

and more socially undesirable responses more likely with an anonymous form of data 

collection such as CASI [25-35].   

 Given that differences were seen in risk behavior reporting by mode of administration, 

different methods may need to be employed to elicit the most honest responses in different 

settings.  Based on our findings, a self-administered questionnaire may be more effective in 

settings with high injection drug use.  Other studies among populations in the United States as 

well as abroad have found increased reporting of sensitive behaviors, such as MSM, 

unprotected sex, drug use and non-adherence to ART, through the use of CASI compared to 

interview or self-administered questionnaire [25-35], although some studies have found little 

difference or conflicting differences [28, 30, 36-38].  Similar to previous studies the socially 

undesirable behavior of IDU was reported most often by self-report. Interestingly, sexual 

behaviors were reported more often to an interviewer. These differences may be a function of 

differing levels of question sensitivity and legality, since the socially desirable behavior of 

having a previous HIV test was also reported more often to an interviewer. Individuals may 

have differing levels of sensitivity disclosing sexual behaviors while IDU can have more 

serious repercussions including jail time. 

 One limitation of this study is its cross-sectional nature, which does not allow the 

differentiation between correlation and causation. Another limitation we encountered was the 
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inability to query those who had never received an HIV test or did not retest because of the 

pre-test counseling requirement.  Those who refuse to test because of the counseling would 

not present themselves to be tested during our study. Therefore it is not possible to directly 

measure the individuals who do not present for testing because of the barrier of mandatory 

pre-test counseling, but we are able to infer information about them from those who did seek 

testing but then decided to skip counseling when given the option. If similar to those who 

presented to be tested during this study, those who are not testing because of the counseling, 

are more likely to be heterosexual males, have a recent STI diagnosis and test at a non-STI 

clinic site. The higher proportion of STI infection among these individuals indicates that they 

are practicing behaviors that put them at risk for sexual transmission of HIV. As such they 

should receive testing even if not accompanied by counseling.  

 Other limitations include different data collection methods and lack of consistency in 

questions used across sites for assessment of data reproducibility. Also, the risk behavior 

questions we report were limited to the state approved risk assessment, and some important 

client characteristics were not asked. For example, two variables that would have been 

advantageous to measure on the CAQ are separate vaginal and anal sex questions and a 

stimulant drug use question. These questions would have allowed a better definition of high-

risk. Despite these limitations, this study provides unique information about differences 

between RRTs and non-RRTs, as well as those who are more comfortable foregoing 

counseling and just receiving an HIV test. 

 The large percentage of participants who accepted counseling (40%), suggests that 

some clients desire counseling and should receive it, but alternative interventions are needed 

for those who refuse counseling. Additionally, those who did not choose counseling were not 

significantly riskier than those who did, therefore those most at risk were not systematically 

missing out on an opportunity for counseling. This study was important as the first 
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implementation of new pre-test counseling options.  We were able to determine what people 

choose when given the option surrounded by the actual pressures and constraints faced daily 

by testers and counselors. As such we were able to determine the impact of recent and 

potential future policies on individuals presenting for testing.  
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Table 3.1 Demographic characteristics of participants from three Southern Californian HIV 
testing sites 

 STI clinic 
n=461 
n (%) 

Testing center 
n=104 
n (%) 

Mobile testing van 
n=142 
n (%) 

 
 

p-value 
Demographics 
Male 
Female 
 
Median age (range) 
 
Black 
Hispanic 
White  
Asian  
Other 
 
Heterosexual male 
MSM 
Female 
 
HIV positive 
 
Sexual behavior last year 
Oral Sex 
Vaginal or anal sex 
     Unprotected vag/anal sex 
 
Traded sex 
Sex with sex worker 
 
Gonorrhea/syphilis  
 
Injection drug use last year 
Injected any illegal drugs 
Shared injection equipment 
 
Testing history 
Ever tested for HIV 
Tested in last year 
 
High-risk* 
 
Eligible to opt-out of 
counseling** 

 
347 (75.3) 
114 (24.7) 

 
29.6 (18-72) 

 
17 (3.8) 

281 (62.7) 
103 (23.0) 

36 (8.0) 
11 (2.5) 

 
239 (51.8) 
108 (23.4) 
114 (24.7) 

 
5 (1.1) 

 
 

361 (78.8) 
410 (88.9) 
347 (76.1) 

 
10 (2.2) 

49 (10.7) 
 

19 (4.1) 
 
 

18 (4.0) 
8 (1.8) 

 
 

278 (60.3) 
139 (30.2) 

 
183 (39.7) 

 
101 (21.9) 

 
88 (84.6) 
16 (15.4) 

 
32.9 (19-83) 

 
23 (11.5) 
21 (20.2) 
59 (56.7) 

4 (3.8) 
8 (7.7) 

 
19 (18.3) 
69 (66.3) 
16 (15.4) 

 
0 (0.0) 

 
 

98 (94.2) 
92 (88.5) 
69 (66.3) 

 
7 (6.7) 

17 (16.3) 
 

3 (2.9) 
 
 

4 (3.8) 
2 (1.9) 

 
 

88 (84.6) 
48 (46.2) 

 
82 (78.8) 

 
48 (46.2) 

 
82 (57.7) 
60 (42.3) 

 
32.7 (18-71) 

 
58 (42.6) 
51 (37.5) 
22 (16.2) 

3 (2.2) 
2 (1.5) 

 
69 (48.6) 
13 (9.2) 

60 (42.3) 
 

0 (0.0) 
 
 

93 (65.5) 
98 (69.0) 
72 (50.7) 

 
13 (9.2) 

29 (20.6) 
 

1 (0.7) 
 
 

4 (2.9) 
1 (0.7) 

 
 

81 (57.0) 
15 (10.6) 

 
47 (33.1) 

 
10 (7.0) 

 
< 0.001 

 
 

0.01 
 

< 0.001 
 
 
 
 
 

< 0.001 
 
 
 

- 
 
 

< 0.001 
< 0.001 
< 0.001 

 
< 0.01 
< 0.01 

 
0.12 

 
 

0.73 
0.57 

 
 

< 0.001 
< 0.001 

 
< 0.001 

 
< 0.001 

*High-risk tester defined as reporting being transgender; MSM behavior or identification; or in the past year having 
sex with a prostitute, trading sex for money, drugs, services or other goods, injecting illicit drugs, having gonorrhea 
or syphilis, having sex with an MSM or IDU partner of unknown or HIV-positive status. 
**Participants were eligible to skip counseling if they were both high-risk and had previously tested within the last 
year.  
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Table 3.2 Analysis of factors associated with recent repeat testing among Southern 
Californian HIV testers  
 Recent Repeat Tester  Model 1* Model 2**

 YES 
n=202 
n (%) 

NO 
n=505 
n (%) 

 
 

p-value 

 
 

aOR 

 
 

p-value 

 
 

aOR 

 
 

p-value 
Site 
STI clinic 
Testing center 
Mobile testing van 
 
Demographics 
Male 
Female 
 
Age: mean (std) 
 
Black 
Hispanic 
White 
Asian/Other 
 
Heterosexual male 
MSM 
Female 
 
HIV positive 
 
Homeless 
 
Incarcerated past year 
 
Sexual behavior last year 
Oral sex 
Vaginal or anal sex 
     Unprotected a 
 
Traded sex 
Sex with sex worker 
 
Gonorrhea or syphilis 
 
Injection drug use last year 
Injected any illegal drugs 
Shared injection equipment 
 
High-riskb 
 
Partners 
Male (mean [std]) 
Female (mean[std]) 
MSM (among females) 
IDU 
HIV + 
     Knew HIV+ partner statusc 

 
139 (68.8) 
48 (23.8) 
15 (7.4) 

 
 

174 (86.1) 
28 (13.9) 

 
32.5 (9.5) 

 
18 (9.1) 

95 (48.0) 
58 (29.3) 
27 (13.6) 

 
50 (24.8) 

124 (61.4) 
28 (13.9) 

 
3 (1.7) 

 
5 (3.6) 

 
13 (9.4) 

 
 

186 (92.1) 
190 (94.1) 
143 (71.9) 

 
11 (5.5) 

31 (15.3) 
 

16 (7.9) 
 
 

12 (6.0) 
6 (3.0) 

 
159 (78.7) 

 
 

12.2 (47.8) 
0.7 (1.9) 
4 (23.5) 
13 (8.5) 

25 (16.1) 
11 (7.2) 

 
322 (63.8) 
56 (11.1) 

127 (25.1) 
 
 

343 (67.9) 
162 (32.1) 

 
33.7 (11.8) 

 
63 (14.1) 

258 (52.7) 
126 (25.7) 

37 (7.6) 
 

277 (54.9) 
66 (13.1) 

162 (32.1) 
 

2 (0.5) 
 

7 (6.4) 
 

15 (13.8) 
 
 

366 (72.9) 
410 (81.2) 
345 (68.6) 

 
19 (3.8) 

64 (12.8) 
 

7 (1.4) 
 
 

14 (2.8) 
5 (1.0) 

 
153 (30.3) 

 
 

2.4 (4.8) 
1.7 (3.0) 
4 (19.0) 
13 (8.7) 
9 (6.0) 
1 (0.7) 

< 0.001 
 
 
 
 
 

< 0.001 
 
 

0.15* 
 

0.02 
 
 
 
 

< 0.001 
 
 
 

0.16† 
 

0.32 
 

0.29 
 
 

< 0.001 
< 0.001 

0.40 
 

0.31 
0.38 

 
< 0.001 

 
 

0.04 
0.05 

 
< 0.001 

 
 

0.01‡ 
< 0.01‡ 

1.00† 
0.96 

< 0.01 
< 0.01 

 
Ref. 
0.88 
0.27 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2.9 
 
 
 
 
 
 
 
 
 
 
 
 

7.8 

 
 

0.61 
< 0.001 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

0.001 
 
 
 
 
 
 
 
 
 
 
 
 

< 0.001 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2.6 
2.3 

 
 
 
 
 
 
 
 
 
 
 

7.6 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

0.002 
0.016 

 
 
 
 
 
 
 
 
 
 
 

<0.001 
 

 

   



54 
 

 

Table 3.2 Analysis of factors associated with recent repeat testing among Southern 
Californian HIV testers, Continued  
 Recent Repeat Tester  Model 1* Model 2**

 YES 
n=202 
n (%) 

NO 
n=505 
n (%) 

 
 

p-value 

 
 

aOR 

 
 

p-value 

 
 

aOR 

 
 

p-value 
Substance use last year 
No alcohol or drug use 
Alcohol 
Marijuana 
Methamphetamine 
Cocaine 
Crack 
Heroin 
Pain killers/tranquilizers 
Ecstasy 
GHB 
Ketamine 
Viagra, Cialis or Levitra 
Poppers 
 
Stimulant use 

 
33 (21.6) 

112 (73.2) 
30 (19.6) 
16 (10.5) 
16 (10.5) 

4 (2.6) 
7 (4.6) 

14 (9.2) 
13 (8.5) 
8 (5.2) 
5 (3.3) 

13 (8.5) 
18 (11.8) 

 
26 (17.0) 

 
44 (34.4) 
77 (60.2) 
30 (23.4) 
16 (12.5) 
13 (10.2) 

7 (5.5) 
8 (5.2) 
9 (7.0) 

10 (7.8) 
3 (2.3) 
0 (0.0) 
7 (5.5) 
7 (5.5) 

 
24 (18.8) 

 
0.02 
0.02 
0.44 
0.59 
0.93 
0.22 
0.53 
0.52 
0.84 
0.21 

0.07† 
0.33 
0.07 

 
0.70 

    

*Adjusted odds ratio from full model, including only those significant at the <0.05 level. 
** Adjusted odds ratio from full mode, excluding site and including only those significant at the <0.05 level. 
aReported having vaginal or anal sex without a condom in the last year compared to those who did not reported 
vaginal or anal sex without a condom in the last year. 
bHigh-risk was defined as defined as reporting being transgender, MSM behavior or identification, and in the past 
year sex with a prostitute, trading sex for money, drugs, services or other goods, IDU, gonorrhea or syphilis, and/or 
reporting sex with an MSM or IDU partner of unknown or HIV positive status. 
cKnew their HIV-positive partner’s status prior to having sexual relations with them. 
‡Equal variances not assumed 
† Calculated with Fisher’s exact test due to small numbers. 
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Table 3.3 Analysis of factors associated with HIV prevention counseling acceptance 
among high-risk recent repeat testers in Southern California 
 Accepted Counseling  Model 1* Model 2**

 YES 
n=60 
n (%) 

NO 
n=91 
n (%) 

 
 

p-value 

 
 

aOR 

 
 

p-value 

 
 

aOR 

 
 

p-value 
Site 
STI clinic 
LA sitesα 
 
Demographics 
Male 
Female 
 
Age: mean (std) 
 
Hispanic 
White 
Black/Asian/Other 
 
Heterosexual male 
MSM 
Female 
 
HIV positive 
 
Sexual behavior last year 
Oral sex 
Vaginal or anal sex 
     Unprotected 
 
Traded sex 
Sex with sex worker 
 
Gonorrhea or syphilis 
 
Injection drug use last year 
Injected any illegal drugs 
Shared injection equipment 
 
Homeless 
 
Incarcerated past year 
 
Partners last year 
Male (mean [std]) 
Female (mean[std]) 
MSM (among females) 
IDU 
HIV + 
     Knew HIV+ partner statusb 

 
49 (81.7) 
11 (18.3) 

 
 

55 (93.2) 
4 (6.8) 

 
31.9 (9.2) 

 
32 (56.1) 
13 (22.8) 
12 (21.1) 

 
3 (5.0) 

53 (88.3) 
4 (6.7) 

 
1 (1.9) 

 
 

56 (94.9) 
55 (93.2) 
36 (62.1) 

 
5 (8.5) 

8 (13.6) 
 

3 (5.1) 
 
 

6 (10.3) 
4 (6.9) 

 
2 (4.2) 

 
5 (10.4) 

 
 

22.1 (77.4) 
0.3 (0.9) 
1 (14.3) 
4 (7.0) 
5 (8.8) 
2 (3.5) 

 
44 (48.4) 
47 (51.6) 

 
 

80(88.9) 
10 (11.1) 

 
33.2 (9.4) 

 
34 (37.8) 
35 (38.9) 
21 (23.1) 

 
16 (17.6) 
65 (71.4) 
10 (11.0) 

 
2 (2.5) 

 
 

85 (93.4) 
85(94.4) 

66 (75.0) 
 

6 (6.7) 
22 (24.2) 

 
12 (13.3) 

 
 

5 (5.6) 
1 (1.1) 

 
3 (3.8) 

 
7 (8.6) 

 
 

6.7 (11.3) 
1.0 (2.2) 
3 (30.0) 
8 (9.3) 

20 (22.7) 
9 (10.5) 

< 0.001 
 
 
 
 

0.38 
 
 

0.45 
 

0.07 
 
 
 

0.04 
 
 
 

1.00† 
 
 

1.00† 
0.74† 

0.10 
 

0.69 
0.11 

 
0.10 

 
 

0.34† 
0.08† 

 
1.00† 

 
0.76† 

 
 

0.14‡ 
0.02‡ 
0.60† 
0.76† 
0.03 

0.20† 

 
6.5 

Ref. 
 
 
 
 
 
 
 
 
 
 
 

Ref. 
7.1 
3.6 

 
 
 
 
 
 
 
 
 
 
 

0.2 
 
 
 
 

 
<0.001 

 
 
 
 
 
 
 
 
 
 
 
 
 

<0.01 
0.17 

 
 
 
 
 
 
 
 
 
 
 

0.01 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ref. 
8.7 
3.1 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

16.9 
 
 
 
 
 
 
 
 
 
 

0.2 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

0.01 
0.28 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

0.02 
 
 
 
 
 
 
 
 
 
 

0.01 
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Table 3.3 Analysis of factors associated with HIV prevention counseling acceptance 
among high-risk recent repeat testers in Southern California, Continued 
 Accepted Counseling  Model 1* Model 2**

 YES 
n=60 
n (%) 

NO 
n=91 
n (%) 

 
 

p-value 

 
 

aOR 

 
 

p-value 

 
 

aOR 

 
 

p-value 
Substance use last year 
No alcohol or drug use 
Alcohol 
Marijuana 
Methamphetamine 
Cocaine 
Crack 
Heroin 
Pain killers/tranquilizers 
Ecstasy 
GHB 
Ketamine 
Viagra. Cialis or Levitra 
Poppers 
Stimulant use 

 
9 (16.7) 

42 (77.8) 
9 (16.7) 
3 (5.6) 

6 (11.1) 
1 (1.9) 
3 (5.6) 

6 (11.1) 
3 (5.6) 
3 (5.6) 
1 (1.9) 
1 (1.9) 

7 (13.0) 
7 (13.0) 

 
22 (24.7) 
62(69.7) 

21 (23.6) 
12 (13.5) 
10 (11.2) 

3 (3.4) 
4 (4.5) 
7 (7.9) 

10 (11.2) 
5 (5.6) 
4 (4.5) 

12 (13.5) 
10 (11.2) 
18 (20.2) 

 
0.26 
0.29 
0.32 
0.13 
0.98 

1.00† 
1.00† 
0.56† 
0.37 

1.00† 
0.65† 
0.02† 
0.76 
0.27 

    

*Adjusted odds ratio from full model, including only those significant at the <0.05 level. 
** Adjusted odds ratio from full mode, excluding site and including only those significant at the <0.05 level. 
α LA sites include both the testing center and mobile testing unit 
† Calculated with Fisher’s exact test due to small numbers. 
‡Equal variances not assumed 
bKnew their HIV-positive partner’s status prior to having sexual relations with them. 
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Table 3.4 Agreement in factors reported on self-administered questionnaire and during 
counselor interviews at the same testing visit among HIV testers in Southern 
California 

  
Self-

Administered % 
Interviewer-

Administered % kappa 

Stand-alone and Mobile testing van (n=77)       

Sensitive Questions       

Oral sex with a male partner 31.2 42.9 0.53 

Vaginal or anal sex with a male partner 32.5 53.2 0.44 

Oral sex with a female partner 37.7 37.7 0.50 

Vaginal or anal sex with a female partner 40.3 51.9 0.61 

MSM partner 9.1 13.6 0.33 

IDU partner 6.7 12.0 0.38 

HIV+ partner 2.7 1.4 -0.02 

Injected drugs 4.1 2.7 -0.03 

Less Sensitive Question       

Have you had an HIV test before today? 58.7 64.0 0.66 

      

STI clinic (n=353)      

Gender of sex partners      

 male 45.6 46.7 0.93 

 female 53.0 55.2 0.83 

Injection drug use 4.0 2.6 0.78 
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Chapter 4 
 

A Pilot Study to Determine Implementation Feasibility and Acceptability of New Client-
Centered Options Introduced During Routine HIV Testing in Southern California 
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Abstract 

 Objectives. In this study we evaluated the acceptability and feasibility of two client-

centered HIV-testing conditions; a self-administered client HIV risk assessment (versus 

counselor-administered) and optional HIV pre-test counseling for repeat testers  as part of 

routine HIV testing in three clinics in Southern California.   

 Methods. Clinic staff and clients tested during the implementation of the new testing 

procedures were invited to provide feedback. We utilized surveys with qualitative and 

quantitative components to gather information from site administrators, staff and clients on 

their experiences and opinions regarding the two new testing conditions.    

 Results. Survey information was gathered from three sites involving three 

administrators, 10 counselors and 299 clients. The self-administration option was well 

received by counselors and clients, although some Spanish-speaking clients had difficulty 

completing the assessment. Optional counseling for recent repeat testers was well received by 

counselors and clients.   

 Conclusion. Our study indicated overall good acceptability from both clinic staff and 

clients of self-administered risk assessment and optional counseling for repeat testers. We 

observed that implementation of these changes was feasible. Changes creating more flexibility 

in the counseling and testing process were well received by clients, staff and administrators.  

Overall, the increase in client-focused options gave counselors the tools to better meet each 

client’s individual needs while making good use of reduced HIV prevention resources.  
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Introduction 

 Efforts to expand HIV testing in the United States are a critical part of engaging HIV-

positive persons into care and stemming the transmission of HIV [1]. Opportunities to enhance 

client-centered approaches to testing by allowing client self-administration of HIV risk-

assessment forms (versus counselor-administered) and optional pre-test counseling for repeat 

HIV testers have the potential to get more persons to come in for testing and reduce testing 

costs. 

 Doing the most good with limited resources requires evidence-based decisions. 

Knowledge of HIV status has been shown to dramatically decrease sexual risk behaviors 

among those who test HIV-positive, thus protecting others [2, 3].  Although there is strong 

evidence of behavior change as a function of knowledge of HIV-positive status and post-test 

counseling [2-5], the evidence of behavior change after pre-test counseling among those 

testing HIV-negative is mixed [2, 6-9]. Those who have never tested are more likely to cite 

speaking with a counselor as an obstacle to testing than those who have delayed testing [10]. 

Also, prior studies suggest that those most at risk are less likely to accept counseling when 

offered [11]. 

 Opportunities to receive HIV testing without pre-test counseling, especially among 

those who have previously received counseling, has been suggested to improve clinic 

responsiveness to client HIV testing needs and result in cost savings; however, research is 

lacking on the feasibility and acceptability of such an approach. From a healthcare utilization 

perspective, clinic responsiveness to client testing preferences (e.g., optional pre-test 

counseling) may influence both use of testing services and satisfaction with the HIV testing 

process [12, 13]. Client-centered changes such as allowing self-administration of risk 

assessment forms and allowing recent repeat testers to forgo counseling may increase use of 

and satisfaction with testing services, although research is lacking in this area. The purpose of 
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this pilot study was to assess the feasibility and acceptability of expanding patient-centered 

options to clients undergoing HIV testing from the perspective of clinic administrators and 

staff and clients themselves.  

 

Methods 

Study Population 

 The study was conducted at three publicly funded sites that offered free and 

confidential HIV counseling and testing in Southern California. Two sites in Los Angeles 

(LA) County participated (a mobile testing van and stand-alone testing center) and one site in 

Orange County (OC), California (a county-run STI clinic). 

 The mobile testing van administered approximately 400 tests a month to a racially and 

sexually mixed client population. Approximately three people staffed the mobile van at all 

times for a total of about six different individuals in a given week.  The stand-alone HIV 

testing center had one full-time employee and conducted 250 tests per month, while serving a 

mostly men who have sex with men (MSM) population.  The OC STI clinic tested 

approximately 500 clients a month, with a staff of six counselors, two administrative assistants 

and one site supervisor. Over 50% of the clients testing at the OC site were monolingual 

Spanish speakers.  

Procedures 

 We used qualitative and quantitative methods to assess the feasibility and 

acceptability of implementing self-administration of risk assessments and optional pre-test 

counseling  

 The Client Assessment Questionnaire (CAQ) was developed based on the current 

standard California Department of Public Health Office of AIDS (CDPH-OA) data collection 

instruments and was available in English and Spanish. Prior to implementation of the new 
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testing procedures counselors would complete the survey during pre-test counseling; gathering 

surveillance data as required by the State of California. Self-administration modalities for the 

CAQ included handheld computers (used by LA sites) and paper forms (used by the OC site).  

 Clients who reported HIV risk on the CAQ and had tested in the last year (recent 

repeat testers) were given the option to skip pre-test counseling. CAQ data and counseling 

choices were analyzed as part of a separate analysis [14]. Upon completion of HIV testing, 

clients were asked to complete a Client Satisfaction Survey (described below).  

 The Institutional Review Boards of the University of California, San Diego (UCSD), 

the CDPH-OA, the County of Orange Health Care Agency and AIDS Healthcare Foundation 

approved the study. 

Survey measures 

 Three separate surveys were conducted to obtain information about self-administered 

CAQs and optional pre-test counseling from the perspectives of the clinic administrators 

(Clinic Process Survey), site staff (Frontline Staff Survey), and the clients (Client Satisfaction 

Survey).  A team of researchers from the CDPH-OA, UCSD, AIDS Healthcare Foundation, 

County of Orange Health Care Agency, County of Los Angeles Department of Public Health 

Office of AIDS Programs and Policy developed the surveys. 

Clinic Process Survey 

 Trained staff from UCSD and CHPH-OA conducted the Clinic Process Survey with 

clinic site coordinators to evaluate the overall implementation of the two new testing process 

options.  Interviews were conducted at three time points: before testing changes were 

implemented, during implementation and after completion of the pilot. The Clinic Process 

Survey is semi-structured and comprised of 30 questions. Baseline questions were used to 

determine the clinic flow, normal operating status and procedures. Additional questions, were 

added for subsequent time point measures to determine potential roadblocks, issues and fears 
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surrounding implementation of the options.  During and after implementation, coordinators 

were asked to comment on best and worst practices based on their experience with the testing 

process. The purpose of this survey was to capture site level issues, concerns and impact of 

implementing new HIV testing procedures.  

Frontline Staff Survey 

 The purpose of the Frontline Staff Survey was to evaluate the impact of implementing 

the new testing assessment and counseling options on clinic operations. It queried counselors 

regarding their own opinions as well as their perception of clients’ reactions to the new 

program. The survey was self-administered after the completion of the pilot by counselors 

responsible for the day-to-day pilot implementation at each site.   

 The survey included 13 questions with multiple prompts for comments throughout.  

Background questions included: 

 “Which counseling and testing services have you provided during the pilot?” 

 “Before the pilot began, did you have experience with HIV test counseling?” 

 “If yes, how long?” 

Questions specific to the pilot study included: 

 “How would you rate the overall CAQ and supplemental data collection process?” 

 “How would you rate the process for determining client risk level based on CAQ 

 responses?” 

  Response options were on a likert scale 1 (“not at all well”) to 5 (“very well”).  

 “How hard was it for you to answer client’s questions about the CAQ? 

  Response options were on a likert scale 1 (“not at all hard”) to 5 (“very  

  hard”).  
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Client Satisfaction Survey 

 Upon completion of their HIV testing visit, all HIV-negative clients were asked to 

complete a brief, self-administered paper questionnaire that included 16 questions about their 

satisfaction with the counseling and testing process.  To allow the pilot process to stabilize at 

the participating sites, the Client Satisfaction Survey was first offered to clients two to three 

weeks after initiation of the new procedures and continued to the end of the pilot program.  

This questionnaire was available in both English and Spanish. Questions included: 

 “When you were answering the questions [CAQ], were you worried that someone 

 sitting near you might be able to see your answers?” 

 “Did a staff person give you the option to skip counseling today?” 

 “Where did you have your last HIV test?” 

Data analysis 

 All quantitative analyses were conducted using Predictive Analytics SoftWare (PASW 

17.0).  We generated descriptive statistics of quantitative responses to the Frontline Staff 

Survey and the Client Satisfaction Survey.  Chi-square tests and analysis of variance were 

carried out on demographic characteristics of those completing the Client Satisfaction Survey. 

Univariate logistic regression was also used among repeat testers to determine differences by 

site of client perceptions of current HIV testing experience compared to their last experience. 

Comparisons were carried out between “this time was better” and “about the same.” Due to 

small numbers “last time was better” was dropped from the analysis. An α < 0.05 was 

considered significant.  

Qualitative analysis of the Clinic Process Survey was conducted by first reviewing all 

qualitative responses and identifying similarities and differences between clinic sites.  
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Results 

 Nine Clinic Process Survey interviews were conducted and 6 OC and 4 LA staff 

members completed Frontline Staff Surveys. A total of 299 Client Satisfaction Surveys were 

obtained: 112 from OC, 141 from the stand-alone clinic and 46 from the mobile van (Table 

4.1). Client age did not differ significantly with the mean age ranging from 32 to 35 years old. 

There were significantly more men who have sex with men (MSM) tested at the LA stand-

alone testing center. There were also significant differences in the percentage of clients taking 

the survey in English.  At the stand-alone clinic almost all (99%) took the satisfaction survey 

in English but at the mobile van (80%) and OC (71%) significantly fewer took the survey in 

English.   

Self-administration of data 

 Counselors at sites using handheld computers to gather CAQ data rated the process as 

at least “okay”, with half the counselors stating it went “very well”. One counselor 

summarized the process: 

“Handheld was a great time-saving tool. For repeat testers, it provides a great 
way for them to feel comfortable with going through the process of being 
aware of their status without having to be annoyed by one-on-one counseling 
involving the same questions they had endured once before.” 
  

 Most counselors at sites using handheld computers (LA sites) stated that only a few 

clients (0% to 5%) needed help completing the CAQ using the computer.  However, one 

counselor estimated that 50% needed help, stating “some clients would say ‘What do I do 

here?’ or ‘What do I do next?’”  

 Most counselors at the OC site rated the paper-based CAQ administration as only 

“okay” (5 out of 6 counselors) and the other counselor rated it “less than okay.” One stated, 

“Still have to check in to make sure they answered correctly. Also, had to help many clients 

finish filling out the CAQ.” The general rates of assistance needed were higher with the paper-

based survey, ranging from 5% to 50%. One counselor specified that only 1%-2% of English-
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speaking clients needed assistance to complete the CAQ, but 90% of the Spanish-speaking 

clients required assistance although the form was available in Spanish. Since a majority of 

clients at this site spoke Spanish, the counselor said, “the burden was significant.” 

 Clients expressed little concern that others would see their answers at any site, with 

95% of OC clients and 96% of LA clients reporting they were “not at all worried” that 

someone near them might see their answers while completing the CAQ. Similarly high rates 

reported no trouble answering the questions (93% in OC and 90% in LA). Of those who 

reported trouble answering the questions, only one participant at OC reported “a lot of 

trouble”, while the rest reported “a little bit of trouble.” Compared to OC (16%), more clients 

in LA (24%) were not sure what some of the questions meant, but most of those who asked for 

help at the LA sites also reported that they got the assistance they needed (97%).  

 Most clients at LA sites viewed the use of computers for self-administering the CAQ 

positively, as reflected in the following comments: 

“I loved the new Dell computer that is now used to take the survey.” 

      44 year old, White male 

“The new PDA system is a plus!” 

     25 year old, White male 

 One of the potential benefits and reasons for piloting self-administration was a 

predicted decrease in counselor workload.  This was noted at LA sites, which utilized 

computers for the self-administration, but not at the OC clinic.  The computers were 

programmed to display the client’s risk status when they completed the questionnaire; whereas 

counselors using the paper CAQ had to review responses in several places on the form to 

manually determine the client’s risk status. As such, time savings for the counselors was noted 

at both LA sites using computers, but not at the OC site where the paper CAQ was used.  
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 At sites using computers for self-administration of forms, clinic staff noted that 

maintaining interpersonal contact with the client during the process was important. For 

example, at the mobile testing van, an outreach worker stayed outside the van, welcoming the 

clients and instructing them on how to complete the CAQ on the handheld computer. This 

outreach worker was a trained HIV counselor and tester, which the sites thought was 

advantageous for answering questions as the client waited. At the stand-alone clinic, it was 

also noted that having staff available during administration of the computer CAQ was 

desirable. Sites using technology had no data available for counselor review. At these sites 

counseling was seen as slightly more difficult.   

Optional pre-test HIV counseling  

 From the counselors’ perspective in OC, recent repeat testers responded between 

“okay” and “mostly positively” when offered the option to skip counseling. One counselor 

mentioned that those offered the option “seemed to appreciate the option of not discussing 

their risk behaviors [because they] want [to] just get a test result,” but two other counselors 

mentioned that clients then felt a little like they should skip counseling to ease the burden of 

the busy counselor.  

 Three of the four counselors in LA said that clients reacted mostly positively to being 

offered the option to skip counseling with two mentioning that repeat testers enjoyed having 

the option.  On counselor stated, “they felt it saved time; and was more efficient than having to 

be counseled again.” 

 Four of the six OC counselors commented that they liked having the option of letting 

repeat high-risk clients skip counseling:  

“It is a nice option to offer if available for the future.” 

“It’s a nice option for clients who had tested several times before and only 

want their results.” 
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“For those who come in for testing but are really closed off to having a 
conversation with the counselor it did make it easier for myself because if they 
qualified for opt-out I didn’t feel like I have […] to pry answers out of them.” 
 

 Clients also completed questions regarding their opinion of acceptability of the opt-

out process. Only 2 (<1%) out of 299 clients reported that they do not like talking with 

counselors or that counseling does not change their behaviors, and no client agreed with the 

statement that counseling was a “waste of time.” The most common response to why they 

skipped counseling was that they “already understand their HIV risk” (17%), with the next 

most common responses of “I am a routine tester” (12%), and “I already know how to stay 

safe” (11%).  Write-in responses for why they skipped counseling included; “appreciate it but 

had it at last test” and “I already received counseling.” 

 While some repeat testers appreciated being able to skip counseling, there was still a 

desire for counseling among some clients, with 18% stating that they “always learn something 

new” and 15% stating they “need to better understand their HIV risk”.  Thirteen percent stated 

they “like talking to a counselor.”  

 At all sites, most clients felt that the testing services provided were at least as good as 

the last test they received, but the clients at LA sites were significantly more likely to report 

that the information they received about HIV “this time was better” than the last time they 

tested compared to “about the same” (Table 4.2). Those testing at the sites in LA were also 

significantly more likely to report that the amount of time spent with the counselor, total 

amount of time spent getting tested, information was collected better, the counselor focused on 

their needs more and the overall experience was better than last time.  

 Given that clients may test at other sites, an OC counselor brought up the point that 

just because a client has tested recently does not necessarily mean they received counseling 

recently.  One counselor stated they “would also like to see some kind of question if they have 

received education or counseling for HIV in the past.” Among those who completed the client 
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satisfaction survey, 18% had last been tested at an alcohol or drug treatment program, jail, 

prison, doctor’s office or hospital, all of which are less likely to provide counseling as part of 

the testing procedure.  

 Other concerns included: 

“My only fear with opt-out is that prevention work will be lost and there will 
be long term consequences because high risk folks will be easily tested but 
nothing (behaviors) will ever change so eventually these repeat testers will 
most likely turn HIV[-positive].” 
 
“I’m worried about the clients that just test but continue to put themselves at 
risk all the time.”  
 

 We noted variability in how counselors interacted with clients. For example, even 

among those eligible to skip counseling, the counselor often asked what brought them in for 

testing or if they had any questions, to ensure that they were not overlooking clients’ needs.  

This dialogue resulted in some eligible clients receiving counseling without being presented 

the option to skip. At OC, possibly because of up to three hour wait-times, some clients 

showed an unwillingness to leave the counseling room when given the option. The counselors 

believed this unwillingness was because of a fear that if they left the room they would have to 

wait a long time to be seen for their results. Other clients seemed to think they were doing the 

counselor a favor by choosing to forgo counseling, thus presumably freeing the counselor for 

another person. 

 At all sites, counselors mentioned that it was advantageous to be able to give recent 

repeat testers the option to accept or skip counseling.  Since the OC testing site offered testing 

and treatment for STIs in addition to HIV, not every client who attended the facility was there 

to be tested for HIV.  As such, this site had at least one recent repeat tester in for syphilis 

treatment who received testing only because they did not have to sit through pre-test 

counseling.  That client tested positive for HIV.  
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Discussion 

 Our evaluation of two client-centered HIV-testing conditions, a self-administered 

client HIV risk assessment (versus counselor-administered) and optional HIV pre-test 

counseling for repeat testers  as part of routine HIV testing revealed that overall,  creating 

more flexibility in the counseling and testing process is feasible and acceptable to  HIV testing 

clients, counselors and sites administrators.  Although some problems were noted, overall, 

empowering clients by allowing repeat-testers to opt-out of pre-test counseling appears to 

promote high client satisfaction with testing, while decreasing counselor burden. These 

particular issues have not been studied previously and provide insight into the counseling and 

testing process.  

Self-administration of data 

 We found that self-administered risk assessments were feasible and in some instances 

preferred over counselor-administered forms.  Depending on the audiences’ literacy, different 

formats may be more or less appropriate.  Self-administration was most advantageous when 

coupled with technological features that allowed the participant to be truly anonymous when 

reporting their behaviors and allowed counselors to handle less paperwork. Although cutting 

the counselors paperwork, clients utilizing computers did need more assistance with self-

administration which might offset staff time gains. This may be a matter of counselors and 

clients becoming familiar with a new process that long-term may become a less time-intensive 

process. However future studies would be needed to determine the net time gain or loss. 

 Without the inclusion of computers for self-administration, the paperwork at the OC 

clinic was burdensome for counselors and difficult for clients to complete.  The process ran 

more smoothly and efficiently at the sites using computers than at the site using paper forms.  

Though important this may have been confounded by client attributes that differed by site, 

such as primary language and clients’ comfort with computers.  The OC testing site had a 
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higher proportion of Spanish-language dominant clients who reported difficulty with the self-

administered risk assessment.  

Optional pre-test HIV counseling  

 Although a larger study will be needed, our pilot study findings indicate that optional 

pre-test counseling may be the best option to meet clients testing needs but still provide a 

service to those who desire it. During this study an HIV-positive client tested and received 

their result because they had the option to skip pre-test counseling. This person is now able to 

take steps to protect themselves and others.  Eliminating the barrier of counseling did result in 

at least this individual becoming aware of their HIV-positive status.  

 Further staff training may improve the process because some counselors noted 

difficulty presenting the option to skip counseling in such a way that clients do not feel 

pressured to reject counseling to help the counselors have more time or accept counseling 

because they do not want to wait in a busy waiting room. This training may involved working 

with counselors to develop standardized scripts or messages they could use with repeat testers. 

 Based on our evaluation, clinic staff perceived that the option for recent repeat testers 

to choose to go to counseling or not, served both the clients’ testing needs and helped ensure 

that the time counselors spent with clients was not stymied by uncooperative and/or possibly 

already-educated clients.  It allowed counselors to address the needs of each client 

individually rather than applying the same prevention approach to everyone. 

Limitations 

 This study has limitations that should be considered.  The number of sites and 

participants within the sites were small, thereby limiting our ability to make generalizations to 

other settings, locations and clients. Additionally, the sites were not chosen randomly, but 

rather by their willingness and ability to implement the pilot program and may not represent 

the varied nature of HIV testing sites.  The differences seen in the sites provide insight into 
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sites at different levels of preparedness and ability to implement the two changes in the testing 

and counseling process, since one site was not prepared to implement a computer option. 

Another limitation was that we could only assess clients who presented for testing and our 

sample may not represent individuals who would have come for testing had they known that 

about optional counseling. The clients of greatest concern are those who are not currently 

presenting for testing but we were unable to reach them in the current study.  

 In addition problems were noted with the Spanish translation of the forms.  Certain 

ideas such as sexual orientation were not translated in a culturally relevant way.  Many 

Hispanic men entered “hombre” or man into the other category at the OC site. Prior to 

subsequent use, the self-administered forms will need to undergo additional review to ensure 

appropriate and relevant translation. 

 Slight deviations in protocol also occurred. Counselors did not “get the chance” to 

give some clients the option to skip counseling, because they were already so engaged with 

the participant in counseling.  It is likely these same clients would have chosen to accept 

counseling, but without giving them the option, it is not possible to know.  Counselors often 

mentioned that they still asked clients who had the option to skip counseling “what brought 

them in today” in an attempt to make sure the participant was given the best service possible. 

This changes the study design slightly, as ideally the participant would not be engaged prior to 

being given the option not to receive counseling.   

 Although not ideal in one sense, these deviations allow us to observe what 

implementation of these standards (self-administered CAQs and optional counseling for repeat 

testers) may actually look like. Counselors may be unwilling/unable to give every eligible 

participant the option to skip counseling.  As such, counselor workload may not be reduced as 

drastically as expected from the percentage of eligible clients presenting.   
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 Although we are able to hypothesize how clients’ responses fit into a healthcare 

utilization model, we are unable to truly model behaviors and how they would differ based on 

these changes.  Those who were presenting for testing have already overcome all potential 

barriers to testing as evident by their presence.  The overall high approval of the process in 

comparison to their previous test does indicate that the outcome of satisfaction with care has 

been increased or at least not damaged by the measures piloted.  

Implications 

 Legislation introduced in the California State Assembly in 2006 proposed requiring 

the California Office of AIDS to restructure its counseling policy.  The bill was tabled until 

the completion of an evaluation of the potential impact of the changes, allowing legislation to 

be based on scientific evidence.  This multi-phase study was designed and implemented, but 

before completion of the study, in January 2009 another bill was passed and implemented 

restructuring the California Office of AIDS policy, allowing self-administered CAQs as well 

as optional counseling for repeat HIV testers.  Further restructuring of HIV testing and 

counseling has arisen because of the current economic situation.  At this time, most pre-test 

counseling has been defunded on the state level in California. 

 In California, the change in HIV testing policy was prompted by economic factors 

rather than empirical data.  However, our findings support the move to a more client-centered 

approach to collecting risk assessment information and HIV prevention counseling, and could 

provide insight into potential issues and implications for other states. Our study indicated that 

for sites whose staff and patient populations are comfortable with computer technology, 

implementation of a computer-aided self assessment tool is both feasible and acceptable. 

Although options for pre-test counseling are now dictated by fewer resources, we also found 

that patient-centered options are by and large welcome by most patients. 
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Table 4.1 Demographic characteristics of those who completed the  
Client Satisfaction Survey. 
 Los Angeles 

Stand-Alone 
n=141 
n (%) 

Los Angeles 
Mobile Van 

n=46 
n (%) 

Orange County 
STI Clinic 

n=112 
n (%) p-value 

Mean age (std) 
 
Sex at birth 
   Male 
   Female 
 
MSM 
 
Race*  
   Hispanic 
   White 
   Black 
   Asian 
   Other 
 
English survey 

34.7 (9.9) 
 
 

82 (73.2) 
30 (26.8) 

 
63 (56.3) 

 
 

20 (17.9) 
65 (58.0) 
17 (15.2) 

3 (2.7) 
7 (6.3) 

 
139 (98.6)

33.7 (12.4) 
 
 

16 (57.1) 
12 (42.9) 

 
3 (10.7) 

 
 

14 (51.9) 
3 (11.1) 
9 (33.3) 
1 (3.7) 
0 (0.0) 

 
37 (80.4)

31.9 (9.4) 
 
 

88 (83.8) 
17 (16.2) 

 
45 (42.9) 

 
 

54 (51.9) 
29 (27.9) 

8 (7.7) 
9 (8.7) 
4 (3.8) 

 
79 (70.5)

0.11 
 

<0.01 
 
 
 

<0.001 
 

<0.001 
 
 
 
 
 
 

<0.001 
*In analysis, race was combined to Hispanic, White and Other due to small numbers. 
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Table 4.2 Client perceptions of current HIV testing experience compared to their last 
experience among repeat testers with self-reported risk factors for HIV infection at Los 
Angeles and Orange County testing sites. 

  

Last time was 

better*  
This time was 

better About the same 

p-value 

Los 
Angeles 

n (%) 

Orange 
County 
n (%) 

Los 
Angeles 

n (%) 

Orange 
County 
n (%) 

Los 
Angeles 

n (%) 

Orange 
County 
n (%) 

Information about 
HIV/AIDS  
 
Amount of time spent 
with counselor 
 
Total amount of time 
spent getting tested 
 
I felt safer sharing 
personal information 
 
I felt more 
comfortable with 
clinic staff 
 
I felt my own needs 
were better met 
 
Information about me 
was collected better 
 
The counselor focused 
more on my needs 
 
Overall the experience 
was better 

5 (4) 
 
 

5 (4) 
 
 

3 (2) 
 
 

3 (2) 
 
 

2 (2) 
 
 
 

2 (2) 
 
 

2 (2) 
 
 

3 (2) 
 
 

2 (2) 

4 (5) 
 
 

3 (4) 
 
 

 9 (11) 
 
 

3 (4) 
 
 

2 (3) 
 
 
 

1 (2) 
 
 

1 (2) 
 
 

1 (2) 
 
 

2 (3) 

72 (54) 
 
 

80 (61) 
 
 

80 (59) 
 
 

73 (54) 
 
 

79 (59) 
 
 
 

68 (54) 
 
 

76 (61) 
 
 

76(61) 
 
 

94 (70) 

29 (37) 
 
 

32 (41) 
 
 

30 (38) 
 
 

34 (43) 
 
 

39 (50) 
 
 
 

24 (44) 
 
 

21 (39) 
 
 

23 (43) 
 
 

23 (47) 

56 (42) 
 
 

47 (36) 
 
 

52 (39) 
 
 

59 (44) 
 
 

52 (39) 
 
 
 

55 (44) 
 
 

47 (38) 
 
 

45 (36) 
 
 

38 (28) 

46 (58) 
 
 

44 (56) 
 
 

40 (51) 
 
 

43 (54) 
 
 

37 (47) 
 
 
 

29 (54) 
 
 

32 (59) 
 
 

30 (56) 
 
 

30 (51) 

0.02 
 
 

<0.01 
 
 

0.02 
 
 

0.12 
 
 

0.21 
 
 
 

0.22 
 
 

<0.01 
 
 

0.02 
 
 

<0.01 

*Comparisons carried out between “this time was better” and “about the same.” Due to small numbers “last time 
was better” was dropped from analysis. 
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This dissertation was undertaken with the goal of better characterizing recent repeat 

testers in California and fully exploring potential changes to the HIV pre-test counseling 

procedures, including self-administration of risk assessment forms and optional pre-test 

counseling among recent repeat testers.  

Although recent repeat testers were found to be participating in some high-risk 

behaviors, they are also practicing moderating behaviors which lessen the potential negative 

consequences. Counseling was accepted by 40% of those eligible to choose, some of whom 

were at increased HIV risk. Optional counseling is a potential way to decrease barriers to HIV 

testing and still provide a valuable service to those who desire it. Utilizing recent repeat 

testing status to determine eligibility to receive optional counseling is a viable solution with 

few drawbacks.  

 

Repeat testers 

From analysis comparing risk behaviors by different cut-point used to define a recent 

repeat tester (RRT), testing within the past year was determined to be the best definition for 

practical reasons.  Overall care must be taken to distinguish between repeat testers and RRTs.  

Repeat testers have simply tested before while RRTs have tested in the past year indicating a 

pattern of regular and repeated testing. When examining differences between those testing in 

the last year and more distantly, there were significant differences but none of clinical 

importance. 

In analyses of California State data, risk behaviors varied among RRTs by sexual 

orientation. Among females and heterosexual males, RRTs reported significantly more high-

risk behavior (e.g. IDU and stimulant use) than non-RRTs.  RRTs were also significantly 

more likely to report condom use and among MSM, more condom use with high-risk partners. 

Among MSM, results were mixed, with some risk behaviors reported more often among RRTs 
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(having an HIV-positive partner and a recent STI diagnosis) and others reported more often 

among non-RRT MSM (sex work, IDU and stimulant use). Only among MSM was there a 

difference between RRTs and non-RRTs in testing positive for HIV, with non-RRTs more 

likely to test positive.  This follows from the pattern of more protective and fewer high-risk 

behaviors among MSM RRTs than among female and heterosexual RRTs.  

 When examining data from the pilot study, RRTs were significantly more likely to 

report high-risk behaviors.  The California Department of Public Health, Office of AIDS 

definition of high-risk behaviors was used. It is design to target those most at risk for HIV and 

includes MSM behavior.  This is not a modifiable behavior, but the potentially associated 

behavior of unprotected anal sex can be a target of behavior change.  The other behaviors that 

result in an individual being categorized as high-risk also have potentially moderating 

behaviors which reduce the potential risk. For example sex with a prostitute is risky but 

consistent and correct condom use decreases the risk.  

 Statewide findings are closely aligned with those from previous regional analysis 

carried out in California, but show more similarities to the Los Angeles area among MSM and 

the San Francisco Bay area among females and heterosexual males [1].  Among all groups 

statewide, RRTs were more likely to use condoms, have a recent STI diagnosis, and have an 

HIV infected partner. Although RRTs in the pilot study were more likely to report high-risk 

behaviors, they were also more likely to report oral sex.  This suggests that regular testing may 

be used as part of a risk reduction strategy, since oral sex is a less risky alternative to vaginal 

or anal sex.  

 The finding that those at higher risk for HIV are more likely to be RRTs is consistent 

with previous research suggesting that those at higher risk are more likely to get tested [2, 3].  

Our analyses support previous findings of higher risk behaviors among RRTs [4] but no group 
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of RRTs had a higher incidence of HIV infection than non-RRTs, inconsistent with previous 

findings [4, 5].  

 Differences found in recent repeat testing by sexual orientation could be due to testing 

recommendations and the risk profiles of each group. Current national testing guidelines 

suggest at least annual testing for people practicing high-risk behaviors. Men who have sex 

with men are a high-risk group. MSM are disproportionately affected by the HIV epidemic in 

the United States. Although they account for only a small percentage of the population, they 

make up over 50% of the HIV-positive population. Even a low-risk MSM is a high-risk 

individual. Overall the MSM population is testing disproportionately to their percentage of the 

population but not to their percentage of the HIV epidemic.  

 In contrast testing recommendations for high-risk individuals only apply to females 

and heterosexual males who are practicing a risk behavior beyond their sexual identity. They 

are not at higher risk due to their sexual preferences. Finding higher risk behaviors such as 

stimulant use and sex work among RRTs is consistent with testing recommendations that 

these groups should test more often. 

 Recent repeat testing individuals are practicing behaviors that put them at risk for 

HIV, such as having an HIV-positive partner, sex work, injection drug use and stimulant use. 

It is possible that although they are aware of the increased risk of acquiring HIV through these 

behaviors, they are unwilling to stop practicing them at this time. So instead of changing their 

primary HIV risk behavior, they are taking steps to make the behavior less risky. For example, 

although RRTs are more likely to have an HIV-positive partner and use injection drugs, they 

are not different in condom use or sharing injection equipment.  In some instances they 

practice higher condom use and less equipment sharing. A part of their risk reduction plan 

could even be their repeated HIV testing. 
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Self-administration 

 We found that most sexual risk behaviors were reported more often to a counselor 

than during survey self-administration. This may have been because participants did not fully 

realize the importance of disclosing their behaviors until speaking with the counselor. 

Participants in another study expressed not understanding why risk behavior data are collected 

and/or not thinking it was important [6].  Participants in this study may not have realized the 

significance of accurate reporting until they spoke with the counselor. Once they realized the 

significance they may have been more willing to disclose their actual behaviors. 

The generally higher reporting of risk behaviors during the interview is in contrast to 

many previous studies in the United States as well as abroad that have found increased 

reporting of sensitive behaviors, such as MSM, unprotected sex, drug use and non-adherence 

to ART, through the use of CASI than interviewer or self-administered questionnaire [7-17], 

but some studies have found few or conflicting differences [10, 12, 18-20].   

In contrast to our findings regarding sexual behavior disclosure, but in line with 

previous studies, injection drug use was reported more often on self-administered 

questionnaires at all testing sites. This could be because injection drug use can have serious 

criminal repercussions. Clients may have been fearful that if they disclosed injection drug use 

to a counselor the behavior would be reported to law enforcement officials. The number of 

clients reporting injection drug use was so small that it is difficult to draw firm conclusions. 

Given differential reporting by mode of administration different methods may need to 

be employed to elicit the most honest responses in different settings.  Based on our findings, a 

self-administered questionnaire may be more effective in settings with high levels of illegal 

activity, while an interviewer may be best able to elicit sexual risk behavior disclosure.   

The site difference found in counseling acceptance (those at the STI clinic were 6.5 

times more likely to accept counseling) also may be a function of the mode of data collection, 
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since both the testing center and the mobile testing van used CASI while the STI clinic used 

paper forms. Although we found that more sexual risk behaviors were reported to the 

counselor despite method of self-administration, the perceived anonymity provided by the 

computer may have been an incentive for clients to skip counseling and maintain their privacy. 

At the STI clinic, the counselor was already privy to risk behaviors through review of the 

paper form, so there may not have been an incentive to skip counseling and maintain privacy 

among those participants.  

 Through querying site administrators, counselors and clients we found that self-

administered risk assessments were feasible and in some instances preferred over counselor-

administered forms. Self-administration was most advantageous when coupled with 

technological features that allowed the participant to be truly anonymous when reporting their 

behaviors and allowed counselors to handle less paperwork. Clients are able and willing to 

self-complete risk behavior surveys, but may not disclose as many sexual behaviors as they 

would through counselor-administered forms. 

 

Optional pre-test HIV counseling  

 Although a larger study will be needed, our findings indicate that optional pre-test 

counseling may be the best option to meet clients testing needs while still providing a service 

to those who desire it. Based on our evaluation, clinic staff perceived that the option for RRTs 

to choose to go to counseling or not, served both the clients’ testing needs and helped ensure 

that the time counselors spent with clients was not stymied by uncooperative clients.  It 

allowed counselors to address the needs of each client individually rather than applying the 

same prevention approach to everyone. Although some problems were noted, empowering 

clients by allowing RRTs to opt-out of pre-test counseling appears to promote high client 

satisfaction with testing, while decreasing counselor burden. 
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 Counseling acceptance among high-risk RRTs was 40%.  We found in both 

multivariate models of counseling acceptance that MSM clients were over 7 times as likely to 

accept counseling as compared to heterosexual males.  This is interesting given that previous 

studies found men practicing MSM behaviors more likely not to fully disclose risk to a 

counselor [6].  

 It is promising that those who share injection equipment are significantly more likely 

to accept counseling in a multivariate model. These individuals are at higher risk for HIV 

acquisition but they are willing to be counseled. During counseling they received knowledge 

that they can put into practice to reduce their risk even if they continue injection drug use. 

These individuals likely are aware of their increased risk and were still willing to discuss their 

behaviors with a counselor even when given the option to remain silent. 

 It is of concern that those with an HIV-positive partner are significantly less likely to 

accept counseling. They are practicing a behavior that puts them at very high-risk of HIV 

acquisition but they are unwilling to speak with a counselor. There is the possibility that they 

are fully aware of their risk and do not want to justify their choices to a counselor. In addition 

to their own behavior modifications, hopefully these individuals are being protected by their 

HIV-positive partners since other studies have found that those who are aware of their HIV-

positive status take steps to protect their partners from infection. 

 The fact that no other risk behavior was significantly associated with counseling 

acceptance is promising. Those who rejected counseling did practice a behavior that put them 

at increased risk but most likely are aware of the risk. Ideally all individuals practicing high-

risk behaviors would accept counseling, but the lack of significant differences between those 

accepting and rejecting counseling can be viewed positively. Those who are at higher risk are 

not systematically rejecting counseling. Therefore at least among those currently receiving 

testing, counseling is not a significant barrier to their repeated testing. Offering an option for 
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testing without counseling for those with an HIV-positive partner may increase the number of 

people with an HIV-positive partner testing, since counseling appears to be especially 

unwelcome among these individuals. 

 

Implications 

 Although a California State Assembly Bill was passed in 2009 allowing self-

administration of data and optional counseling for repeat testers, the bill was vaguely worded. 

Information from these studies will be invaluable as testing sites look for guidance on the 

appropriateness of self-administered risk behavior assessments and a functional definition of 

repeat HIV tester. Additionally financial concerns are affecting much of the United States and 

these studies can be a tool for sites making difficult decisions regarding funding uses. Self-

administration of risk behavior surveys and optional counseling are both potential cost saving 

measures. 

 Optional testing in our study was based on the assumption that RRTs have received 

counseling in the previous year as part of an HIV test. The finding that 18% of those 

completing the Client Satisfaction Survey had last tested at a site unlikely to provide 

counseling raises a larger concern. The concern is that clients could test repeatedly without 

ever receiving prevention messages and risk reduction information. The premise behind 

optional pre-test counseling was that those who already understood their risks and are 

unwilling or unable to change their behaviors should be given the opportunity to forgo 

counseling.  The potential result would be more testing by the individuals at highest risk. The 

fact that individuals allowed to skip counseling may not be aware of their personal risk is 

concerning. Although an individual is free to make decisions regarding their personal 

behaviors, from a public health perspective it would be advantageous (if not imperative) that 



90 
 

 
 

they are at least aware of the risks and the possible risk reduction strategies applicable to their 

behaviors. 

 The concern that individuals are unaware of their risk and risk reduction strategies has 

larger implications as counseling is defunded on the state level. Potentially other modes of 

education can be administered at the time of testing, such as videos and brochures in the 

waiting room. Another possibility is the use of risk reduction advertisements on internet sites, 

especially sites used to facilitate high-risk behaviors such as anonymous MSM partnering.  

 
 
Limitations and Strengths 
 

One limitation was that we were only able to gather data on those who received 

testing.  We are unable to reach the population of most interest, those who are not testing or 

retesting.  By definition those we sampled received an HIV test and know their status.  They 

all overcame any barrier that existed in their lives to receiving an HIV test. The real challenge 

is to reach those that are not currently testing; those who do not know their status.  It is not 

possible given our data to determine why they are not testing.   

This is somewhat ameliorated by our ability to compare RRTs and those who are non-

RRTs.  Although we cannot measure directly their motivations and personal barriers, we were 

able to look at their reported behaviors and among RRTs their counseling preferences. 

The cross-sectional nature of our analyses also limits our ability to determine 

causation.  Instead we are only able to determine correlations between outcomes and 

behaviors, but we are unable to suggest a causal pathway. 

Additionally sites were invited to participate in the pilot study based on previous 

relationships and their stated willingness.  These sites may not represent other HIV testing 

sites since they were willing and able to participate.  The small number of sites and limited 

geographic distribution also limits the generalizability to all testing sites in California or the 
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U.S.  The sites did vary in the populations served by demographics as well as computer 

familiarity.  They also varied in their ability to implement computer self-administration.  

These differences and challenges do give us a perspective of implementation and improve 

generalizability.  

The small number of participants included in some analyses of the pilot study is a 

limitation.  Although 151 individuals were offered optional counseling, only 58 were eligible 

from either LA site and only 11 of those 58, choose counseling.  From the stand-alone testing 

site and the mobile testing van, there were only 77 participants with both a self-administered 

survey and an interviewer administered survey to compare.  This means that some behaviors 

were reported by fewer than five individuals.  These small numbers limit the strength of the 

findings and the generalizability.  This is balanced by the much larger samples which 

participated in the pilot study as a whole as well as the analysis of statewide data from a two 

year period.  

 All behaviors were measured by self-report.  There can be differences in what a 

person is willing to disclose and how they actually behave. We did not perform confirmatory 

tests of biomarkers to determine the veracity of their reported behaviors and some behaviors 

such as condom use are inherently difficult to verify. The only possible verification of 

behavior we had was their HIV test result.  The statewide data did seem to confirm client self-

report in that MSM RRTs reported fewer high-risk behaviors than non-RRTs and they in fact 

were significantly less likely to test HIV-positive.  

These data may suffer from response bias as a function of the clients’ willingness to 

disclosure behaviors to an interviewer, since all statewide data from 2005-2006 were gathered 

by counselors during pre-test counseling.  There is no direct way to determine the truthfulness 

of the reported data, but in the pilot study clients were actually more likely to report sexual 

risk behaviors to a counselor than on self-administered surveys.   
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Another limitation were data lost because of a supply run-out at the mobile testing 

van.  The site ran out of identification number stickers, which are generated and dispersed by 

the State, because of a combination of factors, including a fire that shut down their receiving 

office.  In an effort to continue, the staff at this site used a “unique” identification number 

created from the client’s birthday and initials.  Unfortunately the identification number was 

not uniform across the multiple forms, so an identification number on a Client Satisfaction 

Survey did not necessary match an identification number entered into the computer for the 

CAQ.  An arduous process of hand matching the identification numbers was undertaken, but 

data from over 100 participants were not able to be used because it could not be matched.   

Even when fully supplied there were slight derivations from the study plan as 

designed.  At OC the counselors thought the addition of a stimulant question was necessary on 

the CAQ to fully capture all high-risk individuals.  For a short time period, until stopped by 

the site coordinator, the counselors were adding the question to the questionnaire and utilizing 

a positive response as qualification to be considered high-risk.  In data analysis this was 

handled through the reclassification of individuals on their ability to opt-out based on the 

predefined criteria, and the elimination of those who should not have been defined as high-risk 

but were.  

More generally at all sites there was resistance among counselors not to at least ask 

what brought a client in today, even if they were eligible to opt-out.  The client should have 

been given the option to skip counseling and not engaged in discussion prior to their 

agreement to be counseled.  The engagement of everyone meant that some were not given the 

option to skip counseling even though they were eligible.  Although their concern for their 

clients is admirable it is not ideal as a study methodology.  

A strength of this study was the ability to offer RRTs the option to skip counseling 

and then measure their actual responses, given the experiences they had that day.  In previous 
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studies RRTs were asked what they would do if given the choice and focus groups were 

queried as to their responses to such an option, but we were able to implement the process 

change and see what happened.     

 

Conclusions 

Repeat testers may practice more HIV risk behaviors than non-repeat testers, but 

within the context of their behavior they are taking steps to minimize the negative outcomes of 

their behaviors. One step may in fact be their repeated HIV testing. Therefore repeat HIV 

testers are good candidates for optional pre-test counseling. Self-administration of required 

surveillance data and optional pre-test counseling were found to be feasible and acceptable, 

providing evidence that new procedures which may cut cost and reduce barriers to HIV testing 

are options worth further consideration and study.  
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