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Dissertation Abstract  
 

Background: HIV testing remains a significant public health problem, particularly for 

adolescents who are the fastest growing age group of those infected with HIV. Data on 

HIV testing among adolescents is more limited and has generally focused on behavioral 

risk factors associated with HIV risk. Although racial disparities in HIV acquisition and 

entry into care have been explored, less is known about how structural forces such as 

institutional racism work through social identities of race and class to influence HIV 

testing among male youth. In an effort to explain the underlying origins of health 

disparities in HIV testing, Intersectional Theory is used to ground this dissertation. This 

approach was chosen for its insight in understanding health disparities as products of 

myriad interactions between structural forces and the intersecting axes of multiple social 

identities. 

Methods: Data for this dissertation come from two sources. Aim1 relies on qualitative 

data from sixteen in-depth interviews among black male youth ages 18-24. Inductive 

content analysis was used to explore the connection between structural discrimination 

and individual identity. Aims 2 and 3 rely on the 2006-2010 National Survey of Family 

Growth to examine the relationship between race, SES and HIV testing among a 

nationally representative sample of 15-24-year-old sexually experienced black, white and 

Hispanic males. Logistic regression analyses were conducted to test whether 

intersectional disparities in HIV testing are present. Unitary and intersectional models to 

assess the race-SES relationship with HIV testing are compared. In Aim 3, past-year HIV 

testing is examined among a subset of male youth who have received STI services in the 

past year. Multivariate logistic regression models were also used in this analysis to assess 
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intersectional effects of race and SES among those who received STI services.  

Results:  Narratives from heterosexual black males in Baltimore highlight the influence 

of structural inequalities such as racism, poverty, social instability and incarceration on 

individual identity. Aims 2 and 3 expand the methodological approach to intersectional 

analyses.  In Aim 2, data demonstrate a greater likelihood of HIV testing for black male 

youth compared to non-Hispanic whites in the additive model (AOR: 2.35, 95%CI: 1.55, 

3.56), although no income effects were noted. In the intersectional model, however, 

Hispanic versus non-Hispanic differences emerged within income bracket. Race-stratified 

analyses revealed no within-race income effect but highlighted other socio-structural 

factors are inconsistently associated with HIV testing across racial groups. In Aim 3 no 

race effects emerged in the additive model, although when controlling for other possible 

confounders a lower likelihood of HIV testing for low-income youth was observed 

(AOR: 0.54, 95% CI: 0.31, 0.93). In the intersectional model, none of the race-income 

groups revealed any disparities in HIV testing, although older age was significantly 

associated with greater odds of past-year testing. Stratified analyses reveal that the 

income effects noted in the additive model were specific to black males in our sample 

(AOR: 0.29, 95% CI: 0.12, 0.68) with no income effects notes for non-Hispanic white or 

Hispanic males. 

Conclusions:  This dissertation reaffirms the value of adopting an intersectional 

approach to health disparities research. Qualitative findings emphasize the importance of 

assessing how structural inequalities manifest in an individual’s identity. As structural 

approaches to HIV risk reduction continue to gain traction, ongoing efforts will be 

maximized if they integrate social identity theory, intersectionality and the way in which 
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structural disparities influence microlevel behavior. Quantitative results underscore the 

importance of exploring disparities in HIV testing using intersectional methods, as 

additive models of disparities obscure sub-population-specific effects. By examining our 

research question though multiple models, we discovered that model specification is 

critical to understanding potential points of intervention.  
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CHAPTER ONE: 

INTRODUCTION
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Despite public health gains in HIV prevention over the past several decades, youth 

remain the most at-risk age group for new HIV infections (1). In 2010, youth ages 13-24 

accounted for more than one fourth of new HIV infections (2). Certain racial/ethnic 

minority groups are disproportionately affected, with 84% of new infections among 13-

19 year olds occurring among blacks and Hispanics (3). Significant racial disparities also 

persist in undiagnosed HIV infections: in a 2010 analysis that used a back-calculation 

model from cumulative HIV incidence from the national HIV/AIDS reporting system, 

undiagnosed HIV was far greater among black and Hispanic populations compared to 

whites: while 18% of whites had undiagnosed HIV, 21.6% of Latinos and 22.2% of 

blacks had undiagnosed HIV (4). These data underscore the urgent need to understand 

and increase rates of testing among youth, and youth of color in particular. 

 

Racial disparities in the HIV epidemic are a product of longstanding and contemporary 

structural influences (5-7). Poverty, mass incarceration, limited educational and 

employment opportunities as well as differential access to healthcare all reflect systems-

level inequities that disproportionately affect people of color (8). In this way, racial 

identity can be considered a multifaceted individual-level measure of structural 

inequality. Approaches that attend to both individual as well as economic, social, political 

and environmental factors, elevate the importance of understanding how structural 

context operates on HIV risk through an individual’s social identities (i.e. race, gender, 

etc.) (9).  
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To date, factors associated with racial disparities in HIV testing remain understudied. To 

the extent they have been examined (10, 11), classification of minorities is often modeled 

as static, singular and homogenous. This approach often obscures within group 

heterogeneity as well as the range of disparities truly experienced by a marginalized 

population that occurs at the intersection of other identities such as gender, sexual 

orientation, or class. Intersectional theory, which guides this dissertation, provides 

promising insight into better understanding racial disparities that govern health behaviors 

such as HIV testing and innovates on prior research on HIV testing. In contrast to 

frameworks that have examined HIV testing along single axes of identity (i.e. race, 

gender, age alone), Intersectional Theory seeks to understand the how the interaction of 

multiple social identities influences health behavior and what they embody about 

structural inequity.   

 

There is growing evidence that an individual’s perception of their social identities has 

critical linkages with health behavior (12-14) and, subsequent health disparities (15).  Not 

only is social identity a complex manifestation of multiple social positions (i.e. gender, 

sexual orientation, class, race); it is also a reflection of broader social context within 

which people make decisions about their health (7, 16-18).  Intersectional theorists 

position microlevel action within the broader ecosocial context – what an individual does 

is innately reflective of structural and social forces that oppress and empower specific 

social identities (17). Aim 1 of this dissertation illustrates this position by highlighting 

how narratives of individuals’ social identities reflect structural forces of oppression, 

building the case that racism is both deeply personal and experienced and the microlevel, 
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but also structural in nature.  

 

Building off of this premise that microlevel identity can and does reflect structural 

inequality, Aims 2 and 3 utilize individual level measures of race and class to understand 

intersectional disparities in HIV testing. Racial and ethnic minorities constitute a diverse 

group not only across racial identities, but within them. In this burgeoning field, much 

remains unexplored with respect to disparities in HIV testing behavior among male 

youth. Differences in social structural context play out through individual behavior as 

well as access to HIV related prevention and treatment services. Research that identifies 

how multiple axes of social position foster differences in use of HIV testing services is 

greatly needed if we are to reduce disparities in the HIV epidemic.  

Study Aims 
The overarching goals of this dissertation are threefold: 1) to advance intersectional 

theory and methods in health disparities research; 2) to explore how structural oppression 

and institutional racism influence the social identities of young black men (Aim 1); and 

3) to identify how the intersection of race and socioeconomic status affect HIV testing 

among sexually experienced male youth (Aims 2 and 3) so that we may begin to improve 

the rate and timeliness of HIV testing and subsequent entry into the HIV care continuum. 

Analyses include both qualitative and quantitative data. The former is drawn from a 

mixed-methods study in Baltimore. Quantitative analyses rely on data from the 2006-

2010 National Survey of Family Growth, a nationally representative data source that 

oversampled youth, blacks and Hispanics. This dissertation has three aims. 
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Aim 1:  To qualitatively explore how black male heterosexually experienced youth 

articulate race and gender identities and what their narratives imply about 

embodied structures of oppression.  

Aim 2: To assess the association between race, SES and HIV testing history 

among a nationally representative sample of 15-24-year-old sexually 

experienced black, white and Hispanic males.  

 

Sub-aim 2.1 To compare unitary and intersectional models that test the 

association between race, SES and HIV testing history. 

Aim 3: To identify factors associated with past-year HIV testing among those who 

have received STI services in the past year using a nationally 

representative sample of 15-24-year-old sexually experienced black, white 

and Hispanic males. 

 

Sub-aim 3.1 To compare unitary and intersectional models that test the 

association between race, SES and past-year HIV testing history among 

those who have received STI services in the past year. 

Dissertation Overview 
 

This dissertation includes seven chapters organized around three stand-alone 

manuscripts, each of which explores the relevance of intersectional theory and its value in 

better understanding patterns of HIV testing among male youth in the U.S.  
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Chapter 2 provides background on HIV among youth in the United States, the role of 

testing and context on the social disparities that texture this issue. The theoretical 

framework for this dissertation is also reviewed. 

 

Chapter 3 includes a summary of the methodological framework that shapes the three 

manuscripts. In addition, the analytic approach and process for all three manuscripts, 

including data source, variables included in analyses, and steps used to ensure validity 

and reliability of findings is reviewed.  

 

Chapter 4 (Manuscript 1), Stories of self, stories of structure: Using narratives to 

understand how black male youth experience the intersections of race and gender, 

summarizes the qualitative data from in-depth interviews with 16 heterosexually 

experienced black males ages 18-24 living in Baltimore City, MD. This paper explores 

how narratives of identity reflect structural inequalities and asserts the value of 

addressing the intertwined nature of structural oppression and microlevel action when 

considering how to best reach black male youth with HIV testing and treatment services.  

 

Chapter 5 (Manuscript 2) quantitatively assesses the intersection of race and 

socioeconomic status with lifetime HIV testing among a nationally representative sample 

of 15-24-year-old sexually experienced males. Intersectional methods are evaluated by 

contrasting the prevailing unitary approach to modeling sociocultural position with a 

multiple approach that uses a combined measure of race and SES. 
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Chapter 6 (Manuscript 3) quantitatively assesses intersectional disparities in the dual 

receipt of STI and HIV services. In addition, factors associated with receiving an HIV 

test in the past year among this population of STI service users is explored. The same 

intersectional modeling approach used in Aim 2 is applied to this analysis, comparing 

data gained from an additive versus intersectional approach.  

 

Chapter 7 summarizes the results from all three manuscripts along with the strengths and 

limitations of this dissertation.  Policy and programmatic implications are also 

considered.  

Significance of this dissertation 
 

The application of an intersectional approach to understanding health disparities is still 

relatively novel in public health research (17, 19, 20), despite its ubiquity in other social 

science disciplines (17, 18, 21-23). The canon of work to date on intersectionality and its 

impact on young men’s health-seeking behavior is small but growing; however, it 

remains largely qualitative in nature (5, 6, 14, 24-31). None to date have explored HIV 

testing among youth using quantitative methods. Additionally, the evidence base on 

disparities in HIV testing among youth remains limited (32). Adolescents as a whole 

(33), or gender differences in HIV testing (34), for example, have been studied. HIV 

testing among minorities has generally focused on individual risk behavior or high-risk 

subpopulations (35, 36). Research that highlights the sociostructural disparities in HIV 

testing is growing (25, 37, 38); however, remains scarce among male youth, especially 

heterosexual male youth. The assessment of HIV testing as a product of intersectional 

dynamics between both structure and individual, as well as the intersecting identities of 
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race and class among youth innovates on prior work. By advancing intersectional 

research, this dissertation facilitates a more nuanced discussion of the context of health-

seeking for youth and the actions needed by practitioners and policy makers to tailor 

strategies that will reduce undiagnosed HIV among youth of color in the United States. 
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Background 
 

 

HIV’s evolving epidemiology 

 

Since the first cases of AIDS were identified more than 35 years ago in 1981, more than 

1.8 million people in the U.S. have become infected with HIV – a number that steadily 

grows by about 50,000 annually (1). Since those first cases were identified, the 

epidemiology of HIV has changed dramatically, from the populations most affected, to 

the distribution of infection through various transmission categories, to geographic 

regions hardest hit. During the early phases of the epidemic, non-Hispanic white gay 

males were predominately affected.  

 

Over time, racial and ethnic minorities have assumed a disproportionate burden of the 

disease, with the greatest burden of HIV occurring in the southeastern region of the U.S. 

(2-4).  Among minority populations for whom surveillance data is collected, African 

Americans continue to experience the most severe burden of HIV, compared with other 

races and ethnicities: although they represent approximately 12% of the U.S. population, 

African Americans accounted for an estimated 44% of new HIV infections in 2010 (3, 

5).  Similarly, Hispanic/Latino men and women account for 16% of the population, but 

21% of new HIV infections (3, 6). This shift in the populations most affected has placed a 

spotlight on the racial disparities in HIV. 

 

Although men who have sex with men remain the group at greatest risk for HIV 

acquisition, with 63% of diagnosed HIV infection attributed to this population in 2012, 
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the proportion of men and women infected from high-risk heterosexual contact has risen 

dramatically from 10% between 1981-1995 to 30% by the mid 2000s (7). Recent 

estimates ascribe one in four new infections to high-risk heterosexual contact (3). Among 

those who become infected through heterosexual sex, racial and ethnic minorities are 

disproportionately affected. Among African American males, 65% of diagnosed HIV 

infections are attributed to heterosexual contact, compared to 19.2% for Hispanic males 

and 12.2% for white males (3). In a similar vein, women have steadily assumed a greater 

proportion of HIV infected individuals, with black and Hispanic women experiencing 

greater burdens of infection that non-Hispanic white women (4, 5, 8). In 2012, 17% of 

HIV diagnoses were attributed to heterosexual contact among females, with more that 

65% occurring among black women (compared to 15% among Hispanic and 17% among 

white women) (1). Injection drug use (IDU), either on its own or combined with MSM 

behavior, is responsible for a much smaller percentage of HIV transmission: the CDC 

estimates that less than 10% of newly diagnosed HIV cases in 2012 were attributable to 

IDU (5).  

 

Why Adolescents Remain a High Risk group  

 

Today, youth are one of the fastest growing demographics of newly infected individuals 

(1, 6). The confluence of sexual and social risk-taking, which are hallmarks for this age 

group, predisposes this demographic to elevated risk of HIV infection. Sexual 

transmission is the most common means of HIV infection among adolescents (9) and is 

attributed to risky behaviors such as such as inconsistent condom use (10), sex with older 

partners (11), multiple sexual partners (12), partner concurrency (13, 14), and anal 
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intercourse (15). Data from the 2013 Youth Risk Behavior Surveillance System illustrates 

these risks: 40% of sexually active high school aged youth did not use a condom at last 

sex and 15% report four or more sexual partners (16). High-risk sexual behavior also 

often co-occurs within the context of chronic and casual substance use, both of which 

elevate the likelihood of unprotected sex (17, 18). These behaviors have also introduced 

youth to the highest rates of STI infections of any age group in the U.S. (19). The 

acquisition of an STI greatly increases a person’s chances of acquiring HIV, further 

underscoring the high stakes sexual environment in which many youth engage (20-22).  

 

Similar to the adult population, HIV disproportionately affects low income and 

racial/ethnic minority youth (1). Trends in mode of transmission and ethnic/racial 

disparities among this age group mirror trends among adults. Among youth, men who 

have sex with men (MSM) have the highest risk of HIV infection, with MSM of color 

most affected (23). More broadly, the CDC estimates that more than half (57%) of new 

HIV infections among youth occur among African Americans followed by 

Hispanic/Latino (20%) and white (20%) youth (4). These trends, and the pronounced 

disparities experienced by racial/ethnic minorities – particularly sexual minorities within 

these groups – underscores the deficiency in current approaches to prevention and the 

need to prioritize HIV prevention and treatment efforts among black and Hispanic 

adolescents.  
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The “nexus of risk”: the socio-structural context of HIV acquisition (Aim 1)  

 

Given persistent racial and socioeconomic disparities in HIV acquisition, more recent 

scholarship in this area has emphasized that individuals make decisions about their health 

within a broader social structural context (i.e. systemic forces of racism, classism, etc. 

that generate complex inequities for individuals and communities). Recent evidence 

suggests that environmental factors may exert equal if not greater influence on HIV risk 

behavior among youth (24). German and Latkin have coined this the “nexus of risk” (25, 

26). Structural factors such as poverty (27-29), high rates of incarceration (28), as well as 

systemic and enduring disparities in education and access to health care (30) directly and 

indirectly affect access to and use of health services as well as individual level sexual risk 

behavior, particularly among communities of color (31-34).  Emerging data highlights 

poverty’s critical role in the transmission of HIV among heterosexuals in urban areas. In 

a 2011 study of heterosexuals living in urban areas, the CDC found that compared to 

those above the poverty line, those living below the poverty line were two times as likely 

to have HIV (2). Among low-income communities, the racial and ethnic disparities in 

HIV acquisition are all but attenuated (2). Instead, limited educational attainment and 

unemployment status mark elevated risk among low income individuals (2). 

 

Qualitative research affirms these findings among African American adolescent girls. In a 

2006 study utilizing in-depth interviews, early adolescent African American girls 

revealed that their sexual risk taking was strongly influenced by community conditions 

(35). As Adimora and Auerbach write, “High incarceration rates disrupt sexual 

partnerships and stable families, impoverish individuals and communities, and alter the 



 19 

ratio of men to women that, together, help drive sexual network patterns, and ultimately 

increase the vulnerability of communities and individuals to HIV infection” (32) p. 

S133). Furthermore, because minorities are more likely to be involved in the justice 

system at some point in their lives, they are also more likely to be exposed to HIV during 

imprisonment: prevalence in prison settings remains five to seven times greater than 

among the general population (36) Justice-involved youth are also less likely to report 

comprehensive HIV knowledge than youth who are in school, which exacerbates the 

likelihood of engaging in riskier sexual behavior within a riskier social environment (37). 

Similarly, youth who are homeless are more likely to experience sexual coercion and 

engage in substance use as well as risky sexual behavior such as transactional sex and 

early sexual debut (38, 39). Many homeless youth also identify as sexual minorities, 

which again highlights the interplay between various social identities and the contextual 

circumstances that shape sexual behavior and decision-making. To this end, an 

individual’s demographic markers such as race/ethnicity, sexual orientation and 

socioeconomic status, for example, are often used in health disparities research as proxies 

to assess how socio-structural context unevenly impacts individual-level behavior among 

marginalized populations (40-42). Despite a broader understanding of the structural 

drivers at play in the acquisition of HIV, research on the concomitant effects of multiple 

marginalized statuses remains scarce and has not extended into research on disparities in 

the use of HIV care services. Chapter 4 (Aim 1) responds to this gap by exploring what 

young black men’s narratives of racial and gender identities imply about embodied 

structures of oppression. 
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HIV testing as a critical HIV prevention strategy (Aims 2 & 3) 

 

The absence of symptoms for HIV infection makes routine testing an essential public 

health tool in HIV treatment and prevention. Early on in the epidemic, from the early 

1990s until 2005, the CDC encouraged a risk-based testing strategy, which targeted high-

risk populations such as MSM. This approach was in place for more than fifteen years. 

Over time it became evident that risk-based testing did not identify HIV positive people 

early on in their acquisition of the disease. Additionally, providers by and large failed to 

perform risk assessments with their clients; and when they did, there was an over-reliance 

of disclosure of risk, particularly given the highly stigmatized nature of the diagnosis 

(43).  In addition to these shortcomings, the populations affected by HIV began to 

broaden to include a larger proportion of women and racial and ethnic minorities, 

signaling a more generalized epidemic.  At the same time, non-targeted opt-out testing 

proved to be exceptionally effective among prenatal clients, virtually eliminating mother-

to-child transmission in the U.S. (44). To this end, a non-targeted testing approach also 

proved to be very cost-effective in low prevalence settings, particularly given the 

advances in testing technology which permitted rapid testing.  

 

Today, the CDC recommends routine opt-out HIV testing for all adolescents and adults 

ages 13-64, as well as pregnant women presenting for services in a healthcare settings 

(45). Annual testing is further recommended for those who report high-risk behaviors 

such as injection drug use, unprotected sex or a diagnosis of an STI or tuberculosis. In 

2013 the U.S. Preventive Services Task Force (USPSTF) added weight to this 

recommendation by giving routine HIV testing of all adolescents and adults, ages 15 to 
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65, an “A” rating (46). This shift amplifies their prior position, which supported routine 

testing of high-risk individuals and pregnant women. In addition, the current A-rating 

endorsement of more universal testing has implications for reimbursement under the 

Affordable Care Act, which incentivizes service providers to offer A-rated services at no 

cost to clients. 

 

Recent improvements in testing recommendations and in HIV care have made HIV 

testing the critical entry point into the HIV care continuum. Today, initiating 

antiretroviral therapy (ART) as soon as one is diagnosed with HIV can reduce AIDS-

related mortality and extend life considerably (47). In the early stages of the HIV 

epidemic, when treatment options were less advanced, HIV testing did not present the 

opportunity for viral suppression and improved quality of life that it does today. Instead, 

testing was viewed as a death knell, an opportunity for greater stigmatization, and a risk 

to one’s employment and health insurance benefits (48).  The mid 90’s heralded a shift in 

the HIV epidemic with the introduction of highly active antiretroviral therapy (HAART), 

yielding a 70% decline in HIV-related mortality between 1995 and 2005 (49). Today, 

with routine testing and early detection, early entry into and consistent engagement in 

care can mitigate viral loads and increase an HIV infected individual’s life expectancy 

similar to that of an HIV negative person (47, 50). Routine HIV testing has also been 

shown to lower overall healthcare costs (51).  

 

Despite these advances, HIV testing still remains underutilized, particularly among 

youth, with an upwards of 60% of infected youth unaware of their status (44). Youth 
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remain underrepresented among ever testers. The most recent YRBS data highlight this 

missed opportunity with only 13% of 9
th

-12
th

 graders reporting ever being tested (52). In 

contrast, 57% of adults between the ages of 25-44 report ever being tested (53). Although 

this difference may reflect a bias in the length of time adults have been sexually active 

compared to youth, other evidence also suggests that youth may be differently motivated 

than adults with regards to HIV testing. For example, there is consensus within the 

literature that youth consistently underestimate their risk for HIV (8).  

 

Delayed and forgone testing for those infected with HIV comes at a considerable cost. Of 

those who do get tested, close to 40% go on to develop AIDS within one year, suggesting 

that many who get tested for HIV do so late into the progression of the disease (3, 44, 47, 

50), long after the period when Antiretroviral Therapy (ART) is most effective (43). 

DiClemente notes that many of those who are diagnosed with HIV in adulthood likely 

contracted the disease during adolescence, underscoring the importance of increasing 

testing rates among youth (54). In addition to the individual benefit of timely testing and 

entry into care, others (43, 55) have pointed to the community-level benefits of an 

individual knowing his status: people who don't know their status contribute up to 50% of 

new HIV infections. Several studies report that HIV positive individuals who are aware 

of their status are more likely to modify risky sexual behavior such as frequency of 

unprotected sex with seronegative partners (56), and therefore less likely to transmit the 

disease to others (57). 
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Racial and socioeconomic disparities in testing  

 

Racial or socioeconomic differences in HIV testing are not simply a neutral or natural 

phenomenon, nor are they subject strictly to individual preferences or behaviors– they 

partially reflect the legacy of racism and oppression that create systemic and structural 

barriers to receiving and seeking care for people of color. To the limited extent that 

disparities in HIV testing have been explored, the unitary descriptors of who gets tested 

and who doesn’t fail to clarify barriers and drivers of testing among people with multiple 

marginalized social identities such as low-income youth of color.   

 

Data suggest that African American men and women are more likely than whites or 

Hispanics to get tested for HIV, although the drivers for this are not well understood (58-

60). In fact, much of the literature points to factors that should theoretically produce 

lower odds of testing among minority populations. For example, Simmons et al. found 

racial differences in attitudes towards testing among a sample of people with advanced 

HIV and report that black females were significantly more likely than white or Hispanic 

females to underestimate their risk of HIV acquisition (61).  Similarly, in a 2011 Kaiser 

Family Foundation report, African Americans who had never been tested for HIV report 

that low risk perception was their number one reason for not getting tested (8). Stigma 

and the loss of social capital have also been cited among African Americans as barriers to 

testing (62-64). Research on Hispanic/Latino populations demonstrates similar 

motivations for testing. In a 2010 study based on the National Health Interview Survey, 

more than two-thirds of Latinos who were surveyed had never been tested for HIV, and 

the vast majority (88%) expressed no intention to get tested (65). High-risk behavior and 
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perceptions of being high-risk were associated with testing, though one in four with those 

characteristics had never been tested, suggesting that overall testing among Latinos is 

suboptimal. 

 

Individual level factors such as risk perception, perceived stigma, or other individual 

level behaviors that may drive demand for or access to HIV testing play out within a 

broader structural context. Similar to the nexus of risk that textures the complex 

inequities experienced by communities of color in HIV acquisition, the structural context 

that informs the use of HIV testing services is rooted in historic and contemporary forces 

of racism and systemic barriers to and biases in healthcare services (30).  

 

Structural barriers such as cost, location, and accessibility to healthcare services are key 

impediments to care that routinely affect racial/ethnic minorities and low-income 

populations (57, 66). Those without routine exposure to healthcare system are often 

missed in routine HIV testing and having a regular source of care can be one of the 

strongest predictors of HIV testing among racial and ethnic minorities (43, 67). Because 

healthcare access can be limited for people of color, place of care can also influence who 

gets tested and where: studies find that white and black women are more likely to be 

tested at a private physician’s office or HMO location whereas Hispanic women are more 

likely to be tested at a clinic (66). While data are less specific for youth, evidence shows 

that minority youth are less likely to have access to and receive preventive health care 

than non-Hispanic white youth (68). 
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Differences in point of care service provision are part of broader racial and 

socioeconomic disparities in access to services. In a larger community-based sample, 

Holmes et al. notes that although African Americans are more likely to report voluntary 

testing compared to whites or Hispanics, they were less likely to receive an HIV test in 

relation to routine health care (59). Similarly, a 2007 survey of racial disparities in HIV 

testing suggests that although African Americans are more likely to get tested than 

Hispanics or whites, close to 70% of black men and women surveyed in a recent study 

report never being offered a test by a provider (69). These findings suggest systems-level 

biases in the provision of routine recommended care that are reflective of longstanding 

and contemporary racism. What’s missing from this story, however, is whether people of 

color who also live at the intersection of other marginalized statuses, such as 

socioeconomic status, sexual orientation or gender identity, experience even more 

pronounced disparities in the use of HIV services.  

 

The role of socioeconomic status in HIV testing has been less well explored, though 

research on the correlation between SES and the use of other preventive health services 

suggests it is a critical factor in HIV testing that may also provide a more pointed 

description of racial disparities in HIV care (30, 41, 70). Based upon data from the 2011 

Youth Risk Behavior Surveillance System, female youth who identify as African 

American are more likely to access HIV testing services than African American males 

(71). When income is accounted for (using free lunch as a proxy for low-income), this 

relationship flips, with black male youth more likely to get tested than their female 

counterparts (72). Similarly, Robinson et al. presents one of the few analyses that 
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examine within and across group racial differences in HIV testing among high-risk 

individuals over the age of 18. Their findings highlight differences found at the 

intersections of sociodemographic factors such as education, age and income, illustrating 

the heterogeneity within groups that is often masked in racial disparities research (66). 

Although these studies signal the value of understanding disparities in HIV testing at the 

intersection of multiple social identities, the topic remains understudied to date. Given the 

significant overlap between poverty and communities of color, this omission may obscure 

critical within-group details that are required to understand disparities in HIV testing 

among youth. Chapter 5 (Aim 2) of this dissertation adopts an intersectional approach to 

assessing racial disparities in lifetime report of HIV testing to better understand the 

pronounced disparities in HIV care engagement experienced by male youth of color in 

the U.S.  

Integration of STI and HIV services (Aim 3) 

 

The vertical integration of HIV and STI services provides clients access to 

comprehensive counseling, testing and treatment for both HIV and STIs in a single 

location and/or visit. The integration of HIV testing with STI testing and treatment is well 

endorsed by the Centers for Disease Control and Prevention (73) and is a key strategy in 

the 2015 the National HIV/AIDS Strategy for the United States. The movement towards 

integrating these services is predicated on the logic that demand for STI services co-

occurs with HIV risk (74). Risk behavior, such as injecting drugs or having unprotected 

sex, places an individual at risk for multiple infections (20, 75). Furthermore, the 

biological synergy between HIV and STIs accentuates the need to proactively test clients 

who receive services for one or the other. Considerable evidence supports the association 
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between STIs and the acquisition and transmission of HIV through increased 

susceptibility and infectiousness (76).  Certain types of STIs such as syphilis, herpes or 

chancroid produce genital ulcers which can facilitate easer entry of HIV; and general 

inflammation from either ulcerative or non-ulcerative STIs (e.g., chlamydia, gonorrhea, 

and trichomoniasis) encourages the increased production of CD4 cells in genital 

secretions which HIV targets. HIV-infected persons with STIs are also at greater risk of 

spreading HIV to others through increased cellular shedding of the HIV virus in genital 

secretions (76, 77).  Other findings suggest that these biological mechanisms increase the 

risk of HIV infection by anywhere between 2 to 23 times, among those with co-occurring 

STIs (22, 78). In the same vein, effective treatment and syndromic management of STIs 

can reduce the risk of HIV transmission by as much as 38% (74, 79). Given their 

behavioral and biological overlap, the CDC recommends that HIV testing always be 

offered to individuals seeking STI testing and treatment services (80, 81).  

 

In 2016 it is well understood that there is an innate compatibility between HIV and STI 

treatment and prevention services; however, this was not always the case. Today we 

readily acknowledge that STI and HIV services target very similar populations, respond 

to the same mechanism of transmission, and experience very similar challenges and 

innovations in treatment and testing options. To understand the contemporary dynamics 

of STI and HIV service integration, and why there may be lags and social disparities in 

these services, it is important to understand that these two areas were siloed for decades.  

The compartmentalization of these services is rooted in the way in which the 

epidemiology of STIs and HIV were investigated and understood; and the subsequent 
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clinical and programmatic responses to their treatment and prevention. STI treatment and 

prevention services gained a clinical and political foothold in the early 20
th

 century when 

the prevalence of syphilis infection hindered recruitment in the U.S. armed forces (74). 

To combat rising rates of syphilis, the “screen and treat” medical model was adopted 

broadly. This approach remained the bedrock of STI response and relies on a clinically 

focused approach to care.  

 

In contrast, HIV testing and prevention began with a predominately psychosocial 

response focused on primary prevention (21, 74). Early on in the epidemiologic 

awareness of HIV, when its means of transmission was less well understood, HIV was 

not intuitively aligned with STI detection and treatment. Additionally, in the early stages 

of the HIV epidemic, there was no way to test for the disease or its antibodies. When 

testing became available, there were no treatment options, so focus remained on primary 

prevention vis-a-vis behavior modification and education campaigns, both of which were 

often conducted in community-based settings as opposed to clinical settings. As the 

epidemiology of HIV became better understood (and acknowledged as both a blood 

borne pathogen and a sexually transmitted infection), early funding and technical 

expertise was often diverted from STI programs (74). By the mid 90’s the CDC had 

aligned TB, HIV and STIs under one umbrella, though their funding remained siloed 

(21).  As HIV testing efforts increased, funding and efforts remained siloed from STI 

treatment and testing, and there was little if any cross referral services until 1998 when 

ASTHO issued “The Integration of HIV/AIDS, STD, and TB Prevention and Control 
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Programs” report (82). By the early 2000s it became evident that the lack of integration 

between HIV and STI services was a critical barrier to effective programming (83).  

 

Mounting evidence continues to support the value of integrating STI and HIV testing. In 

a study on the integration of Hepatitis C and HIV services in Massachusetts correctional 

facilities, the authors found that the integration of services uncovered high rates of 

Hepatitis C that would have otherwise gone undetected (84). Similarly, in the integration 

of other synergistic infectious disease testing programs, Stout et al. report that integrated 

TB and HIV testing services in North Carolina helped reengage HIV positive clients in 

care and treatment (85).  

 

Research on the integration of services remains extremely limited; however, extant data 

suggests that the degree of successful integration varies significantly based on the clinical 

context (86). Fitz-Harris et al. examined the level of program integration among CDC-

funded HIV service programs across the United States. Using data from 2009 annual 

grantee reports, the authors found that 97% of grant recipients reported integrated STI 

and HIV testing services, suggesting that in publically funded clinics, integration of these 

services is strong. In contrast, Klein et al. examined provider rates of concurrent testing 

for STIs and HIV in an emergency department and found that only 28.3% of patients 

tested for syphilis, 3.8% tested for gonorrhea, and 3.8% tested for chlamydia were also 

tested for HIV during an ED visit, suggesting that despite gains in service integration 

initiatives, lags in integration across other care settings still exist (87). Beyond these 

descriptive studies, very little is known about the integration of STI and HIV testing, or 
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the degree to which racial and socioeconomic disparities may exist in the concomitant 

delivery of HIV and STI services. In review of the literature, no papers were identified 

that addressed potential racial disparities in HIV and STI service integration. Because it is 

well-endorsed that prevention and treatment of these multiple infections should be 

addressed during the same visit, and because racial disparities in STI and HIV acquisition 

and engagement in care are well acknowledged, the lack of research on this issue remains 

a significant gap in our understanding of how to attenuate disparities in HIV care and 

treatment.  

 

Racial disparities in the use of STI services 

 

Population-level data confirm racial disparities in positive cases of STIs which points to 

disparities in STI acquisition and elevated rates of need to use STI services among 

racial/ethnic minorities. It is important to note, however, that population-level data on the 

use of STI testing and treatment services is biased by reporting requirements, so what is 

known about STI service use at the population level comes only from positive cases of 

STIs, not from the total number of people who have sought testing. To this end, private 

clinics are less consistent in reporting positive STI cases than publicly funded clinics 

(88); therefore, data on STI rates may be inflated for those who use publicly funded 

clinics; and because racial and ethnic minorities are more likely to use publicly funded 

clinics, data may overestimate racial disparities in STI incidence (88). 

 

Because there is a dearth of evidence on potential disparities in the dual receipt of STI 

and HIV services, we turned to the broader literature on racial disparities in health service 

utilization and anchored our examination to racial disparities in STI testing where 
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possible. Racial and socioeconomic disparities in the use of other health services have 

been described as individual level characteristics with structural roots (89). Most central 

to these drivers is the longstanding racism and oppression that people of color have 

experienced, which have cascaded into other systems and microlevel factors that 

influence the use of health services in communities of color. Poverty (30), lack of a 

regular source of care and health insurance (90), inadequate and unsafe housing, distrust 

of the medical establishment (89), even the risk environment that disproportionately 

elevates STI acquisition and therefore the need for STI services (31, 32) have all been 

linked to how racial and ethnic minorities engage in health care. It does not take a 

significant leap of imagination to assume that these forces may also be at work in the use 

of STI and HIV services.  

 

These factors also emerge in the literature as barriers to using STI services (33, 57, 89, 

91-93). What’s missing, however, in much of the literature on STI services is an explicit 

connection between racial identity and socioeconomic status and barriers to service 

utilization. For example, although Geisler et al. noted that having health insurance was 

associated with a lower risk of chlamydia among sexually active young adults, racial and 

socioeconomic disparities are not examined (94). In a case-control study among black 

MSM in Jackson, MI, Dorell et al. examined factors associated with missed STI testing 

opportunities and found that lack of health insurance, lack of provider recommendation 

for testing and the absence of a usual source of care all influenced missed opportunities 

for testing (95). While more instructive, Dorell’s paper does not examine the potential of 
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socioeconomic status to exert within-race effects on STI testing, nor does it compare 

across-race differences in factors associated with forgone testing.  

 

Place of care has also been found to influence STI testing practices and racial and 

socioeconomic disparities in where individuals seek other healthcare services has been 

noted throughout the literature, with people of color and low-income individuals 

reporting use of public clinics, emergency rooms and acute care settings more often than 

higher income and white individuals (30, 55, 59, 67, 87, 89, 96). What remains unclear, 

however, is whether multiple social identities of marginalization confer greater disparities 

in the use of these services. Aim 3 (Chapter 6) of this dissertation attempts to resolve this 

gap in knowledge by examining racial and socioeconomic disparities in past-year HIV 

testing among male youth who have used STI services in the same year. 

 

Theoretical approach 
 

In an effort to explore disparities in HIV testing among sexually experienced adolescent 

males, Social Identity Theory and Intersectional Theory are used to ground this study. 

 

Social identity theory: connecting social structural context with individual health 

behavior 

 

HIV prevention efforts have largely focused on altering individual-level behaviors, 

particularly among high-transmission groups such as IDUs and men who have sex with 

men (1). As a consequence, the theoretical framing of HIV prevention has been similarly 

limited to theories that focus predominately on individual level behavior change, such as 

the Health Belief Model and the Theory of Reasoned Action (97, 98). Given the robust 
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evidence base regarding the multiple layers of risk in the social structural context, more 

recent scholarship has drawn attention to the importance of understanding how context 

operates on HIV risk behavior through social identity (99). This approach draws upon an 

ecological framing as well as Social Identity Theory to convey that an individual’s 

perception of himself and his position within his environment is tantamount to 

understanding how to mitigate HIV risk at both the individual and population level (55, 

100-104). Embedded within this approach is the belief that the self is comprised of a 

multitude of identities, all of which are informed by sociocultural context. As individuals 

incorporate broader messages and structural influences about race, gender or class into 

their social identity, they develop a road map for their individual behavior.  

 

Research across a variety of disciplines has demonstrated critical linkages with identity 

development and health behavior (105-107) and subsequent health disparities (108). 

Low-risk sexual behavior, high educational achievement and elevated self-esteem have 

all been linked to positive racial identity (109-111). In a community based study among 

black heterosexually identified men, positive attitudes towards racial group membership 

were associated with fewer sexual partners and a lower likelihood of sexually 

concurrency (112). Conversely, other studies have found that negative associations with 

racial group membership are connected with elevated sexual risk behavior such as partner 

concurrency (113, 114).  In Chapter Four (Aim 1) I advance this work further by 

exploring how structural oppression and racism operate through the gendered and racial 

identities of urban black, heterosexually experienced male youth. 

 



 34 

Social identity theory is insufficient in and of itself in explaining potential disparities in 

HIV testing among adolescent males. Because individuals possess many interlocking 

social identities (i.e. race, gender, class, sexuality) that simultaneously confer both 

privilege and oppression, Intersectional Theory is also used to guide this dissertation.  

 

Intersectionality 

 

Originating from feminist theory and the fundamental criticism of treating all women as a 

homogenous group, Intersectionality has evolved into a theoretical research paradigm 

that seeks to understand the interaction of social identities and what they embody about 

societal power hierarchies. Emerging from black feminist theory in the late 1980’s, 

Kimberly Crenshaw coined the term “intersectionality” in her 1989 publication 

“Demarginalizing the Intersection of Race and Sex: A Black Feminist Critique of 

Antidiscrimination Doctrine, Feminist Theory and Antiracist Politics” (102). Crenshaw 

exposes the marginalization minority women experience in legal settings, politics, as well 

as feminist theory due to the homogeny ascribed to minority groups. Crenshaw posited 

that an individual’s lived experience occurs at the intersection of myriad social identities, 

and failure to examine the conjoint salience of these sociocultural spaces not only 

‘theoretically erases’ some of the most disenfranchised groups, but fails to fully account 

for the multiple, simultaneous oppressions they face. A person’s identity, she and others 

have argued, cannot be disentangled, and should therefore be evaluated as intertwined 

phenomena.  
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Intersectional Theory maintains that we cannot accurately understand health-seeking 

behavior by pursuing information gleaned from individual axes such as race or income or 

gender alone (100). It assumes that the identities individuals embody cannot be dissected; 

and that the combined effect of these identities yield significantly different effects than 

these social positions do on their own (104, 115).  This approach recognizes that 

individuals bear identities that confer privilege alongside with identities that confer 

oppression. While black males may enjoy the privilege of their gender, they 

simultaneously experience the oppression of racism.  

 

In contrast to the bulk of health disparities literature which either handles social 

categories separately or at best in an additive manner, intersectional analyses attend to the 

ways in which social identities interact and either amplify or stem the disparities 

observed in their silos. I apply an intersectional lens to the evaluation of racial disparities 

in HIV testing to advance the body of research on the ways in which we analytically 

articulate the association between and within traditionally static categories of identity. 

Oftentimes, race is considered antecedent to socioeconomic status. An intersectional 

approach acknowledges that these markers of social position are not experienced in 

isolation, additively or sequentially, but are instead interlocking and embedded within a 

broader social context. Research on HIV testing patterns at the intersection of multiple 

marginalized statuses is in its infancy.  The extant research that attends to this, however 

suggests that racial differences in testing are sensitive to intersecting social locations such 

as gender and income. By adopting an intersectional lens to examine disparities in HIV 

testing among youth, this dissertation is a critical departure from prior research on a topic 
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that remains understudied despite its essential role as the first step in the HIV care 

continuum. 
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Methods 
 

Integration of theory with methods 

 

To date, factors associated with racial disparities in HIV testing among youth have gone 

largely unexplored. To the extent they have been examined (1, 2), the dominant models 

used to explain testing behavior do not fully account for the simultaneous experience of 

multiple social identities. Intersectional methods provide promising insight into better 

understanding racial disparities that govern HIV testing by acknowledging the 

multidimensional nature of sociocultural location. This dissertation research posits that 

multiple marginalized statuses significantly predict adolescent health behavior when it 

comes to HIV testing. Given the paucity of intersectional analyses in quantitative studies 

in public health, this dissertation relies on both quantitative and qualitative analyses. 

 

Intersectionality-informed research 

 

Intersectional analyses most often rely on qualitative research. For example, through in-

depth interviews Bowleg (2013) explores the interdependence of race, gender and class 

among heterosexual black men as well as the structural influences of racism, 

incarceration and employment that manifest in individual social identities (3). Bowleg’s 

work shines a light on the simultaneous interactions of multiple social identities that 

strongly influence minority health, particularly within the frame of HIV. Chapter Four 

applies qualitative methods to explore how narratives of race and gender reflect structural 

intersections of power and oppression. The methods used are consistent with the majority 

of intersectional analyses across disciplines (4-9). 

 

 



 52 

Inadequate modeling and the case for intersectional quantitative analyses 

 

A number of scholars have made the case for intersectional approaches to quantitative 

research (10-12), in an attempt to resolve the myopic approach used in single axes health 

disparities studies (i.e. analyses that centralize a single social identity such as race or 

gender, for example) (13). Intersectional researchers argue that additive approaches used 

to measure gender, race, and class as the sum of independent effects are inadequate in 

describing and resolving the interplay among multiple social identities that influence 

health outcomes (7-9, 14, 15). Recent investments in quantitative approaches to 

intersectionality have provided a springboard from which to explore questions that more 

explicitly link health seeking behavior and multiple aspects of social identity, though 

there remains a lack of consensus and consistency in how to best approach 

intersectionality in quantitative analyses (4, 11, 16, 17).  

 

Most intersectional quantitative approaches apply McCall’s framework for inter-

categorical complexity through the use of hierarchical, multilevel or ecological modeling 

(10). As McCall writes, “intercategorical complexity requires that scholars provisionally 

adopt existing analytical categories to document relationships of inequality among social 

groups and changing configurations of inequality along multiple and conflicting 

dimensions.” (10) That is, the primary focus is on the intersection between different 

identity categories, such as the way in which one’s vulnerability to discrimination is a 

product of one’s intersectional identity as black, male, and poor. This approach is not 

only compatible with quantitative methods of modeling health disparities, it also lends 

itself to the use of existing survey data that has generally been developed without an 
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intersectional lens (18). Illustrative of this approach, Veenstra (2011) compared 

multiplicative and additive models of race, and gender in self-reported health among 

South Asian and white Canadians. In the additive model, he found that South Asian 

Canadians were more likely to report poorer self-reported health, while women and men 

were no more or less likely to report poor health. However, when examining these 

relationships through a multiplicative model, Veenstra found that South Asian women 

were more inclined to report poor health, but South Asian men were not, suggesting that 

the effects of race on health were different for men and women and that the effect of 

gender on self-reported health was conditioned on race (19).  

 

The methods used in the quantitative aims of this dissertation (Chapters Five and Six) 

advance this discourse further by adopting McCall’s framework of intercategorical 

complexity (10) and applying Veenstra’s methods of contrasting additive and 

multiplicative models to test for simultaneity and directionality (19). Simultaneity reflects 

the assumption that both markers of social power, race and SES, will be significantly 

associated with past-year HIV testing independently and after controlling for one another. 

Directionality suggests that minorities and low SES youth (those who experience greater 

barriers to care and who have theoretically less power) will exhibit lower likelihood of 

receiving an HIV test.  Figures 3.1 and 3.2 display the application of the intersectional 

theory with variables used to model HIV testing in Aims 2 and 3. 

Qualitative methods (Chapter 4) 

Data for manuscript one (Chapter 4) draws upon data collected for a larger longitudinal 

mixed methods study of the intersections of race, SES, gender identity and sexual risk 
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behavior among youth in Baltimore, MD. The qualitative component of the larger study 

focused on collecting narratives around race, class, gender and partner selection among 

sexually active African American adolescents, ages 18-24, in Baltimore, MD.  

 

Field Guide Development 
The Principal Investigator and one research assistant initially drafted the field guides. 

Questions were split between two interviews to develop rapport with participants (20). 

The first interview focused on narratives of how participants grew up, where they grew 

up, gender messaging from parents or caregivers, gender ideals, class and role models. 

This battery of questions was intended to elicit narratives of gendered messages heard 

while growing up, experiences of gender norms through familial expectations, current 

gender beliefs and perceptions of class. The role model section was included because of 

its previously endorsed value in understanding gender role beliefs among youth (20). The 

second field guide delved into perceptions of the self in relation to gender and race, 

relationship history, sexual activity and future goals (See Appendix for field guides). 

 

Fieldwork 
Fieldwork began with several weeks of participant observation in prospective recruitment 

venues. Two research assistants documented potential recruitment sites in memos 

detailing the volume of youth in various area, as well as time of day when venues were 

busiest (See Appendix for Observation Form). Venues that provided the greatest volume 

of youth as well as opportunities for private conversation were selected. Recruitment and 

interviews were subsequently conducted in public venues such as the mall food court, 

university’s student center, or on a public bench near the location of recruitment. 
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Between June and December 2011, three research assistants purposively recruited 18-24-

year-old African American youth from urban shopping malls as well as a public 

university located in Baltimore City. Potential participants were approached and 

informed about the study using the recruitment script (Appendix). If participants 

expressed interest, they were screened (Appendix) for study inclusion. Individuals were 

eligible to participate if they reported being in a heterosexual relationship (including 

vaginal, anal, and/or oral sex) for longer than 3 months in the past 3 years; and lived in 

Baltimore City. Written informed consent was collected from all eligible participants 

(Appendix)  

 

During recruitment, youth were screened and placed in one of two main SES categories. 

Participants were considered to be middle SES if they had two of the three following 

characteristics:  if the residence they spent the most time in growing up was owned, if 

they did not receive free lunch in school, and if their primary caregiver completed any 

college. If they had less than two characteristics they were considered low SES. Thirty-

two males and females participated in the study, of which 16 were male and 16 were 

female. The results in Chapter 4 reflect the experiences of the 16 males in the study. The 

average age of male participants was 19 years old. Forty-three percent had a caregiver 

with no college education and 69% received free school lunch as a child.  

 

To cultivate rapport with participants and create more depth of understanding, the 

interviewers conducted two semi-structured, in-depth interviews per participant (See 
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Appendix). Each interview lasted between 40 and 90 minutes. Participants were 

compensated $25 for the first interview and $35 for the second interview in the form of a 

prepaid gift card. To facilitate the follow-up email Research Assistants collected 

participants’ cell phone numbers and scheduled within one to two weeks of the first 

interview. The second interviews were conducted in public spaces, and often in the same 

location where the first interview was conducted. Fifteen of the sixteen male participants 

completed both interviews. All interviews were audio tape-recorded and transcribed 

verbatim by an outside transcription company. Each transcript was then reviewed 

alongside the audio recording to ensure the accuracy of its transcription. The study was 

approved by the Johns Hopkins Bloomberg School of Public Health Institutional Review 

Board. 

Data Analysis 
 

Data analysis was informed by both a deductive approach (21) in which themes were 

established a priori by the study’s research questions, the interview guides, and relevant 

theory, as well as through an inductive approach (22) in which themes were allowed to 

emerge from the data itself. The three study members who conducted the interviews also 

coded transcripts. Six interviews were used to develop the initial coding scheme, and 

were later coded independently. The three members of the research team then applied this 

coding scheme to four interviews to ensure consistency in its application. In points of 

disagreement, a fourth study member served as an arbiter throughout the entire coding 

process. All transcripts were coded using Atlas.ti version 7.0. The analytic process 

included memo-writing as well as frequent meetings with the study team to discuss 

emergent themes and how these themes varied by gender and SES.   



 57 

Quantitative Methods (Chapters Five and Six) 

Data Source: 2006-2010 National Survey of Family Growth 
 

The second and third aims consist of secondary analyses of cross-sectional data from the 

2006-2010 waves of the National Survey of Family Growth (NSFG). This data set was 

selected because it offers the opportunity to examine the intersection between race, 

income, HIV testing history, and use of STI services among a nationally representative 

sample of male youth.  

 

The NSFG is a publically available nationally representative multistage probability 

sample designed to gather information on various fertility-related topics such as 

contraception, birth intervals, sexual activity and family formation. The 2006–2010 

NSFG captures data from 22,682 face-to-face interviews in the U.S. household 

population aged 15–44 (12,279 with women and 10,403 with men). The 2006-2010 wave 

oversampled youth ages 15-19 as well as black and Hispanic adults. One person from 

each home was selected at random for data collection and interviews were administered 

in the home by a trained female interviewer using computer-assisted personal 

interviewing (CAPI) as well as audio computer-assisted self-interview (ACASI) for more 

sensitive items in the survey. The response rate for the 2006–2010 NSFG was 77% 

overall(80). 

 

Study Sample: sexually experienced males ages 15-24 
 

There were three inclusion criteria for these analyses. First, males who reported ever 

having sexual intercourse with either a male or female were included. Respondents who 
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answered yes to the following questions were considered sexually experienced and thus 

included in these analyses (n=8,738): 

1. Have you ever had sexual intercourse? 

2. Has another male ever put his penis in your rectum or butt (anal sex)? 

3. Have you ever put your penis in his rectum or butt (anal sex)? 

 

Second, because of the small sample sizes of other races and ethnicities, the sample was 

further narrowed to non-Hispanic black, non-Hispanic white and Hispanic males. Males 

who identified as a single race (white or black) or identified as Hispanic were included 

(n=7,993). Those who identified as multiracial or other ethnicities were excluded from 

this analysis (n=745). All those who were older than 24 were also excluded (n=5,574). 

The sample was finally narrowed to those who had explicitly stated “yes” or “no” for 

whether they had ever been tested for HIV. Respondents with unknown or refused were 

excluded from these analyses to curtail underestimation of effects (n=5). (Figures 3.4 & 

Figure 3.5). Our final analytic sample for Aim 2 (Chapter 5) includes 2,414 sexually 

experienced black, white and Hispanic males between 15-24 years of age. In Chapter 6, 

the analytic sample was limited to a subset of those in Aim 2 who report receipt of STI 

services or treatment in the past year and had a definitive response for past-year HIV 

testing (n=612).  

 

Measures 

 

Independent variables 
Race. In these analyses, we examined three race-ethnic groups: non-Hispanic 

white, non-Hispanic black, and Hispanic males. Race was measured using the 

1997 OMB standards (23) which collapses multiracial groups into the category 



 59 

the respondent identifies most closely with. In the 2006-2010 NSFG, 492 of males 

(4.7%) reported more than one race. Each racial group excludes those who 

identify as Hispanic/Latino. The following questions are used to capture race and 

ethnicity in this analysis:  

1. Are you Hispanic or Latina, or of Spanish origin?  

2. Which of the groups describe your racial background? (Please select one 

or more groups. Options include AI/AN, Asian, Native Hawaiian/Pacific 

Islander, Black or White) 

3. Which if these groups best describe you? (Choose 1) 

 

SES. We use household income as a proxy for socioeconomic status (24), which 

was calculated by the National Center for Health Statistics using self-reported 

combined family income from all sources, and total household size. In this 

analysis, participants <200% of FPL were considered low SES with those living 

in households with at least 200% of FPL were classified as higher SES (25). For 

the purposes of this study the SES variable was reverse coded so that higher 

income youth (theoretically those with access to more services) served as the 

reference category. 

Additional Sociodemographic variables 
 

Sexual orientation. We include a measure of sexual identity. Respondents are 

asked to self-report their identity in the NSFG during the ACASI portion of the 

interview. Possible responses include “heterosexual or straight”, “homosexual or 

gay”, bisexual, or “something else”. Because of small sample sizes, we generated 

a dichotomous variable that indicates whether a respondent identified as a sexual 

minority (gay or bisexual).  
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Age was also included as a dichotomized grouping of 15-17 year olds and 18-24 

year olds with 15-17 year olds serving as the reference group.  

 

Place of residence was dichotomized from three original categories: non-metro 

area, greater metro area and central city. Those who live in a non-metro or greater 

metro area were appointed as the reference group for those who report living in 

central city.  

 

Housing status. Housing status was also included in descriptive and bivariate 

analyses. Respondents who report having stayed in a shelter at any point in the 

year prior to the survey were coded as unstably housed. 

  

Incarceration. Given the racial disparities in incarceration rates and the higher 

prevalence of HIV among those who have spent time in jail or prison, we control 

for lifetime experience of incarceration. Respondents were asked, “Have you ever 

spent time in a jail, prison or juvenile detention center?” Those who have not 

serve as the reference group. 

 

Access to healthcare 
 

Three measures of healthcare access and utilization are used. Insurance status was 

constructed using two survey questions. Respondents were asked: In the past 12 

months, was there any time that you did not have any health insurance or 
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coverage?  Those that answered “Yes” were asked, “In how many of the past 12 

months were you without coverage?”  In both aims, those who had health 

insurance for at least part of the year were coded as the reference group. 

Respondents were also asked whether they had a usual source of care. Those that 

did not were coded as the reference group.  

 

In Aim 3, where past-year STI services were received is also captured. Responses 

were classified into three groups: private or HMO offices (reference group); 

community/family planning/school or employee clinics; and acute care settings.  

Sexual Risk behavior  
 

Treatment for STIs in past year. In Aim 2 (Chapter 5), treatment for STI services 

is used as a proxy for individual risk.  Those who have not received STI treatment 

serve as the reference category.  

 

An additional measure of high risk behavior was constructed based upon the link 

between these behaviors and HIV testing and use of STI services (26, 27): any 

anal sex, past-year intravenous drug use, five or more lifetime sexual partners, 

and condom use at last sex. The measure of any anal sex was derived from two 

questions regarding insertive and receptive anal sex. The combined measure 

assigns those with no anal sex history as the reference group. Those with any 

(insertive, receptive or both) were categorized together. We include history of 

anal sex separate from sexual identity as the former reflects a risk behavior while 

sexual identity may involve such behavior, but also reflects one’s sociocultural 
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position (28). Five or more lifetime sexual partners was derived from total 

number of sexual partners and then dichotomized. Past-year intravenous drug use 

and condom use at last vaginal intercourse are both self-reported measure in the 

ACASI section of the NSFG Condom use at last sex was reverse coded in this 

composite measure to align positive scores with higher risk behavior. High-risk 

behavior variables were condensed into a single measure of any high-risk 

behavior for power considerations in the multivariate analyses.  This decision is 

in-step with the literature (29) and was adopted because these variables were not 

the primary focus of this analysis. 

 

Measures for Chapter Six vary slightly from Chapter Five. Both sets of variables are 

included in Tables 3.1 and 3.2.  

 

Data analysis 
 

Preparatory analyses were performed to examine the missingness of explanatory 

variables. Sample size was allowed to float for descriptive tables and bivariate analyses. 

Complete case analysis was adopted for multivariate analyses and multiple imputation 

methods were used to check the stability of the estimates obtained using complete case 

analysis (See Appendix) (30, 31). Whereas the multiple imputation estimates utilize all 

2,414 and 612 individuals in the analytic samples for Aims 2 and 3, respectively, the total 

analytic sample used in our complete case analysis omitted 347 cases in Aim 2 (n=2067) 

and 101 cases in Aim 3 (n=511). 
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Exploratory analyses examined the distribution and prevalence of lifetime HIV testing. 

Bivariate tests of association between lifetime HIV testing and each of the independent 

variables were conducted using Wald Log-Linear Chi Square tests for clustered survey 

data.   

 

Chapter Five Analyses 
 

I present three competing multivariate logistic regression models to assess the use of an 

intersectional paradigm to understand lifetime HIV testing among male youth. The first 

model reflects the dominant additive approach to exploring health disparities in which the 

net effects of single categories (i.e. race or socioeconomic status) on HIV testing are 

evaluated separately. In other words, the unitary or additive approach asks, “does race 

matter when it comes to HIV testing?” and responds by controlling for race as a single 

variable in a multivariate model (Figures 3.2 and 3.3). Models 2 and 3 consider an 

intersectional approach to assess disparities in testing. In Model 2, combined measures of 

race and SES using factor variables assess the conjoint salience of race and income in 

HIV testing. Model 3 examines within-race effects of income using stratified analyses.  

We use these three models to answer the following questions: 

1. Are disparities in lifetime HIV testing present among those with marginalized 

identities (as measured by race and low SES)? [Model 1; additive] 

2. To what extent does an intersectional model of race and SES explain disparities in 

HIV testing beyond that already explained by a unitary model? [Model 2; 

intersectional] 
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3. To what extent do stratified models by race identify heterogeneity of within-race 

income effects? [Model 3; intersectional] 

4. To what extent do other social and behavioral determinants influence lifetime 

HIV testing among youth? [Models 1, 2 and 3] 

The regression equation used to assess the predictive effect of two independent variables 

(race and SES) on Y(i.e. lifetime HIV testing) is: 

Figure 3.3. Multivariate Equation of Log odds of HIV testing in lifetime 

Log odds(Y 1                              

Where: 

Log odds (Y=1) is the log odds of ever receiving an HIV test   

β1   the difference in log odds of ever being tested between non-Hispanic black 

males (coded 1) relative to Non-Hispanic white males (coded 0), adjusting for all 

other covariates … Xi  

The regression equation used to analyze and interpret a 2-way interaction is: 

Figure 3.4. Multivariate Equation of Log odds of HIV testing in lifetime with interaction between 

race and SES 

Log odds(Y 1                                 

In contrast to the additive approach, the multiple approach assumes within group 

heterogeneity by reporting race and socioeconomic status as a two-way interaction (13). 

In this second model, two-way interaction is assessed using factor variables which 

generate each combination of race-SES group membership (e.g. high-income whites, 

low-income whites, high-income blacks, etc.). I used these indicator variables to assess 
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whether SES alters the association between race and lifetime testing among black, white 

and Hispanic males. Race-stratified analyses were then conducted to assess within-race 

income effects.  

 

In the regression analyses, simple tests of main effects were first conducted to examine 

the unadjusted odds of lifetime testing for each independent variable. Main effects for 

each explanatory variable are also included. The full multivariate model includes 

variables that emerged as statistically significant in unadjusted estimates. Those that were 

identified as theoretically relevant in the literature (1, 26, 32, 33), but did not emerge as 

statistically significant (at p=0.10) were also retained.  

 

Chapter 6 Analyses 
 

Chapter 6 assesses disparities in past-year HIV testing among male youth who report 

receiving STI services in the past year. Similar preparatory and exploratory analyses were 

conducted prior to running unadjusted and adjusted logistic regressions. Sample size 

floated to accommodate small amounts of missing data in descriptive and bivariate 

analyses. In multivariate analyses, complete case analysis was used (31), yielding a 

slightly smaller analytic sample (n=511) than the sample that met all inclusion criteria 

(n=612). To assess the stability of the estimates obtained using complete case analysis, 

multiple imputation was used in post-hoc sensitivity tests (see Appendix) (30).  

 

Exploratory analyses examined the distribution and prevalence of past-year HIV testing. 

Bivariate tests of association between past-year HIV testing and each of the independent 

variables were conducted using Wald Log-Linear Chi Square tests for clustered survey 
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data. Additional bivariate tests by race and SES were also conducted to assess underlying 

differences in the population that may contribute to differences in HIV testing. 

 

This paper adopts a three-stage analytical strategy identical to Chapter 5, to answer the 

following questions: 

1. Among those who received STI testing in the past year, are disparities in past-year 

HIV testing present among those with marginalized identities (as measured by 

race and low SES)? [Model 1] 

2. To what extent does an intersectional model explain variance in past-year HIV 

testing beyond that already explained by a unitary model? [Model 2] 

3. To what extent do stratified models by race identify heterogeneity of within-race 

income effects? [Model 3; intersectional] 

4. To what extent do other social and behavioral determinants influence past-year 

HIV testing among youth? [Models 1, 2 and 3] 

 

In Model 1, the contributions of race and SES are assessed using a traditional additive 

approach. Model 2 considers an intersectional approach to the measure of race and SES 

using factor variables that combine race and SES.  First, the strength and direction of the 

main effects of race and SES are assessed with respect to the principles of simultaneity 

and directionality. In Model 2, I assess whether there is a meaningful statistical 

interaction between race and SES that extends beyond the association found in an 

additive model. Finally, to assess within-race income differences in past-year HIV 

testing, the final model presents additive logistic regression models stratified by race. 
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Three possible outcomes are anticipated in these analyses: 1) main effects of race and 

income will be found in the additive model and will be significantly associated with 

testing independently and after controlling for one another; 2) the intersectional model 

will demonstrate the multiplicative effects of race and income (i.e. whatever disparities 

emerge in the additive model will be greater and AORs for low-income youth of color 

will be even smaller than those in Model 1); and 3) we expect that Model 3 will uncover 

the uneven effect of income across racial groups.    

 

Logistic regression was used for all models. Simple tests of main effects were first 

conducted to examine the unadjusted odds of past-year testing for each independent 

variable. Significance was set at 0.05.  

 

Post-hoc Sensitivity Analyses Chapters 5 and 6 

 

Sensitivity analyses were conducted for year of interview to assess secular trends; and 

household income to ensure the cut point used (i.e. 200%) was robust to alternate 

specifications (i.e. 100% FPL). Analyses excluding sexual minorities were also run to 

assess whether the model estimates were sensitive to this subpopulation. Finally, multiple 

imputation methods were used to assess estimates derived using complete case analysis 

(30). 

 

All analyses were conducted using STATA 12 using the “svy:” command series to 

account for survey design. To provide reliable estimates of the target populations, 
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descriptive statistics were weighted based upon the weighting scheme suggested by the 

NSFG.  

Ethical considerations 
 

The qualitative research for Chapter 4 was approved by Johns Hopkins’ Bloomberg 

School of Public Health Institutional Review Board. Informed consent was obtained prior 

to participation.  Once interviews were collected, data were de-identified and stored on a 

secure server. Audio recordings of interviews were stored until they were transcribed and 

subsequently erased to further minimize risks of a breach in data. All data that is reported 

in Chapter 4 has been stripped of potential identifiers that could link a narrative to an 

individual. 

 

Quantitative analyses (Chapters 5 and 6) were conducted using the 2006-2010 National 

Survey of Family Growth data set, collected by the National Center for Health Statistics 

(NCHS) and the University of Michigan’s Institute of Social Research (34). Informed 

consent was obtained from every study participant – minors were required to have the 

signed consent of parents before being asked for their own signed assent. Prior to data 

collection the NSFG was reviewed and approved by the NCHS IRB. Previous to its 

release, the NSFG data are stripped of personal identifiers. Johns Hopkins Bloomberg 

School of Public Health reviewed this secondary analysis protocol and deemed it exempt.  
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Chapter 3 Figures and Tables 
 

Figure 3.1 Analytic model Aim 2: Lifetime report of HIV test among 15-24-year-old sexually 

experienced males in the U.S.  
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Figure 3.2 Analytic model Aim 3: Past year report of HIV test among 15-24-year-old sexually 

experienced males who used STI service in past year 
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Figure 3.5 Aim 2 Analytic Sample Flow chart 
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Figure 3.6 Aim 3 Analytic Sample Flow Chart  
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Table 3.1. List of Variables Aim 2 (Chapter 5) 

Variables Variable 

Type 

Description Missingness 

Dependent Variable    

Receipt of HIV 

test in lifetime 

Dichotomous 0 = No 

1 = Yes 

(used as inclusion 

criteria in sample) 

Main independent 

variables 

   

Race/ethnicity Categorical 0=NH White 

1=NH Black 

2=Hispanic 

None 

Socioeconomic 

status 

Dichotomous 0 = Higher SES: 

Household income greater 

than or equal to 200% 

Federal Poverty Level 

1= Low SES: Household 

income less than 200% 

Federal Poverty Level 

None 

Other sociodemographic 

variables 

  

 

 

Age Categorical 0=15-17 years of age 

1=18-24 years of age 

None 

Sexual identity Dichotomous 0 = Identifies as 

heterosexual 

1 = Identifies as gay or 

bisexual 

1.1% (n=27) 

 

Place of 

residence 

Dichotomous 0= Non-metro area 

1=Metro area 

None 

 

Housing status 

 

Dichotomous 

 

0 = Has not stayed in a 

shelter in the past 12 

months 

1 = Has stayed overnight 

in a shelter in the past 12 

months 

 

0.2% (n=5) 

 

 

Incarceration 

 

Dichotomous 

 

0 = Has never been to jail, 

prison or juvenile 

detention center 

1 = Has been to jail, prison 

or juvenile detention 

center at least once in 

lifetime 

 

11.4% (n=275) 

 

  



 74 

Table 3.1 Continued 

Healthcare Access    

Health care 

coverage 

Dichotomous 0 = Had health insurance 

for at least one month in 

year prior to survey 

1= No health insurance for 

entire 12 months 

preceding survey 

2.3% (n=55) 

 

Usual source of 

care 

Dichotomous 0 = No 

1 = Yes 

0.04% (n=1) 

 

HIV Risk Behavior    

Treated for an 

STI in past year 

Dichotomous 0 = No 

1 = Yes 

0.3% (n=8) 

Lifetime report 

of anal sex 

Dichotomous 0 = No 

1 = Yes 

0.5% (n=11) 

 

No condom use 

at last vaginal 

sex 

Dichotomous 0 = No 

1 = Yes 

3.2% (n=76) 

 

More than five 

lifetime sexual 

partners 

Dichotomous 0 = No 

1 = Yes 

3.3% (n=80) 

 

Past-year 

injection drug 

use 

Dichotomous 0 = No 

1 = Yes 

0.2% (n=5) 

 

Any high risk 

sexual behavior 

Dichotomous 0 = No 

1 = Yes 

4.4% (n=106) 
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Table 3.2. List of Variables Aim 3 (Chapter 6)  

Variables Variable Type Description Missingness 

Dependent Variable    

Receipt of HIV 

test in the past 

year 

Dichotomous 0 = No 

1 = Yes 

 

 

Main independent variables 

Race/ethnicity Categorical 0=NH White 

1=NH Black 

2=Hispanic 

None 

Socioeconomic 

status 

Dichotomous 0 = Household income greater 

than or equal to 200% Federal 

Poverty Level 

1= Household income less 

than 200% Federal Poverty 

Level 

None 

Other sociodemographic variables 

Age Categorical 0=15-17 years of age 

1=18-24 years of age 

None 

Sexual identity Dichotomous 0 = Identifies as heterosexual 

1 = Identifies as gay or 

bisexual 

1.1% (n=7) 

 

Place of residence Dichotomous 0= Non-metro area 

1=Metro area 

None 

Housing status Dichotomous 0 = Has not stayed in a shelter 

in the past 12 months 

1 = Has stayed overnight in a 

shelter in the past 12 months 

0.3% (n=2) 

 

  



 76 

Table 3.2 Continued 

Healthcare Access    

Health care 

coverage 

Dichotomous 0 = Had health insurance for at 

least one month in year prior 

to survey 

1= No health insurance for 

entire 12 months preceding 

survey 

2.6% (16)  

 

Usual source of 

care 

Dichotomous 0 = No 

1 = Yes 

None 

Place of care Categorical 0 = Private/HMO Office 

1 = Community/FP/School/ 

Employer Clinic 

2 =Acute Care Setting 

(Hospital in-patient, out-

patient or urgent care) 

14.5% (89) 

 

HIV Risk Behavior    

Lifetime report of 

anal sex 

Dichotomous 0 = No 

1 = Yes 

0.7% (n=4) 

No condom use at 

last vaginal sex 

Dichotomous 0 = No 

1 = Yes 

3.6% (n=22) 

More than five 

lifetime sexual 

partners 

Dichotomous 0 = No 

1 = Yes 

4.1% (n=25) 

Past-year 

injection drug use 

Dichotomous 0 = No 

1 = Yes 

0.3% (n=2) 

Any high risk 

sexual behavior 

Dichotomous 0 = No 

1 = Yes 

5.1% (n=31) 
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CHAPTER FOUR: 

MANUSCRIPT 1 

Stories of the self, stories of structure: Using narratives to understand how black male 

youth experience the intersections of race and gender identities 
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Abstract 
 

Objective: To investigate the way in which social context, and by extension, the 

structural context of HIV risk, operates through racial and gender identities among urban 

black male youth. 

Methods: Using 16 semi-structured iterative in-depth interviews, this paper explores how 

African American adolescent males living in Baltimore City describe racial and gender 

identities.  

Results: Structural influences generate complex and conflicting social identities in the 

ways young black men in this study viewed themselves and their aspirations for fulfilling 

(or not) social identities. Discussions of identity stirred descriptions of gendered and 

classed stereotypes of black men. Racial identity stirred themes of internalized and 

perceived racism. These reflections, in turn, caused many of the participants to distance 

themselves from racial group membership, describing racial identity as peripheral to their 

sense of self. Aspirations of manhood were similarly bound by macro influences of 

economic disenfranchisement and social role absenteeism that disproportionately affect 

black men.  

Conclusion: Neither race nor gender alone illuminate the social position for those who 

participated in this study. Findings convey the essential intersection of gender and racial 

identities and highlight the influence of macro forces of racism and oppression on social 

identity at the microlevel. Additionally, findings suggest that identity development 

among African American adolescents may involve constructing a positive sense of self 

while discrediting or differentiating themselves from negative stereotypes attributed to 

their ethnic/racial group membership. The need to constantly distance oneself from a 

negative image can have deleterious consequences on health-promoting behaviors. 

Results underscore the value of acknowledging multiple, competing social identities, as 

well as stereotype vulnerability, among youth of color and may be instructive in 

sociostructural approaches HIV prevention among this population.  

  



 83 

Background 
Abiding gender and racial inequalities in HIV acquisition, care, morbidity and mortality 

in the United States continue to disproportionately affect among black male youth, who 

account for more than half of new HIV infections in this age group (1-7). Young black 

men are the most likely to become newly infected; and although HIV testing is greatest 

among black men compared to other racial and ethnic groups, they more likely to be 

diagnosed late into the disease (8). Additionally, black men are less likely to access and 

receive consistent care for HIV and AIDS and are more likely than other racial and ethnic 

groups to die from AIDS (2, 9, 10). These disparities occur within a broader structural 

context of risk.  

 

Contemporary HIV prevention approaches have prioritized biomedical and individual 

level interventions aimed at behavior change over social or structural sources of risk (11-

14). There is evidence, however, that disparities in more proximate determinants of HIV 

acquisition such as sexual risk behavior, substance use and partner concurrency are often 

preceded by structural factors such as gender inequality (2, 11) discrimination (15), 

economic disenfranchisement (15-17), high rates of incarceration and violence (10), as 

well as limited livelihood and educational opportunities (17, 18). These issues remain 

particularly salient for black males in the U.S. who experience a disproportionate burden 

of poverty, incarceration and economic discrimination. These issues occur earlier in the 

causal pathway and create a context of risk that is beyond the control of individuals, and 

yet intimately tied to the ways in which individuals perceive and navigate decisions about 

their health (1, 17). Over the past decade, the call for a “combination prevention” 

approach has drawn attention to these issues and the importance of understanding the 
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degree to which structural context operates on HIV risk through self-perception (19).  

There is growing evidence that identity development has critical linkages with health 

behavior (18, 20, 21) and subsequent health disparities (15). The establishment of racial 

identity has previously been linked to positive developmental milestones such as 

educational achievement and self-esteem (22-24). Others have examined the relationship 

between racial identity and sexual risk behavior among heterosexual African American 

men and report that positive attitudes towards racial group membership – in this case 

being African American – were associated with fewer sexual partners and a lower 

likelihood of sexually concurrency (25). Conversely, negative associations with racial 

group membership have been associated with elevated sexual risk behavior such as 

partner concurrency (26, 27) Similarly, Whitehead et al. identify that sexual risk behavior 

among urban African American men such as inconsistent condom use and partner 

concurrency are linked hypermasculine ideals (6, 28).  

 

In this paper we examine the way in which social context, and by extension, the structural 

context of HIV risk, operates through racial and gender identities among urban black 

male youth. In particular, how do individuals subsume structural disparities in their 

gendered, raced, classed selves and what inferences can we make about HIV prevention 

based on these narratives of lived experience? 

 

Theoretical Framing  
 

The basis for the current study is grounded in two bodies of literature. First, we use social 

identity theory as an overarching framework to ground our inquiry into the link between 
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race and gender identities (29). Second, we draw on intersectionality theory to understand 

how narratives of social identity reflect structural discrimination experienced by black 

male youth living in urban areas.  

Social identity theory and health behavior 
 

During adolescence, youth explore their association with multiple social roles and 

identities – male, athlete, student, son, partner, African American – to try to make sense 

of who they are and map out who they might become. Social identity theory focuses on 

“the group in the individual” (30) emphasizing characteristics that define the “us” related 

to group membership (in social groups such as race, gender, or class, for example) as 

opposed to aspects of an individual’s unique attributes. Characteristics of social groups 

and roles inform characteristics of the self (i.e. who “I” am is also who “we” are , thereby 

offering guidelines for personal behavior and serving as markers of an individual’s social 

position (31-36). The process of social group identification is accompanied by a process 

of preferential evaluation, whereby individuals attempt to positively differentiate 

membership with the in-group from the out-group (30) in order to develop a positive 

social identity (29, 31, 37, 38).  Social identity theorists propose that individuals assess 

the costs and benefits of belonging to specific groups. Those identities that are perceived 

to be ‘inferior’ or that confer lower status are managed through one of two strategies: 

‘social mobility’ or ‘social change’ (39). Social mobility refers to an individual’s belief 

that certain social identities are mutable and that it is possible to move from one group to 

another (26); whereas social change refers to a process that attempts to modify a 

particular social identity that is not seen as particularly flexible, such as racial identity 

(26, 39).  
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Intersectionality and identity development 
 

Intersectional theorists complicate how we understand social identity and its corollary 

development. They do this in two ways: first, they propose that the prevailing methods of 

collecting information on racial/ethnic group membership obscure a great deal of nuance 

in the vulnerabilities associated with minority group status. Settles et al. (2006), for 

example, has explored the racial and gender identities among African American women 

and suggests that race and gender identities are experienced simultaneously; that one 

cannot parse out the experience of being black from the experience of being female (40). 

Similarly, Bowleg (2008) explores the intersections of sexual identity and race. Her 

findings highlight the attendant risk of measuring marginalized statuses (i.e. race, sexual 

orientation, etc.) as a single axis of discrimination as it fails to capture within group 

heterogeneity and relative inequality in social and personal vulnerability (41). The second 

means of complicating identity that intersectional theorists focus on is the vital interplay 

between the microlevel of lived experience and macro level of structural inequalities. In 

her recent work, Lisa Bowleg affirms that individual identity is inextricably linked to the 

broader historical and contemporary forces of discrimination and oppression. She finds 

that the discrimination and racism experienced by low SES black men defines what it 

means to be a Black man in the United States (1, 2, 16-18). As a consequence, context, 

both historical and contemporary, operate through the individual vis-à-vis social identity 

to inform microlevel action such as health-seeking behavior. 
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Building upon this work, the following analysis explores how black male heterosexual 

youth articulate the racial and gendered dimensions of their identities and what their 

narratives imply about embodied structures of oppression.  

 

Methods 
 

Data were collected as a part of a larger qualitative study of sexually active African 

American adolescents, ages 18-24, in Baltimore City. Participants were purposively 

recruited based upon race, sex, and socioeconomic status from urban shopping malls as 

well as a public university located in Baltimore city. Participants were considered to be 

middle SES if they had two of the three following characteristics:  if the residence they 

spent the most time in growing up was owned, if they did not receive free lunch in 

school, and if their primary caregiver completed any college. If they had less than two 

characteristics they were considered low SES. Individuals were eligible to participate if 

they were African American between the ages of 18-24; reported being in a heterosexual 

relationship (including vaginal, anal, and/or oral sex) for longer than three months 

anytime within the past three years; fit into one of the two SES groupings; and lived in 

the city study site. Written informed consent was obtained from all participants and 

interviews were subsequently conducted in public venues such as the mall food court, 

university’s student center, or on a public bench near the location of recruitment. Sixteen 

males participated in the study. The average age of male participants was 19 years old. 

Forty-three percent had a caregiver with no college education and 69% received free 

school lunch as a child (Table 4.1).  

 



 88 

Questions were split between two interviews to develop rapport with participants (42). 

The first interview focused on narratives of how participants grew up, where they grew 

up, gender messaging from parents or caregivers, gender ideals, class and role models. 

This battery of questions was intended to elicit narratives of gendered messages heard 

while growing up, experiences of gender norms through familial expectations, current 

gender beliefs and perceptions of class. The second field guide delved into perceptions of 

the self in relation to gender and race. We adopted a method similar to Phinney (1992) by 

asking participants to spontaneously list self-attributes and then probing on these by 

asking open-ended questions regarding specific identities and social roles (e.g. African 

American, male, son, etc.) (43). Fifteen of the sixteen male participants completed both 

interviews. 

 

Each interview lasted between 40 and 90 minutes. Participants were compensated $25 for 

the first interview and $35 for the second interview in the form of a prepaid gift card. All 

interviews were audio tape-recorded and transcribed verbatim by an outside transcription 

company. Each transcript was then reviewed alongside the audio recording to ensure the 

accuracy of its transcription. The study was approved by the Johns Hopkins Bloomberg 

School of Public Health Institutional Review Board. 

 

Data analysis was informed by both a deductive approach (44) in which themes were 

established a priori by the study’s research questions, the interview guides, and relevant 

theory, as well as through an inductive approach (45) in which themes were allowed to 

emerge from the data itself. The three study members who conducted the interviews also 
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coded transcripts. Six interviews were used to develop the initial coding scheme, and 

were later coded independently. The three members of the research team then applied this 

coding scheme to four interviews to ensure consistency in its application. In points of 

disagreement, a fourth study member served as an arbiter throughout the entire coding 

process. All transcripts were coded using Atlas.ti version 7.0. The analytic process 

included memo-writing as well as frequent meetings with the study team to discuss 

emergent themes and how these themes varied by gender and SES.   

 

Results  
 

The narratives of identity among male youth we interviewed embody legacies of 

structural oppression. Racial identity stirred themes of internalized and perceived racism. 

These reflections, in turn, caused many of the participants to distance themselves from 

racial group membership, describing racial identity as peripheral to their sense of self (i.e. 

lack of centrality). Aspirations of manhood were similarly bound by macro influences of 

economic disenfranchisement and social role absenteeism that disproportionately affect 

black men. Results presented here use pseudonyms to protect respondent’s identities and 

yet preserve the personal connection to these narratives. 

 

Narratives of racial identity 

 

Internalized racism. The discussion of racial identity prompted three general reactions, 

the first of which was an immediate reflex by participants to distance themselves from 

self-imposed stereotypes of what they believed were salient features of being a young 

African American male.  These narratives reflect an internalized racism that caused many 
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of the participants to report feeling set apart from other African Americans. Throughout 

the dialogue, those we interviewed described themselves as exceptions to these 

stereotypes.  

 

I don’t think I’m like other African Americans … because they… to me, I know 

it’s maybe like a stereotypical type view, but like they seem more ignorant than 

me. Like a lot of African Americans jump into things, like they keep their pride 

like from wherever they grew up, they keep their mindset, nothing else matters … 

black people usually have that mindset where their world is all that matters, and 

usually when people get around me I experience some of the different cultures, 

different things. I like a lot of history, science and stuff like that. I explore other 

cultures; I explore other things. (“Cory”, 19-year-old) 

 

I don’t fit in, but I kind of-- I’m a part of them but I kind of set aside. I’m the 

most different one I meet, because when I meet a lot of them and they’re kind of 

similar. I always wonder, do they not realize that they act the same, look the 

same, dress the same, talk the same, think the same, not outside the box? So, I 

know I’m very different. I’m very different from them. (“Elijah”, 23-year-old) 

 

Perceived racism. In contrast to the prior description, which highlights personally held 

stereotypes of race, the following narratives highlight participants’ perception of public 

regard, or what they thought others viewed as stereotypical. Participants shared what they 

believed were publicly held stereotypical characteristics of urban African Americans such 

as “liking fried chicken”, being “poorly dressed”, and “killers” who “disrespect women”. 

Instead of disavowing the stereotype, these participants attempted to refute this singular 

image of the group by stating that they were dissimilar from this stereotype. Unlike the 

first group, which did not infuse their descriptions with a gendered element, the following 

excerpt integrates a gendered stereotype of black males. 

 

… certain stereotypes about African Americans I don't necessarily feel like I fit 

into … Well, not stereotypes, it's just how African Americans are sometimes 

portrayed, like, music videos and the news, and stuff like that ... Every African 

American not a killer, or a real evil person, walk around pants sagging down, 

disrespecting women, you know, stuff like that. (“Hector”, 18-year-old) 
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Several participants reported that they differed from the public’s perception of the group 

because of their educational attainment and lack of a criminal record. A 19-year old 

described the intersections of not only gender and race, but socioeconomic status as it 

relates to educational achievement and incarceration. He highlights the litany of 

anticipated milestones that he viewed as being typical for a black male youth such as 

himself.  He goes on to emphasize that he is smart, a positive thinker, goal oriented and 

ambitious – traits that he positions as contradictions to what it means to be an African 

American male. 

 

I’m different from most [African American men], though. Because … I kinda 

don’t fit in with the typical perception of a 19-year-old African American. Like, 

most of us don’t finish high school. Or have like a record. And then they say if 

you make it to age 25, you’re considered lucky ... And I know I’ll make 25 … So, 

being as though I have no criminal background record, I’m in school, I’m 

furthering my education, I finished high school, I’m about to finish college, 

and…I don’t have any substance abuse on my record or in my history, I feel as 

though I’m like…beating the system, almost. Or beating the stereotype. Aside 

from that, I would also say I’m smart. Still goal-oriented. Positive thinker. And 

ambitious. (“Dante”, 19-year-old)  

 

Racial identity on the periphery.  In contrast to self-stereotyping and refuting perceptions 

of public regard for black men, resistance to racial group membership emerged as a 

prominent feature in the narratives. When asked whether and how they identify with 

being African American, many participants suggested that race was not a central identity 

for them. Instead, participants insisted that race was not only inconsequential to their 

identity, but also incidental. In the following quote, a 20-year old participant identifies as 

black, but because “everyone is different”, he renders this identity as a meaningless social 

marker: 
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Nah, I mean, there a lot of different types of people … Everybody’s different … I 

just happen to be black. 

 

Similarly, a 19-year old resists identifying as African American, because it requires 

comparing himself to the “entire race as a whole” which would overlook his perception 

of the group’s inherent diversity: 

 

… usually I don’t really compare myself to other people, so it’s kind of hard to 

compare myself to somebody else or an entire race as a whole, because like 

everybody’s different. I can’t see myself as one thing and then, like there could be 

other African Americans that are like me, but others that are not, I guess. I don’t 

know. I really can’t. 

 

Some males interpreted racial identity as synonymous with skin color, though still 

reported a similar aversion to ascribe any meaning to this social group.  

 

I don’t think skin color is really a thing, I think it’s a perception people put on 

things. (“Dante”, 20-year-old) 

 

Narratives of Gender identity 

 

Whereas participants resisted identifying with being African American either because of 

the perceived inflexibility of this grouping or because of the negative stereotypes they 

carried (or presumed broader society carried , participants’ discussion of male identity 

highlighted its essential dynamism. “Being a man” was viewed as a protean identity, one 

that was acquired over time, rather than being aligned with one’s sex in a static way. 

Instead, “becoming a man” was described as an evolutional process reached vis-à-vis 

economic milestones and the fulfillment of social roles. In this way, despite attempts to 

distance themselves from racial identity, descriptions of manhood were racially bound 

and reflect the context of poverty, incarceration and social instability that textures the 

lives of many young black men. 
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Gender identity is economically bound. The males in our study did not see themselves as 

full-fledged men yet. Most cited economic milestones that indicate the arrival of this 

identity. As Dante reflects, “I still think I’m growing into a man to be honest, though. 

‘Cause when I still look at myself, I still look at myself as growing. So I don’t consider 

myself a full man yet. Commonly held markers of employment, having one’s own 

residence and owning a car surfaced throughout interviews: 

 

I’m still working at it. ‘Cause I gotta be on my own, in my mind, and be like, 

therefore called “a man,” ‘cause a man has his own everything. So once I get my 

own, I’ll be fine…. Like my own place, car, and…a good job – to help take care 

of what I need to take care of- care of my responsibilities. (“Jason”, 18-year-old) 

 

Until I can… be able to provide everything for myself. I feel as though if I’m still 

living off my mom, I’m not a full man yet. But the characteristics I want to be 

able to grow into, it’s like…provide for myself, taking care of all of my own 

responsibilities, being responsible. That’s the biggest thing right there. Taking 

care of my own responsibilities and not asking anyone for anything. (“Dante”, 19-

year-old) 

 

As these responses suggest, attendant to the concept of self-reliance was the importance 

of fulfilling responsibilities, which meant “handling what you got to handle before you 

can indulge in other things” (“Andre”, 20-year-old). As another participant reports, this 

encompasses being able to “hold your own, without nobody else’s help” (“Antoine”, 18-

year-old).  

 

Social role fulfillment and stability. Participants concretized the meaning of 

responsibility as synonymous with fulfilling social roles such as fatherhood and 

partnership. Specifically, participants incorporated being “the provider” as a critical 

aspect of their gender identity: 
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[You] got to be prepared to work.  You have a lot of responsibilities; you have to 

take care of your family.  Your family comes first. And the man’s the provider... 

(“Patrice”, 20-year-old) 

 

Although being “the provider” often implied financially supporting one’s family, it also 

included “being there” for family. The following excerpts highlight the pervasive impact 

of black male absenteeism in family structure that can be ascribed to the community 

impact of high rates of incarceration and homicide. Just as Dante remarked that he was an 

exception to the typical black male because he didn’t “have a record”, the following 

narratives reinforce the desire to inhabit a position that is rarely afforded young black 

men: to be present in partnerships and in families. 

 

If I have a kid, take care of him no matter what. If I ain’t got no money, spend 

time with him. Money isn’t everything but time is. Coz you can’t get that back. If 

I am in my child’s life, all day every day, then that’s a sign. It might not help pay 

for the Pampers or something but it is a start. (“Jowan”, 24-year-old) 

 

I just want to be there for my family and to pick up my responsibility to take care 

of my kids. (“Patrice”, 20-year-old) 

Discussion 
 

The narratives of male youth in this study reflect the complex and often conflicting 

process in the meaning-making of “who I am”. Race or gender alone do not illuminate 

the social position for those who participated in this study. Instead, these findings suggest 

that multiple dimensions of identity are simultaneously at play and that these microlevel 

stories are imbued with the structural influences of racism, poverty and incarceration. 

Discussions of identity stirred descriptions of gendered and classed stereotypes of black 

men. The messages that emerged from our discussions – Don’t be too black, be 

financially independent, be in control; don’t be too powerful, lest you assume the black 
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male stereotype, but be in control and capable of “being a man” – suggest that urban 

black adolescent males must make sense of conflicting identities that are critical to the 

self in complex and sometimes incompatible ways.  

 

Questions regarding racial identity evoked a nearly universal recalcitrance to aligning 

with African American group membership. Narratives reflect resistance to the perceived 

rigidity of racial group membership. Participants also harbored negative personal 

stereotypes and opposition to perceptions of others’ undesirable stereotypes of this social 

identity. These stereotypes, which were most often gendered accounts of the “typical 

black male”, confirm intersectional theorists’ key position that identities are experienced 

simultaneously (17, 18, 46-48). In similar fashion, concepts of manhood were bound by 

legacies of racism, incarceration and poverty that impact black males disproportionately 

(49, 50), so despite positive descriptions of being a man, these associations were 

universally bound by economic qualifiers such as employment, education and material 

assets and the ability to fulfill social roles such as partnership and fatherhood.  

 

As other scholars have suggested, and this paper reaffirms, identity development among 

African American adolescents may involve constructing a positive sense of self while 

discrediting or differentiating themselves from negative stereotypes attributed to their 

ethnic/racial group membership (51-53). Tjafel suggests that identities that are perceived 

to be ‘inferior’ or that confer lower status are managed through one of two strategies: 

‘social mobility’ or ‘social change’ (39). Social mobility refers to an individual’s belief 

that certain social identities are mutable and that it is possible to move from one group to 
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another (26); whereas social change refers to a process that attempts to modify a 

particular social identity that is not seen as particularly flexible, such as racial identity 

(26, 39). To this end, we found that participants distinguished themselves from “typical” 

African Americans by highlighting positive life achievements such as graduating from 

school and avoiding incarceration, instead of integrating their lived experience as part of 

a larger, more varied notion of being African American.  

 

These findings support the literature on stereotype vulnerability, which highlights the 

tension that emerges when the demands of a particular identity make it difficult for an 

individual to perform or meet the demands of another (54). In our study, participants 

reported that being African American is aligned with lack of achievement and failure to 

fulfill social roles and responsibilities, which is at odds with how they describe male 

identity. Phinney (1997) has proposed that in response to these threats to low-status 

identities, members of minority groups may seek to distance themselves from such an 

identity. This ‘stereotype vulnerability’, or the need to constantly distance oneself from a 

negative image, can have deleterious consequences on one’s ability to construct a 

positive sense of self and, in turn, pursue health-promoting behaviors (35, 55, 56).  

 

The results of our analysis should be viewed in light of several limitations. Our study 

focused on African American adolescent youth in Baltimore city and therefore is not 

necessarily representative of African American youth in other social or geographic 

contexts. Additionally, this data was nested within a larger study of which identity 

formation was not a focus, and thus the intersectional lens used to interpret our findings 
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was not applied to the development of the field guide. To this end, our field guide 

focused on specific aspects of identity that may not be central to the participants in our 

study, as several participants highlighted in our discussion of race. As others have noted 

(17, 33, 35) there are also limitations to asking questions about social identity to young 

adult males whose social identities are still forming. In addition, our sample was limited 

to males we identified as low or middle SES and therefore may not extend to higher SES 

young black men.  

 

Despite these potential shortcomings, this paper has two key findings that have critical 

implications for public health interventions and campaigns. First, building off of the well-

established evidence that supports the symbiotic relationship between social identity and 

behavior (20, 54, 57-59), this paper emphasizes the essential intersection of gender and 

racial identities. Failure to account for multiple, competing social identities, as well as 

stereotype vulnerability, will continue to hamstring public health efforts geared towards 

urban African American male youth. Second, this paper emphasizes that structural 

context manifests at the individual level in how people see themselves, which links this 

paper’s research with the literature on social identity theory and behavior change. Any 

intervention aimed at mitigating or promoting a certain health behavior must not only tap 

into the identities urban African American male youth want to cue (or hide), they must 

also consciously integrate how structural forces of inequality such as incarceration, 

educational opportunity and economic disenfranchisement, shape life events, cultural 

norms, individual behaviors, and the shared meaning of social behaviors.  
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As Frye et al. affirm, public health programming aimed at behavior change among 

African American men is most effective when it is grounded in “identity-related 

experiences and processes, specifically around fathering and fatherhood, which 

[constitute] opportunities to push back against structured oppression and to create more 

agentic and pro-social roles, behaviors, and/or spaces as African-American men” (60). 

Other public health interventions that leverage social identity theory and target gender 

norms such as Coaching Boys into Men (61) have tapped into this vein; however, the lack 

of cultural and socio-structural context fails to incorporate the intersectional nature that 

influences how male youth of color may perform their identities. 

 

Within the framework of this dissertation, these findings present unique considerations in 

the context of HIV prevention efforts. As structural approaches to HIV risk reduction 

continue to gain traction, ongoing efforts will be maximized if they integrate social 

identity theory, intersectionality and the way in which structural disparities influence 

microlevel behavior. Although our findings do not explicitly link social identity to HIV 

risk behavior, they point to critical signals that others have recently begun to address in 

HIV prevention programming that support our formative research. For example, one 

recent HIV behavior change program has begun to make connections between social 

identity and socio-structural influences and the ways these two intersect and impact 

personal decision-making. The Straight Talk intervention (60) targets urban African 

American heterosexual men by focusing on how structural forces such as racism, 

discrimination, incarceration and unemployment influence sexual behavior through their 

influence personal and social identity (60). By engaging in culturally affirming 
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programming that is grounded in socio-historical context, programs such as Straight Talk 

illustrate the value of addressing social identity and its link to sexual health behavior in 

HIV prevention interventions. 

 

Despite meaningful advances in the application of intersectionality and social identity 

theory in individual behavior change programs such as Straight Talk, it is essential that 

such programs are embedded in broader structural HIV risk reduction tactics as well. In a 

highly urbanized setting such as Baltimore City, where this study was conducted, the root 

causes of health disparities – and driving factors in racial disparities in HIV – such as 

incarceration, unemployment and community violence, must be addressed. These 

structural adjustments change the environment in which many young black men find 

themselves. Over time, as disparities are dismantled at the structural level, identities 

imbued with oppression, discrimination, or limited livelihood options may begin to 

change; and, so too, may individual level behavior. These shifts, in turn, have the 

potential to stem racial disparities in HIV acquisition and treatment that have unjustly 

affected young black men in the U.S. 
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Chapter 4 Figures and Tables 
 
Table 4.1. Description of Qualitative Sample (n=16) 

Age N % 

18-20 12 75% 

21-24 4 25% 

Location of interview 

  East Point Mall 1 6% 

Inner Harbor 8 50% 

University of Baltimore 7 44% 

Childhood Residence 

  Owned 9 56% 

Rented 7 44% 

Received Subsidized School Lunch 11 69% 

Highest education of caregiver 

  Less than college 7 44% 

At least some college 9 56% 

Group Assignment 

  Low SES 10 63% 

Higher SES 6 38% 
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Abstract 
 

Objective: To examine racial and socioeconomic disparities in lifetime HIV testing 

among a nationally representative sample of sexually experienced male youth 15 to 24 

years of age.  

 

Methods: Using cross-sectional data from the 2006-2010 wave of the National Survey of 

Family Growth (NSFG), this analysis contrasts additive and intersectional models to 

assess disparities in lifetime HIV testing among 2,414 sexually experienced black, white 

and Hispanic males between 15-24 years of age.  

 

Results: In the additive model, we found a greater likelihood of HIV testing for black 

male youth compared to non-Hispanic whites (AOR: 2.35, 95%CI: 1.55, 3.56). No 

income effects emerged in the additive model. In the intersectional model, however, 

Hispanic versus non-Hispanic differences emerged within income bracket. Race-stratified 

analyses reveal no within-race income effect but highlighted other socio-structural factors 

that are inconsistently associated with HIV testing across racial groups. 

 

Conclusions: Our findings present a bit of a paradox: results suggest that youth of color 

are more likely report getting tested compared to white male youth, yet an overwhelming 

amount of evidence points to significant racial disparities in other aspects of the HIV care 

continuum that suggest that people of color are less likely to receive appropriate and 

timely care. Results underscore the importance of exploring disparities in HIV testing 

using intersectional methods. Model specification is critical to understanding potential 

points of intervention to improve access to and uptake of HIV testing. When analyses are 

limited to the traditional additive approach, racial difference in testing emerge, but within 

race differences in other sociostructural factors associated with testing are missed. In this 

regard, stratified analyses further complement evidence-based strategies by highlighting 

distinctive within-race differences in socio-structural factors associated with testing.   
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Background 
 

The rate of HIV infection is currently on the rise among young people in the United 

States (1, 2). Although they comprise only 17% of the population, in 2010, 25% of new 

HIV infections in the U.S. occurred among youth between the ages of 13-24(3). 

Racial/ethnic minorities are disproportionately affected, with 44% of new infections 

occurring among black and 21% among Hispanic populations (4). Additionally, close to 

half (48%) of HIV positive youth remain undiagnosed, compared to only 25% among 

adults (5). Among undiagnosed HIV cases, significant racial disparities also persist. 

Based on a 2010 paper that estimated the prevalence of undiagnosed cases of HIV, 22.2% 

of black, 21.6% of Hispanic and 25.8% of Native American populations had undiagnosed 

HIV compared to 18.8% of whites (5). These data underscore the urgent need to 

understand and increase rates of testing among youth and youth of color in particular. 

 

Innovations in antiretroviral therapy (ART) have made routine HIV testing a critical 

strategy in the prevention and spread of HIV (6-17). People who don't know their status 

contribute to 50% of new infections, and people who know their status are more likely to 

modify risky sexual behavior and therefore become less likely to transmit disease to 

others (7). Evidence also suggests that HIV positive individuals who are aware of their 

status reduce their frequency of unprotected sex with seronegative partners (18). 

Additionally, early detection and treatment decreases viral load and therefore reduces risk 

of transmission to those who are HIV negative (19). Despite these well-acknowledged 

benefits of HIV testing, suboptimal rates of testing persist among sexually active youth 

(2).  
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Although HIV testing is a key strategy (20) in the prevention and spread of HIV, research 

on factors associated with testing remains relatively understudied among youth of color 

(14). Research on barriers and facilitators of testing has focused either on broad barriers 

to policies and health systems factors (21), or hones in on key high-risk populations such 

as men who have sex with men (22) homeless men (16), or those who are HIV positive. 

Among the work that has examined HIV testing among racial/ethnic minority 

populations, much of it focuses on adults (6, 11, 14, 23, 24).  

 

Racial and socioeconomic disparities in testing  

Data suggest that African American men and women are more likely than whites or 

Hispanics to get tested for HIV, although the drivers for this are not well understood (11, 

23, 24). In fact, much of the literature points to factors that should theoretically produce 

lower odds of testing among minority populations. For example, Simmons et al. found 

racial differences in attitudes towards testing among a sample of people with advanced 

HIV and report that black females were significantly more likely than white or Hispanic 

females to underestimate their risk of HIV acquisition (25).  Similarly, in a 2011 Kaiser 

Family Foundation report, African Americans who had never been tested for HIV report 

that low risk perception was their number one reason for not getting tested (26). Stigma 

and the loss of social capital have also been cited among African Americans as barriers to 

testing (16, 27, 28). Research on Hispanic/Latino populations demonstrates similar 

motivations for testing. In a 2010 study based on the National Health Interview Survey, 

more than two-thirds of Latinos who were surveyed had never been tested for HIV, and 
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the vast majority (88%) expressed no intention to get tested (29). High risk behavior and 

perceptions of high-risk was associated with testing, though one in four with those 

characteristics had never been tested, suggesting that overall testing among Latinos is 

suboptimal. 

 

Individual level factors such as risk perception or perceived stigma of testing play out in 

a larger context of health care provision. In a larger community-based sample, Holmes et 

al. identify that racial differences in individual motivations for testing exist, but that 

inequality in service provision also plays a role. The authors noted that although blacks 

were more likely to report voluntary testing compared to whites or Hispanics, they were 

less likely to receive an HIV test in relation to routine health care (11). Similarly, a 2007 

survey of racial disparities in HIV testing suggests that although blacks are more likely to 

get tested than Hispanics or whites, close to 70% of black men and women surveyed in a 

recent study report never being offered a test by a provider (30). These findings suggest 

systems-level inequities in the provision of routine recommended care.  

 

Differences in point of care service provision are part of broader racial and 

socioeconomic disparities in access to services. Access to health services is a key barrier 

that routinely affects racial/ethnic minorities and low-income populations (7, 14). Those 

without routine exposure to healthcare system are often missed in routine HIV testing 

(31). In a 2009 community-based sample of African American males living in Wisconsin, 

the strongest predictor of testing was having a regular source of care (32). Racial and 

ethnic differences in place of care have also been cited as a factor associated with 
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disparities in testing among women, with white and black women more likely to be tested 

at a private physician’s office or HMO location versus Hispanic women who were more 

likely to be tested at a clinic (14). While data are less specific for youth, evidence shows 

that minority youth are less likely to have access to and receive preventive health care 

than non-Hispanic white youth (33). 

 

The role of socioeconomic status in HIV testing has been less well explored; however, 

research on the correlation between SES and the use of other preventive health services 

suggests it is a critical factor in HIV testing (34-36).  

 

Intersecting disparities 

 

In general, racial disparities in the HIV epidemic can be understood as a product of 

longstanding and contemporary processes that continue to disenfranchise and oppress 

those with multiple marginalized statuses. Poverty, mass incarceration, limited 

educational and employment opportunities as well as access to healthcare all 

contextualize this issue (7, 37-39). In this way, race, in its intersection with poverty, 

sexual orientation, gender or age can be considered a multifaceted measure of social 

exclusion.  

 

A growing body of work suggests that preventive health behaviors such as HIV testing 

among high-risk populations must adopt an intersectional lens that acknowledges how 

multiple dimensions of social position, such as income, sexual orientation, or gender, 

may play a role in health-seeking behavior, and may interact with one another (40-47). 

However, very few quantitative applications have explicitly evaluated Intersectional 
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Theory in HIV testing among youth (47-49).  Robinson et al. presents one of the few 

analyses that examine within and across group racial differences in HIV testing among 

high-risk adults (14). Their findings highlight distinctions in sociodemographic factors 

associated with testing across race/ethnic groups including education, age and income 

(14). Across all race/ethnic groups, age and education were positively associated with 

HIV testing, with 18-24 year olds the less likely to be tested than older age groups. The 

authors also found that income positively affected HIV testing among Hispanics, but was 

not associated with HIV testing among whites or blacks. Robinson’s findings are some of 

the first we are aware of that highlight the within group heterogeneity of racial/ethnic 

groups and how these differences correlate with HIV testing behavior. In the following 

analysis we attend to a similar gap among youth by examining within and across group 

racial and income differences in lifetime HIV testing among a nationally representative 

sample of sexually experienced male youth 15 to 24 years of age.  
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Methods 
 

Data Source and Sample 
 

The following study is based on secondary analysis of cross-sectional data from the 

2006-2010 wave of the National Survey of Family Growth (NSFG). The NSFG is a 

nationally representative multistage probability sample designed to gather information on 

various fertility-related topics such as contraception, birth intervals, sexual activity and 

family formation. The 2006–2010 NSFG is based on 22,682 face-to-face interviews in 

the U.S. household population aged 15–44 (12,279 with women and 10,403 with men). 

The 2006-2010 wave of data oversampled youth ages 15-19 as well as black and 

Hispanic adults. One person from each home was selected at random for data collection 

and interviews were administered in the home by a trained female interviewer using 

computer-assisted personal interviewing (CAPI) as well as audio computer-assisted self-

interview (ACASI) for more sensitive items in the survey including past incarceration, 

housing instability, substance use, sexual behavior, sexual orientation, and income. The 

overall response rate for the 2006–2010 NSFG was 77%.  

 

Study Sample: sexually experienced males ages 15-24 
 

There were several inclusion criteria for these analyses. First, males who reported ever 

having sexual intercourse with either a male or female were included. Respondents who 

answered yes to the following questions were considered sexually experienced and thus 

included in these analyses (n=8,738): 

 Have you ever had sexual intercourse? 

 Has another male ever put his penis in your rectum or butt (anal sex)? 

 Have you ever put your penis in his rectum or butt (anal sex)? 
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The sample was further narrowed to non-Hispanic black, non-Hispanic white and 

Hispanic males. Race was measured using the 1997 OMB standards (50) which collapses 

multiracial groups into the category the respondent identifies most closely with. In the 

2006-2010 NSFG, 492 of males (4.7%) reported more than one race. Each racial group 

excludes those who identify as Hispanic/Latino. Specifically, males who identified as a 

single race (white or black) or identified as Hispanic were included (n=7,993). Those 

who identified as multiracial or other ethnicities were excluded from this analysis due to 

small sample size and lack of clarity in this category (n=745). The following questions 

are used to capture race and ethnicity in this analysis:  

Are you Hispanic or Latina, or of Spanish origin?  

Which of the groups describe your racial background? (Please select one or more 

groups. Options include AI/AN, Asian, Native Hawaiian/Pacific Islander, Black 

or White) 

Which if these groups best describe you? (Choose 1) 

 

All those who were older than 24 were also excluded (n=5,574). The sample was finally 

narrowed to those who had explicitly stated “yes” or “no” for whether they had ever been 

tested for HIV outside of a blood donation; respondents with unknown or refused were 

excluded from these analyses to curtail underestimation of effects (n=5). Our final 

analytic sample includes 2,414 sexually experienced black, white and Hispanic males 

between 15-24 years of age. 
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Measures 
 

Dependent variable: The dependent variable of interest is self-report of lifetime HIV 

testing outside of blood donations. Respondents were asked, “Not counting tests you may 

have had as part of blood donations, have you ever been tested for HIV?”, with never-

testers coded as the reference group. 

 

Independent variables 
 

 

Race/ethnicity. Three race-ethnic groups are included in this analysis: non-Hispanic 

white, non-Hispanic black, and Hispanic males, with white males serving as the referent 

category.  

 

SES. We use household income as a proxy for socioeconomic status (51), which was 

calculated by the National Center for Health Statistics using self-reported combined 

family income from all sources, and total household size. In this analysis, participants 

<200% of FPL were considered low SES with those living in households with at least 

200% of FPL were classified as higher SES (52). For the purposes of this study the SES 

variable was reverse coded so that higher income youth (those with theoretically greater 

access to resources and services) served as the referent category. 

 

Additional Sociodemographic variables 
 

 

Sexual orientation. Respondents are asked to self-report their sexual orientation in the 

NSFG during the ACASI portion of the interview. Possible responses include 

“heterosexual or straight”, “homosexual or gay”, bisexual, or “something else”. Because 
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of small sample sizes, we generated a dichotomous variable that indicates whether a 

respondent identified as a sexual minority (gay or bisexual).  

 

Age was also included as a dichotomized grouping of 15-17 year olds and 18-24 year 

olds with 15-17 year olds serving as the reference group.  

 

Place of residence was dichotomized from three original categories: non-metro area, 

greater metro area and central city. Those who live in a non-metro or greater metro area 

were appointed as the reference group for those who report living in central city.  

 

Housing status. Being unstably housed is associated with both increased HIV risk 

behavior as well as barriers to accessing healthcare services such as HIV testing (53) and 

was thus included in descriptive and bivariate analyses, though was excluded from full 

multivariate models due to power constraints. Respondents who report having stayed in a 

shelter at any point in the year prior to the survey were coded as unstably housed. 

  

Incarceration. Given the racial disparities in incarceration rates and the disproportionate 

prevalence of HIV among incarcerated men, as well as the barriers to care that 

incarcerated or justice-involved males often face (54), we control for lifetime experience 

of incarceration. Respondents were asked, “Have you ever spent time in a jail, prison or 

juvenile detention center?” Those who have not serve as the reference group. 
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Access to healthcare 
 

Two measures of health care access and utilization of care are used.  

Insurance status. Insurance coverage was constructed using two survey questions. 

Respondents were asked: In the past 12 months, was there any time that you did not have 

any health insurance or coverage?  Those that answered “Yes” were asked, “In how 

many of the past 12 months were you without coverage?”  In both aims, those who had 

health insurance for at least part of the year were coded as the reference group. 

 

Usual source of care. Respondents were also asked whether they had a usual source of 

care. Those that did not were coded as the reference group.  

 

HIV Risk behavior  
 

Two key measures were included to account for differences in risk behavior that have 

been linked HIV testing (7, 55): treatment of STIs in the past year (as a proxy for sexual 

risk) and a summary index of behavioral risk factors that have been associated with HIV: 

any anal sex, past-year intravenous drug use, five or more lifetime sexual partners, and 

condom use at last sex. High-risk sexual behavior variables were condensed into a single 

measure of any high-risk behavior for power considerations in the multivariate analyses.  

 

STI treatment. Because of the epidemiologic synergy between STIs and HIV, treatment 

for STI services should theoretically co-occur with HIV testing.  In this analysis, we use 

history of STI treatment as a proxy for sexual risk. Those who have not received STI 

treatment serve as the reference category.  
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Anal sex. The measure of any anal sex was derived from two questions regarding 

insertive and receptive anal sex. The combined measure assigns those with no anal sex 

history as the reference group. Those with any (insertive, receptive or both) were 

categorized together. We include history of anal sex separate from sexual identity as the 

former reflects a risk behavior while sexual identity may involve such behavior, but also 

reflects one’s sociocultural position (56).  

 

Number of sexual partners. Five or more lifetime sexual partners was derived from total 

number of sexual partners and then dichotomized.  

 

Intravenous drug use. Past-year intravenous drug use was ascertained using the following 

question: “During the last 12 months, how often have you shot up or injected drugs other 

than those prescribed to you? By shooting up we mean anytime you might have used 

drugs with a needle, by mainlining, skin-popping, or muscling”.  Those who have 

abstained from past-year intravenous drug use serve as the reference category. 

 

Condom use. Condom use at last vaginal sex was measured by asking: “Did you use a 

condom the last time you had vaginal intercourse with a female?”. Lack of condom use at 

last sex was coded as “1”, with condom users as the reference category. 

 

In this composite measure all risk behaviors were coded to align positive scores with 

higher risk behavior (i.e. the reference group was always the group that did not report a 

specific risk behavior). To dichotomize this index, those who report any of the four 

behaviors were coded as “1” and those that report none of the 4 behaviors were coded as 
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the reference group. This decision is in-step with similar analyses (57) and was adopted 

because these variables and specific HIV risk sources were not the primary focus of this 

analysis. 

 

Analysis 
 

Preparatory analyses were performed to examine the missingness and collinearity of 

explanatory variables. Exploratory analyses examined the distribution and prevalence of 

lifetime HIV testing. Bivariate tests of association between lifetime HIV testing and each 

of the independent variables were conducted using Wald Log-Linear Chi Square tests for 

clustered survey data.   

 

Based upon the theoretical and qualitative grounding provided in Chapter 2 and Chapter 

4, we assess whether McCall’s approach to intercategorical complexity and Veenstra’s 

analytic methods (58, 59) would help uncover and perhaps better explain any noted racial 

disparities in HIV testing among male youth.  

 

In the first model, a traditional additive approach is tested using multivariate logistic 

regression. Models 2 and 3 consider an intersectional approach to assess disparities in 

testing. In Model 2, combined measures of race and SES using factor variables assess the 

conjoint salience of race and income in HIV testing. Model 3 examines within-race 

effects of income using stratified analyses.  We use these three models to answer the 

following questions: 

1. Are disparities in lifetime HIV testing present among those with marginalized 

identities (as measured by race and low SES)? [Model 1; additive] 
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2. To what extent does an intersectional model of race and SES explain disparities in 

HIV testing beyond that already explained by a unitary model? [Model 2; 

intersectional] 

3. To what extent do stratified models by race identify heterogeneity of within-race 

income effects? [Model 3; intersectional] 

4. To what extent do other social and behavioral determinants influence lifetime 

HIV testing among youth? [Models 1, 2 and 3] 

 

Three possible outcomes are anticipated in these analyses: 1) race and income will exert 

independent effects on HIV testing (i.e. race and income will both be associated with 

HIV testing with youth of color and low income youth less likely to report HIV testing). 

To assess this, the strength and direction of the main effects of race and SES are assessed 

with respect to the principles of simultaneity and directionality (48). Simultaneity reflects 

the assumption that race and SES will be significantly associated with past-year HIV 

testing independently and after controlling for one another. Directionality suggests that 

youth of color and low SES youth will exhibit lower likelihood of receiving an HIV test. 

The second anticipated outcome is tested in Model 2 (the intersectional model), which we 

expect will illustrate heightened disparities among those with multiple marginalized 

identities (i.e. AORs for low-income youth of color will be even smaller than those in 

Model 1); Factor variables which generate each combination of race-SES group 

membership (e.g. high-income whites, low-income whites, high-income blacks, etc.) are 

used to assess this hypothesis. Finally, we expect that Model 3 will uncover income 

effects across racial groups.  To assess within-race income differences in HIV testing, 

this final model presents additive logistic regression models stratified by race. 
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Logistic regression was used for all models. Simple tests of main effects were first 

conducted to examine the unadjusted odds of lifetime testing for each independent 

variable. Significance was set at 0.05 for all models.  

 

Post-hoc sensitivity analyses were conducted for household income to ensure the cut 

point used (i.e. 200%) was robust to alternate specifications (i.e. 100% FPL) (See 

Appendix). Additionally, sexual minorities were excluded (N=75) from the analysis to 

assess how sensitive the estimates were to this population’s responses. In bivariate 

analyses, sample size floated to accommodate small amounts of missing data. Complete 

case analysis was used to conduct multivariate analyses. Because some of the analytic 

sample is excluded (n=347) when using complete case analysis, multiple imputation (60) 

was also conducted to check the potential biases in estimates that can be present in 

complete case analysis (60). Results from the multiple imputation estimates are displayed 

in the Appendix. All analyses were performed using STATA 12 using the “svy:” 

command series to account for survey design (61). To provide reliable estimates of the 

target populations, descriptive statistics were weighted based upon the weighting scheme 

suggested by the NSFG.  

 

Ethical Approval 
 

Prior to data collection, the NSFG was reviewed and approved by the National Center for 

Health Statistics (NCHS) IRB. During data collection, informed consent was obtained 

from every study participant. Minors were required to have the signed consent of parents 
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before being asked for their own signed assent. Previous to its release, the NSFG data 

were stripped of personal identifiers. The Institutional Review Boards at Johns Hopkins 

Bloomberg School of Public Health in Baltimore, Maryland reviewed and approved this 

research as exempt.  

Results 

 

Sample characteristics and prevalence of HIV testing 

 
Demographic characteristics of men by whether or not they have tested for HIV in their 

lifetime are presented in Table 5.1. Among the 2,414 sexually experienced males in our 

sample, 33.9% have ever been tested for HIV. The majority of the males in our sample 

were white (62%), between the ages of 18-24 (86%) and identified as straight (97%). 

Most lived in a non-urban area (66%) and in a household with an income above 200% 

FPL (55%). The majority of the sample also report having a usual source of care (68%) 

and having health insurance for some portion of the year prior to the survey (79%). With 

respect to HIV behavioral risk characteristics, 63% of the sample reported at least one 

high-risk behavior. Only five percent of the sample had been treated for an STI in the 

past year. Additionally, the majority of males in the sample report never having anal sex 

(97%) or using intravenous drugs during the past year (99%). Slightly less than half 

report having five or more sexual partners (47%) and close to two thirds (61%) report 

using a condom at last vaginal intercourse.   

 

Lifetime HIV testing varied significantly by race, household income, age, sexual identity 

and history of incarceration. Table 5.1 also highlights the bivariate differences in lifetime 

testing across key sexual risk behaviors. Significant differences in testing behavior were 
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found across all sexual risk behaviors with greater proportions of males testing among 

those who report high-risk behavior. Having a usual source of care and lacking health 

care coverage were inversely associated with lifetime testing (p=0.025 and p<0.001, 

respectively).   

 

Tables 5.1a displays descriptive statistics by race. Significant racial differences in HIV 

testing, income, age, place of residence and history of incarceration are present. Most 

significant to this analysis are the racial disparities in household income. Over 58% of 

black male youth and 59% of Hispanic youth report household incomes less than 200% 

of the FPL, compared to only 36% of non-Hispanic white male youth. Significant 

differences in both healthcare access measures were also found. Behavioral differences 

by race were also detected with 70% black and Hispanic males reporting at least one 

high-risk behavior compared to only 59% of non-Hispanic white males (p<0.001). More 

black males reported past-year STI treatment (9.3%) compared to 3.9% of Hispanic 

males and 4.2% of white males (p=0.002). Additional descriptive tables stratified by race 

and income are provided in the Appendix. 

 

Model 1: Additive model 

 
Table 5.2 illustrates the additive regression models for lifetime HIV testing. In the race 

and income only model, Black males were significantly more likely to report having ever 

been tested compared to white males (OR: 2.48, 95%CI: 1.77, 3.47) whereas Hispanic 

youth were no more likely than whites to report being tested. Household income had no 

significant effect on HIV testing in this model. In the fully adjusted model, these trends 
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persist, with income remaining non-significant and identifying as black still significantly 

associated with a greater odds of being tested for HIV (AOR: 2.35, 95%CI: 1.55, 3.56).  

 

Model 2: Race-SES intersection 
 

In the two-way interaction of race and SES (Table 5.3), significant main effects were 

only found for high and low income black youth. The odds of ever testing among high 

SES black youth (OR: 3.34, 95%CI: 2.06, 5.44) and low SES black youth (OR: 2.73, 

95% CI: 1.85, 4.03)were statistically significantly greater than the odds of testing for 

high-income NH-white males in the race-income only model. In the fully adjusted model, 

the odds of lifetime testing among higher-SES black males was 3.2 times greater than 

NH-white males of similar income, all other factors being equal (AOR: 3.19, 95%CI: 

1.83, 5.57). Lower-SES black males also had greater odds of lifetime testing compared to 

higher-SES white males (AOR: 2.38, 95% CI: 1.50, 3.77). Additionally, within-income 

racial differences emerged for Hispanic male youth (compared to non-Hispanic males) 

(AOR: 1.63, 95% CI: 1.03, 2.59).  

 

Similar to results in the fully adjusted additive model (Model 1), age, identifying as a 

sexual minority, being treated for an STI and reporting any high risk behavior were all 

strongly associated in Model 2. In both Models 1 and 2, the main effects of having a 

usual source of care and insurance status were attenuated in the full multivariate model. 

Model 3: Race-stratified models 
 

Table 5.4 presents additive logistic models stratified by race. Income was not 

significantly associated with HIV testing in any racial group. Findings suggest that other 
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socio-structural factors associated with HIV testing differ within and across racial groups. 

Among non-Hispanic whites, sexual orientation (AOR: 3.56, 95% CI: 1.23, 10.35), a 

history of incarceration (AOR: 2.08, 95%CI: 1.16, 3.73) and high-risk behavior (AOR: 

3.93, 95%CI: 2.54, 6.10) were positively associated with HIV testing. Among black male 

youth, the latter two of these covariates were associated with testing (AOR for 

incarceration: 2.26, 95%CI: 1.1, 4.66; AOR for risk behavior: 2.48, 95%CI: 1.33, 4.65), 

in addition to age (AOR: 3.12, 95%CI: 1.37, 7.08) and past-year treatment for an STI 

(AOR: 5.22, 95%CI: 1.57, 17.36). Among Hispanic youth, identifying as a sexual 

minority (AOR: 4.0, 95%CI: 1.13, 13.97) and past-year treatment for an STI (AOR: 20.6; 

95%CI: 6.79, 62.3) were positively associated with HIV testing.  

 

Post-hoc sensitivity analyses 
 

Sensitivity analyses were conducted to assess potential effects of survey year, sample 

selection, income cut-point and complete case approach. In bivariate tests of survey year 

with the outcome, no differences were found (see Table A5.7 in Appendix). In tests of 

income cut point, within-income estimates were affected: the significance in the fully 

adjusted interaction model for Hispanic males (versus non-Hispanic) was attenuated from 

AOR=1.63, p<0.05 to AOR=1.29 p=0.28). In assessing whether or not our estimates were 

sensitive to male youth who identified as sexual minorities, sensitivity analyses indicated 

influence on model estimates for Hispanic males (Table A5.4.): in the unadjusted 

intersectional model, the odds of testing for higher income Hispanic male youth became 

significant at p<0.05 (OR moved from 1.46 to 1.56), whereas these estimates were only 

significant in the adjusted models in the primary analysis. Multiple imputation estimates 
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were roughly similar to complete case estimates, except for higher income Hispanic 

males, whose adjusted odds of ever being tested became non-significant.  

Discussion  
 

In this paper we apply an intersectional lens to explore how race and socioeconomic 

status are associated with lifetime HIV testing among a nationally representative sample 

of 2,414 sexually experienced 15-24-year-old males in the U.S. Using multivariate 

regression modeling we aimed to answer four primary questions. First, are disparities in 

lifetime HIV testing present among those with marginalized identities (as measured by 

race and low SES)? Second, to what extent does an intersectional model explain variance 

in HIV testing beyond that already explained by a unitary model? Third, how might 

within-race income effects differ? And finally, how important are other social and 

behavioral determinants of health in lifetime HIV testing among youth?  

 

Our primary hypotheses, that groups with multiple marginalized statuses (i.e. racial 

minorities who are low SES) would have lower odds of testing compared to both the 

higher income white population as well, as higher income youth within the same racial 

and ethnic identities, did not bear out. We found that although race and certain race-

income groups were associated with HIV testing, we failed to observe a lower likelihood 

of testing among either racial minority or low-income youth. In fact, in the additive 

model, no income effect is observed at all. Instead, black youth in our sample were more 

likely than white youth to report getting tested. Even when controlling for high-risk 

behavior and factors such as access to care, identifying as black was strongly associated 

with an increased odds of testing for HIV. Our results related to an increased odds of 
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testing among black male youth is supported by the literature (55, 57, 62). These findings 

may be explained by a higher prevalence of HIV infection which may, in turn, accentuate 

a greater perceived threat of HIV transmission within the Black community. Although, 

other studies have found contradictory evidence of very low perceived risk among the 

black community as well (63). Our findings may also be a product of targeted testing 

strategies by healthcare providers (based on known racial disparities in HIV infection) 

(64, 65).  

 

In our intersectional model, we examine whether the concomitant effects of race and 

income are associated with HIV testing. We expected to observe a decreased likelihood 

in testing among those with multiple marginalized identities (i.e. low-income youth of 

color). Although within-income racial differences in HIV testing emerged, the income 

effect we anticipated was inverted. Instead of finding that youth of color were less likely 

than higher income white males, we noted greater odds of testing for high-income 

Hispanic youth as well as lower and higher-income black males. Findings for Hispanic 

youth were sensitive to model specifications in the sensitivity analyses that examined 

household SES below 100% of the FPL, as well as the inclusion of youth who identified 

as gay or bisexual.  Nonetheless, our findings contrast other research that has drawn 

attention to the prohibitive effect low income status can have on HIV testing behavior 

(13-16, 24, 31, 55). These studies, however, focus on community-based adult samples of 

high-risk populations, in contrast to the nationally representative sample of youth used in 

this analysis, which may explain the contradiction in our findings.  
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In our stratified analyses analysis, we did not observe within-race income effects. 

However, these analyses highlighted critical distinctions in within-race variations of other 

correlates of HIV testing that point to the need to tailor interventions to racial/ethnic sub-

populations. In the first two models, sociodemographic characteristics, measures of 

healthcare access and HIV behavioral risk factors, revealed mixed findings. The first two 

models confirm the relationship between sexual minority status and lifetime testing 

among adolescent males; however, the stratified analyses indicate that gay and bisexual 

black men do not report an increased odds of testing compared to black heterosexual 

males. Had our analyses stopped just prior to model 3, the correlation we observed could 

be explained as reflective of higher levels of perceived and actual risk behavior among 

sexual minorities, which other research has indicated is associated with testing behavior 

(1). However, the lack of association between sexual minority status and HIV testing 

among black males highlights a critical detail and underscores the value of intersectional 

analyses in disparities research.  Data suggest that HIV-positive black gay and bisexual 

men are the least likely to know their status compared to Hispanic and white men – only 

54% of HIV-positive black gay and bi-men know their serostatus, compared with 63% of 

Hispanic/Latino gay and bisexual men, and 86% of white gay and bisexual men (4). The 

stratified models in this paper confirm this to be a likely trend among male youth as well 

and support the need for more targeted strategies to increase testing among black gay and 

bisexual youth.  

 

Similar to sexual orientation, Models 2 and 3 highlight that older youth and those with a 

history of incarceration were more likely to be tested, both of which have been identified 
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as correlates of HIV testing by prior research (7). However, within-race analyses suggest 

these factors are not consistently associated with testing behavior. Similarly, our analyses 

emphasize a strong correlation between HIV risk behavior and HIV testing; but when 

examined within racial groups, we see that risk behavior does not signal increased odds 

of testing for Hispanic youth. These findings contrast several studies that have reported 

nonsignificant associations between risk behavior and testing among high-risk adult 

heterosexual populations (63). This difference highlights a potentially important 

distinction between adolescent testers and adult testers – white and black male youth may 

be more inclined to get tested based upon high-risk behavior than adults.  

 

This analysis offers an additional point of departure from prior research. We did not find 

evidence to support the association between barriers to care such as having a regular 

source or care and being insured with HIV testing among youth. This is surprising given 

the racial and socioeconomic differences we noted in this population (Table 5.1a) as well 

as the prior research that notes the barriers to healthcare seeking among minority and 

low-income populations (34, 66, 67) as well as adolescents (68-71).   

 

Our findings present a bit of a paradox: these analyses suggest that youth of color are 

more likely report getting tested compared to white male youth, yet an overwhelming 

amount of evidence points to significant racial disparities in other aspects of the HIV care 

continuum that suggest that people of color are less likely to receive appropriate and 

timely care (5, 23, 72-74). With respect to Hispanic/Latino youth, others have reported 

that Latinos are more likely than whites to receive a late diagnosis for HIV (75). Wohl 
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(2009) has documented similar disparities among Spanish-speaking residents in Los 

Angeles who were three times more likely to present late compared to English-speaking 

Latinos (65). In a 2012 systematic review, Chen et al. affirm that Hispanics test later into 

the HIV continuum than whites (76). Similarly, the CDC reports that African Americans 

are the least likely to be engaged in care or have the virus under control (77). These data 

further complicate our understanding of the behavioral and structural drivers that 

influence HIV testing among a population disproportionately affected by HIV acquisition 

and beg further inquiry as to why racial disparities in HIV care and morbidity persist 

despite higher testing rates among youth of color. Intersectional analyses of other aspects 

of the HIV care continuum may provide a more nuanced understanding of this 

incongruity. 

 

There is clear evidence that HIV testing is not enough to attenuate racial disparities in the 

HIV care continuum and intersectional approaches to this issue offer a promising way 

forward. Recent estimates suggest that an upwards of 30% of people who know their 

serostatus are not accessing care, with youth ages 13-24 and black men and women least 

likely to be linked to care (20, 72). Given what we know about racial disparities in the 

care continuum, there is an urgent need to better understand the intersectional drivers 

behind engagement in care as well as those who fall out of care.  

 

This analysis bears several limitations. Data used in these analyses were crosssectional, 

therefore causal inferences cannot be deduced. It is possible, to this end, that HIV testing 

occurred prior to other behaviors or sociodemographic factors, including household 
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income, which can fluctuate over time. Additionally, HIV testing remains a sensitive 

topic, particularly for some communities and because this survey relies on self-reported 

data, testing history as well as other sexual risk behaviors might go underreported, even 

with the use of ACASI. Recall bias is also a possibility with lifetime measures – there is a 

risk of a telescoping effect which generally results in underestimation among those who 

experienced an event (i.e. HIV testing) in the more distant past (78). Finally, there are 

factors central to HIV testing that our study was not able to measure. Contextual 

measures of poverty and access (e.g. the % of a census tract living below the poverty 

line) have been shown to have a significant impact on access to services and health 

behavior among young men and require continued attention with respect to HIV testing 

among minority youth.  

 

Our ability to model intersectionality between race and SES and HIV testing was 

constrained by our selected data source. The NSFG was not specifically intended to 

answer our research question which would have benefitted from additional variables 

related to family wealth.  As has been noted by others, quantifying intersectional 

identities is difficult and limitations to the measurement of SES are of particular concern 

throughout social sciences research (79, 80). Investigators grapple with the inclusion or 

exclusion of possible indicators, as well as the question of which most accurately explain 

the construct in the United States (81). We chose to use household income, which is 

subject to reporting error and also prone to change over time (81). Moreover, adolescents 

may not be well informed about all streams of income a household receives. Using a 

dichotomized measure of household income is reductionist in its attempt to encapsulate 
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intersectional identities, and although alternative specifications were examined in 

sensitivity analyses, our approach to modeling SES may be the explanation for non-

significant differences. Furthermore, our approach implies that those who live under the 

poverty line somehow share a similar position/lived experience, which risks generating 

an equally problematic social fiction. Despite these shortcomings, the use of a large, 

nationally representative sample of sexually experienced adolescent males permits 

generalizability of our findings to the broader U.S. population.  

 

This paper has several notable implications. One of the targets set forth in the 2015 

National HIV/AIDS Strategy is to increase the percentage of people who are living with 

HIV who know their serostatus from 85% to 90% by 2020(20). This analysis underscores 

the importance of this recommendation, highlighting the suboptimal testing rates among 

all youth in our sample. More specifically, our analyses underscore the importance of 

exploring disparities in HIV testing using intersectional methods. The concomitant 

assessment of multiple markers of social position used in intersectional analyses yield 

more specific insights on points of intervention than the additive model alone. Model 

specification is critical to understanding potential points of intervention to improve 

access to and uptake of HIV testing among specific subpopulations of youth. Stratified 

analyses further complement evidence based strategies that target population-specific 

drivers of testing by highlighting within-race differences in socio-structural factors 

associated with testing. Overall, the correlates of HIV testing among youth contrast many 

of the findings in adult populations suggesting that different emphasis needs to be placed 

on youth and subpopulations within this age group. Although black male youth and 
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higher income Hispanic youth demonstrate greater likelihood of testing for HIV, much 

work remains to ensure the persistent disparities in the HIV care continuum are 

attenuated. Current results suggest that an intersectional approach is essential in this 

regard.  
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Chapter 5 Figures and Tables  

 

Table 5.1. Description of Sample by lifetime HIV Testing History among sexually experienced male youth 15-24    

    

Ever tested for HIV 

  Total Sample (n=2,414) No Yes   

 

Col 

% 
95% CI N

Ψ
 Row% 95% CI Row% 95% CI p-value 

Dependent Variable         
Tested in lifetime 33.9 [30.6,37.4] 846           

Sociodemographics 

   

          

Race 

        NH White 61.7 [56.5,66.7] 1,217 70.9 [66.2,75.3] 29.1 [24.7,33.8] 

 NH Black 17.0 [14.3,20.2] 544 48.7 [42.6,54.8] 51.3 [45.2,57.4] 

 Hispanic 21.3 [17.0,26.2] 653 65.9 [60.4,71.0] 34.1 [29.0,39.6] < 0.001 

HH Income < 200% FPL 45.0 [41.5,48.5] 1,166 62.6 [58.1,66.9] 37.4 [33.1,41.9] 0.025 

FPL Gradient 

       
 

0-99% of Poverty Level 22.3 [19.6,25.2] 581 60.9 [54.2,67.3] 39.1 [32.7,45.8]  
100-199% 22.7 [20.5,25.1] 585 64.2 [57.9,70.0] 35.8 [30.0,42.1]  
200-299% 19.0 [16.6,21.6] 440 69.2 [61.5,76.0] 30.8 [24.0,38.5]  
300-399% 17.1 [14.5,20.1] 376 66.8 [59.4,73.5] 33.2 [26.5,40.6]  
400-499% 9.0 [7.4,10.9] 226 65.6 [56.3,73.8] 34.4 [26.2,43.7]  
500+ 9.9 [7.6,12.9] 206 75.1 [66.4,82.1] 24.9 [17.9,33.6] 0.15 

Age Group 

        15-17 13.7 [11.8,15.8] 422 80.8 [74.3,85.9] 19.2 [14.1,25.7] 

 18-24 86.3 [84.2,88.2] 1,992 63.7 [59.9,67.4] 36.3 [32.6,40.1] < 0.001 

Sexual minority 

       
 

Yes 2.8 [2.0,3.8] 75 30.8 [17.6,48.1] 69.2 [51.9,82.4] < 0.001 

No 97.2 [96.2, 98] 2,312 67.0 [63.6,70.2] 33.0 [29.8,36.4] 
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Table 5.1 Continued. Description of Sample by lifetime HIV Testing History among sexually experienced 

male youth 15-24  
  

    

Ever tested for HIV 

  Total Sample (n=2,414) No Yes   

 

Col % 95% CI N
Ψ

 
Row

% 
95% CI 

Row

% 
95% CI p-value 

Lives in an urban area 

       
 

Yes 36.9 [31.6,42.4] 1,045 62.0 [56.5,67.2] 38.0 [32.8,43.5] 0.06 

No 63.1 [57.6, 68.4] 1,369 68.5 [64.0,72.6] 31.5 [27.4,36.0] 
 

Homeless in past year 

       
 

Yes 1.3 [0.9,2.0] 41 49.5 [29.1,70.1] 50.5 [29.9,70.9] 0.115 

No 98.7 [98.0,99.1] 2,368 66.3 [62.8,69.7] 33.7 [30.3,37.2] 
 

Lifetime incarceration 

       
 

Yes 14.0 [11.9,16.5] 319 44.8 [37.0,52.9] 55.2 [47.1,63.0] < 0.001 

No 86.0 [83.5,88.1] 1,820 71.4 [67.9,74.6] 28.6 [25.4,32.1] 
 

Healthcare access 

       
 

Lacked health insurance the year 

prior  

        Yes 20.9 [17.8,24.4] 521 57.1 [50.7,63.4] 42.9 [36.6,49.3] < 0.001 

No 79.1 [75.6, 82.2] 1,838 68.7 [64.9,72.3] 31.3 [27.7,35.1] 
 

Has a usual source of care 

       
 

Yes 68.0 [64.2,71.5] 1,589 68.4 [64.9,71.6] 31.6 [28.4,35.1] 0.027 

No 32.0 [28.5, 35.8] 824 61.2 [54.6,67.4] 38.8 [32.6,45.4] 

 Ψ 
observations

 
are weighted; sample allowed to float to accommodate small amounts of missing data. 
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Table 5.1 Continued. Description of Sample by lifetime HIV Testing History among sexually experienced male 

youth 15-24  
  

    

Ever tested for HIV 

  Total Sample (n=2,414) No Yes   

 

Col 

% 
95% CI N

Ψ
 Row% 95% CI Row% 95% CI p-value 

HIV Risk Behavior 

       
 

High-risk behavior         

Yes 62.9 [60.1,65.5] 1,539 56.8 [52.2,61.2] 43.2 [38.8,47.8] < 0.001 

No 37.1 [34.5,39.9] 875      

Anal sex         

Any anal sex 3.3 [2.4,4.6] 85 37.0 [23.0,53.7] 63.0 [46.3,77.0] < 0.001 

No anal sex with males 96.7 [95.4,97.6] 2,318 67.1 [63.7,70.3] 32.9 [29.7,36.3] 
 

Receptive only 0.6 [0.2,1.7] 12 11.0 [3.7,28.4] 89.0 [71.6,96.3] 
 

Insertive only 0.7 [0.4,1.2] 21 60.3 [36.4,80.1] 39.7 [19.9,63.6] 
 

Both receptive and insertive 2.0 [1.3,3.1] 52 36.1 [19.2,57.2] 63.9 [42.8,80.8] < 0.001 

Injected drugs in past year         

Yes 0.6 [0.3,1.3] 14 33.7 [7.4,76.3] 66.3 [23.7,92.6] 0.116 

No 99.4 [98.7,99.7] 2,395      

5+ partners in lifetime         

Yes 46.6 [43.3,50.0] 1,116 49.0 [43.4,54.6] 51.0 [45.4,56.6] < 0.001 

No 53.4 [50.0,56.7] 1,218      

Condom used at last vaginal sex         

Yes 60.7 [57.4,63.9] 1,471 70.9 [67.4,74.3] 29.1 [25.7,32.6] < 0.001 

No 39.3 [36.1,42.6] 867      

Treated for an STI in past year         

Yes 5.0 [3.9,6.3] 128 26.7 [16.7,39.7] 73.3 [60.3,83.3] < 0.001 

No 95.0 [93.7,96.1] 2,278      
Ψ 

Observations
 
are weighted; sample allowed to float to accommodate small amounts of missing data. 
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Table 5.1a. Description of Sample by Race 

 

NH White 

(n=1,217
 Ψ

) 

NH Black  

(n=544
 Ψ

) 

Hispanic  

(n-653
 Ψ

) 

p-

value 

 

Col 

% 
95% CI 

Col 

% 
95% CI 

Col  

% 
95% CI 

 Dependent Variable 
      

 Tested in past year for HIV 29.1 [24.7,33.8] 51.3 [45.2,57.4] 34.1 [29.0,39.6] <0.001 

Sociodemographics 

      
 

HH Income < 200% FPL 36.4 [31.8,41.2] 58.4 [51.8,64.7] 59.4 [53.7,64.9] <0.001 

FPL Gradient 

       0-99% of Poverty Level 16.5 [13.5,20.1] 32.3 [25.4,40.0] 31.0 [25.8,36.9] 

 100-199% 19.9 [16.8,23.3] 26.1 [21.3,31.5] 28.4 [23.8,33.4] 

 200-299% 18.4 [15.4,21.9] 21.0 [15.8,27.4] 18.9 [14.3,24.6] 

 300-399% 20.7 [16.9,25.1] 11.3 [7.7,16.2] 11.4 [7.9,16.1] 

 400-499% 11.0 [8.7,13.9] 6.7 [4.4,9.8] 4.9 [3.1,7.8] 

 500+ 13.5 [10.2,17.7] 2.7 [1.5,4.7] 5.3 [3.1,9.0] <0.001 

Age Group 

       15-17 11.8 [9.6,14.3] 20.4 [16.0,25.7] 13.9 [10.6,18.1] 
 

18-24 88.2 [85.7,90.4] 79.6 [74.3,84.0] 86.1 [81.9,89.4] 0.002 

Sexual minority 2.7 [1.7,4.4] 2.5 [1.6,3.8] 3.1 [1.8,5.1] 0.81 

Lives in an urban area 29.1 [22.2,37.2] 57.4 [49.3,65.2] 42.8 [33.7,52.5] <0.001 

Homeless in past year 1.3 [0.7,2.4] 1.3 [0.5,3.4] 1.4 [0.7,2.8] 0.98 

Lifetime Incarceration 12.1 [9.3,15.7] 19.7 [14.7,25.9] 15.3 [11.6,20.1] 0.04 

HIV Risk Behavior 

      
 

Any High-risk behavior 58.5 [54.5,62.3] 69.8 [64.9,74.2] 70.1 [65.4,74.4] <0.001 

Any anal sex 3.3 [2.1,5.3] 2.9 [1.6,5.2] 3.6 [2.3,5.5] 0.86 

Receptive only 0.6 [0.1,3.0] 0.6 [0.2,1.8] 0.5 [0.1,2.1] 

 Insertive only 0.3 [0.2,0.7] 1.4 [0.6,3.2] 1.3 [0.5,3.2] 

 Both receptive and insertive 2.4 [1.4,4.0] 0.9 [0.2,3.5] 1.9 [1.0,3.4] 0.24 

Injected drugs in past year 0.8 [0.3,1.8] 0.9 [0.2,3.4] 0.0 

 

0.36 

5+ partners in lifetime 41.5 [36.9,46.4] 60.5 [55.4,65.4] 50.6 [45.0,56.3] <0.001 

Condom used at last vaginal 

sex 61.1 [56.7,65.3] 66.9 [61.2,72.1] 54.6 [48.4,60.8] 0.02 

Treated for an STI in past 

year 4.2 [2.9,5.9] 9.3 [6.4,13.4] 3.9 [2.4,6.1] 0.002 

Healthcare access 

       Lacked health insurance the 

year prior  14.0 [10.7,18.1] 21.6 [16.5,27.8] 40.3 [34.8,46.2] <0.001 

Has a usual source of care 75.2 [70.5,79.3] 60.1 [54.6,65.5] 53.4 [48.7,58.0] <0.001 
Ψ 

Observations
 
are weighted; sample allowed to float to accommodate small amounts of missing data. 
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Table 5.2. Model 1: Additive Approach to logistic regression of lifetime HIV test among 

males 15-24 (n=2,067) 

    
Model of Race & Income only 

(n=2,414) 

Full Model  

(n=2,067) 

 ORs 95% CI AORs 95% CI 

Sociodemographics 
    

Race 
    

NH White REF 
 

REF 
 

NH Black 2.48 (1.77 - 3.47)*** 2.35 (1.55 - 3.56)*** 

Hispanic 1.22 (0.88 - 1.68) 1.20 (0.78 - 1.85) 

HH Income < 

200% FPL 
1.19 (0.92 - 1.54) 1.08 (0.82 - 1.42) 

Age 
    

15-17 
  

REF 
 

18-24 
  

2.15 (1.24 - 3.71)** 

Identifies as a sexual 

minority   
3.70 (1.68 - 8.15)** 

Lives in an urban 

area   
0.94 (0.66 - 1.35) 

Homeless in past 

year   
    

Lifetime 

incarceration   
2.13 (1.45 - 3.11)*** 

HIV Behavior 
    

High-risk sexual 

behavior   
2.66 (1.93 - 3.65)*** 

Treated for an STI 
  

4.04 (1.85 - 8.83)*** 

Healthcare access 
    

Lacked health 

insurance the year 

prior  
  

1.11 (0.72 - 1.70) 

Usual Source of care 
  

0.98 (0.65 - 1.45) 

* p<0.05; ** p<0.01; *** p<0.001  
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Table 5.3. Model 2: Logistic Regression of lifetime HIV test using an intersectional measure of 

race and SES among males 15-24 (n=2,067) 

    

Interaction of race and income 

only 

(n=2,414) 

Fully adjusted model 

(n=2,067) 

  N (wtd) ORs 95% CI AORs 95% CI 

RacexIncome           
NH White 

>=200FPL 
775 REF   REF   

NH White 

<200FPL 
442 1.46 (0.96 - 2.22) 1.41 (0.93 - 2.14) 

NH Black 

>=200FPL 
218 3.34 (2.06 - 5.44)*** 3.19 (1.83 - 5.57)*** 

NH Black 

<200FPL 
326 2.73 (1.85 - 4.03)*** 2.38 (1.50 - 3.77)*** 

Hispanic 

>=200FPL 
255 1.46 (0.98 - 2.19) 1.63 (1.03 - 2.59)* 

Hispanic <200 

FPL 
398 1.46 (0.99 - 2.14) 1.22 (0.71 - 2.11) 

Age           
15-17       REF   
18-24       2.11 (1.22 - 3.63)** 

Identifies as a 

sexual minority       
3.56 (1.64 - 7.72)** 

Lives in an urban 

area       
0.93 (0.65 - 1.33) 

Lifetime 

incarceration       
2.06 (1.42 - 3.00)*** 

HIV Behavior           
High-risk sexual 

behavior       
2.72 (1.98 - 3.72)*** 

Treated for an STI       4.16 (1.84 - 9.39)*** 

Healthcare access           
Lacked health 

insurance the year 

prior        
1.10 (0.72 - 1.71) 

Usual Source of 

care 
    

  
0.97 (0.66 - 1.44) 

* p<0.05; ** p<0.01; *** p<0.001  
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Table 5.4. Model 3: Logistic regression of lifetime HIV test among males 15-24 stratified by 

race 

  NH Whites (n=1073) 
NH Blacks 

(n=447) 
Hispanics (n=547) 

  
AOR

s 
95% CI 

AOR

s 
95% CI AORs 95% CI 

Sociodemographic

s 

  

        
HH Income < 

200% FPL 
1.42 (0.93 - 2.18) 0.77 (0.40 - 1.49) 0.76 (0.45 - 1.29) 

Age 

  
  

  15-17 REF 
 

REF 
 

REF 
 

18-24 1.82 (0.80 - 4.10) 3.12 (1.37 - 7.08)** 2.1 (0.71 - 5.91) 

Identifies as a 

sexual minority 
3.56 (1.23 - 10.35)* 3.12 (0.78 - 12.55) 4.0 (1.13 - 13.97)* 

Lives in an urban 

area 
0.77 (0.45 - 1.33) 1.56 (0.92 - 2.64) 0.9 (0.52 - 1.40) 

Lifetime 

incarceration 
2.08 (1.16 - 3.73)* 2.26 (1.10 - 4.66)* 1.9 (0.95 - 3.95) 

HIV Behavior 
      

High-risk sexual 

behavior 
3.93 (2.54 - 6.10)*** 2.48 (1.33 - 4.65)** 1.1 (0.64 - 2.04) 

Treated for an STI 2.37 (0.72 - 7.77) 5.22 (1.57 - 17.36)** 20.6 
(6.79 - 

62.3)*** 

Healthcare access 
      

Lacked health 

insurance the year 

prior  

1.18 (0.60 - 2.31) 0.96 (0.45 - 2.06) 1.2 (0.62 - 2.26) 

Usual Source of 

care 
0.74 (0.44 - 1.22) 1.18 (0.65 - 2.17) 1.5 (0.70 - 3.17) 

* p<0.05; ** p<0.01; *** p<0.001  
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CHAPTER SIX: 

MANUSCRIPT 3 

Gaps in service integration: Disparities in past-year HIV testing among male youth who 

receive STI services 
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Abstract 
 

Objective: To examine whether race or income disparities exist in past-year HIV testing 

among youth who have received STI services. 

 

Methods: Using cross-sectional data from the 2006-2010 wave of the National Survey of 

Family Growth (NSFG), this analysis uses a nationally representative sample of sexually 

experienced males ages 15 to 24 to assess disparities in past-year testing among those 

who report receiving STI treatment. Contrasts between additive and intersectional models 

are used to assess potential disparities in dual receipt of services. 

 

Results: In the additive model, no race effects emerged, although when controlling for 

other possible confounders a lower likelihood of HIV testing for low-income youth was 

observed (AOR: 0.54, 95% CI: 0.31, 0.93). In the intersectional model, none of the race-

income groups revealed any disparities in HIV testing, although older age was 

significantly associated with greater odds of past-year HIV testing. Stratified analyses 

reveal that the income effects noted in the additive model were specific to black males in 

our sample (AORNH Black: 0.29, 95% CI: 0.12, 0.68) with no income effects identified 

among whites or Hispanics. 

 

Conclusions: Results underscore the importance of exploring disparities in HIV testing 

using intersectional methods, as additive models of disparities obscure sub-population-

specific effects. By examining our research question though multiple models, we 

discovered that model specification is critical to understanding potential points of 

intervention. Robust STI service provision plays a critical role in stemming the sexual 

transmission of HIV. This analysis points to gaps in care for low-income black youth 

who experience a disproportionate burden of HIV/AIDS related morbidity and mortality. 

Expanding integrated HIV testing at points of service that reach low-income black youth 

is essential given the disparities in testing noted for this population. Suboptimal rates of 

receipt of both STI and HIV services among all males in the sample also reinforce the 

importance of integrated universal, routine HIV testing for all those who appear for STI 

services. The integration of services creates programmatic synergies that optimize 

comprehensive care for people at risk of multiple sexually transmitted infections. 
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Background  
 

Racial and ethnic disparities in HIV and AIDS diagnoses persist despite innovations in 

testing and treatment practices (1). Beginning with testing, engagement in the HIV care 

continuum (i.e. the stages of engagement in medical care that HIV-positive people go 

through, from diagnosis to viral suppression) (2) remains suboptimal for racial and ethnic 

minorities (3, 4). In addition, consistently low HIV testing rates among male youth (5-7) 

underscore the need to broaden HIV testing opportunities during the provision of other 

health services. This strategy is particularly important for those seeking STI testing and 

treatment whose risk for HIV infection is elevated (8).  

 

The vertical integration of STI and HIV services provides people with access to 

comprehensive counseling, testing and treatment for STIs and HIV in a single location 

and/or visit. The integration of HIV testing with STI testing and treatment is well 

endorsed by the Centers for Disease Control and Prevention (9) and is a key strategy in 

the 2015 the National HIV/AIDS Strategy for the United States. The movement towards 

integrating these services is predicated on the logic that demand for STI services co-

occurs with HIV risk (10). Risk behavior, such as injecting drugs or having unprotected 

sex, places an individual at risk for multiple infections (8, 11). Furthermore, the 

biological synergy between HIV and STIs accentuates the need to proactively test clients 

who receive services for one or the other. Considerable evidence supports the association 

between STIs and the acquisition and transmission of HIV through increased 

susceptibility and infectiousness (12).  Certain types of STIs such as syphilis, herpes or 

chancroid produce genital ulcers which can facilitate easier entry of HIV; and general 
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inflammation from either ulcerative or non-ulcerative STIs (e.g., chlamydia, gonorrhea, 

and trichomoniasis) encourages the increased production of CD4 cells in genital 

secretions, which HIV targets. HIV-infected persons with STIs are also at greater risk of 

spreading HIV to others through increased cellular shedding of the HIV virus in genital 

secretions (12, 13). It is estimates that these biological mechanisms increase the risk of 

HIV infection from anywhere between 2 to 23 times, among those with co-occurring 

STIs (14, 15). In the same vein, effective treatment and syndromic management of STIs 

can reduce the risk of HIV transmission by as much as 38% (10, 16). Given their 

behavioral and biological overlap, the CDC recommends that HIV testing always be 

offered to individuals seeking STI testing and treatment services (17, 18).  

 

Research on the integration of services remains extremely limited; however, extant data 

suggest that the degree of successful integration varies significantly based on the clinical 

context (19). Fitz-Harris et al. examined the level of program integration among CDC-

funded HIV service programs across the United States. Using data from 2009 annual 

grantee reports, the authors found that 97% of grant recipients reported integrated STI 

and HIV testing services, suggesting that in publically funded clinics, integration of these 

services is strong. In contrast, Klein et al. examined provider rates of concurrent testing 

for STIs and HIV in an emergency department and found that only 28.3% of patients 

tested for syphilis, 3.8% tested for gonorrhea, and 3.8% tested for chlamydia were also 

tested for HIV during their visit, suggesting that despite gains in service integration 

initiatives, lags in integration across care settings still exist (20). Beyond these descriptive 

studies, very little is known about the integration of STI and HIV testing, or the degree to 

which racial and socioeconomic disparities may exist in the concomitant delivery of HIV 
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and STI services. In review of the literature, no papers were identified that addressed 

potential racial disparities in HIV and STI service integration. Because it is well-endorsed 

that prevention and treatment of these multiple infections should be addressed during the 

same visit, and because racial disparities in STI and HIV acquisition and engagement in 

care are well acknowledged, the lack of research on this issue remains a significant gap in 

our understanding of how to attenuate disparities in HIV care and treatment.  

 

Racial disparities in the use of STI services 
 

Population-level data confirm racial disparities in positive cases of STIs which points to 

disparities in STI acquisition and elevated demand for STI services among racial/ethnic 

minorities. It is important to note, however, that population-level data on the use of STI 

testing and treatment services is biased by reporting requirements, so what is known 

about STI service at the population level comes only from positive cases of STIs, not 

from the total number of people who have sought testing. To this end, private clinics are 

less consistent in reporting positive STI cases than publicly funded clinics (21); therefore, 

data on STI rates may be inflated for those who use publicly funded clinics; and because 

racial and ethnic minorities are more likely to use publicly funded clinics, data may 

overestimate racial disparities in STI incidence (21). 

 

Because there is a dearth of evidence on potential disparities in the dual receipt of STI 

and HIV services, we turned to the broader literature on racial disparities in health service 

utilization and anchored our examination to racial disparities in STI testing where 

possible. Racial and socioeconomic disparities in the use of other health services have 

been described as individual level characteristics with structural roots (22). Most central 

to these drivers is the longstanding racism and oppression that people of color have 
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experienced, which have cascaded into myriad systems and microlevel factors that 

influence the use of health services in communities of color. Poverty (23), lack of a 

regular source of care and health insurance (24), inadequate and unsafe housing, distrust 

of the medical establishment (22), even the risk environment that disproportionately 

elevates STI acquisition and therefore the need for STI services (25, 26) have all been 

linked to how racial and ethnic minorities engage in health care. It does not take a 

significant leap of imagination to assume that these forces may also be at work in the use 

of STI and HIV services.  

 

These factors also emerge in the literature as barriers to using STI services (22, 27-31). 

What’s missing, however, in much of the literature on STI services is an explicit 

connection between racial identity and socioeconomic status and barriers to service 

utilization. For example, although Geisler et al. noted that having health insurance was 

associated with a lower risk of chlamydia among sexually active young adults, racial and 

socioeconomic disparities are not examined (32). In a case-control study among black 

MSM in Jackson, MI, Dorell et al. examined factors associated with missed STI testing 

opportunities and found that lack of health insurance, lack of provider recommendation 

for testing and the absence of a usual source of care all influenced missed opportunities 

for testing (33). While more instructive, Dorell’s paper does not examine the potential of 

socioeconomic status to exert within-race effects on STI testing, nor does it compare 

across-race differences in factors associated with forgone testing.  
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Place of care has also been found to influence STI testing practices and racial and 

socioeconomic disparities in where individuals seek other healthcare services has been 

noted throughout the literature, with people of color and low-income individuals 

reporting use of public clinics, emergency rooms and acute care settings more often than 

higher income and white individuals (20, 22, 23, 34-37). What remains unclear, however, 

is whether multiple social identities of marginalization confer greater disparities in the 

use of these services.  

 

Intersectional theorists have argued that an individual’s multiple social identities cannot 

be disentangled – that one cannot realistically parse out the effect of being a person of 

color from the effect of being poor in one’s lived experience. This omission in the 

literature undoubtedly masks critical nuances in our understanding of racial disparities in 

the HIV care continuum, beginning with testing. This analysis attends to the absence of 

evidence on racial disparities in the dual receipt of STI and HIV services by applying an 

intersectional framework to assess the effects of multiple marginalized statuses on past-

year HIV testing among sexually experienced males who report receiving STI services.  

 

Because of the longstanding recommendations to integrate HIV testing and point of STI 

services, the following analysis defines a gap in receipt of HIV testing among those who 

report receiving STI services as a gap in service integration, regardless of behavioral 

factors that may drive a person to seek testing services. This following analysis has two 

primary aims: 1) To describe the extent to which male youth report dual receipt of STI 
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and HIV services; and 2) to use intersectional methods to evaluate whether there are 

racial and socioeconomic disparities in the integration of services for adolescent males.  

 

Methods 
 

Data Source and Sample 
 

Data for this analysis comes from the 2006-2010 National Survey of Family Growth, an 

ongoing household survey on reproductive health and family structure in the United 

States. The 2006-2010 wave of the NSFG included 10,403 men between the ages of 15-

44 and oversamples youth, Hispanics, and non-Hispanic blacks.  

 

Study Sample: sexually experienced males ages 15-24 
 

There were several inclusion criteria for these analyses. First, males who reported ever 

having sexual intercourse with either a male or female were included. Respondents who 

answered yes to the following questions were considered sexually experienced and thus 

included in these analyses (n=8,738): 

 Have you ever had sexual intercourse? 

 Has another male ever put his penis in your rectum or butt (anal sex)? 

 Have you ever put your penis in his rectum or butt (anal sex)? 

 

The sample was further narrowed to non-Hispanic black, non-Hispanic white and 

Hispanic males. Race was measured using the 1997 OMB standards (38) which collapses 

multiracial groups into the category the respondent identifies most closely with. In the 

2006-2010 NSFG, 492 of males (4.7%) reported more than one race. Each racial group 

excludes those who identify as Hispanic/Latino. Specifically, males who identified as a 
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single race (white or black) or identified as Hispanic were included (n=7,993). Those 

who identified as multiracial or other ethnicities were excluded from this analysis due to 

small sample size and lack of clarity in this category (n=745). The following questions 

are used to capture race and ethnicity in this analysis:  

Are you Hispanic or Latina, or of Spanish origin?  

Which of the groups describe your racial background? (Please select one 

or more groups. Options include AI/AN, Asian, Native Hawaiian/Pacific 

Islander, Black or White) 

Which if these groups best describe you? (Choose 1) 

 

All those who were older than 24 were also excluded (n=5,574). The sample was further 

narrowed to those who had explicitly stated “yes” or “no” for whether they had ever been 

tested for HIV outside of a blood donation; respondents with unknown or refused were 

excluded from these analyses to curtail underestimation of effects (n=5). Additionally, to 

be included in the analytic sample, youth included in the analysis had to answer yes to 

one of the following questions: 

 

In the past 12 months, have you been tested by a doctor or other medical care 

provider for a sexually transmitted disease like gonorrhea, chlamydia, herpes, or 

syphilis? 

 

In the past 12 months, have you been treated or received medication from a doctor 

or other medical care provider for a sexually transmitted disease like gonorrhea, 

chlamydia, herpes, or syphilis? 

 

The sample was finally narrowed to a total sample of 612 youth.  
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Measures 
 

Dependent variable 
 

The dependent variable of interest is self-report of past-year HIV testing outside of blood 

donations. Respondents who report ever being tested were asked the month and year of 

their last test. Those who were unable to provide specific month and year were asked if 

they had been tested within the 12 months prior to the interview. Using both of these 

questions, a dichotomous variable was constructed with those who had not been tested in 

the past year as the reference group. 

 

Independent variables 
 

Race. In these analyses, we examined three race-ethnic groups: non-Hispanic white, non-

Hispanic black, and Hispanic males. Race was measured using the 1997 OMB standards 

(38) which collapses multiracial groups into the category the respondent identifies most 

closely with. In the 2006-2010 NSFG, 492 of males (4.7%) reported more than one race. 

In this analysis, only 9 (1.47%) of the 612 report more than one race. Each racial group 

excludes those who identify as Hispanic/Latino. The following questions were used to 

capture race and ethnicity in this analysis:  

1. Are you Hispanic or Latina, or of Spanish origin?  

2. Which of the groups describe your racial background? (Please select one or more 

groups. Options include AI/AN, Asian, Native Hawaiian/Pacific Islander, Black 

or White) 

3. Which if these groups best describe you? (Choose 1) 

 

SES. We use household income as a proxy for socioeconomic status (39-41), which was 

calculated by the National Center for Health Statistics using self-reported combined 

family income from all sources, and total household size. In this analysis, participants 

<200% of FPL were considered low SES with those living in households with at least 
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200% of FPL were classified as higher SES (39). For the purposes of this study the SES 

variable was reverse coded so that lower income (theoretically access to fewer services) 

had a higher score and higher income (theoretically access to more resources and 

services) was given a lower score. 

 

Measures of access 
 

Three measures of health care access and utilization of care were included. Insurance 

coverage was constructed using two survey questions. Respondents were asked: In the 

past 12 months, was there any time that you did not have any health insurance or 

coverage?  Those that answered “Yes” were asked, “In how many of the past 12 months 

were you without coverage?”  In this analysis, those that had health insurance for at least 

part of the year were coded as the reference group, with those that lacked insurance for 

the entire year preceding the survey coded as “1”. Respondents were also asked whether 

they had a usual source of care. Those that did not were coded as the reference category. 

Finally, we control for where past-year STI services were received. Responses were 

classified into three groups: private or HMO offices (reference group); community/family 

planning/school or employee clinics; and acute care settings.  

 

Additional control variables 
 

Age is included as a dichotomized grouping of 15-17 year olds and 18-24 year olds. 

Sexual identity is also included in this analysis, though the small sample size prohibited 

its inclusion in the full multivariate model. Respondents were asked to self-report their 

identity in the NSFG during the ACASI portion of the interview. Possible responses 

include “heterosexual or straight”, “homosexual or gay”, bisexual, or “something else”. 
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Because of small sample sizes, we generated a dichotomous variable that indicates 

whether a respondent identified as a sexual minority (gay or bisexual). Place of residence 

was dichotomized from three original categories: non-metro area, greater metro area and 

central city. Those who live in a non-metro or greater metro area were appointed as the 

reference group for those who report living in central city. Housing status was also 

included in descriptive and bivariate analyses, though was excluded in the multivariate 

models due to limited sample size. Respondents who report having stayed in a shelter at 

any point in the year prior to the survey were coded as unstably housed.  

 

Sexual risk behavior was also included in this analysis. Because sexual risk behaviors 

were not the primary focus on this analysis, a single measure of any high-risk behavior 

was included. This metric includes the following STI/HIV risk factors: 1) lifetime report 

of anal sex 2) no condom use at last vaginal sex, 3) total number of sex partners in 

lifetime (dichotomized at >=5), and 4) past-year injection drug use.  
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Analysis 
 

Preparatory analyses were performed to examine the missingness of explanatory 

variables. Exploratory analyses examined the distribution and prevalence of past-year 

HIV testing. Bivariate tests of association between past-year HIV testing and each of the 

independent variables were conducted using Wald Log-Linear Chi Square tests for 

clustered survey data.   

 

In step with Aim 2 (Chapter 5 , this analysis applies Veenstra’s analytic methods (42). In 

the first model, a traditional additive approach is tested using multivariate logistic 

regression. Models 2 and 3 consider an intersectional approach to assess disparities in 

testing. In Model 2, combined measures of race and SES using factor variables assess the 

conjoint salience of race and income in past-year HIV testing. Model 3 examines within-

race effects of income using stratified analyses.  We use these three models to answer the 

following questions: 

1. Among those who have received STI services, are disparities in past-year HIV 

testing present among those with marginalized identities (as measured by race and 

low SES)? [Model 1; additive] 

2. To what extent does an intersectional model of race and SES explain disparities in 

the dual receipt of services beyond that already explained by an additive model? 

[Model 2; intersectional] 

3. To what extent do stratified models by race identify heterogeneity of within-race 

income effects on dual receipt of services? [Model 3; intersectional] 
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4. To what extent do other social and behavioral determinants influence past-year 

HIV testing among youth who have received STI services? [Models 1, 2 and 3] 

 

Three possible outcomes are anticipated in these analyses: 1) race and income will exert 

independent effects on past-year HIV testing (i.e. race and income will both be associated 

with past-year HIV testing with youth of color and low income youth less likely to report 

HIV testing). To assess this, the strength and direction of the main effects of race and 

SES are assessed with respect to the principles of simultaneity and directionality (43). 

Simultaneity reflects the assumption that race and SES will be significantly associated 

with past-year HIV testing independently and after controlling for one another. 

Directionality suggests that youth of color and low SES youth will exhibit lower 

likelihood of receiving an HIV test. The second anticipated outcome is tested in Model 2 

(the intersectional model), which we expect will illustrate heightened disparities among 

those with multiple marginalized identities (i.e. AORs for low-income youth of color will 

be even smaller than those in Model 1); Factor variables which generate each 

combination of race-SES group membership (e.g. high-income whites, low-income 

whites, high-income blacks, etc.) are used to assess this hypothesis. Finally, we expect 

that Model 3 will uncover income effects across racial groups.  To assess within-race 

income differences in past-year HIV testing, this final model presents additive logistic 

regression models stratified by race. 

 

Logistic regression was used for all models. Simple tests of main effects were first 

conducted to examine the unadjusted odds of past-year testing for each independent 
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variable. Significance was set at 0.05 for multivariate models. Sensitivity analyses were 

conducted for survey year and household income to ensure the cut point used (i.e. 200%) 

was robust to alternate specifications (i.e. 100% FPL).  

 

Sample size floated to accommodate small amounts of missing data in bivariate tests. In 

multivariate analyses, complete case analysis was used (n-511) and multiple imputation 

methods were then applied (n=612) to check for any bias in complete case estimates. 

Sensitivity tests were also completed on a sample that excluded sexual minorities (n=31) 

to determine their level of influence on model estimates. Multiple imputation (44) was 

used to assess the possible biases in the complete case method used in multivariate 

analyses. All post-host sensitivity tests can be found in the Appendix. All analyses were 

conducted using STATA 12 using the “svy:” command series to account for survey 

design. To provide reliable estimates of the target populations, descriptive statistics were 

weighted based upon the weighting scheme suggested by the NSFG.  

 

Ethical Approval 

 
Prior to data collection the NSFG was reviewed and approved by the National Center for 

Health Statistics (NCHS) IRB. During data collection, informed consent was obtained 

from every study participant. Minors were required to have the signed consent of parents 

before being asked for their own signed assent. Previous to its release, the NSFG data 

were stripped of personal identifiers. The Institutional Review Boards at Johns Hopkins 

Bloomberg School of Public Health in Baltimore, Maryland reviewed and approved this 

research as exempt.  
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Results 
 

Sample characteristics and prevalence of past-year HIV testing 
 

Table 6.1 shows the description of the sample by past-year testing history.  Of the 612 

males who received STI testing or treatment services in the past year, only 59.6% report 

receiving an HIV test. Overall, the sample is mostly white males (51.8%), above the age 

of 17 (86%) who live in households with income above 200% FPL (54.3%). The vast 

majority (75%) of the sample reports at least one high-risk behavior. Bivariate 

differences in testing history emerged for age (p=0.029), sexual identity (p=0.003) and 

homelessness (p=0.003), although no racial (p=0.29) or socioeconomic (p=0.12) 

differences were observed. 

 

Tables 6.1a displays descriptive statistics by race. Significant racial differences in 

income, place of residence and health care coverage are present, with more than half of 

black and Hispanic youth identifying as low SES (55.6 and 56%, respectively) in contrast 

to 36% of whites. The majority of black youth (63.6%) live in a metro city center, while 

only 45.4% of Hispanic and 36.2% of white youth live in an urban area. More than one 

third of Hispanic youth report lacking health insurance for the entire year prior to the 

survey as do one in five black male youth. Only 10.8% of white youth report lacking 

insurance.  

Model 1: Additive model 

 
Table 6.2 illustrates the additive model used to assess the correlation between race, SES 

and past-year HIV testing. Column 1 reports the unadjusted odds ratios of race and 

income, neither of which displays an independent association with past-year testing. In 
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the full multivariate model, however, low-income youth emerge as less likely to receive 

an HIV test when controlling for other possible confounders (AOR: 0.54, 95% CI: 0.31, 

0.93). Household income is the only explanatory variable in the full model that is 

significantly associated with past-year HIV testing.  

 

Model 2: Race-SES intersection 

 
Table 6.3 displays the intersectional model. In the model with just the interaction of race 

and income, none of the race-income groups emerge as statistically significant, and even 

when controlling for confounders in the full model, none of the race-income groups were 

statistically significantly associated with the outcome.  Age, was the only covariate 

significantly associated with HIV testing in the full multivariate model, with 18-24 year 

olds more likely than 15-17 year olds to receive an HIV test in the past year (AOR: 2.18, 

95%CI: 1.01, 4.71).  

 

Model 3: Race-stratified models 

 
Stratified multivariate logistic regressions were run to explore the within-racial group 

effect of income on past-year testing. Results are displayed in Table 6.4. Low-income 

black males were significantly less likely than higher income black males to receive an 

HIV test in the past year (AOR:0.29; 95%CI: 0.12-0.68). No income effects were notes 

for non-Hispanic white males (AOR:0.99; 95%CI: 0.38-2.55) or Hispanic males 

(AOR:0.44; 95%CI: 0.11-1.76). This was the only variable of all three stratified analyses 

to emerge as highly significant (p<0.01).  
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Post-hoc sensitivity analyses 
 

Sensitivity analyses were conducted to assess potential effects of survey year, sample 

selection, income cut-point and complete case approach. In bivariate tests of survey year 

with the outcome, no differences were found (see Table A6.3 in Appendix). In tests of 

income cut point, estimates for higher income Hispanic male youth were affected in the 

race-income model (OR: 1.96, 95%CI: 1.01, 3.83). In the full multivariate model, within-

income race affects are robust to the income specification. In assessing whether or not 

our estimates were sensitive to male youth who identified as sexual minorities, sensitivity 

analyses indicated no influence on model estimates in unadjusted model; however,. 

estimates for higher income blacks became significant (AOR: 1.99, 95%CI: 1.00, 5.64). 

Multivariate estimates of age were attenuated.  

Discussion 
 

This paper applied intersectional methods to examine whether racial or socioeconomic 

disparities affected the receipt of HIV testing services among youth who receive STI 

services. In the traditional additive model, racial disparities in testing were not observed; 

however, income effects were. Moreover, SES was the only significant predictor in the 

model, suggesting that low-income youth who seek STI treatment are less likely to 

receive an HIV test in the past year compared to higher income youth, holding other 

factors constant.  In the intersectional model, income effects on past-year testing 

disappeared. Instead the only significant factor associated with testing was age, with 

older youth (ages 18-24) more likely than 15-17 year olds to report past-year testing. The 

final race-stratified model presents yet another story and emerges to elevate a critical 
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detail in the provision of HIV and STI services: the income effects observed in the first 

model do not affect all racial groups equally. Instead, our race-stratified analyses suggest 

that low-income black males are disproportionately missed in the dual receipt of HIV and 

STI services, while no such income effects are observed for non-Hispanic white and 

Hispanic male youth.  

 

By examining the effects of race and income through multiple models, we were able to 

see how model specifications may mute sub-group effects, or generalize them to the 

entire sample. If we had stopped with only the additive model, or the interactive model, 

we would have failed to note the within-race effects of income, which are distinctively 

instructive on how to close the gap in HIV testing disparities. Although testing rates are 

known to be higher among black men, this finding adds the novel detail that, among 

youth who access STI care, report of HIV testing is significantly lower among low income 

black males. That poverty remains a significant barrier to accessing healthcare services 

for black men, is supported in the literature (22); however, these findings do not clarify 

whether this disparity is driven by individual behavior or barriers to care, or whether 

there are system and provider biases that contribute to within-race income disparities 

among black men in our sample. Nevertheless, if dual receipt of STI services and HIV 

testing is affected by income status for black male youth, health care providers are 

missing the opportunity to test and treat infections in a subpopulation that is 

disproportionately affected by HIV acquisition. As a consequence, suboptimal HIV 

testing among low-income black male youth who seek STI services may be contributing 

to overall racial disparities in HIV infection.  
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As a secondary aim in this analysis, we set out to describe the degree of service overlap 

between STI and HIV testing among a group of male youth. We found that fewer than 

60% of those who received STI testing or services also received an HIV test in the past 

year, underscoring the suboptimal level of vertical integration between STI and HIV 

services among our sample. Given the longstanding recommendations for the integration 

of these services, we expected to see most youth in this sample reporting receipt of both, 

despite possible behavioral factors that might be at play. The rates of STI and HIV 

infection among youth as well as makes this finding particularly alarming. Historical and 

current trends in funding and surveillance have likely contributed to this gap in services 

(45).  

 

While this paper brings forth critical findings about gaps in integration and intersectional 

differences in the receipt of HIV testing among STI service users, several limitations 

must be noted. Because this analysis draws on preexisting survey data, the questions were 

not optimally designed with this research question in mind. We relied on retrospective 

questions about service use within the past 12 months, which are always subject to recall 

bias. Those with more recent encounters may recall services they received with more 

detail. Further, the structure of the survey questions regarding STI services and HIV 

testing does not confirm whether they were co-located or whether youth received both at 

the same time. However, given the existing recommendations at the time of data 

collection that services should be provided during the same visit, this assumption is the 

closest approximation available to conduct these analyses. Additionally, the questions 
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asked about STI and HIV testing are sensitive in nature and some youth may not be as 

comfortable disclosing receipt of such services during an interview. Although ACASI 

was used, social desirability bias is also a consideration. It is not possible to say whether 

these biases would have had an influence on the effects observed in our analyses, nor 

which direction estimates may be pulled by such biases. Our sample size also prevented 

us from including a number of covariates in the full model; for example, homelessness 

and sexual orientation. Finally, this analysis does not parse out whether disparities in 

past-year testing among those seeking services precede behavioral drivers that spur 

service use or whether there are systems and provider-side disparities that influence 

inconsistent provision of HIV testing during receipt of STI services. 

 

AIDS deaths have declined the least for men and women of color in the antiretroviral 

therapy (ART) era (46). Minority youth are particularly impacted, with the lowest 

probabilities of viral suppression and highest probability of viral rebound occurring 

among black MSM youth (47).  The costs of these disparities are non-trivial as they 

cascade into persistent racial and socioeconomic disparities in AIDS-related morbidity 

and mortality (48). Robust STI service provision plays a critical role in stemming the 

sexual transmission of HIV. This analysis points to gaps in care for low-income black 

youth and reinforces the importance of integrated universal, routine HIV testing for all 

those who appear for STI services. Although integration can be challenging and 

adherence to recommendations for concurrent STI and HIV testing is still inconsistent 

across care settings, when successful, the integration of services creates programmatic 

synergies that optimize comprehensive care for people at risk of multiple sexually 
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transmitted infections. Systems interventions include improving training of front line 

staff and increasing the flexibility of funding, as well as targeting and expanding 

integrated HIV testing at points of service that reach low-income black youth. 
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Chapter 6 Figures and Tables 
 
Table 6.1. Description of Sample by Past-year HIV Testing History among youth 15-24 who have received STI 

services (n=614) 

    

Tested in past year for HIV 

  Total Sample (n=614) No Yes   

 

Col 

% 
95% CI 

N
Ψ

 
Row% 95% CI Row% 95% CI 

p-

value 

Tested in past year 59.6 [53.3,65.6] 357           

Race 

        NH White 51.8 [45.1,58.4] 244 42.2 [33.0,52.0] 57.8 [48.0,67.0] 

 NH Black 28.9 [23.3,35.2] 222 42.8 [32.5,53.8] 57.2 [46.2,67.5] 

 Hispanic 19.3 [14.7,25.0] 148 31.7 [23.7,41.0] 68.3 [59.0,76.3] 0.294 

HH Income < 200% FPL 45.7 [39.1,52.6] 335 45.6 [36.8,54.6] 54.4 [45.4,63.2] 0.116 

FPL Gradient 

       
 

0-99% of Poverty Level 24.1 [19.1,29.9] 174 40.1 [28.2,53.3] 59.9 [46.7,71.8] 
 

100-199% 21.7 [17.6,26.3] 161 51.7 [40.0,63.3] 48.3 [36.7,60.0] 
 

200-299% 15.7 [11.5,21.0] 89 33.2 [20.1,49.6] 66.8 [50.4,79.9] 
 

300-399% 19.7 [15.1,25.3] 94 31.7 [21.8,43.7] 68.3 [56.3,78.2] 
 

400-499% 7.9 [5.3,11.6] 50 27.9 [13.9,48.1] 72.1 [51.9,86.1] 
 

500+ 11.0 [7.2,16.6] 46 53.2 [32.3,73.1] 46.8 [26.9,67.7] 0.122 

Age Group 

        15-17 13.5 [10.2,17.5] 96 55.1 [40.4,69.0] 44.9 [31.0,59.6] 

 18-24 86.5 [82.5,89.8] 518 38.1 [31.8,44.8] 61.9 [55.2,68.2] 0.029 

Sexual minority 

        Yes 5.1 [2.9,8.7] 31 9.7 [2.6,30.1] 90.3 [69.9,97.4] 0.003 

No 

   

41.9 [35.7,48.4] 58.1 [51.6,64.3] 

 Homeless in past year 

        Yes 1.9 [0.8,4.7] 10 8.5 [2.0,30.1] 91.5 [69.9,98.0] 0.003 

No 

   

41.1 [35.0,47.4] 58.9 [52.6,65.0] 

 High-risk behavior 

        Yes 74.8 [70.0,79.1] 452 37.4 [31.2,44.1] 62.6 [55.9,68.8] 0.117 

No 

   

49.3 [35.5,63.1] 50.7 [36.9,64.5] 

 Lacked health insurance the year 

prior  

        Yes 18.3 [13.7,24.0] 106 36.5 [23.4,52.1] 63.5 [47.9,76.6] 0.520 

No 

   

41.6 [35.5,47.9] 58.4 [52.1,64.5] 
 

Has a usual source of care 

       
 

Yes 71.8 [65.3,77.5] 442 42.5 [36.6,48.7] 57.5 [51.3,63.4] 
 

No 

   

34.8 [24.3,47.0] 65.2 [53.0,75.7] 
 

Lives in an urban area 

        Yes 45.9 [38.9,53.1] 302 41.1 [31.9,50.9] 58.9 [49.1,68.1] 0.845 

No 

   

39.7 [31.5,48.6] 60.3 [51.4,68.5] 
 

Where services were received 

        Private or HMO Office 47.1 [40.5,53.9] 238 44.2 [34.2,54.6] 55.8 [45.4,65.8] 

 Community/FP/School/Employer 

clinic 39.8 [33.9,45.9] 212 33.2 [24.9,42.7] 66.8 [57.3,75.1] 

 Acute care setting 13.1 [9.0,18.6] 75 27.5 [16.3,42.5] 72.5 [57.5,83.7] 0.096 
Ψ 

Observations
 
are weighted; sample allowed to float to accommodate small amounts of missing data. 
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Table 6.1a. Description of Sample by Race 

 

NH White (n=243
 Ψ

) NH Black (n=221
 Ψ

) Hispanic (n=148
 Ψ

) p-value 

 

Col % 95% CI Col % 95% CI Col % 95% CI 

 Tested in past year for HIV 57.8 [48.0,67.0] 57.2 [46.2,67.5] 68.3 [59.0,76.3] 0.294 

HH Income < 200% FPL 36.4 [27.0,47.1] 55.6 [44.0,66.6] 56.0 [45.1,66.4] 0.009 

Poverty Level 

       0-99% of Poverty Level 16.7 [9.9,26.9] 31.3 [21.9,42.7] 33.0 [24.7,42.5] 

 100-199% 19.7 [14.6,26.1] 24.2 [16.8,33.6] 23.0 [16.0,32.0] 

 200-299% 10.2 [5.5,18.3] 23.6 [14.8,35.4] 18.4 [10.8,29.6] 

 300-399% 25.0 [17.9,33.8] 13.8 [7.6,23.8] 14.3 [7.3,26.2] 

 400-499% 11.4 [6.6,19.0] 5.7 [3.1,10.5] 1.8 [0.5,6.7] 

 500+ 17.0 [10.6,26.1] 1.3 [0.4,5.0] 9.4 [3.7,21.8] <0.001 

Age Group 

       15-17 11.6 [7.7,17.0] 18.4 [12.3,26.6] 11.1 [6.1,19.3] 

 18-24 88.4 [83.0,92.3] 81.6 [73.4,87.7] 88.9 [80.7,93.9] 0.141 

Sexual Minority 5.8 [2.5,13.0] 2.6 [1.1,5.9] 6.9 [3.2,14.1] 0.332 

Homeless in past year 2.2 [0.6,8.0] 1.9 [0.4,8.1] 1.0 [0.3,4.0] 0.756 

High-risk behavior 75.2 [67.1,81.9] 73.8 [65.5,80.7] 75.3 [60.0,86.1] 0.968 

Lives in an urban area 36.2 [25.5,48.5] 63.6 [55.0,71.4] 45.4 [31.0,60.6] 0.003 

Lacked health insurance the 

year prior  10.8 [5.7,19.6] 20.0 [13.0,29.3] 34.9 [22.7,49.6] 0.002 

Has a usual source of care 74.8 [63.5,83.4] 63.5 [55.6,70.7] 76.3 [67.2,83.5] 0.107 

Where services were received 

       Private or HMO Office 53.4 [43.7,62.8] 36.7 [26.2,48.7] 46.2 [32.9,60.1] 

 Community/FP/School/ 

Employer clinic 35.8 [27.3,45.3] 44.4 [35.2,53.9] 43.6 [30.5,57.7] 

 Acute care setting 10.9 [5.8,19.5] 18.9 [12.7,27.2] 10.2 [4.9,20.1] 0.125 
Ψ 

Observations
 
are weighted; sample allowed to float to accommodate small amounts of missing data. 
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Table 6.2. Model 1: Additive Approach to logistic regression of past-year HIV test among 

males 15-24 who have received STI testing or treatment services 

  
Model of Race & Income 

only (n=612) 

Full Model  

(n=511) 

 ORs 95% CI AORs
a
 95% CI 

Race   

 

 

NH White REF  REF  

NH Black 1.06  (.58 - 1.94) 1.09  (0.57 - 2.08) 

Hispanic 1.72  (0.96 – 3.11) 1.80  (0.77 - 4.20) 

HH Income < 200FPL 0.63  (0.38 – 1.07) 0.54  (0.31 - 0.93)* 

Age   

 

 

15-17   REF  

18-24   2.05  (0.92 - 4.57) 

High-risk sexual behavior   1.38  (0.72 - 2.63) 

Lacked health insurance the 

year prior  

  
1.02  

(0.42 - 2.50) 

Usual Source of care   0.71  (0.35 - 1.42) 

Lives in an urban area   0.99  (0.52 - 1.86) 

Place of care   

 

 

Private or HMO Office   REF  

Community/FP/School/Employ

er clinic 

  
1.59  

(0.85 - 2.98) 

Acute care setting   1.87  (0.84 - 4.16) 

* p<0.05; ** p<0.01; *** p<0.001  
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Table 6.3. Model 2: Logistic Regression of past year HIV test using an intersectional 

measure of race and SES among males 15-24 who have received STI testing or 

treatment services 

  Interaction of race and 

income only (n=612) 

Fully adjusted model 

(n=511) 

 

N 

(wtd) ORs 90% CI AORs 90% CI 

RacexIncome      

NH White 

>=200FPL 

145 REF  REF  

NH White <200FPL 99 0.88 (0.40 - 1.96) 0.92 (0.40 - 2.12) 

NH Black 

>=200FPL 

87 1.46 (0.63 - 3.38) 2.00 (0.90 - 4.45) 

NH Black <200FPL 135 0.66 (0.32 - 1.36) 0.55 (0.24 - 1.23) 

Hispanic >=200FPL 47 2.53 (0.94 - 6.87) 2.81 (0.73 - 10.77) 

Hispanic <200 FPL 101 1.06 (0.51 - 2.20) 1.05 (0.43 - 2.56) 

Age      

15-17    REF  

18-24    2.18 (1.01 - 4.71)* 

High risk behavior    1.38 (0.73 – 2.6) 

Lacked health 

insurance the year 

prior  

   0.92 (0.37 - 2.29) 

Usual Source of care   0.73 (0.38 - 1.42) 

Lives in an urban 

area    
1.05 (0.56 - 1.96) 

Place of care 
   

 
 

Private or HMO Office   REF  

Community/FP/School/Employer clinic  1.62 (0.86 - 3.06) 

Acute care setting   2.02 (0.89 - 4.59)  

*p<0.05; ** p<0.01; *** p<0.001  
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Table 6.4 Logistic regression of past-year HIV test among males 15-24 stratified by race 

              

  NH Whites (n=206) NH Blacks (n=189) Hispanics (n=128) 

  
Full Model 

AORs
a
 

95% CI 
Full Model 

AORs
a
 

95% CI 
Full Model 

AORs
a
 

95% CI 

HH Income < 

200% FPL 
0.986 (0.38 - 2.55) 0.29 (0.12 - 0.68)** 0.44 (0.11 - 1.76) 

Age 

  
  

  15-17 REF 
 

REF 
 

REF 
 

18-24 1.78 (0.63 - 4.93) 2.77 (0.90 - 8.59) 0.93 (0.23 - 3.75) 

High risk 

behavior 
1.76 (0.70 - 5.31) 1.65 (0.67 - 4.09) 0.48 (0.16 - 1.41) 

Received care 

in an acute 

care setting 

5.35 (0.99 - 29.02) 1.93 (0.73 - 5.11) 0.37 (0.10 - 1.42) 

* p<0.05; ** p<0.01; *** p<0.001 
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Summary of findings 
 

The primary aim of this dissertation is to inform both public health interventions and 

research that work to attenuate disparities in the HIV care continuum. Recent investments 

in understanding the structural impacts of racism and poverty on HIV infection have yet 

to translate to understanding disparities in HIV testing among minority populations, and 

youth in particular. This dissertation offers a step in this direction. Collectively, the three 

analyses in this dissertation build upon three key premises: one, that microlevel measures 

of social identity can and do reflect structural forces of inequality (Aim 1); two, that 

individual level markers of social identity are not only proxies for structural inequality, 

but also map onto the use of health services such as HIV testing (Aims 2 and 3); and 

three, that individual measures of identity are intersectional and must be modeled 

accordingly in order to target sub-group dynamics (Aims 2 and 3). In contrast to prior 

research that explores disparities in HIV testing, the intersectional approach adopted in 

this dissertation questions the autonomous contribution of race and income and whether it 

masks underlying disparities in a critical aspect of the HIV care continuum. The 

following sections summarize the key findings and conclusions of each aim, reviews the 

strengths and the limitations of this dissertation, and is followed by an overall assessment 

of the implications of this work. 

Chapter 4 (Aim 1) 

 
The aim of Chapter 4 was to qualitatively investigate the way in which social context, 

and by extension, the structural context of HIV risk, operates through racial and gender 

identities among urban black male youth. Narratives of racial identity stirred themes of 

internalized and perceived racism and aspirations of manhood were bound by macro 
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influences of economic disenfranchisement and social role absenteeism. Findings suggest 

that identity development among African American adolescent males may involve 

constructing a positive sense of self while discrediting or differentiating themselves from 

negative stereotypes attributed to their ethnic/racial group membership. These narratives 

highlight the systemic oppression that converges at the unique intersection of race and 

gender for black men in the U.S.  

Chapter 5 (Aim 2) 
 

The aim of Chapter 5 was to examine racial and socioeconomic disparities in lifetime 

report of HIV testing among a nationally representative sample of sexually experienced 

male youth 15 to 24 years of age.  Using cross-sectional data from the 2006-2010 wave 

of the National Survey of Family Growth (NSFG), this analysis contrasts additive and 

intersectional models to assess disparities in lifetime testing among 2,414 sexually 

experienced black, white and Hispanic males between 15-24 years of age. Results 

highlighted a greater likelihood of HIV testing for black male youth compared to non-

Hispanic whites, as well as within-income racial differences with higher-income Hispanic 

youth who were more likely to report HIV testing than higher-income non-Hispanic 

white youth. Stratified analyses revealed no within-race income effect, although within-

race analyses highlighted other socio-structural factors that are inconsistently associated 

with HIV testing across racial groups. The application of an intersectional analytic model 

uncovered critical distinctions in sub-group factors related to HIV testing that would have 

been missed in a traditional unitary approach. 
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Chapter 6 (Aim 3) 
 

Aim 3 assessed whether intersectional disparities exist in past-year HIV testing among 

youth who have received STI services. As a secondary aim, this paper explored the 

degree to which all male youth who sought STI services also received an HIV test in the 

past year. Contrasts between additive and intersectional models were used to assess 

potential disparities in dual receipt of services. In the additive model, no race effects 

emerged, although when controlling for other possible confounders a lower likelihood of 

HIV testing for low-income youth was observed (AOR: 0.54, 95% CI: 0.31, 0.93). In the 

intersectional model, none of the race-income groups revealed any disparities in HIV 

testing. Stratified analyses revealed that the income effects noted in the additive model 

were specific to black males in our sample (AOR: 0.29, 95% CI: 0.12, 0.68). 

 

While the primary finding of this analysis is the gap in care for low-income black youth, 

this paper also reinforces the suboptimal rates of past-year testing for all youth in the 

sample. Robust STI service provision plays a critical role in stemming the sexual 

transmission of HIV. The integration of services creates programmatic synergies that 

optimize comprehensive care to people at risk of multiple sexually transmitted infections. 

Expanding integrated universal, routine HIV testing for all those who appear for STI 

services is essential, as is integrating testing at points of service that reach low-income 

black youth, given the disparities in testing noted for this population. 

 

 

 



 189 

Overall summary of findings 
 

The results from all three analyses emphasize the importance of exploring disparities in 

HIV testing using a mixed methods intersectional approach. Qualitative findings 

underscore how structural influences of inequality and oppression manifest at the 

individual level and emphasizes how essential an intersectional frame is in understanding 

health-seeking behavior among men of color. To assess disparities in health seeking 

behavior (such as HIV testing) along a single axis such as race or gender obscures the 

unique barriers and challenges experienced at the intersection of gender and race for 

young black men. Additionally, these findings provide clear guidance for the subsequent 

quantitative analyses, supporting the centrality and use of individual measures of race and 

class in quantitative models of intersectional disparities.  

 

Quantitative results underscore the importance of exploring disparities in HIV testing 

using intersectional models, as additive models of disparities obscure sub-population-

specific effects. By examining our research questions though multiple models, we 

discovered that model specification is critical to understanding potential points of 

intervention to improve access to and uptake of HIV testing among male youth of color. 

As structural approaches to HIV risk reduction continue to gain traction, ongoing efforts 

will be maximized if they integrate social identity theory, intersectionality and the way in 

which structural disparities influence microlevel behavior.  
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Strengths and limitations   
 

While this dissertation surfaces critical findings about social identity and intersectional 

differences in the receipt of HIV testing among male youth, the following strengths and 

limitations bear consideration.  

 

One of the key strengths of this dissertation’s is it’s mixed methods application of 

intersectionality which harnesses the respective strengths of qualitative narratives and the 

power of a large, nationally representative data set. Qualitative methods are, by far, the 

most frequently used tools in intersectional research as they inherently attend to the 

complexity and depth of people’s lived experiences. By using these methods, this 

dissertation was able to ground the quantitative analyses in rich narrative of how power 

and oppression may shape social identity and health-seeking behavior.  

 

Building off of the qualitative scaffolding in Aim 1, Aims 2 and 3 use a large, nationally 

representative sample of youth, permitting broader generalizability than is found in small, 

community-based samples that have generally been used to examine racial disparities in 

HIV testing. Additionally, the NSFG over sampled youth as well as black and Hispanic 

populations, allowing for more robust analyses of these subpopulations, including the 

ability to explore intersectional analyses with sufficient sample size.  

 

Despite the strengths of these methods, several limitations bear consideration. The 

narratives from African American adolescent youth we interviewed in Baltimore city are 

not necessarily representative of African American male youth in other social or 
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geographic contexts. Additionally, our sample was limited to low or middle SES males 

and therefore may not extend to higher SES young black men.  Additionally, the data for 

both quantitative aims are cross-sectional and therefore no causal inferences can be made 

about the associations (or lack thereof) observed. It is possible, to this end, that HIV 

testing occurred prior to other risk behaviors or sociodemographic factors, including 

household income, which can fluctuate over time.  

 

All three aims also relied on secondary data which limited the scope of what could be 

explored within the frame of this dissertation. Data used for Aim 1 was nested within a 

larger study of which social identity was not a focus, and thus the intersectional lens used 

to interpret our findings was not applied to the development of the field guide. 

Furthermore, HIV testing was not an explicit focus of this study, preventing a more 

specific line of inquiry on how social identity may connect with HIV testing behavior. 

Similarly, the quantitative aims utilized the NSFG which was designed as a national 

fertility survey and therefore has different objectives that those proposed in this 

dissertation. Consequently, there are factors central to HIV testing that the quantitative 

aims in this dissertation were not able to assess. For example, the ability to model 

intersectionality between race and SES and HIV testing was constrained by the income 

variables in the survey. Moreover, the structure of the survey questions regarding STI 

services and HIV testing does not confirm whether these services were co-located or 

whether youth received both at the same time. The use of two separate questions as a 

proxy for integration was the closest calculation available to conduct these analyses, but 

is nonetheless a strong assumption to make and potentially undermines the findings in 
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Aim 3. Additionally, contextual measures of poverty and access (e.g. the % of a census 

tract living below the poverty line) have been shown to have a significant impact on 

access to services (4) and health behavior (5) among young men and were not available 

as part of the public data set. These variables in particular would have enhanced our 

intersectional approach to these analyses, providing more accurate measures of structural 

inequality, as well as the opportunity for multilevel modeling. 

 

As has been noted by others, quantifying intersectional identities is difficult and 

limitations to the measurement of SES are of particular concern throughout social 

sciences research (6, 7). Investigators grapple with the inclusion or exclusion of possible 

indicators, as well as the question of which most accurately explain the construct in the 

United States (8). We chose to use household income, which is subject to reporting error 

and also prone to change over time (8). Moreover, adolescents may not be well informed 

about all streams of income a household receives. Using a dichotomized measure of 

household income as we did is reductionist in its attempt to encapsulate intersectional 

identities, and although alternative specifications were examined in sensitivity analyses, 

our approach to modeling SES may be the explanation for non-significant differences in 

Aim 2. Additionally, the measure of race/ethnicity is inherently problematic, particularly 

for those who identify as Hispanic and also indicate non-white racial group membership. 

Although I tried to account for this heterogeneity, limited sample size of non-white 

Hispanic youth precluded me from assessing this in Aims 2 and 3. Finally, this 

dissertation focuses on the centrality of race and SES to HIV testing behavior. Other 

identities such as sexual orientation, ability, immigration status, among many other 
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markers of structural inequality, may be just as or far more central to individuals’ health-

seeking behavior and outcomes. To this end, although the qualitative findings affirm that 

race and class are important axes to explore among youth of color, and have been the 

predominant focus of much health disparities work, and intersectional analyses in 

particular, they are certainly not the only axes on which disparities should be assessed.   

 

In addition to these limitations, social desirability bias may have influenced our analyses. 

In-depth interviews require a level of intimacy in sharing personal stories and information 

and our field guides covered sensitive topics that ranged from social identities to sexual 

relationships. Although we used an iterative interview structure with more sensitive 

questions saved for the second interview, there is a chance that participants shared what 

they thought interviewers wanted to hear. The quantitative analyses are impaired by 

similar constraints: HIV testing remains a sensitive topic, particularly for some 

communities and because this survey relies on self-reported data, testing history as well 

as other sexual risk behaviors might go underreported. The use of ACASI offsets the 

possibility of social desirability bias; however, it is possible that it persists despite this 

method. Recall bias is also a possibility with lifetime measures – there is a risk of a 

telescoping effect which generally results in underestimation among those who 

experienced an event (i.e. HIV testing) in the more distant past (9). Additionally, recall of 

specific events or behaviors may differ by exposure group (for example, those who 

received an STI test may be more likely to recall receiving an HIV test). These biases 

may surface by race or SES or any number of other observed or unobserved factors. 

Public Health Implications  
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Despite its shortcomings, this dissertation has valuable implications for both public health 

research and practice. By adopting an intersectional approach to all three analyses, this 

dissertation highlights the possible ways that privilege and oppression may manifest at 

the individual level to generate disparities in HIV testing behavior.  

 

Implications for Policy and Practice 
 

Results from this dissertation suggest that any intervention aimed at promoting HIV 

testing or engagement in the broader HIV care continuum must not only tap into social 

identities, but also consciously integrate how structural forces of inequality such as 

incarceration, educational opportunity and economic disenfranchisement, shape life 

events, cultural norms, individual behaviors, and the shared meaning of social behaviors 

(such as HIV testing behavior). Public health programming aimed at behavior change 

among male youth of color will be most effective when it is grounded in “identity-related 

experiences and processes … which [constitute] opportunities to push back against 

structured oppression and to create more agentic and pro-social roles, behaviors, and/or 

spaces [men of color]” (1). Several public health interventions that leverage social 

identity theory and target gender norms such as Straight Talk and Coaching Boys into 

Men (2) have tapped into this vein. Our quantitative findings point to explicit points of 

intervention that differ by sub-population. In Chapter 5 we noted that socio-behavioral 

drivers varied across racial groups so targeting high-risk youth who identify as Hispanic 

may be less effective than doing so among non-Hispanic whites or blacks, for example. 

Similarly, in Chapter 6 we noted that low income youth who sought STI services were 

less likely to report receiving an HIV test; however, upon deeper examination of within-
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group dynamics, we noticed that this was only the case for black males. Programmatic 

and policy measures that actively integrate these nuances in HIV prevention 

programming have the potential to more effectively reach young men of color in HIV 

testing and care. 

Research Implications 
 

Intersectional theorists propose that multiple social identities must be acknowledged and 

incorporated concomitantly into health disparities research, as the siloed examination of 

identities such as race, sexual orientation or gender, provides only a partial picture of how 

privilege and oppression exact health costs across society. When we fail to examine and 

more precisely model the multidimensional aspects of social identities –  the raced 

gendered classed able-bodied aspects of individuals – we not only minimize our 

understanding of individuals’ lived experience, we perpetrate the legacy of colonial 

thinking that disembodies the most marginalized populations by making them invisible in 

the generation of new knowledge. Findings from our quantitative analyses reiterate the 

importance of expanding our methodological approaches beyond a unitary approach to 

better understand racial disparities in HIV research.  

 

This dissertation highlights the value of pairing qualitative analyses with large, nationally 

representative data sets to assess synergistic effects at the intersections of multiple social 

identities. Additionally, as the qualitative results in this dissertation suggest, 

intersectional analyses will be further aided by integrating community-level measures and 

using multilevel modeling approaches to further map out and disentangle disparities in 

HIV testing. As these methods continue to gain traction in health disparities research, 
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population level and community specific evidence will improve tailored intervention 

strategies. 

Conclusion 
 

There is clear evidence that HIV testing is not enough to attenuate racial disparities in the 

HIV care continuum and intersectional approaches to this issue offer a promising way 

forward. Recent estimates suggest that an upwards of 30% of people who know their 

serostatus are not accessing care with youth ages 13-24 and black men and women least 

likely to be linked to care (10, 11). Given what we know about racial disparities in the 

care continuum, there is an urgent need to better understand the intersectional drivers 

behind engagement in care as well as those who fall out of care.  

 

Despite its growing popularity, many scholars still consider intersectionality a buzzword 

without analytic teeth. This dissertation refutes that position by providing analytic 

frameworks that demonstrate how health disparities research can give voice and visibility 

to populations who experience some of the most pronounced and complex health 

inequities and yet still remain invisible in research and practice. Intersectional methods 

for studying how power and oppression circulate through institutional and microlevel 

action are readily available but also require researchers and practitioners to explore the 

theoretical discourse and resist conventional practice of static, categorical comparisons. 

This dissertation attempts to provide one way forward in the hopes that such methods and 

the results they generate may hone in on effective strategies for reducing the disparities in 

engagement in the HIV care continuum.    
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Appendix 
 

A.1. Observation Form 

 
Observation: 00_ 

Observer:    

Date of Observation:     Day of the Week: 

Venue:      Location within venue: 

Time started:    

Time ended:  

 

Note: Use a new observation sheet for new locations within the same venue. Observe 

each location for 30 minutes or until 5 potential study participants (eligibles) appear.  

 

The focus of your observation: to determine if this is the most appropriate study site for 

recruitment of young men and women (18-24) from low and middle income backgrounds 

 

1) Setting: Describe the location within the venue (food court, Starbucks, etc.) 

 

2) People: 

o About how many people are there? 

 

o What areas in the space that you are observing do they congregate? 

 

 

o What was the age range? 

 

o Characteristics that suggest potential eligibility criteria 

 What were they doing? (eating, shopping, etc.) 

 

 What are they wearing? 

 

3) Interactions: 

o How were people interacting? (i.e. mood: laughing, fighting, in 

conversation) 

 

o How large were the groups of people? 

 

4) Thoughts about Venue 

o Would this be a good place to conduct the survey?  

o Better for one group of eligible versus another? 

 Rationale for why/ how you’ve concluded this: 

A.2. Recruitment Script & Screening tool 
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 202 
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A.3. Consent Form 
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A.4. Qualitative Interview Guide: Interview 1 
 

Thank you for meeting with me today. As I mentioned earlier, this study is about how men 

and women think about being men or being women, and how relate to each other. I’ll be 

writing down some of what you tell me to help me ask you more questions. But because 

you are telling me a lot of information, I won’t be able to remember it of write all of it 

down, this interview will be tape recorded like I told you in the consent. Remember, you 

name will never be connected to what you say and the tape will be destroyed after the 

study.  

 

Age of participant:  _____ 

 

Gender (circle):  Male Female 

 

1.0 Family Growing up 

Thanks so much for speaking with me today. I’d like to begin by asking you a few 

questions about how you grew up.   

 

1.1 Can you describe for me the house you spent the most time in growing up? 

 

Probes:  

What type of house?  

Apartment?  

How many rooms?  

Where? 

 

1.2 Tell me about the members of your family that you lived with. 

Follow-up questions: 

Who, how many 

Who did you live with growing up? 

Who else lived in the house you spent the most time in? 

Parents, grandparents, aunts, uncles, cousins? 

 

1.3 What did you do with your time?   

Probes  

School, sports, movies, hanging out with friends 

 

1.4 When you were younger, what sorts of goals did you have for yourself?  Meaning – 

what was something that you thought about doing when you grew up that was really 

important to you.   

Probes 

For a job, grades, college, sports teams 

 

1.5 How did you come up with these goals? 

Follow-up questions: 

Did your friends or family influence them? Did a teacher influence them? 

 

1.6 To what extent have you achieved these goals? 

Follow-up questions: 

Can you tell me more about that? Why do you think that? 
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1.7 Were there values that were important to your parents/guardians? 

 

Probes 

Being honest, hard worker, doing well in school 

 

1.8 How did those values and expectations influence how you think about your future? 

 

2.0 Role models 

 

2.1 Think about someone you know personally that you look up to (By look up I mean 

you respect them). Can you describe that person to me? 

 

2.2 If you had to pick five words to describe his/her personality, what would they be? 

 

2.3 What do you like about this person?  

 

2.4 Now think about someone you don’t know (like a celebrity or politician or athlete  

that you look up to. Can you describe that person to me? 

 

Probes 

What do you like about this person? 

Is he or she someone you would like to be more like? In what way? 

 

2.5 What do you think of Barack Obama? (as a role model, as a person?) 

 

3.0 Gender 

 

3.1 Were there certain things that you think your parents/caregiver expected of you 

because you were a girl/boy? 

Probes  

What sort of things? (behavior like washing dishes or doing other chores)? 

 

NOTE: If respondent lived with other children ask: 

Sometimes boys and girls are treated differently and are expected to do different things in 

the house – girls take care of kids, boys fix things 

 

3.2 When you were growing up, were you treated in different ways than your 

brothers/sisters/other kids in the house? (if yes, specify different than whom- brother or 

sister) 

Probes 

In terms of household duties, school performance, your future 

Punished, encouraged, etc. 

Can you describe those differences? 

 

 

3.3 What types of things did you hear growing up about what it means to be a (wo)man? 

Probes 

From who/where? mom, dad, siblings, grandparents 

 

3.4 How do you think these things influenced what you thought about your future?   
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NOTE: If respondent has a child ask: 

 

3.5 What types of expectations do you have of your son/daughter because he/she is a boy/girl? 

Probes 

How would this differ if he/she was the opposite sex? 

 

4.0 Ideals 

 

4.1 In general, what makes a woman a woman and a man a man?  

 

Probes 

What they do 

How they look 

How they act 

 

4.2 What are some things that make a man attractive to a woman? 

 

Probes 

Image, reputation, physical appearance, how he acts 

 

4.3 What are some things that make a woman attractive to men? 

 

Probes 

Image, reputation, physical appearance, how he acts 

 

4.4 How is a woman in a relationship supposed to act? 

 

Probes 

When she is away from her partner 

When she is with her partner 

When they have a fight 

When they are in public 

When they are out with friends 

 

4.5 How is a man in a relationship supposed to act? 

 

Probes 

When he is away from his partner 

When he is with his partner 

When they have a fight 

When they are in public 

When they are out with friends 

 

 

5.0 Class 

Last I’d like to ask you a few questions about what you think about class. Imagine a 

ladder. This ladder represents how American society is set up. At the top of the ladder 

are the people who are the best off – the have the most money, the highest amount of 

schooling and the jobs that bring the most respect. At the bottom are people who are the 

worst off. They have the least money, little or no education, no job or jobs that no one 
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wants or respects.   

 

5.1 Now think about your family. Where do you think your family would be on this 

ladder? 

 

Follow-up questions: 

Can you tell me more about why you think that?  

 

5.2 How does your family’s place on the ladder compare to where your friends’ families 

are? 

 

Follow-up questions: 

Can you tell me more about why you think that?  

 

5.3 How do you think your family’s place on the ladder influenced what kind of options 

and opportunities you have?  

 

Probes  

For work? 

For school? 

For partners? 

 

5.4 Can you tell me more about what kinds of options and opportunities you feel like you 

have? 

 

Is there anything else you would like to tell me about yourself and how you grew up? 

 

Thank you for your time! 
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A.5. Male Qualitative Interview Guide: Interview 2 
 

 

Thank you for meeting with me again today. The purpose of this part of the study is for you to 

talk about your thoughts about men and women and to talk about your own experiences in 

relationships. I’ll be writing down some of what you tell me to help me ask you more questions. 

But because you are telling me a lot of information, I won’t be able to remember it of write all of 

it down, this interview will be tape recorded like I told you in the consent. Remember, you name 

will never be connected to what you say and the tape will be destroyed after the study.  

 

Like last week, we will be talking for about an hour. Let me know if you don’t understand 

anything that I ask. And as we talked about, you don’t have to answer any question that you are 

uncomfortable with.  

 

1.0 Intro 

Before we begin, I want to review some of the things we talked about last week in our first 

interview. Interviewer: review a few details to refresh the respondent about what was discussed 

during the last interview. 

 

1.1 Is there anything you want to add from our conversation last week? 

 

2.0 Perceptions of self  

Now I’d like to ask you a few questions about how you see yourself. 

 

2.1 What are five words you would use to describe yourself? 

 

2.2 How would you describe yourself as a:  

Son 

Man 

African American 

 

Sometimes people have things about them that draws others to them- makes other people want to 

be around them, or like them –like magnets.     Do you know what I mean? 

 

2.3 What do you think draws other people to you? 

 

Probes 

Friends, romantic partners, young people, etc. 

 

 

3.0 Current or Recent Relationship 

I want to ask you a few questions about your current (or if no current, most recent girlfriend). By 

girlfriend I mean the person that you most recently (including now) had/are having a regular 

sexual relationship with.  

 

 

3.1 Can you tell me about your most recent girlfriend? 

 

Probes 

How did you two meet? 
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Where did you meet her? 

How long have you known her? 

 

3.2 How would you describe your relationship with this person?  

 

Probes 

How long have you been together? 

What do you two end up doing together on a regular day? 

 

3.3 How do you two communicate? 

 

Probes 

Texting, cell phones, in person 

Which method do you use the most? 

Which do you prefer? 

 

3.4 How often do you see her? 

 

3.5 Thinking about this relationship, tell me about the things you have to make decisions about 

and who makes those decisions. 

 

Probes 

Financial, sexual, where to go, who to hang out with, what to wear, etc. 

 

3.6 Are there certain areas that you have more control over than she does? 

 

Probes 

Like what? 

 

3.7 Can you tell me about the last time the two of you disagreed? 

 

Probes 

What was the fight about? 

How did you resolve it? 

 

3.8 How important is this relationship to you? 

 

Probes 

Relative to past relationships or other relationships in your life 

 

3.9 Do you see yourself with this person in the future? 

 

 

3.10 Is there anything that this person could do that wouldn’t forgive? 

 

Probes 

Something she says? Something she does? 

 

3.11 In general, what do you think makes an ideal girlfriend? 

 

Probes 
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Physical appearance 

The way she acts 

The way that she treats you 

The way she dresses 

Her reputation 

 

4.0 Sexual Activity 

Now I want to ask you more questions about your sex life with your current girlfriend. If you 

don’t have sex with your current girlfriend, I’d like to learn most about your most recent 

relationship where you had sex. 

 

4.1 Do you have sex with your current girlfriend? 

 

(if no sex with the current girlfriend then the rest of the questions should be asked about the most 

recent person with whom they have had) 

 

4.1a. Who was the last girlfriend who you had sex with? 

 

Probes 

When did you date her?  How long did you date her? 

 

4.2 Have you had sex with her? By sex I mean regular or oral?  

 

If yes 

4.3 Can you tell me about the first time you had sex?  

 

Probes 

Tell me about the day/night it happened. Had he asked you to have sex before? Had either of you 

asked each other to have sex before?  If yes, why then? 

What type of sex did you have? 

 

4.4 How often do you have sex with her now?  

 

4.5 Do you use anything to protect against pregnancy? I mean condoms, IUD, birth control. 

 

Probes 

What type? 

How often? 

Who makes the decisions regarding this? 

 

4.6 Tell me about condom use with your most recent girlfriend.  

 

Probes 

If you do use condoms, how often do you use condoms? 

What types of sexual activity do you use condoms for? 

Who decided to start using condoms? Who decided to stop? 

 

4.7 Can you tell me about any experiences you’ve had with cheating in your current/most recent 

relationship?  

 

Probes 
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Condom use when cheating 

 

4.8 In general, are there certain people that you would not use condoms with? 

 

4.9 In general are there any situations when you would choose not to use a condom? 

 

4.10 Can you tell me about an experience when you planned or wanted to use a condom, but then 

ended up not using one?  

 

Probes 

What happened? 

 

5.0 Conclusion 

 

5.1 Where do you see yourself at age 30? 

In terms of: 

Family? 

Work? 

 

5.2 Is there anything else you’d like to share with me? 

 

 

Thank you for taking the time to talk with me today. 
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Chapter 5 Appendix Tables 
 

Table A5.1. Description of Sample by Race < 200FPL (n=1,166) 

 

NH White NH Black Hispanic Total p-value 

 

Col 

% 
95% CI 

Col 

% 
95% CI 

Col 

% 
95% CI 

  

 Tested in past year for HIV 34.1 [26.7,42.3] 49.2 [41.2,57.2] 34.1 [27.9,40.9] 37.4 [33.1,41.9] 0.024 

Age Group 

        
 

15-17 15.3 [11.7,19.7] 24 [18.9,30.0] 16.8 [11.7,23.5] 17.6 [14.4,21.3] 

 18-24 84.7 [80.3,88.3] 76 [70.0,81.1] 83.2 [76.5,88.3] 82.4 [78.7,85.6] 0.03 

Sexual minority 4.5 [2.3,8.4] 2.7 [1.4,5.3] 3 [1.6,5.3] 3.7 [2.4,5.6] 0.42 

Lives in an urban area 31.3 [22.3,42.0] 58.2 [49.1,66.6] 42.3 [31.5,53.9] 40.3 [34.2,46.8] 0.003 

Homeless in past year 2.2 [0.9,5.2] 2.1 [0.7,5.8] 1.6 [0.8,3.4] 2 [1.1,3.5] 0.87 

Lifetime incarceration 16.6 [11.6,23.1] 19.9 [13.7,28.0] 13.5 [8.8,20.2] 16.4 [13.3,20.2] 0.441 

High-risk behavior 57.6 [51.5,63.5] 71.4 [64.6,77.3] 72.7 [67.0,77.7] 64.9 [61.2,68.4] <0.001 

Any anal sex 5.4 [2.7,10.4] 3.8 [1.8,7.8] 3.3 [1.8,6.0] 4.5 [2.8,7.0] 0.48 

Injected drugs in past year 0.2 [0.0,0.9] 1.5 [0.4,5.9] 0 0.4 0.4 [0.1,1.3] 0.06 

5+ partners in lifetime 41.1 [33.8,48.8] 61.5 [54.6,67.9] 50.1 [43.5,56.7] 48.1 [43.5,52.7] 0.001 

Condom used at last vaginal sex 55.7 [48.8,62.4] 70.4 [63.2,76.7] 53 [44.9,60.9] 58.2 [53.4,62.8] 0.004 

Treated for an STI in past year 5.6 [3.1,10.1] 10.2 [6.4,15.8] 5.7 [3.2,10.0] 6.6 [4.8,9.2] 0.21 

Lacked health insurance the year 

prior  19.2 [13.4,26.7] 22.1 [15.7,30.2] 46.1 [39.3,53.1] 27.4 [23.2,31.9] <0.001 

Has a usual source of care 72.9 [64.3,80.1] 56.4 [49.0,63.5] 49.7 [44.1,55.3] 62.7 [57.7,67.5] <0.001 
Ψ 

observations
 
are weighted; sample allowed to float 
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Table A5.2. Description of Sample by Race >=200FPL (n=1,248) 

 

NH White NH Black Hispanic Total p-value 

 

Col % 95% CI Col % 95% CI Col % 95% CI Col % 95% CI 

 Tested in past year for HIV 26.2 [21.5,31.5] 54.3 [44.5,63.7] 34.2 [26.9,42.3] 31.1 [27.0,35.5] <0.001 

Age Group 

        
 

15-17 9.8 [7.3,13.0] 15.4 [8.9,25.2] 9.8 [6.1,15.4] 10.5 [8.3,13.2] 

 18-24 90.2 [87.0,92.7] 84.6 [74.8,91.1] 90.2 [84.6,93.9] 89.5 [86.8,91.7] 0.23 

Sexual minority 1.70 [0.9,3.3] 2.1 [1.0,4.4] 3.3 [1.4,7.5] 2 [1.3,3.2] 0.38 

Lives in an urban area 27.9 [20.9,36.1] 56.4 [45.2,67.0] 43.5 [32.9,54.9] 34 [27.9,40.8] <0.001 

Homeless in past year 0.80 [0.3,2.0] 0.2 [0.0,1.3] 1.2 [0.3,4.0] 0.8 [0.4,1.6] 0.42 

Lifetime incarceration 9.7 [6.9,13.5] 19.5 [12.0,30.0] 18 [11.9,26.3] 12.2 [9.6,15.3] 0.013 

High-risk behavior 58.9 [53.9,63.8] 67.5 [59.0,75.0] 66.3 [57.3,74.2] 61.2 [57.3,65.0] 0.12 

Any anal sex 2.20 [1.3,3.7] 1.6 [0.7,3.8] 4 [1.9,8.3] 2.4 [1.6,3.6] 0.22 

Injected drugs in past year 1.10 [0.4,2.9] 0 

 

0 

 

0.8 [0.3,2.1] 0.47 

5+ partners in lifetime 41.8 [36.8,47.0] 59.1 [50.6,67.1] 51.4 [44.0,58.8] 45.5 [41.5,49.5] 0.001 

Condom used at last vaginal sex 64.1 [59.1,68.8] 62 [51.5,71.4] 57.1 [48.4,65.4] 62.8 [58.7,66.6] 0.37 

Treated for an STI in past year 3.3 [2.0,5.5] 8.1 [4.4,14.4] 1.1 [0.4,3.0] 3.6 [2.4,5.4] 0.002 

Lacked health insurance the year 

prior  11 [7.3,16.4] 20.8 [14.2,29.5] 32 [23.9,41.3] 15.6 [11.9,20.2] <0.001 

Has a usual source of care 76.4 [71.5,80.7] 65.4 [57.2,72.8] 58.8 [51.4,65.8] 72.3 [68.2,76.0] <0.001 
Ψ 

observations
 
are weighted; sample size allowed to float 
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Table A5.3 Sensitivity Analysis FPL cut point. Model 2: Logistic Regression of lifetime 

HIV test using an intersectional measure of race and SES among males 15-24  

    

Col 1: 

Interactio

n of race 

and 

income 

only 

  

Col 2: 

Fully 

adjusted 

model 

  

  N (wtd) ORs 95% CI AORs 95% CI 

RacexIncome 
 

    
  

NH White 

>=100FPL 
1021 REF 

 
REF 

 

NH White 

<100FPL 
196 1.374 (0.75 - 2.52) 1.14 (0.57 - 2.30) 

NH Black 

>=100FPL 
367 2.67 (1.77 - 4.01)*** 2.39 

(1.52 - 

3.74)*** 

NH Black 

<100FPL 
177 2.83 (1.89 - 4.23)*** 2.56 (1.44 - 4.55)** 

Hispanic 

>=100FPL 
445 1.32 (0.93 - 1.87) 1.29 (0.81 - 2.04) 

Hispanic <100 

FPL 
208 1.37 (0.86 - 2.20) 1.16 (0.62 - 2.15) 

Age 
 

    15-17 
 

  

REF 

 18-24 
 

  
2.13 (1.22 - 3.73)** 

Identifies as a 

sexual minority  

  

3.63 (1.69 - 7.80)** 

Lives in an urban 

area  

  

0.941 (0.66 - 1.34) 

Lifetime 

incarceration   

 

2.11 
(1.46 - 

3.05)*** 

High-risk sexual 

behavior 

   

2.67 
(1.95 - 

3.66)*** 

Treated for an 

STI 

   

4.078 
(1.84 - 

9.02)*** 

Lacked health 

insurance the 

year prior  

   

1.108 (0.72 - 1.70) 

Usual Source of 

care       
0.977 (0.65 - 1.46) 

*p<0.05; ** p<0.01; *** p<0.001   
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Table A5.4 Sensitivity Analysis excluding sexual minorities. Model 2: Logistic Regression of 

lifetime HIV test using an intersectional measure of race and SES among males 15-24 

(n=2,339) 

  

  

Interaction of race and income 

only 

  

Fully adjusted model 

  

  ORs 95% CI AORs 95% CI 

RacexIncome     
  

NH White 

>=200FPL 
REF 

 
REF 

 

NH White 

<200FPL 
1.42 (0.95 - 2.12) 1.42 (0.93 - 2.14) 

NH Black 

>=200FPL 
3.52 (2.16 – 5.74)*** 3.08 (1.76 - 5.41)*** 

NH Black 

<200FPL 
2.81 (1.91 – 4.14)** 2.40 (1.50 - 3.83)*** 

Hispanic 

>=200FPL 
1.56 (1.03 – 2.36)* 1.70 (1.05 - 2.75)* 

Hispanic <200 FPL 1.45 (0.99 - 2.14) 1.17 (0.67 - 2.04) 

Age 

    15-17 
  

REF 

 18-24 

  

2.00 (1.186 - 3.447)* 

Lives in an urban 

area 

  

0.96 (0.67 - 1.37) 

Lifetime 

incarceration  

 

2.03 (1.40 – 2.95)*** 

High-risk sexual 

behavior 

  

2.75 (2.00 - 3.78)*** 

Treated for an STI 

  

3.95 (1.72 - 9.05)** 

Lacked health 

insurance the year 

prior  

  

1.13 (0.73 - 1.75) 

Usual Source of care 
    

0.99 (0.67 - 1.46) 

*p<0.05; ** p<0.01; *** p<0.001   
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Table A5.6. Contrast of complete case and multiple imputation estimates 

  

Complete 

case 

estimates 

  

Estimates using 

multiple 

imputation    

  AORs 95% CI AORs 95% CI 

RacexIncome 
  

  NH White 

>=200FPL 
REF 

 

  NH White 

<200FPL 
1.41 (0.93 - 2.14) 

1.47 (0.96, 2.23) 

NH Black 

>=200FPL 
3.19 

(1.83 - 

5.57)*** 3.47 (2.08, 5.78)*** 

NH Black 

<200FPL 
2.38 

(1.50 - 

3.77)*** 2.71 (1.75, 4.20)*** 

Hispanic 

>=200FPL 
1.63 (1.03 - 2.59)* 

1.47 (0.95, 2.30) 

Hispanic <200 FPL 1.22 (0.71 - 2.11) 1.20 (0.74, 1.95) 

Age 

 

  

  15-17 REF   REF 

 18-24 2.11 (1.22 - 3.63)** 2.20 (1.35, 3.58)** 

Identifies as a sexual 

minority 
3.56 (1.64 - 7.72)** 

3.52 (1.67, 7.43)*** 

Lives in an urban 

area 
0.93 (0.65 - 1.33) 

0.99 (0.71, 1.38) 

Lifetime 

incarceration 
2.06 

(1.42 - 

3.00)*** 1.79 (1.23, 2.61)*** 

High-risk sexual 

behavior 
2.715 

(1.98 - 

3.72)*** 2.88 (2.16, 3.84)*** 

Treated for an STI 4.158 
(1.84 - 

9.39)*** 4.69 (2.23, 9.85)*** 

Lacked health 

insurance the year 

prior  

1.104 (0.72 - 1.71) 

1.32 (0.91, 1.90) 

Usual Source of care 0.973 (0.66 - 1.44) 1.05 (0.73, 1.49) 

*p<0.05; *** p<0.01; **** p<0.001   
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Table A5.7. Bivariate examination of survey year on lifetime report of HIV test (n=2,414) 

 

2006 2007 2008 2009 2010 Total 

p-

value 

Lifetime report 

of HIV test 

Col 

% 95% CI 

Col 

% 95% CI 

Col 

% 95% CI 

Col 

% 95% CI 

Col 

% 95% CI 

Col 

% 95% CI 

 
No (n=1,568) 67.3 [60.4,73.5] 67.6 [60.0,74.4] 65.9 [58.7,72.4] 61.6 [54.8,68.0] 71.9 [64.9,78.1] 66.1 [62.6,69.4] 

 
Yes (n=846) 32.7 [26.5,39.6] 32.4 [25.6,40.0] 34.1 [27.6,41.3] 38.4 [32.0,45.2] 28.1 [21.9,35.1] 33.9 [30.6,37.4] 0.35 
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Chapter 6 Appendix Tables 
 
Table A6.1 Description of Sample by Race among low-SES (n=334) 

 

NH White (n=99) NH Black (n=134) Hispanic (n=101) p-value 

 

Col % 95% CI Col % 95% CI Col % 95% CI 

 Tested in past year for HIV 55.9 [38.7,71.7] 48.7 [36.4,61.1] 60.3 [47.6,71.8] 0.53 

Age Group 

       15-17 18.5 [11.2,29.0] 22.6 [15.3,32.0] 14.4 [7.7,25.5] 

 18-24 81.5 [71.0,88.8] 77.4 [68.0,84.7] 85.6 [74.5,92.3] 0.48 

Sexual Minority 8.1 [1.9,28.5] 2 [0.5,8.0] 7.8 [2.9,19.4] 0.33 

Homeless in past year 3.3 [0.5,17.3] 3.4 [0.8,13.8] 1.4 [0.3,6.9] 0.76 

High-risk behavior 81 [69.7,88.8] 74 [65.2,81.3] 78.1 [64.4,87.5] 0.58 

Lives in an urban area 32.3 [19.6,48.3] 67.5 [56.9,76.6] 43.8 [27.7,61.3] 0.001 

Lacked health insurance the 

year prior  21.3 [10.4,38.7] 15.1 [9.1,24.1] 39.4 [24.5,56.6] 0.05 

Has a usual source of care 64 [44.2,80.0] 57.7 [47.5,67.2] 79 [69.8,86.0] 0.13 

Where services were 

received 

       Private or HMO Office 49.9 [38.3,61.5] 34.6 [23.0,48.5] 35 [20.3,53.3] 

 Community/FP/School/Emp

loyer clinic 43.5 [31.4,56.5] 44.6 [33.4,56.4] 53.5 [36.2,70.0] 

 Acute care setting 6.6 [2.0,19.1] 20.8 [13.2,31.2] 11.5 [6.0,21.1] 0.12 
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Table A6.2. Description of Sample by Race among high SES (n=278) 

 

NH White (n=144) NH Black (n=87) Hispanic (n=47) p-value 

 

Col % 95% CI Col % 95% CI Col % 95% CI 

 Tested in past year for HIV 58.9 [47.8,69.1] 67.7 [50.8,81.0] 78.4 [58.5,90.3] 0.172 

Age Group 

       15-17 7.6 [3.8,14.6] 13.2 [6.0,26.8] 6.9 [1.6,25.0] 

 18-24 92.4 [85.4,96.2] 86.8 [73.2,94.0] 93.1 [75.0,98.4] 0.475 

Sexual Minority 4.5 [1.9,10.1] 3.5 [1.4,8.5] 5.8 [1.4,21.3] 0.83 

Homeless in past year 1.7 [0.2,11.2] 0 0.5 [0.1,4.1] 1.1 0.54 

High-risk behavior 71.9 [61.7,80.2] 73.5 [58.7,84.5] 71.7 [43.5,89.3] 0.98 

Lives in an urban area 38.5 [25.7,53.1] 58.7 [43.1,72.8] 47.5 [26.5,69.3] 0.155 

Lacked health insurance the 

year prior  4.6 [2.1,9.8] 26.0 [14.8,41.6] 29.3 [11.3,57.4] 0.001 

Has a usual source of care 80.9 [70.8,88.1] 70.8 [55.4,82.6] 72.8 [52.9,86.5] 0.374 

Where services were 

received 

       Private or HMO Office 55.3 [43.0,67.0] 39.5 [24.7,56.5] 60.5 [37.9,79.3] 

 Community/FP/School/Em

ployer clinic 31.4 [20.9,44.2] 44 [31.1,57.8] 31 [14.4,54.7] 

 Acute care setting 13.3 [6.5,25.3] 16.5 [7.9,31.2] 8.5 [2.3,26.6] 0.477 
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Table A6.3. Bivariate examination of survey year on past-year report of HIV test (n=612) 

 

2006 2007 2008 2009 2010 Total 

p-

value 

Past-year 

report of 

HIV test 

Col 

% 95% CI 

Col 

% 95% CI 

Col 

% 95% CI 

Col 

% 95% CI 

Col 

% 95% CI 

Col 

% 95% CI 

 No 

(n=255) 51.6 [36.0,66.9] 39.7 [27.7,53.1] 35.8 [25.2,47.9] 37.8 [27.6,49.4] 47.6 [30.6,65.2] 40.4 [34.4,46.7] 

 Yes 

(n=357) 48.4 [33.1,64.0] 60.3 [46.9,72.3] 64.2 [52.1,74.8] 62.2 [50.6,72.4] 52.4 [34.8,69.4] 59.6 [53.3,65.6] 0.53 
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Table A6.4 Sensitivity Analysis FPL cut point. Model 2: Logistic Regression of past-year HIV 

test using an intersectional measure of race and SES among males 15-24  

  

  

Col 1: Interaction of race and 

income only 

  

Col 2: Fully adjusted model 

  

  ORs 95% CI AORs 95% CI 

RacexIncome     
  

NH White >=100FPL REF 
 

REF 
 

NH White <100FPL 1.29 (0.37 - 4.45) 1.14 (0.28 - 4.70) 

NH Black >=100FPL 1.023    (0.54 - 1.97) 1.08    (0.55 - 2.10) 

NH Black <100FPL 1.00 (0.44 - 2.24) 0.82   (0.30 - 2.22) 

Hispanic >=100FPL 1.96    (1.01 -  3.83) 2.00    (0.74 - 5.39) 

Hispanic <100 FPL 1.17    (0.47 - 2.89) 1.15    (0.40 - 3.27) 

Age 

    
15-17 

  

REF 

 18-24 

  

2.34 (1.09 - 5.06) 

Lives in an urban area 

  

1.05  (0.57 - 1.93) 

High-risk sexual 

behavior 

  

1.33    (0.71 - 2.49) 

Lacked health 

insurance the year 

prior  

  

0.94    (0.39 - 2.22) 

Usual Source of care     0.78    (0.42 - 1.45) 

Place of care     

Private or HMO 

Office   
REF  

Community/FP/Schoo

l/ 

    Employer clinic   

1.55 (0.84 - 2.86) 

Acute care setting 
  1.85    (0.82 - 4.18) 

*p<0.05; ** p<0.01; *** p<0.001   
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Table A6.5 Sensitivity Analysis excluding sexual minorities. Model 2: Logistic Regression of 

lifetime HIV test using an intersectional measure of race and SES among males 15-24 

(n=478)  

  

  

Col 1: Interaction of race and 

income only 

  

Col 2: Fully adjusted model 

  

  ORs 95% CI AORs 95% CI 

RacexIncome     
  

NH White >=100FPL REF 
 

REF 
 

NH White <100FPL 0.79 (0.37 - 1.70) 0.82   (0.36 - 1.88) 

NH Black >=100FPL 1.69    (0.71 - 4.03) 2.38    (1.00 - 5.63) 

NH Black <100FPL 0.68    (0.33 - 1.41) 0.55    (0.24 -  1.24) 

Hispanic >=100FPL 2.56 (0.92 - 7.16) 2.82 (0.70 - 11.39) 

Hispanic <100 FPL 1.06  (0.49 - 2.27) 1.17 (0.45 - 3.05) 

Age 

    
15-17 

  

REF 

 18-24 

  

2.00    (0.95 - 4.23) 

Lives in an urban area 

  

1.04 (0.55 - 1.98) 

High-risk sexual 

behavior 

  

1.35 (0.69 - 2.6) 

Lacked health 

insurance the year 

prior  

  

0.83  (0.32 - 2.13) 

Usual Source of care     0.76    (0.39 - 1.46) 

Place of care     

Private or HMO 

Office   
REF  

Community/FP/Scho

ol/ 

Employer clinic   

1.43 (0.75 - 2.73) 

Acute care setting 
  2.27 (0.98 - 5.23) 

*p<0.05; ** p<0.01; *** p<0.001   
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Table A6.6. Contrast of complete case and multiple imputation estimates 

  

Complete 

case 

estimates 

  

Estimates 

using multiple 

imputation    

  AORs 95% CI AORs 95% CI 

RacexIncome 
  

  NH White >=200FPL REF  REF 

 NH White <200FPL 0.92 (0.40 - 2.12) 0.93 (0.40 – 2.12) 

NH Black >=200FPL 
2.00 (0.90 - 4.45) 

1.86 (0.82 – 4.84) 

NH Black <200FPL 
0.55 (0.24 - 1.23) 

0.57 (0.25 – 1.31) 

Hispanic >=200FPL 2.81 (0.73 - 10.77) 2.86 (0.79 – 10.33) 

Hispanic <200 FPL 1.05 (0.43 - 2.56) 1.00 (0.45 – 2.54) 

Age 

    15-17 REF  REF 

 18-24 2.18 (1.01 - 4.71)* 2.05 (0.98 – 4.35) 

High risk behavior 1.38 (0.73 – 2.6) 

1.46 (0.75 – 2.86) 

Lacked health insurance 

the year prior  

0.92 (0.37 - 2.29) 

0.88 (0.36 – 2.11) 

Usual Source of care 0.73 (0.38 - 1.42) 0.73 (0.38 – 1.40) 

Lives in an urban area 1.05 (0.56 - 1.96) 
1.03 (0.56 – 1.90) 

Place of care 

 
 

  Private or HMO Office REF  REF  

Community/FP/School/ 

Employer clinic 
1.62 (0.86 - 3.06) 1.58 (0.85 – 3.00) 

Acute care setting 2.02 (0.89 - 4.59) 2.16 (0.95 – 4.90) 

*p<0.05; *** p<0.01; **** p<0.001   

 

 

 

 

 

 

 

 

 

 

 

  



 226 

Bibliography 
 

1. Prejean J, Song R, Hernandez A, Ziebell R, Green T, Walker F. Estimated HIV 

incidence in the United States, 2006–2009. PLoS ONE. 2011;6(8):e17502. 

2. Centers for Disease Control and Prevention. HIV Surveillance Supplemental 

Report. 2012. 

3. Monitoring selected national HIV prevention and care objectives by using HIV 

surveillance data—United States and 6 dependent areas—2012. CDC: Centers of Disease 

Control, November 2014. 

4. Campsmith ML, Rhodes PH, Hall HI, Green TA. Undiagnosed HIV prevalence 

among adults and adolescents in the United States at the end of 2006. Journal of Acquired 

Immune Deficiency Syndromes. 2010;53(5):619-24. 

5. Bowleg L, Burkholder GJ, Massie JS, Wahome R, Teti M, Malebranche DJ, et al. 

Racial discrimination, social support, and sexual HIV risk among Black heterosexual 

men. AIDS and Behavior. 2013;17(1):407-18. 

6. Bowleg L, Teti M, Malebranche DJ, Tschann JM. "It's an Uphill Battle 

Everyday": Intersectionality, Low-Income Black Heterosexual Men, and Implications for 

HIV Prevention Research and Interventions. Psychology of Men and Masculinity. 

2013;14(1):25-34. 

7. Williams D. Race, Socioeconomic Status, and Health The Added Effects of 

Racism and Discrimination. Annals of the New York Academy of Sciences 1999:173-88. 

8. Sweat MD, Denison J. Changing public policy to prevent HIV transmission: The 

role of structural and environmental interventions. In: Holtgrave DR, editor. Handbook of 

economic evaluation of HIV prevention programs. New York, NY: Plenum Press; 1998. 

p. 103-17. 

9. Heise L, Watts. C. Structural Approaches to HIV Prevention Position Paper 

Series. Arlington, VA: USAID’s AIDS Support and Technical Assistance Resources, 



 227 

AIDSTAR-One, Task Order 1, and London: UKaid’s STRIVE research consortium., 

2013. 

10. Holmes L, Jr., Monjok E, Ward D, Garrison OM, Toney ED, Ogungbade G, et al. 

Racial variance in rationale for HIV testing in community-based setting in the United 

States: evidence from the National Health Interview Survey. Journal of International 

Association of Physicians in AIDS Care (Chic). 2008;7(2):61-8. 

11. Murray K, Oraka E. Racial and Ethnic Disparities in Future Testing Intentions for 

HIV: United States, 2007-2010: Results from the National Health Interview Survey. 

AIDS and Behavior. 2014;18(7):1247-55. 

12. Berger J, Rand L. Shifting signals to help health: Using identity signaling to 

reduce risky health behaviors. Journal of Consumer Research. 2008;35:509-18. 

13. Betancourt H, Lopez S. The study of culture, ethnicity, and race in American 

psychology. American Psychology. 1993;48(6):629-37. 

14. Bowleg L, Teti M, Massie JS, Patel A, Malebranche DJ, Tschann JM. 'What does 

it take to be a man? What is a real man?': ideologies of masculinity and HIV sexual risk 

among Black heterosexual men. Culture, Health and Sexuality. 2011;13(5):545-59. 

15. Krieger N. Discrimination and Its Consequences for Health. International Journal 

of Health Services. 2014;44(4):643-710. 

16. Hancock A-M. When Multiplication Doesn't Equal Quick Addition: Examining 

Intersectionality as a Research Paradigm. Perspectives on Politics. 2007;5(01). 

17. Krieger N. Methods for the Scientific Study of Discrimination and Health: An 

Ecosocial Approach. American Journal of Public Health. 2012;102:936-45. 

18. Purdie-Vaughns V, Eibach RP. Intersectional Invisibility: The Distinctive 

Advantages and Disadvantages of Multiple Subordinate-Group Identities. Sex Roles. 

2008;59(5-6):377-91. 



 228 

19. Kelso GA, Cohen MH, Weber KM, Dale SK, Cruise RC, Brody LR. Critical 

Consciousness, Racial and Gender Discrimination, and HIV Disease Markers in African 

American Women with HIV. AIDS and Behavior. 2013. 

20. Bauer GR. Incorporating intersectionality theory into population health research 

methodology: Challenges and the potential to advance health equity. Social Science & 

Medicine. 2014;110:10-7. 

21. Covarrubias A. Quantitative Intersectionality: A Critical Race Analysis of the 

Chicana/o Educational Pipeline. Journal of Latinos and Education. 2011;10(2):86-105. 

22. Denis A. Review Essay: Intersectional Analysis: A Contribution of Feminism to 

Sociology. International Sociology. 2008;23(5):677-94. 

23. Hahn Tapper AJ. A Pedagogy of Social Justice Education: Social Identity Theory, 

Intersectionality, and Empowerment. Conflict Resolution Quarterly. 2013;30(4):411-45. 

24. Bowleg L. Love, Sex, and Masculinity in Sociocultural Context: HIV Concerns 

and Condom Use among African American Men in Heterosexual Relationships. Men and 

Masculinities. 2004;7(2):166-86. 

25. Bowleg L, Raj A. Shared Communities, Structural Contexts, and HIV Risk: 

Prioritizing the HIV Risk and Prevention Needs of Black Heterosexual Men. American 

Journal of Public Health. 2012;102(S2):S173-S7. 

26. Brittian AS. Understanding African American Adolescents' Identity 

Development: A Relational Developmental Systems Perspective. The Journal of black 

psychology. 2012;38(2):172-200. 

27. Chavous TM, Bernat DH, Schmeelk‐Cone K, Caldwell CH, Kohn‐Wood L, 

Zimmerman MA. Racial identity and academic attainment among African American 

adolescents. Child Development. 2003;74(4):1076-90. 

28. Hoyt LT, Chase-Lansdale PL, McDade TW, Adam EK. Positive Youth, Healthy 

Adults: Does Positive Well-being in Adolescence Predict Better Perceived Health and 



 229 

Fewer Risky Health Behaviors in Young Adulthood? Journal of Adolescent Health. 

2012;50(1):66-73. 

29. Kerrigan D, Andrinopoulos K. Staying Strong: Gender Ideologies among African-

American Adolescents and the Implications for HIV/STI Prevention. Journal of Sex 

Research. 2007;44(2):172-80. 

30. Oparanozie A, Sales JM, DiClemente RJ, Braxton ND. Racial Identity and Risky 

Sexual Behaviors Among Black Heterosexual Men. Journal of Black Psychology. 

2011;38(1):32-51. 

31. Wakefield WD, Hudley C. Ethnic and Racial Identity and Adolescent Well-

Being. Theory Into Practice. 2007;46(2):147-54. 

32. Robinson KT, Sanders SA, Boyd JL. High-risk HIV minorities in the United 

States: who gets tested and where? American Journal of Health Behavior. 

2012;36(3):348-59. 

33. Balaji AB, Eaton DK, Voetsch AC, Wiegand RE, Miller KS, Doshi SR. 

Association between hiv-related risk behaviors and hiv testing among high school 

students in the united states, 2009. Archives of Pediatrics & Adolescent Medicine. 

2012;166(4):331-6. 

34. Stein JA, Nyamathi A. Gender differences in behavioural and psychosocial 

predictors of HIV testing and return for test results in a high-risk population. AIDS care. 

2000;12(3):343-56. 

35. Schnall R, Rojas M, Travers J. Understanding HIV Testing Behaviors of Minority 

Adolescents: A Health Behavior Model Analysis. Journal of the Association of Nurses in 

AIDS Care.26(3):246-58. 

36. Ebrahim S, Anderson J, Weidle P, Purcell D. Race/Ethnic Disparities in HIV 

Testing and Knowledge About Treatment for HIV/AIDS: United States, 2001. AIDS 

Patient Care and STDs. 2004;18(1):27-33. 



 230 

37. Bond L, Lauby J, Batson H. HIV testing and the role of individual- and structural-

level barriers and facilitators. AIDS care. 2005;17(2):125-40. 

38. Schwarcz S, Richards TA, Frank H, Wenzel C, Hsu LC, Chin CS, et al. 

Identifying barriers to HIV testing: personal and contextual factors associated with late 

HIV testing. AIDS care. 2011;23(7):892-900. 

39. Prado G, Lightfoot M, Brown CH. Macro-Level Approaches to HIV Prevention 

Among Ethnic Minority Youth: State of the Science, Opportunities, and Challenges. The 

American Psychologist. 2013;68(4):286-99. 

40. Centers for Disease Control and Prevention. Characteristics associated with HIV 

infection among heterosexuals in urban areas with high AIDS prevalence – 24 cities, 

United States, 2006-2007. MMWR. 2011;60(31)(31):1045-49. 

41. Centers for Disease Control and Prevention. HIV incidence Atlanta, GA: 

Department of Health and Human Services; 2012. 

42. Centers for Disease Control and Prevention. HIV Surveillance Report 2011. 

February 2013. 

43. Centers for Disease Control and Prevention. HIV among Youth: Fact sheet. 

Atlanta, GA: Department of Health and Human Services; 2011. 

44. HIV/AIDS Epidemic in the United States: AIDS Action Committee;  [Available 

from: http://www.aac.org/get-info/health-library-topics/epidemic-in-the-united-

states.html. 

45. Kaiser Family Foundation (KFF) HIV/AIDS at 30: A public opinion perspective 

2011 [Available from: http://kff.org/hivaids/report/hivaids-at-30-a-public-opinion-

perspective/. 

46. DiClemente RJ, Crittenden, C.P., Rose, E., Sales, J.M., Wingood, G.M., Crosby, 

R.A., & Salazar, L.F. . Psychosocial predictors of HIV-associated sexual behaviors and 

http://www.aac.org/get-info/health-library-topics/epidemic-in-the-united-states.html
http://www.aac.org/get-info/health-library-topics/epidemic-in-the-united-states.html
http://kff.org/hivaids/report/hivaids-at-30-a-public-opinion-perspective/
http://kff.org/hivaids/report/hivaids-at-30-a-public-opinion-perspective/


 231 

the efficacy of prevention interventions in adolescents at-risk for HIV infection: What 

works and what doesn’t work? Psychosomatic Medicine. 2008;70:598-605. 

47. Miller K, Levin, ML, Whitaker, DJ  & X Xu. Patterns of condom use among 

adolescents: the impact of mother-adolescent communication. American Journal of 

Public Health. 2011;88(10):1542-4. 

48. Manlove J, Terry-Humen E, Ikramullah E. Young teenagers and older sexual 

partners: correlates and consequences for males and females. Perspectives on Sexual and 

Reproductive Health. 2006;38(4):197-207. 

49. Santelli J, Brener, ND, Lowry, R, Bhatt, A and LS Zabin. Multiple Sexual 

Partners Among U.S. Adolescents And Young Adults. Family Planning Perspectives. 

1998;30(6):271-5. 

50. Morris M, and M Kretzschmar. Concurrent partnerships and the spread of HIV. 

AIDS. 1997;11(5):641-8. 

51. Drumright LN GP, Holmes KK. . Do people really know their sex partners? 

Concurrency, knowledge of partner behavior, and sexually transmitted infections within 

partnerships. Sexually Transmitted Diseases. 2004;31(7):437-42. 

52. Walcott CM, Meyers, A.B., & Landau, S. Adolescent sexual risk behaviors and 

school-based sexually transmitted infection/HIV prevention. Psychology in the Schools. 

2008;45:39-51. 

53. Centers for Disease Control and Prevention. Youth risk behavior survey. Atlanta, 

GA: U.S. Department of Health and Human Services; 2011. 

54. Tapert SF, Aarons GA, Sedlar GR, Brown SA. Adolescent substance use and 

sexual risk-taking behavior. Journal of Adolescent Health. 2001;28(3):181-9. 

55. Lowry R, Holtzman D, Truman BI, Kann L, Collins JL, Kolbe LJ. Substance use 

and HIV-related sexual behaviors among US high school students: are they related? 

American Journal of Public Health. 1994;84(7):1116-20. 



 232 

56. CDC. Sexually Transmitted Diseases Surveillance: STDs in Adolescents and 

Young Adults. Atlanta, GA, Centers for Disease Control and Prevention: 2010. 

57. Blocker M, Levine, WC, St. Louis, ME. HIV prevalence in patients with syphilis, 

United States. Sexually Transmitted Diseases. 2000;27:53-9. 

58. Campos-Outcalt D, Mickey, T., Weisbuch, J., & Jones, R. Integrating Routine 

HIV Testing into a Public Health STD Clinic. Public Health Reports. 2006;121(2):175-

80. 

59. Centers for Disease Control and Prevention. HIV prevention through early 

detection and treatment of other sexually transmitted diseases in the United States. 

Recommendations of the Advisory Committee for HIV and STD Prevention. July 31, 

1998. 

60. Mojola SA, Everett B. STD and HIV risk factors among U.S. young adults: 

Variations by gender, race, ethnicity and sexual orientation. Perspectives on Sexual and 

Reproductive Rights. 2012;44:125-33. 

61. DiClemente RJ, Salazar LF, Crosby RA. A review of STD/HIV preventive 

interventions for adolescents: sustaining effects using an ecological approach. Journal of 

Pediatric Psychology. 2007;32(8):888-906. 

62. Lightfoot MA, and N.G. Milburn. HIV prevention and African American youth: 

examination of individual-level behaviour is not the only answer. Culture, Health and 

Sexuality 2009;11(7):731-42. 

63. German D, Latkin CA. Social stability and HIV risk behavior: evaluating the role 

of accumulated vulnerability. AIDS and Behavior. 2012;16(1):168-78. 

64. Shelton JD, Cassell MM, Adetunji J. Is poverty or wealth at the root of HIV? The 

Lancet. 2005;366(9491):1057-8. 



 233 

65. Rhodes T, Singer M, Bourgois P, Friedman SR, Strathdee SA. The social 

structural production of HIV risk among injecting drug users. Social Science & Medicine. 

2005;61(5):1026-44. 

66. Krueger LE, Wood RW, Diehr PH, Maxwell CL. Poverty and HIV seropositivity: 

the poor are more likely to be infected. AIDS. 1990;4(8):811-4. 

67. Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care. 

Smedley BD, Stith AY, Nelson AR, editors. Washington, DC: The National Academies 

Press; 2003. 

68. Adimora AA, and Victor J. Schoenbach  Social context, sexual networks, and 

racial disparities in rates of sexually transmitted infections. Journal of Infectious Diseases 

2005;191(Supplement 1):S115-S22. 

69. Adimora AA, Auerbach JD. Structural interventions for HIV prevention in the 

United States. Journal of Acquired Immune Deficiency Syndromes. 2010;55(0 2):S132. 

70. Arya M, Williams LT, Stone VE, Behforouz HL, Viswanath K, Giordant TP. A 

key strategy for reducing HIV in African American communities: Promoting HIV testing. 

Journal of the National Medical Association. 2010;102(12):1264-6. 

71. Aronowitz T, Rennells RE, Todd E. Ecological influences of sexuality on early 

adolescent African American females. Journal of community health nursing. 

2006;23(2):113-22. 

72. Teplin LA, Mericle AA, McClelland GM, Abram KM. HIV and AIDS risk 

behaviors in juvenile detainees: implications for public health policy. American Journal 

of Public Health. 2003;93(6):906-12. 

73. DiClemente RJ LM, Horan PF, Lodico M. Comparison of AIDS Knowledge, 

Attitudes and Behaviors among Incarcerated Adolescents and a Public School Sample in 

San Francisco. American Journal of Public Health. 1991;81(5):628-30. 



 234 

74. Ensign J PA. Barriers and bridges to care: voices of homeless female adolescent 

youth in Seattle, Washington, USA. Journal of Advanced Nursing. 2002;37(2):166-72. 

75. Coady MH LM, Thiede H, Golub ET, Ouellet L, Hudson SM, Kapadia F, Garfein 

RS. . Housing Status and Associated Differences in HIV Risk Behaviors among Young 

Injection Drug Users (IDUs). AIDS and Behavior 2007. 2007;11:854-63. 

76. Dressler WW, Oths KS, Gravlee CC. Race and Ethnicity in Public Health 

Research : Models to Explain Health Disparities. Annual Review of Anthropology. 2005. 

77. LaVeist T. Why we should continue to study race...but do a better job: an essay 

on race, racism, and health. Ethnic Disparities. 1996;6:21-9. 

78. McCoy SI, Miller WC, MacDonald PD, Hurt CB, Leone PA, Eron JJ, et al. 

Barriers and facilitators to HIV testing and linkage to primary care: narratives of people 

with advanced HIV in the Southeast. AIDS care. 2009;21(10):1313-20. 

79. Boonstra H. Making HIV Tests ‘Routine’: Concerns and Implications. 

Guttmacher Policy Review. 2009;11(12):13-8. 

80. Centers for Disease Control and Prevention. Revised recommendations for HIV 

testing of adults, adolescents, and pregnant women in health-care settings 2006 [ 

81. Chou R SS, Dana T, et al.  . Screening for HIV: Systematic Review to Update the 

U.S. Preventive Services Task Force Recommendation [Internet]. Rockville (MD): 

Agency for Healthcare Research and Quality (US); 2012. 

82. Bradley H, Hall HI, Wolitski RJ, Van Handel MM, Stone AE, LaFlam M, et al. 

Vital Signs: HIV Diagnosis, Care, and Treatment Among Persons Living with HIV — 

United States, 2011. Morbidity and Mortality Weekly Report (MMWR). November 28, 

2014;63(47):1113-7. 

83. Grmek MD. History of AIDS: emergence and origin of a modern pandemic  

Princeton, NJ: Princeton University Press; 1990. 



 235 

84. Centers for Disease Control and Prevention. HIV surveillance report, 2005. 

2005;17. 

85. Boonstra H. Making HIV Tests 'Routine': Concerns and Implications. Guttmacher 

Policy Review. 2008;11(2). 

86. Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance - 

United States, 2013. MMWR. 2014;63(ss04):1-68. 

87. National Center for HIV/AIDS VH, STD and TB Prevention,. HIV Testing in the 

United States: Centers for Disease Control and Prevention; 2014 [ 

88. DiClemente RJ, Crittenden CP, Rose E, Sales JM, Wingood GM, Crosby RA, et 

al. Psychosocial predictors of HIV-associated sexual behaviors and the efficacy of 

prevention interventions in adolescents at-risk for HIV infection: what works and what 

doesn't work? Psychosom Med. 2008;70(5):598-605. 

89. Lanier Y, Sutton MY. Reframing the context of preventive health care services 

and prevention of HIV and other sexually transmitted infections for young men: new 

opportunities to reduce racial/ethnic sexual health disparities. American Journal of Public 

Health. 2013;103(2):262-9. 

90. Marks G, Crepaz N, Senterfitt J, Janssen R. Meta-analysis of high-risk sexual 

behavior in persons aware and unaware they are infected with HIV in the United States: 

implications for HIV prevention programs. Journal of Acquired Immune Deficiency 

Syndromes. 2005;39(4):446-53. 

91. Simmons EM, Rogers ML, Frierson GM, Beckwith CG, Flanigan TP. 

Racial/ethnic attitudes towards HIV testing in the primary care setting. Journal of the 

National Medical Association. 2005;97(1):46-52. 

92. Wenzel SL, Rhoades H, Tucker JS, Golinelli D, Kennedy DP, Zhou A, et al. HIV 

risk behavior and access to services: what predicts HIV testing among heterosexually 

active homeless men? AIDS Education & Prevention. 2012;24(3):270-9. 



 236 

93. Whitehead TL. Urban Low-Income African American Men, HIV/AIDS, and 

Gender Identity. Medical Anthropology Quarterly. 1997;11(4):411-47. 

94. Wright PB, Stewart KE, Curran GM, Booth BM. A Qualitative Study of Barriers 

to the Utilization of HIV Testing Services Among Rural African American Cocaine 

Users. Journal of drug issues. 2013;43(3):314-34. 

95. Lopez-Quintero C, Shtarkshall R, Neumark YD. Barriers to HIV-Testing Among 

Hispanics in the United States: Analysis of the National Health Interview Survey, 2000. 

AIDS Patient Care and STDs. 2005;19(10):672-83. 

96. Petroll AE, DiFranceisco W, McAuliffe TL, Seal DW, Kelly JA, Pinkerton SD. 

HIV Testing Rates, Testing Locations, and Healthcare Utilization among Urban African-

American Men. Journal of Urban Health: Bulletin of the New York Academy of 

Medicine. 2009;86(1):119-31. 

97. Tylee A, Haller DM, Graham T, Churchill R, Sanci LA. Youth-friendly primary-

care services: how are we doing and what more needs to be done? The Lancet. 

2007;369(9572):1565-73. 

98. Passing the test: The Challenges and opportunities of HIV testing in Black 

America. Black AIDS Institute, 2009. 

99. Williams D. Race, socioeconomic status, and health: The added effects of racism 

and discrimination. Annals of the New York Academy of Sciences. 1999;896:173-88. 

100. Centers for Disease Control and Prevention. Diagnoses of HIV infection and 

AIDS among adolescents and young adults in the United States and 5 U.S. dependent 

areas, 2006–2009. 2012. 

101. Swenson RR, Rizzo CJ, Brown LK, Payne N, DiClemente RJ, Salazar LF, et al. 

Prevalence and correlates of HIV testing among sexually active African American 

adolescents in 4 US cities. Sexually Transmitted Diseases. 2009;36(9):584-91. 



 237 

102. Fitz Harris LF, Toledo L, Dunbar E, Aquino GA, Nesheim SR. Program 

collaboration and service integration activities among HIV programs in 59 U.S. health 

departments. Public Health Reports. 2014;129 Suppl 1:33-42. 

103. Jourden J, Etkind P. Enhancing HIV/AIDS and STD Prevention through Program 

Integration. Public Health Reports. 2004;119:4-11. 

104. Wasserheit J. Epidemiologic synergy. Interrelationships between human 

immunodeficiency virus infection and other sexually transmitted diseases. Sexually 

Transmitted Diseases. 1992;19:61-77. 

105. Ward H, Rönn M. The contribution of STIs to the sexual transmission of HIV. 

Current opinion in HIV and AIDS. 2010;5(4):305-10. 

106. Weber JN, McCreaner A, Berrie E, Wadsworth J, Jeffries DJ, Pinching AJ, et al. 

Factors affecting seropositivity to human T cell lymphotropic virus type III (HTLV-III) 

or lymphadenopathy associated virus (LAV) and progression of disease in sexual partners 

of patients with AIDS. Genitourinary medicine. 1986;62(3):177-80. 

107. Chesson H. STDs and the increased risk for HIV transmission: implications for 

cost-effectivness analyses of STD prevention interventions. .  XIII International AIDS 

Conference; Durban, South Africa.2000. 

108. Grosskurth H, Mosha F, Todd J, Mwijarubi E, Klokke A, Senkoro K, et al. Impact 

of improved treatment of sexually transmitted diseases on HIV infection in rural 

Tanzania: randomised controlled trial. The Lancet. 1995;346(8974):530-6. 

109. Centers for Disease Control and Prevention. Screening Recommendations 

Referenced in Treatment Guidelines and Original Recommendation Sources. Division of 

STD Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB 

Prevention: Centers for Disease Control and Prevention; June 4, 2015. 

110. Centers for Disease Control and Prevention. Program collaboration and service 

integration: enhancing the prevention and control of HIV/AIDS, viral hepatitis, sexually 



 238 

transmitted diseases, and tuberculosis in the United States. Atlanta, GA: U.S. Department 

of Health and Human Services, 2009. 

111. Fox Fields H. The integration of HIV/AIDS, STD, and TB prevention and control 

programs. Washington: Association of State and Territorial Health Officials, 1998. 

112. Experts want CDC to hasten STD/HIV integration efforts. Recommendations 

include better guidance, models. AIDS alert. 2003;18(4):49-52. 

113. Cocoros N, Nettle E, Church D, Bourassa L, Sherwin V, Cranston K, et al. 

Screening for Hepatitis C as a Prevention Enhancement (SHAPE) for HIV: an integration 

pilot initiative in a Massachusetts County correctional facility. Public health reports 

(Washington, DC : 1974). 2014;129 Suppl 1:5-11. 

114. Stout JE, Katrak S, Goswami ND, Norton BL, Fortenberry ER, Foust E, et al. 

Integrated screening for tuberculosis and HIV in tuberculosis contact investigations: 

lessons learned in North Carolina. Public health reports (Washington, DC : 1974). 

2014;129 Suppl 1:21-5. 

115. Fenton KA, Aquino GA, Dean HD. Program Collaboration and Service 

Integration in the Prevention and Control of HIV Infection, Viral Hepatitis, STDs, and 

Tuberculosis in the U.S.: Lessons Learned from the Field. Public Health Reports. 

2014;129(Suppl 1):1-4. 

116. Klein PW, Martin IB, Quinlivan EB, Gay CL, Leone PA. Missed opportunities 

for concurrent HIV-STD testing in an academic emergency department. Public Health 

Reports. 2014;129 Suppl 1:12-20. 

117. Abbott Associates. Sexually transmitted disease (STD) prevention in the United 

States: Integrated evaluation of public and private sector disease reporting and service 

delivery. 1996. 

118. Parrish DD, Kent CK. Access to care issues for African American communities: 

implications for STD disparities. Sexually Transmitted Diseases. 2008;35(12):S19-S22. 



 239 

119. Chabot MJ, Lewis C, de Bocanegra HT, Darney P. Correlates of receiving 

reproductive health care services among U.S. men aged 15 to 44 years. American Journal 

of Men's Health. 2011;5(4):358-66. 

120. HIV screening and access to care: Exploring barriers and facilitators to expanded 

HIV testing. Washington, DC: Institute of Medicine, 2010. 

121. Girardi E, Sabin CA, Monforte AD. Late diagnosis of HIV infection: 

epidemiological features, consequences and strategies to encourage earlier testing. 

Journal of Acquired Immune Deficiency Syndromes. 2007;46 Suppl 1:S3-8. 

122. Geisler W, Chyu L, Kusunoki Y, Upchurch DM, Hook EW. Health insurance 

coverage, health care seeking behaviors and genital chlamydia infection prevalence in 

sexually active young adults. Sexually Transmitted Diseases. 2006;33:389-96. 

123. Dorell CG, Sutton MY, Oster AM, Hardnett F, Thomas PE, Gaul ZJ, et al. Missed 

Opportunities for HIV Testing in Health Care Settings Among Young African American 

Men Who Have Sex with Men: Implications for the HIV Epidemic. AIDS Patient Care 

and STDs. October 2011;25(11):657-64. 

124. Phillips KA, Morrison KR, Andersen R, Aday L. Understanding the Context of 

Healthcare Utilization: Assessing Environmental and Provider-Related Variables in the 

Behavioral Model of Utilization. Health Services Research. 1998;33(3):571-96. 

125. Bandura A. Social Foundations of Thought and Actions: A Social Cognitive 

Theory. Englewood Cliffs, NJ: Prentice Hall; 1986. 

126. Fishbein M AI. Belief, attitude, intention, and behavior: An introduction to theory 

and research. Reading, MA: Addison-Wesley; 1975. 

127. Bowleg L. When Black + Lesbian + Woman ≠ Black Lesbian Woman: The 

Methodological Challenges of Qualitative and Quantitative Intersectionality Research. 

Sex Roles. 2008;59(5-6):312-25. 



 240 

128. Oyserman D, Brickman D, Rhodes M. Racial-Ethnic Identity: Content and 

Consequences for African American, Latino, and Latina Youths. In: Fuligni AJ, editor. 

Contesting Stereotypes and Creating Identities: Social categories, social identities, and 

educational participation. New York: Russell Sage Foundation; 2007. 

129. Phinney JS, Cantu CL, Kurtz DA. Ethnic and American identity as predictors of 

self-esteem among African American, Latino, and White adolescents. Journal of Youth 

and Adolescence. 1997;26(2):165-85. 

130. Murray LR, Lippman SA, Donini AA, Kerrigan D. 'She's a professional like 

anyone else': social identity among Brazilian sex workers. Culture, Health and Sexuality. 

2010;12(3):293-306. 

131. McCall L. The complexity of intersectionality. Signs: Journal of Women in 

Culture & Society. 2005;30(3):1771e-800. 

132. Hankivsky O. Women’s health, men’s health, and gender and health: Implications 

of intersectionality. Social Science & Medicine. 2012;74(11):1712-20. 

133. Stirratt MJ, Meyer IH, Ouellette SC, Gara MA. Measuring identity multiplicity 

and intersectionality: Hierarchical Classes Analysis (HICLAS) of sexual, racial, and 

gender identities. Self and Identity. 2008;7(1):89-111. 

134. Winker G, Degele N. Intersectionality as multi-level analysis: Dealing with social 

inequality. European Journal of Women's Studies. 2011;18(1):51-66. 

135. Hancock A-M. Empirical Intersectionality A Tale of Two Approaches. UC Irvine 

Law Review. 2013;3(259):259-96. 

136. Hankivsky O, Reid, C., Cormier, R., Varcoe, C., Clark, N., Benoit, C., & 

Brotman., S. Exploring the promises of intersectionality for advancing women’s health 

research. International Journal for Equity in Health. 2010;9(5):1-15. 



 241 

137. Williams DR, Kontos EZ, Viswanath K, Haas JS, Lathan CS, MacConaill LE, et 

al. Integrating multiple social statuses in health disparities research: the case of lung 

cancer. Health Services Research. 2012;47(3 Pt 2):1255-77. 

138. Dubrow JK. How can we account for intersectionality in quantitative analysis of 

survey data? Empirical illustration for Central and Eastern Europe. ASK Research & 

Methods. 2008(17):85-100. 

139. Veenstra G. Race, gender, class, and sexual orientation: intersecting axes of 

inequality and self-rated health in Canada. International Journal for Equity in Health. 

2011;10(3):1-11. 

140. Miles MB, and M. Huberman. Qualitative Data Analysis: A Sourcebook of New 

Methods. 2nd ed. Beverly Hills, CA: Sage Publications; 1994. 

141. Bradley EH, Curry LA, Devers KJ. Qualitative Data Analysis for Health Services 

Research: Developing Taxonomy, Themes, and Theory. Health Services Research. 

2007;42:1758-72. 

142. Final Guidance on Maintaining, Collecting and Reporting Racial and Ethinic Data 

to the U.S. Department of Education. Washington, DC: U.S. Department of Education; 

2007. 

143. Condliffe S, and Charles R. Link. . The Relationship between Economic Status 

and Child Health: Evidence from the United States. The American Economic Review. 

2008;98(4):1605-18. 

144. Shierholz H. New 2008 Poverty, Income Data Reveal Only Tip of the Recession 

Iceberg. Washington, D.C.: Economic Policy Institute, 2009. 

145. Ostermann J, Kumar V, Pence B, Whetten K. Trends in hiv testing and 

differences between planned and actual testing in the united states, 2000-2005. Archives 

of Internal Medicine. 2007;167(19):2128-35. 



 242 

146. Young R, Meyer I. The Trouble With “MSM” and “WSW”: Erasure of the 

Sexual-Minority Person in Public Health Discourse. American Journal of Public Health. 

2005;95(7):1145-9. 

147. Anderson JE, Chandra A, Mosher W. HIV Testing in the United States, 2002. 

Centers for Disease Control, U.S. Department of Health and Human Services; 2005. 

148. Sterne JAC, White IR, Carlin JB, Spratt M, Royston P, Kenward MG, et al. 

Multiple imputation for missing data in epidemiological and clinical research: potential 

and pitfalls. The BMJ. 2009;338:b2393. 

149. Pigott TD. A Review of Methods for Missing Data. Educational Research and 

Evaluation. 2001;7(4):353-83. 

150. The 2006–2010 National Survey of Family Growth: Sample Design and Analysis 

of a Continuous Survey. Hyattsville, MD: U.S. Department of Health and Human 

Services Centers for Disease Control and Prevention National Center for Health 

Statistics, 2010  Contract No.: 150. 

151. Bond KT, Frye V, Taylor R, Williams K, Bonner S, Lucy D, et al. Knowing is not 

enough: a qualitative report on HIV testing among heterosexual African-American men. 

AIDS care. 2015;27(2):182-8. 

152. Centers for Disease Control and Prevention. HIV/AIDS among African 

Americans. 2011. 

153. DiClemente RJ, Wingood, G.M. Expanding the scope of HIV prevention for 

adolescents: beyond individual-level interventions. Journal of Adolescent Health. 

2000;26(6):377-8. 

154. Gupta GR, J. O. Parkhurst, J. A. Ogden, et al. Structural Approaches to HIV 

Prevention. The Lancet. 2008;372(9640):764-75. 



 243 

155. Whitehead L, Peterson J, Kaljee L. The "Hustle": Socioeconomic Deprivation, 

Urban Drug Trafficking, and Low-Income, African-American Male Gender Identity. 

Pediatrics. 1994;93(6):1050-4. 

156. Tajfel H, Turner JC. An intergrative theory of intergroup conflict. Monterey, CA: 

Brooks/Cole; 1979. 

157. Hogg M, Abrams D. Social Identifications: A Social Psychology of Intergroup 

Relations and Group Processes. London: Routledge; 1988. 

158. Tajfel H, Turner JC. The Social Identity Theory of Intergroup Behavior. Chicago: 

Nelson-Hall; 1986. 7-24 p. 

159. Oyserman D, Markus HR. The sociocultural self. 1993. 

160. Oyserman D, Gant L, Ager J. A socially contextualized model of African 

American identity: Possible selves and school persistence. Journal of Personality and 

Social Psychology. 1995;69:1216-32. 

161. Oyserman D. Identity-based motivation: Implications for action-readiness, 

procedural-readiness, and consumer behavior. Journal of Consumer Psychology. 

2009;19(3):250-60. 

162. Settles IH. When multiple identities interfere: the role of identity centrality. 

Personaliity and Social Psychology Bulletin. 2004;30(4):487-500. 

163. Thoits PA. Identity structures and psychological well-being: Gender and marital 

status comparisons. Social Psychology Quarterly. 1992:236-56. 

164. Trepte S. Social Identity Theory. In: Bryant J, Vorderer P, editors. Psychology of 

Entertainment. Mahwah: Lawrence Erlbaum Associates Publishers. 

165. Turner J. Towards a cognitive redefinition of the social group. Cambidge: 

Cambridge University Press; 1982. 



 244 

166. Tjafel H. Social stereotypes and social groups. Giles JCTH, editor. Oxford, UK: 

Blackwell; 1981. 

167. Settles IH. Use of an Intersectional Framework to Understand Black Women’s 

Racial and Gender Identities. Sex Roles. 2006;54(9-10):589-601. 

168. Kerrigan D, Andrinopoulos K, Johnson R, Parham P, Thomas T, Ellen JM. 

Staying strong: Gender ideologies among African-American adolescents and the 

implications for HIV/STI prevention. Journal of sex research. 2997;44(2):172-80. 

169. Phinney JS. The Multigroup Ethnic Identity Measure: A new scale for use with 

diverse groups. Journal of Adolescent Research. 1992;7:156 –76. 

170. Roberts DE. The social and moral cost of mass incarceration in African American 

communities. Standard Law Review. 2004:1271-305. 

171. Crocker J, Major B. Social stigma and self-esteem: The self-protective properties 

of stigma. Psychological Review. 1989;96(4):608-30. 

172. Oyserman D, Gant L, Ager J. A Socially Contextualized Model of African 

American Identity: Possible Selves and School Persistence. Journal of Personality and 

Social Psychology. 1995;69(6):1216-32. 

173. French SE, Seidman E, Allen L, Aber JL. The development of ethnic identity 

during adolescence. Development and Psychopathology. 2006;42(1):1-10. 

174. Ashforth BE, Mael F. Social Identity Theory and the Organization. The Academy 

of Management Review. 1989;14(1):20-39. 

175. Smith EP, Walker K, Fields L, Brookins CC, Seay RC. Ethnic identity and its 

relationship to self-esteem, perceived efficacy and prosocial attitudes in early 

adolescence. Journal of Adolescence. 1999;22(6):867-80. 

176. Steele C, Aronson J. Stereotype threat and the intellectual test performance of 

African Americans. Journal of Personality and Social Psychology. 1995;69(5):797-811. 



 245 

177. Amos A, Gray D, Currie C, Elton R. Healthy or druggy? Self-image, ideal image 

and smoking behaviour among young people. Social Science & Medicine. 

1997;45(6):847-58. 

178. Chatman CM, Malanchuk O, Eccles JS. Implicit and explicit racial centrality and 

their differential implications for behavior. Unpublished manuscript  University of 

Michigan, Ann Arbor. 2003. 

179. Hooker SP, Wilcox S, Burroughs EL, Rheaume CE, Courtenay W. The potential 

influence of masculine identity on health-improving behavior in midlife and older 

African American men. Journal of Men's Health. 2012;9(2):79-88. 

180. Frye V, Bonner S, Williams K, Henny K, Bond K, Lucy D, et al. Straight Talk: 

HIV Prevention for African-American Heterosexual Men: Theoretical Bases and 

Intervention Design. AIDS Education and Prevention. 2012;24(5):389-407. 

181. Miller E, Tancredi DJ, McCauley HL, Decker MR, Virata MCD, Anderson HA, 

et al. Coaching Boys into Men: A Cluster-Randomized Controlled Trial of a Dating 

Violence Prevention Program. Journal of Adolescent Health.51(5):431-8. 

182. D’Angelo LJ. When will routine testing for human immunodeficiency virus 

infection be the routine for adolescents? Archives of Pediatrics & Adolescent Medicine. 

2012;166(4):385-6. 

183. George C, Makoroka L, Rourke SB, Adam BD, Remis RS, Husbands W, et al. 

HIV Testing by Black MSM in Toronto: Identifying Targets to Improve Testing. SAGE 

Open. 2014;4(2). 

184. Girardi E. SCA, Monforte A., d’ A. . Late diagnosis of HIV infection: 

Epidemiological features, consequences and strategies to encourage earlier testing. 

Journal of Acquired Immune Deficiency Syndromes. 2007;46:S3-S8. 

185. Haukoos JS. The Impact of Nontargeted HIV Screening in Emergency 

Departments and the Ongoing Need for Targeted Strategies: Comment on “Modest 



 246 

Public Health Impact of Nontargeted Human Immunodeficiency Virus Screening in 29 

Emergency Departments”. Archives of Internal Medicine. 2012;172(1 :20-2. 

186. Jenness S, Murrill C, Liu K, Wendel T, Begier E, Hagan H. Missed opportunities 

for HIV testing among high-risk heterosexuals. Sexually Transmitted Diseases. 2009;Nov 

36(11):704-10. 

187. Kellerman SE, Lehman, J.S., Lansky, A., Stevens, M.R.,Hecht, F.M., Bindman, 

A.B., & Wortley, P.M. . HIV testing within at-risk populations in the United States and 

the reasons for seeking or avoiding HIV testing. Journal of Acquired Immune Deficiency 

Syndromes. 2002;31(2):202-10. 

188. Williams-Roberts H, Chang Y, Losina E, Freedberg K, Welensky R. Frequent 

HIV testing among participants of a routine HIV testing program. Virulence. 

2010;March-Apr 1(2):68-71. 

189. Cohen MS, Chen, Y. Q., McCauley, M., Gamble, T., Hosseinipour, M. C., 

Kumarasamy, N., .Fleming, T. R. Prevention of HIV-1 infection with early antiretroviral 

therapy. The New England Journal of Medicine. 2011;365:493-505. 

190. National HIV/AIDS Strategy for the United States: Updated to 2020. In: White 

House Office of National AIDS Policy, editor. Washington, DC 2015. 

191. Levy ME, Wilton L, Phillips G, 2nd, Glick SN, Kuo I, Brewer RA, et al. 

Understanding structural barriers to accessing HIV testing and prevention services among 

black men who have sex with men (BMSM) in the United States. AIDS Behav. 

2014;18(5):972-96. 

192. Babbitt LG. An Intersectional Approach to Black/White Interracial Interactions: 

The Roles of Gender and Sexual Orientation. Sex Roles. 2011. 

193. Williams DR, John DA, Oyserman D, Sonnega J, Mohammed SA, Jackson JS. 

Research on discrimination and health: an exploratory study of unresolved conceptual 

and measurement issues. American Journal of Public Health. 2012;102(5):975-8. 



 247 

194. Veenstra G. Race, gender, class, and sexual orientation: intersecting axes of 

inequality and self-rated health in Canada. International Journal for Equity in Health and 

Place. 2011;10(3). 

195. Douaihy AB, Stowell KR, Bui T, Daley D, Salloum I. HIV/AIDS and 

homelessness, Part 1: background and barriers to care. AIDS Reader. 2005;15(10):516-

20, 27. 

196. Braithwaite RL, Arriola KR. Male prisoners and HIV prevention: a call for action 

ignored. American Journal of Public Health. 2003;93(5):759-63. 

197. Hendry GM, Naidoo RN, Zewotir T, North D, Mentz G. Model development 

including interactions with multiple imputed data. BMC Medical Research Methodology. 

2014;14:136. 

198. National Center for Health Statistics. Public Use Data File Documentation. 

Hyattsville, MD: US Dept Health and Human Services, 2011. 

199. Ebrahim SH AJ, Weidle P, Purcell DW. Race/ethnic disparities in HIV testing 

and knowledge about treatment for HIV/AIDS: United States, 2001. AIDS Patient Care 

and STDs. 2004;18(1):27-33. 

200. Nunn A, Zaller N, Cornwall A, Mayer KH, Moore E, Dickman S, et al. Low 

Perceived Risk and High HIV Prevalence Among a Predominantly African American 

Population Participating in Philadelphia's Rapid HIV Testing Program. AIDS Patient 

Care and STDs. 2011;25(4):229-35. 

201. Kalmuss D, Austrian K. Real men do...real men don't: Young Latino and African 

American men's discourses regarding sexual health care utilization. American Journal of 

Men's Health. 2010;4(3):218-30. 

202. Wohl A, Tejero, J and DM Frye. Factors associated with late HIV testing for 

Latinos diagnosed with AIDS in Los Angeles. AIDS care. 2009;21(9):1203-10. 



 248 

203. James C, Salganicoff A, Ranji U, Goodwin A, Duckett P. Putting Men's Health 

Disparities on the Map: Examining Racial and Ethnic Disparities at the State Level. 

Kaiser Family Foundaton, 2012. 

204. Lau JS, Adams SH, Irwin Jr CE, Ozer EM. Receipt of Preventive Health Services 

in Young Adults. Journal of Adolescent Health. 2013;52(1):42-9. 

205. Lehrer JA, Pantell R, Tebb K, Shafer MA. Forgone health care among U.S. 

adolescents: associations between risk characteristics and confidentiality concern. Journal 

of Adolescent Health. 2007;40(3):218-26. 

206. Marcell AV, Halpern-Felsher BL. Adolescents' health beliefs are critical in their 

intentions to seek physician care. Preventive Medicine. 2005;41(1):118-25. 

207. Marcell AV, Wibbelsman C, Seigel WM, Committee on A. Male adolescent 

sexual and reproductive health care. Pediatrics. 2011;128(6):e1658-76. 

208. Dowson L, Kober C, Perry N, Fisher M, Richardson D. Why some MSM present 

late for HIV testing: a qualitative analysis. AIDS care. 2012;24(2):204-9. 

209. Espinoza L H, HI, Hu X. Increases in HIV diagnoses at the U.S.-Mexico border, 

2003–2006. AIDS Education & Prevention. 2009;21(5):19-33. 

210. Chen N, Gallant J, Page K. A systematic review of HIV/AIDS survival and 

delayed diagnosis among Hispanics in the United States. Journal of Immigrant and 

Minority Health. 2012;14(1):65-81. 

211. Centers for Disease Control and Prevention. HIV in the United States: The stages 

of care. Atlanta: Department of Health and Human Services; 2012. 

212. Bhandari A, Wagner T. Self-reported utilization of health care services: 

improving measurement and accuracy. Medical Care Research and Review. 

2006;63(2):217-35. 



 249 

213. LaVeist TA. Disentangling race and socioeconomic status: a key to understanding 

health inequalities. Journal of Urban Health. 2005;82(2 Suppl 3):iii26-34. 

214. Schoenbaum M, Waidmann T. Race, socioeconomic status, and health: 

accounting for race differences in health. Journals of Gerontology Series B: 

Psychological Sciences and Social Sciences. 1997;52:61-73. 

215. Improving the measurement of socioeconomic status for the national assessment 

of educational progree. National Center for Education Statistics, November 2012. 

216. Centers for Disease Control and Prevention. Understanding the HIV Care 

Continuum. National Center for HIV/AIDS, Viral Hepatitis, STD and TB Prevention; 

December 2014. 

217. Hanna DB, Buchacz K, Gebo KA, Hessol NA, Horberg MA, Jacobson LP, et al. 

Trends and Disparities in Antiretroviral Therapy Initiation and Virologic Suppression 

Among Newly Treatment-Eligible HIV-Infected Individuals in North America, 2001–

2009. Clinical Infectious Diseases. 2013;56(8):1174-82. 

218. Smith KY. Paying the Price for Late Starts and Early Stops: Racial and Sex 

Disparities in HIV-Related Mortality. Clinical Infectious Diseases. 2009;49(10):1579-81. 

219. Peralta L, Deeds BG, Hipszer S, Ghalib K. Barriers and facilitators to adolescent 

HIV testing. AIDS Patient Care STDS. 2007;21(6):400-8. 

220. Whiticar P, Liberti T. Advancing Integration of HIV, STD, and Viral Hepatitis 

Services: State Perspectives. Public Health Reports. 2007;122(Suppl 2):91-5. 

221. Smith KY. Addressing Disparities in HIV Mortality: Antiretroviral Therapy Is 

Necessary but Not Sufficient. Clinical Infectious Diseases. 2013. 

222. Hadland SE MM-J, Kerr T, et al. Young Age Predicts Poor Antiretroviral 

Adherence and Viral Load Suppression Among Injection Drug Users. AIDS Patient Care 

and STDs. 2011;26(5):274-80. 



 250 

223. Centers for Disease Control and Prevention. HIV/AISA Surveillance Report. 

2007;19. 

 

 

  



 251 

Curriculum Vitae 
 

DAESHA V. RAMACHANDRAN 

 

CONTACT INFORMATION 

 

1735 SE 44
th

 Avenue 

Portland, OR 97215 

503.505.3270 

daeshar@gmail.com 

 

EDUCATION 

 

Doctor of Philosophy (September 2016)  

Johns Hopkins University, Bloomberg School of Public Health 

Department of Population, Family, and Reproductive Health 

 Concentration: Reproductive, Perinatal & Women’s Health 

Methods concentration: Health Services Evaluation, Demography  

Certificate in Maternal and Child Health 

 

Master of Health Science, 2009 

 Johns Hopkins University, Bloomberg School of Public Health 

Department of Population, Family, and Reproductive Health 

 Concentration: Reproductive, Perinatal & Women’s Health 

Master’s thesis: Natal Family Characteristics Associated with Male-reported IPV 

 

Bachelor of Science in Foreign Service, 2004 

Georgetown University, Edmund A. Walsh School of Foreign Service 

Major: Science and Technology in International Affairs (Environmental Studies) 

Regional Focus: Latin America and Sub-Saharan Africa 

 

PROFESSIONAL EXPERIENCE 

 

March 2015 – Present Adolescent Sexual Health Equity Program Supervisor 

Multnomah County Health Department, Portland, OR 

 Oversee the strategic and operational direction of the program, 

including the management of eight staff members and a high-profile, 

politically charged $6.25 million teen pregnancy prevention grant;  

 Cultivate and steward new and existing strategic relationships with key 

community groups and federal agencies, often bringing unlikely allies 

to the table towards a shared vision of adolescent sexual health 

services in the County. 

 

 

 

 



 252 

May 2013 – March 2015 Sr. Research & Evaluation Analyst 

  Multnomah County Health Department, Portland, OR 

 Led planning, design and implementation of mixed methods process 

and outcome evaluations that yielded a 30% increase in client access 

to services, and new performance management metrics of clinical 

staff; 

 Provided technical assistance and evaluation training that led to the 

adoption of more nimble, data-driven decision making among senior 

leadership and clinical management; 

 Collaborated with external partners at multiple levels from insurance 

payers to community partners to ensure that approach to care remained 

client-centered and cost-effective. 

 

2008 – 2014 Research Assistant 

Johns Hopkins University, Baltimore, MD 

 Crafted funding proposals, analysis plans, survey instruments, training 

manuals concept notes, statistical reports, field guides, manuscripts 

and presentations; 

 Performed advanced quantitative analyses including multivariate, 

longitudinal and multilevel data analyses for 10+ studies that yielded 

multiple peer reviewed publications and presentations at national and 

international conferences and journals; 

 Managed international study teams, conducted site visits and ensured 

adherence to timeline and protocols. 

 

2011 – 2012 Research Associate  

Upstream Public Health, Portland, OR 

 Co-authored the first national Health Impact Assessment (HIA) on 

competitive foods policies in schools; 

 Framed research scope, analysis plan, and recommendations on the 

impact of competitive foods policies on quality, outcomes and costs of 

school food programs; 

 Findings led to federal policy changes in school food programs. 

    

2009-2010 Technical Consultant 

PanAmerican Health Organization (PAHO), Baltimore, MD 

 Designed and conducted complex multilevel analysis to assess HIV 

and STI prevalence, risk behavior, conditions affecting access to 

health services and other vulnerabilities among youth MSM across 

Latin American countries; 

 Worked with an international team to author manuscripts and 

disseminate findings at international conferences. 

 

  



 253 

2008  Data Manager 

The Center for American Indian Health, Johns Hopkins University, 

Chinle, AZ 

 Performed quality assurance visits with field based staff to ensure 

fidelity to program design; 

 Designed three-week training program based on Family Spirit 

Curriculum for the scale up and transfer of Family Spirit Program to 

Indian Health Services (IHS). 

 

2006-2007 Senior Associate, Corporate Relations and Foundation Giving 

The International Center for Research on Women, Washington, DC 

 Built the corporate relations fundraising program for ICRW, 

identifying unexplored areas of mutual interest between ICRW and 

corporations; 

 Wrote winning grant proposals and secured donations from companies 

such as 3M, The Ford Foundation, and Google; 

 Stewarded a multi-million-dollar grant portfolio, ensuring timely 

delivery of grants reporting and contracting. 

 

2005-2006 Senior Associate 

Development Resources, Inc., Arlington, VA      

       

 Developed strategies for organizational sustainability for non-profit 

organizations such as AARP, the Smithsonian, Freedom House;  

 Performed market research and competitive analyses; 

 Researched new funding opportunities and developed cultivation and 

solicitation strategies for major donors including individuals, 

corporations, and foundations. 

 

2005-2006 Consultant, HIV Fundraising and Partnerships  

The National Democratic Institute of International Affairs (NDI), 

Washington, DC             

   

 Used competitive analysis to develop cultivation and solicitation 

strategies for over fifty potential donors for HIV/AIDS Parliamentary 

Strengthening Program in Southern Africa;  

 Developed key messaging and branding that aligned with program 

goals. 

 

2005  Program Manager 

Foundation for International Medical Relief of Children, Bangalore, India 

  

 As the first staff member in the country, built the India branch of this 

program, opening two primary care clinics for low-income families in 

less than four months; 



 254 

 Conducted needs assessments and built relationships with local 

communities to develop culturally responsive health education 

curricula for children and adults;  

 Hired and supervised staff of six and managed project budget. 

 

List of Research Projects 

Qualitative Studies 

Sexual Health Equity for Youth with Intellectual and Developmental Disabilities 

Role: Principal Investigator 

 Period: 2016-Present 

Primary Objective: Use qualitative methods to assess the sexual health education 

needs of youth with I/DD in Multnomah County 

 

Clinical Screening Practices for Teen Dating Violence Among Baltimore City 

Healthcare Workers 

Role: Lead Student Investigator (PI: Decker, Johns Hopkins University) 

 Period: 2010-2013 

Primary Objective: Used qualitative methods to evaluate the implementation of 

IPV screening policies and operations in family planning clinics in Baltimore 

City. Key methods used: In-depth interviews. 

 

HIV prevention evaluation for female sex workers (FSWs) in Russia 

Role: Student Investigator (PI: Decker, Johns Hopkins University) 

Period: 2010-2013 

Primary Objective: To conduct a mixed methods, external evaluation of AIDS 

Infoshare’s HIV prevention program, GLOBUS which provides outreach and 

education to commercial sex workers. Key methods used: Respondent-drive 

sampling and in-depth interviews. 

 

PACOM Military Study 

Period: 2011-2013 

Role: Student Investigator (PI: Blum, Johns Hopkins University) 

Primary Objective: To understand the mental health and educational needs of 

deployed families. Key methods used: Focus group discussions. 

  

Gender Role Beliefs and Partner Selection: HIV/ STI Risk among urban youth 

Period: 2010-2013  

Role: Student Investigator (PI: Sherman, Johns Hopkins University) 

Primary Objective: To assess the interrelationship between gender, race and class 

and the impact of these identities on sexual risk taking among Baltimore 

adolescents. Key methods used: In-depth interviews & multivariate regression 

analyses. 

 

 

 

 



 255 

Advanced statistical methods 

Racial and ethnic disparities in sexual risk behavior among young women in the 

U.S. 

Role: Student Investigator (PI: Decker, Johns Hopkins University) 

Period: 2012-2014  

Primary Objective: Using a large nationally representative data set, to assess 

racial and class differences in sexual risk behavior among young women. Key 

method used: Multivariate regression analysis  

 

Needle Exchange Among Baltimore City Injection Drug Users 

Role: Student Investigator (PI: Sherman, Johns Hopkins University) 

Period: 2010-2012  

Primary Objective: Using mixed methods, to evaluate the impact of needle 

exchange policy on needle exchange practices in Baltimore City. Key methods 

used: Longitudinal multivariate analysis using generalized estimating equations 

 

Fertility and Caregiving in Peri-Urban Egypt  

Role: Lead Student Investigator (PI: Bishai, Johns Hopkins University) 

Period: 2009-Present  

Primary Objective: To assess the impact of family structure on fertility among 

peri-urban women in Egypt. Key methods used: Cox proportional hazards models, 

instrumental variables, biprobit models. 

 

Shifts in fertility determinants among women in the Ecuadorian Amazon 

Role: Student Investigator (PI: Pan, Johns Hopkins University) 

Period: 2008-2010  

Primary objective: Using geospatial techniques and multilevel modeling, to assess 

the relationship between fertility, migration and land ownership patterns over 

time. Key methods used: multilevel modeling and geospatial analysis. 

 

Quality of Reproductive Health Care Services in Oromia Region  

Role: Student Investigator (PI: Mitike, Addis Ababa University, Ethiopia) 

Period: 2008  

Primary objective: To identity barriers to and quality of sexual and reproductive 

health care for adolescent girls. Key methods used: Multivariate regression and 

qualitative analyses 

 

Evaluations, systematic literature reviews & large-scale data projects 

Astrazeneca Adolescent Health Study 

Role: Student Investigator (PI: Blum, Johns Hopkins University) 

Period: 2009 

Primary objective: Using mixed methods to understand the major health concerns 

and barriers to health information and services and determine differences across 

world regions; with data collection in South Africa, Brazil, India, China, and the 

United States. Key methods used: systematic literature review. 

 



 256 

How Contraceptive Use Affects Birth Intervals 

Role: Student Investigator (PI: Amy Tsui, Johns Hopkins University) 

Period: 2008  

Primary objective: Assess the evidence base in the peer-reviewed literature review 

on the effects of contraception on neonatal morbidity and mortality. Key methods 

used: systematic literature review. 

 

Men As Partners Endline Evaluation 

Role: Student Investigator (PI: Kidanu, Miz Hazab Center, Addis Ababa Ethiopia) 

Period: 2008  

Primary objective: Evaluate the effect of gender empowerment program on 

changing gender norms among young men in Addis Ababa, Ethiopia. Key 

methods used: Multivariate regression and qualitative analyses 

 

HONORS AND AWARDS 

 

2009-2014 Sommer Scholarship; JHSPH’s highest award; selected based upon 

academic record and leadership potential; award provides tuition and 

stipend for five years of doctoral study  

 

2010 - 2011 Maternal and Child Health & Epidemiology Training Grant; “Clinical 

screening practices for adolescent dating violence,” Baltimore, MD 

 

2010 Native American Injury Prevention Grant; Johns Hopkins University 

School of Public Health, Department of Health Policy and Management. 

“Sexual violence among American Indians and Alaska Natives” 

 

2009  Delta Omega Society; Alpha Chapter of the National Public Health Honor 

Society 

 

2008 Graduate Travel Award, Bill & Melinda Gates Institute for Population and 

Reproductive Health. “Quality of Reproductive Health Care Services in 

Oromia Region.” Addis Ababa, Ethiopia 

             

2004 Tropaia Speaker; Selected by peers to deliver commencement address to 

the students graduating with honors from the School of Foreign Service 

 

 

PEER-REVIEWED PUBLICATIONS 

 

Sherman, S.G., Patel, S., Ramachandran, D.V., Gindi, R.M., “Effects of a restrictive 

syringe exchange policy on utilization patterns of syringe exchange clients in Baltimore, 

MD: Implications for HIV risk.” (In Press Drug and Alcohol Review) 

 

Ramachandran, D.V., Covarrubias, L, Watson, C. Decker, M.R. (2013  “How You 

Screen is as Important as Whether You Screen: A Qualitative Analysis of Violence 



 257 

Screening Practices in Reproductive Health Clinics.” Journal of Community Health: 

Volume 38, Issue 5, Page 856-863 

 

Yeakey, M.P., Muntifering, C.M., Ramachandran, D.V., Myint, Y., Creanga, A.A., 

Tsui, A.O. (2009  “How Contraceptive Use Affects Birth Intervals” Results of a 

Literature Review. Studies in Family Planning 40(3): 205–214. 

 

MANUSCRIPTS IN PREPARATION 

 

Ramachandran, D.V. Hebert, L.E., Lilleston, P., Sherman, S.G. “Stories of the self, 

stories of structure: Using narratives to understand how black male youth experience the 

intersections of race and gender identities.” American Men’s Journal of Health. 

(Submitted July 2016) 

 

Bishai, D. Ramachandran, D.V., Stokes, A., El Gibaly, O., “The Effect of Mother-in-

law Co-residence on Parity Progression Among Egyptian Women.” Review of 

Economics of the Household (Submitted June 2016) 

 

Decker MR, Ramachandran D, Minkovitz C, Miller E, Astone NM. “Sexual risk 

disparities among adolescent and young adult women in the US: race/ethnicity and SES.” 

(Submitted March 2015) 

 

Lilleston, P., Ramachandran, D.V., Hebert, L.E., Ellen, J.M., & Sherman S.G. 

Socioeconomic Instability and Gender Ideation among Urban African American 

Adolescents. Journal of Adolescent Research. (Submitted September 2015) 

 

Hebert, L.E., Lilleston, P., Ramachandran, D.V., & Sherman, S.G. It Just Happened: 

Locating Sexual Communication within Adolescent Partnerships in Baltimore City. 

Journal of Adolescent Health. (Submitted September 2015) 

 

Pan, W.K., Ramachandran, D.V., Carr, D.L., Bilsborrow, R.E. “Proximate 

Determinants of Fertility in the Amazon.” 

 

OTHER PUBLICATIONS 

 

Health Impact Assessment: Nutritional Standards for Snack and a la Carte Foods and 

Beverages Sold in Schools. Washington, DC: The Health Impact Assessment Project; 

March 2012. 

 

“The Geometry of Success: Reshaping Communities From End to End,” Bread for the 

World Annual Hunger Report 2006 

   

 

 

 

 



 258 

PEER REVIEWED PRESENTATIONS 
 

2013 

 

Ramachandran, D.V., Covarrubias, L, and M.R. Decker. Screening for Teen Dating 

Violence: Barriers, opportunities and lessons learned from Baltimore City Healthcare 

workers. Academy of Violence and Abuse, Minneapolis, MN, April 2013. 

 

2012 

 

Sherman, S.G., Ramachandran, D.V., Gindi, R.M., Effects of a restrictive syringe 

exchange policy on utilization patterns of syringe exchange clients in Baltimore, MD: 

Implications for HIV risk. (Poster Presentation) AIDS Conference, Washington, DC, 

July, 2012. 

 

2011 

 

Jacobson JO, Alonso Gonzalez M, Ramachandran D.V., Paz Bailey G, Balán I, Morales 

S6 Guardado ME, Salamanca Kacic R, Ana Isabel Nieto Gómez, Maddaleno M. Regional 

HIV surveillance of youth MSM through multilevel analysis of RDS studies in Latin 

America. Unpublished paper accepted for presentation at the International Society for 

STD Research, Quebec City, Canada, July, 2011. 

 

Jacobson J.O., Gonzalez M.A., Ramachandran D.V., Morales Miranda S, Carballo-

Diéguez A, Medrano JL, Solano T, María Dolores Rosales-Pérez Crack/cocaine use 

among MSM in Latin America: A Multilevel Analysis of RDS Studies to Identify Drug 

Use Patterns and Associated Factors Across Cities. International Society for STD 

Research, Quebec City, Canada, July, 2011. 

 

Ramachandran, D.V., Diamond-Smith, N., El Gibaly, O, Bishai, D. Differential impact 

of mothers in law on labor force participation for urban vs. rural Egyptian women. 

(Poster Presentation) Population Association of America Conference, Washington, DC, 

April, 2011. 

 

2010 

 

Ramachandran, D.V., Stokes, A., El Gibaly, O,. Bishai, D. Mother-in-law Co-residence 

and Fertility in Egypt. (Poster Presentation) Population Association of America 

Conference, Dallas, TX, April, 2010. 

 

2009 

 

Ramachandran, D.V., Stokes, A., El Gibaly, O. Mossallam, M., Bishai, D.  Fertility and 

Caregiving in Peri-Urban Egypt. International Conference of Family Planning: Research 

and Best Practices, Kampala, Uganda, November, 2009. 

 



 259 

Pan, W., Ramachandran, D.V., Carr, D. “Shifts in Determinants of Fertility among 

Women Living in the Amazon.” Unpublished paper presented at the Population 

Association of America Conference, Detroit, MI, April, 2009. 

2008 

 

Speakman, K., Ramachandran, D.V. “A model for capacity building and program 

sustainability:  Training and implementation to transfer a home-visiting program for 

Adolescent American Indian parents to tribal public health nursing programs.” American 

Public Health Association Conference, San Diego, CA, October, 2008. 

 

OTHER PRESENTATIONS 

 

2012 

 

Ramachandran, D.V. and M.R. Decker. “Dating Violence Screening Practices: 

Summary of Findings” Baltimore City Health Department, December 7, 2012 

 

Decker, M.R. and D.V. Ramachandran. “Respondent Driven Sampling: Finding the 

Invisible” Johns Hopkins Bloomberg School of Public Health, Population Family and 

Reproductive Health Seminar Series, October 31, 2012. 

 

Ramachandran, D.V. and M.R. Decker. “Screening for Teen Dating Violence: Barriers, 

opportunities and lessons learned from Baltimore City Healthcare workers.” Women’s 

and Children’s Health Policy Center, Baltimore, MD, October, 2012 

2009 

 

Ramachandran, D.V. “It takes power to stigmatize: An exploration of the relationship 

between women’s empowerment and enacted stigma among VCT clients in Ethiopia” 

Gates Center for Population and Reproductive Health Seminar Series, May 9, 2009. 

 

Ramachandran, D.V. “Natal Family Characteristics Associated with Male-reported 

IPV” Johns Hopkins Bloomberg School of Public Health, Population Family and 

Reproductive Health Seminar Series, April 29, 2009. 

 

TEACHING EXPERIENCE  

2014 

Community Based Participatory Research, Co-instructor 

Two-day seminar – 24 public health professionals working in Native American 

Communities 

 

2013 

Fundamentals of Program Evaluation, Guest lecturer     

 

  



 260 

2012 

Maternal and Child Health Policy and Legislation, Teaching Assistant  

8-week course – 55 graduate students 

Graded assignments, met regularly with instructor to develop grading rubric 

 

Principles of Population Change, Teaching Assistant  

8-week course - 12 graduate students 

Conducted weekly discussion groups, graded assignments, consulted with students 

 

2010 

Qualitative Data Analysis, Course developer and Co-instructor 

1-week intensive course - 5 international research professionals 

Designed curriculum and conducted lectures on qualitative data analysis; course focused 

on aspects of data collection, coding and analysis as well as manuscript preparation.  

   

2009 

Fundamentals of Program Evaluation, Teaching Assistant    
8-week course—120 graduate students 

Coordinated logistics for guest lecturers, graded course assignments, conducted weekly 

office hours, responded to student inquiries via e-mail  

             

Reproductive Health and Development, Teaching Assistant 

Intensive 2-week course—30 mid-career international students 

Conducted lab-based tutorials; led the small-group discussion; prepared course materials 

  

Issues in Maternal Mortality Reduction in Developing Countries, Teaching Assistant  

8-week course - 115 graduate students 

Coordinated logistics for guest lecturers; graded course assignments; conducted weekly 

office hours 

 

Demographic Methods in Public Health, Teaching Assistant 

8-week course - 35 graduate students 

Conducted labs on demographic methods; assisted in design and content of assignments; 

coordinated logistics for guest lecturers; graded course assignments; held weekly office 

hours 

 

EDITORIAL ACTIVITIES 

 

2013  WHO Health Bulletin 

2010  Qualitative Health Research   

   

PROFESSIONAL MEMBERSHIP 

 

2009-2014   Population Association of America 

2012-2014  Academy of Violence and Abuse   
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INTER-ORGANIZATION/DEPARTMENTAL/UNIVERSITY SERVICE  

      

2014 – 2015 Project review team: reviews human subjects research for Health 

Department projects prior to submission to State IRB, Multnomah 

County Health Department 

    

Health System Transformation Policy Team: advises Director of 

Health Department on policy development in support of health 

systems transformation 

 

2011 – 2013  Doctoral Admissions Committee, Department of Population, 

Family & Reproductive Health 

                                               

2010 - 2013 Biostatistics Tutor, Department of Population, Family & 

Reproductive Health 

 

RELATED PROFESSIONAL SKILLS 

 

Media training, Microsoft Office Package, STATA, Atlas/ti, Nvivo, SPECTRUM, 

RDSAT, MPlus, MaxQDA, NetDraw, UciNet, R, EPIC 

 

  

 


