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Abstract: Objectives: We examined the prevalence of HIV testing in a representative sample of US adolescents and
youth, assessed the location and method of testing used during their last HIV testing, and compare the characteristics of
those who had and had not been tested for HIV.

Methods and Principal Findings: Data on adolescents and youth who participated in the 2009 Behavioral Risk Factor
Surveillance System (BRFSS) survey were analyzed. Of the 6,628 adolescents and youth who participated in the 2009
BRFSS, 54.4% were male, 59.1% were white, 37.4% graduated from high school, 29.6% live in the western states in the
United States. Their mean age was 20.9 years (+ 2.07 SD). Of these participants, 31.8% had been tested for HIV. The
majority of adolescents had been tested for HIV either at private physician offices (38%) or public clinics (31.7%)
compared to HIV counseling and testing sites (3.1%). Only 30.5% of adolescents were tested using a rapid HIV antibody
test. Being female, African-American, Asian or multiracial, divorced/widowed, and living in the Western and
NorthEastern states in the United States were associated with a high probability of testing for HIV.

Conclusions: The low prevalence of adolescents who tested for HIV and the low proportion of those offered rapid HIV
testing after the 2006 CDC’s new guidelines about HIV testing raise serious concerns about the effectiveness of HIV
prevention efforts particularly among adolescents. More innovative strategies are needed to increase the number of

adolescents and youth who become aware of their HIV serostatus.
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INTRODUCTION

The human immunodeficiency virus (HIV) epidemic
remains a public health challenge among adolescents and
young adults worldwide. One-third of the estimated 33
million people currently living with the HIV/AIDS globally
are 15 to 24 years old and nearly half of all new HIV
infections worldwide occur in this age group [1-3]. A quarter
of all new HIV infections in the United States occur among
adolescents and young adults less than 25 years [4]. The
HIV/AIDS situation for adolescents requires urgent
response.

During adolescence which is the transition period into
adulthood, individuals aged 13 to 19 years and young adults
(those aged 20 to 24 years) undergo significant physical and
emotional changes marked by an increase in risky activities,
from experimentation with alcohol, smoking, and drug use to
unsafe sex [5]. Unless otherwise noted, we define
adolescents and youth as persons who are 13-24 years of
age. Results from the 2009 Youth Risk Behavioral Survey
(YRBS) [6] indicated that, within the 30 days prior to the
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survey, 41.8% of high school students drank alcohol, 19.5%
smoked cigarettes, 20.8% used marijuana, 2.1% injected an
illegal drug, and 34.2% were sexually active. Nearly 38.9%
of the high school students who were sexually active did not
use a condom during their last sexual intercourse. Although
these risk behaviors are decreasing among high school
students in the United States [7], their high prevalence
underscores the need for periodic assessment of HIV
infection in this population.

Early HIV testing among adolescents and youth presents
substantial public health benefits. Given that testing can lead
to changes in risky behaviors, it is the cornerstone for any
HIV prevention program [8]. A growing body of evidence
suggests that individuals who know their serostatus are likely
to adopt or maintain safe behaviors, either to protect
themselves from future infection if they are not infected or,
if HIV-positive, to protect their partners from infection and
be linked to health services [9]. Despite the lack of a HIV
vaccine and curative treatment, combination antiretroviral
therapy has been shown to inhibit viral replication and
improve morbidity and mortality among HIV-positive
individuals [10-12]. Moreover, young women who are HIV
seropositive and pregnant can, by taking medications and/or
having a cesarean delivery, reduce the risk of transmitting
the virus to their infants to about 2% [13]. Furthermore,
mathematical models suggest that universal voluntary testing
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coupled with wide-scale early antiretroviral therapy could
halt the spread of the HIV epidemic in a community [14, 15].

To increase the number of adolescents who test for HIV,
the CDC recommended that HIV testing becomes a routine
part of medical care for all patients between the ages of 13
and 64, and advised that pre-test counseling and separate
written consent for HIV testing no longer be required [16, 17].
Three years after the publication of these new HIV
guidelines, we undertook this study to examine the
prevalence of adolescents who had been tested for HIV in
2009, examine the location and method of testing used
during their last HIV test, and compare the characteristics of
those who had and had not been tested for HIV. A better
understanding of factors associated with HIV testing in this
age group may inform the development of effective
strategies to improve HIV testing in this population.

METHOD
Data

Data from the 2009 Behavioral Risk Factor Surveillance
System (BRFSS) survey were analyzed. The BRFSS is a
federally funded cross-sectional telephone survey of the
United States non-institutionalized civilian population aged
18 years and older. The BRFSS is conducted annually to
track health-risk behaviors, clinical preventive practices, and
health care access and use, primarily related to chronic
diseases and injury. Methodology and validation of this
cross-sectional survey are described in detail elsewhere [18].
Briefly, a disproportionate stratified sampling was used to
increase the efficiency of telephone number screenings,
while maintaining a valid probability sample of households
with telephones. Sampling and interviewing were conducted
during 2 weeks of every month throughout 2009. Within
each household, one person aged 18 years or older was
selected at random to be interviewed. Computer-assisted
telephone interviews included standardized questions on
demographic characteristics, health status, health care use,
health habits, selected chronic conditions, and receipt of
screening services. The median response rate among
participating states was 34.93%.

Study Variables

Dependent variable. The self- reported HIV-testing was
our outcome of interest. Participants in the 2009 BRFSS
survey were asked, “Have you ever been tested for HIV?”
Do not count tests you may have had as part of a blood
donation. Include testing fluid from your mouth, those who
answered “Yes” were asked “Where did you have your last
HIV test- at a private doctor or HMO, at a counseling and
testing site, at a hospital, at a clinic, in a jail or prison, at a
drug treatment facility, at home, or somewhere else? They
were also asked to provide the month and year of their last
HIV test if any. About the HIV test they ever had, they were
asked “Was it a rapid test where you could get results within
a couple of hours?”

The independent variables. The independent variables
consisted of the following socio-demographic characteristics
including sex, race, education, marital status, medical
coverage (yes/no), employment status (yes/no), and the
region of residence. The BRFSS defined response categories
for the socio-demographic variables.
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Statistical Analysis

Participants who had been tested for HIV and those who
had not were compared with regard to demographic
characteristics. We used the chi-square test of independence
to examine if the difference was statistically significant.
Factors which were significant in bivariate analysis were
entered into a multivariable logistic model to examine how
each variable was independently associated with the outcome
of interest after controlling for the other variables. The level
of significance was set at 0.05. We used WesVar 4.2
(Westat, Inc, Bethesda, MD) to account for the complexity
of the survey.

RESULTS

Of the 6,628 adolescents who participated in the 2009
BREFSS, 54.4% were male (n=3090), 59.1% were white
(n=3,888), 37.4% (n=2,469) graduated from high school, and
29.6% (n=1858) live in the Western states of the United
States. Their mean age was 20.9 years (+ 2.07 SD).

Of these adolescents and youth, 31.8% had ever been
tested for HIV (n=2,106), not counting tests done when
donating blood. Of these participants, only 613 (29%) had
their last HIV test in 2009. Regarding the location of the last
HIV test, the majority of adolescents who had been tested
accessed HIV testing at private physician offices (38%),
public clinics (31.7%), or hospitals (15.6%) compared to
3.4% who were tested at HIV counseling and testing sites.
With regard to the method of HIV testing used, only 30.5%
of adolescents reported being tested with a rapid HIV
antibody test.

Adolescents who had and those who had not been tested
for HIV were compared with regards to selected socio-
demographic characteristics (Table 1). Except for the
education level and age at the time of the interview, the two
groups differed with regard to all socio-demographic
characteristics studied. The prevalence of HIV testing was
higher among female (42.8%) than male (25.8%)
adolescents. A high percentage of African-American
adolescents (62.8%) had ever been tested for HIV compared
to White (27.8%) or Hispanic (42.1%) adolescents. The
prevalence of HIV testing was higher among those who were
single (64.3%) compared with those who were married
(30.2%) or divorced/widowed (50.9%). With regard to the
region of residence, the prevalence of HIV testing was
higher among adolescents living in the South (43.3%) and
Northeast (37.6.0%) compared to those from the Midwest or
West (29.8%). A high proportion of participants who were
out of work (44.2%) or did not have medical coverage
(38.5%) reported to have been tested for HIV.

The multivariate logistic regression model showing the
independent association between each variable with the
outcome of interest after controlling for the other indepen-
dent variables is shown in Table 2. Female participants were
significantly more likely than male participants to have
tested for HIV (OR=1.79; 95% Confidence Interval (CI) 1.59
- 2.03). African American adolescents (OR: 3.08; CI: 2.14-
4.56), those who were multiracial (OR: 3.29; 95% CI: 2.19-
5.41) or from other racial background (such as Asian) (OR:
1.65; 95% CI: 1.16-2.56) were significantly more likely to
have been tested for HIV compared to Caucasian adole-
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Table 1. Sociodemographic Characteristics of Adolescent Participants in the Behavioral Risk Factor Surveillance System, 2009, by
History of Testing for HIV
Had Ever been Tested for HIV
Variables N Yes No p
% %
Sex
Male 2832 25.8 74.2 <.001
Female 3216 42.8 572
Race
White 3585 27.8 722 <.001
African American 721 62.8 372
Hispanic 1034 421 57.9
Others 422 242 75.8
Multiracial 240 42.1 579
Age (mean in years) 21.6 20.5
(sd:+ 1.9) (sd: £2.1)
Education Level
Graduated from college 890 349 65.1 25
Attended college 2162 339 66.1
Graduated from high school 2223 34.7 65.3
Did not graduate from high sch. 766 37.9 62.1
Marital Status
Married/Unmarried couple 4768 30.2 69.8 <.001
Divorced/Widowed 1161 50.9 49.1
Never married 98 64.3 35.7
Medical Coverage
Yes 4433 342 65.8 <.001
No 1498 38.5 61.5
Employment
Employed 3142 37.5 62.5 <.001
Students 1867 253 74.7
Unable to work/Out of work 1011 442 55.8
Region
Northeast 1456 273 24.5 <.001
Midwest 1157 17.2 21.9
West 1690 25.0 32.0
South 1412 30.5 21.6

scents. However, Caucasian adolescents were more likely to
have been tested compared to Hispanic adolescents.

Compared to adolescents and youth with at least a high
school level of education, those with no level of education or
did not graduate from high school (OR: .1.37,95% CI: 1.13 -
1.65) were more likely to have been tested for HIV, the
difference was statistically significant.

Adolescents who were divorced or widowed (OR: 2.52;
95% CI: 1.60 - 3.97) were almost 3 times more likely to have
been tested for HIV than those who were married; whereas
those who were single (never married) (OR: 1.51; 95% CI:
.95 - 2.40) were slightly more likely to have tested for HIV
than those who were married, but the difference was not
statistically significant.
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Adolescent who were not employed (OR:1.78; 95% CI:
1.47 - 2.15) and students (OR=1.45, 95% CI: 1.23 - 1.73)
were significantly more likely to have been tested for HIV
than those who were employed. Those who did not have
medical coverage (OR:1.02; 95% CI: .89 - 1.18) were
slightly more likely to have been tested for HIV than those
who had medical coverage, but the difference was not
statistically significant

Table2. Multivariable Model of Predictors of HIV Testing in
Adolescent Participants in the Behavioral Risk
Factor Surveillance System, 2009
Variables OR 95% CI p value
Sex
Male 1
Female 1.79 1.58-2.03 <.001
Race
White 1
African American .08 2.14 - 4.56 <.001
Hispanic .66 44 - .98 .05
Others 1.65 1.16 -2.56 <.001
Multiracial 3.23 2.19-541 <.001
Age 0.78 75 - .81 <.001
Education Level
High school+ 1
No education or
Did not graduate from high sch | 1.37 1.13-1.65 <.001
Marital Status
Married/Unmarried couple 1
Divorced/Widowed 2.52 1.60-3.97 <.001
Never married 1.51 98 -2.46 .05
Employed
Employed 1
Students 1.45 1.23-1.72 <.001
Out of work 1.78 1.47-2.15 <.001
Medical Coverage
Yes 1
No 1.02 89-1.18 25
Region
Northeast 1
Midwest 0.97 82-1.16 .07
West 1.39 1.17 - 1.68 <.01
South 1.27 1.05-1.47 <.01

CI, confidence interval; OR, odds ratio.
*This model contains all variables.

Compared to adolescents who live in the South, those
from the MidWest (OR: .97; 95% CI: .83-1.16) were less
likely to have been tested for HIV; whereas those living in
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the West (OR: 1.39; 95% CI: 1.17-1.68) and NorthEast (OR:
1.27; 95% CI: 1.05-1.47) were significantly more likely to
have been tested for HIV.

DISCUSSION

Three years after the publication of the 2006 new CDC
HIV guidelines, the prevalence of HIV testing among
adolescents remains low in the United States. Only 31% of
adolescents who participated in the 2009 BRFSS had ever
been tested for HIV. Our result confirms those from previous
studies [19-21]. In a survey of 567 sexually active
Massachusetts adolescents, Samuel et al. [22] reported that
only 22% had ever been tested for HIV.

In order to understand how to improve testing rates, it is
important to identify barriers to testing among adolescents.
The National Survey of Teens on HIV/AIDS [23] reported
that, while youth are generally aware of the modes of HIV
transmission, many of them don’t think they are at risk.
Some of them believe they need their parents’ permission to
get tested [20]. In addition, youth are very concerned about
the breach of confidentiality. They fear that either their
parents may question them about their sexual behavior and
their relationships or that their peers will laugh at them and
spread the news to others. Furthermore the stigma and
discrimination associated with HIV/ AIDS are common
barriers to seeking HIV services among adolescents [24].

Another barrier to effectiveness of HIV testing is not
returning to access test results, which could have been
addressed through the use of rapid HIV testing. The approval
by the United States Food and Drug Administration (FDA)
of the first rapid test for clinical use in 2002 raised great
expectations about HIV testing among public health
practitioners. Rapid tests would promote the opportunity to
test more clients and provide them with their test results in a
single session, thereby dramatically increasing the number of
individuals who are aware of their status [25-29].

Our results show that only 30.5% of adolescents and
youth who get tested, had a rapid test during their last HIV
testing. This low proportion of adolescents who had a rapid
test suggests that the health care system in the United States
has been slow in embracing rapid HIV screening. Minniear,
Gilmore, Arnold et al. [30] surveyed health care providers
and their patients in Tennessee regarding their knowledge
and beliefs about routine HIV screening. Of the 118 health
care providers surveyed, 78% were unaware of the revised
HIV testing guidelines and 58% predicted that routine
screening would fail because of patient or guardian refusal.
Of the 5399 patients who qualified for routine screening,
only 37% were offered opt-out HIV screening. The national
survey of HIV testing practices in hospitals by the Health
Research & Educational Trust showed that nearly half of all
hospitals surveyed had policies prohibiting routine
emergency departments (ED)-based screening [31]. Possible
impediments to the implementation of routine HIV testing
may include increased work burden imposed on already
overcrowded facilities, limited ability of EDs to provide
linkages to follow-up care, concern for privacy and
confidentiality, and conflicting state legislations about HIV
testing to list a few [32]. In addition, HIV testing is not
routinely reimbursed making funding a major issue in the
implementation of routine testing [33]. The delay in
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implementing routine HIV screening has affected the ability
of health care professionals to make more adolescents aware
of their serostatus and to link those who are infected to
treatment. It is imperative for federal and state health
officials to investigate the reasons for the slow use of rapid
HIV test and address them promptly in order to optimize the
benefits for early HIV testing and treatment.

Private physician offices (38%) and public clinics (31%)
were the most commonly used sites for HIV testing among
adolescents who participated in the 2009 BRFSS. Klein and
Wilson [34] reported that adolescents view their primary
care providers as important sources for health information
and are willing to discuss confidential issues with them.
However, many primary care providers miss opportunities to
provide adolescents with STI, HIV, and pregnancy
preventive services [35]. Efforts must be made to educate
health care providers to offer age-appropriate care to
adolescents.

Educational attainment influences one’s ability to
understand and act on promotional health messages.
Furthermore economic and lifestyle changes that accompany
educational attainment influence one's access to health care
services. Higher education (or more years of formal
schooling) is widely associated with healthy choices and
better health. The lack of significant difference in HIV
testing among the different levels of education is puzzling.
Extant studies on the relationships between education level
and HIV testing revealed mixed and conflicting results
[36-40]. More studies are needed to clarify the relationship
between educational attainment and HIV testing among
adolescents.

Women were twice as likely as men to have been tested
for HIV. Gender differences in HIV testing may be
explained, in part, by the fact that women come into contact
with voluntary counseling and testing (VCT) sites at
antenatal clinics and other reproductive health services.
Traditional masculine roles cast men as risk takers who do
not need or seek help or health services [41]. Such
perceptions delay access to health care including HIV
prevention services among men [42].

The racial difference in seeking HIV testing is worth
mentioning. While African Americans and Hispanics are
known to be disproportionately affected by the HIV
epidemic in the United States, it is disturbing to note that
Hispanics were significantly less likely than Caucasians to
have been tested for HIV and the latter were less likely than
African Americans to have been tested for HIV. This finding
is in line with previous studies which showed that Hispanics
were significantly less knowledgeable about the availability
of antiretroviral treatment than White Americans and more
likely to delay seeking HIV testing and care than the other
ethnic groups [43-46]. The demographic importance of the
Hispanic ethnic group and its vulnerability to HIV
underscore the need for more studies to identify and address
the root causes for delaying HIV testing.

This study has some limitations. Data on HIV testing
were self-reported by participants without any attempts to
validate the report through medical record review. How
truthful will an adolescent be to an unknown interviewer
over the phone? Like in many such surveys, recall bias
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constitutes a big concern. Furthermore, only households with
a telephone were eligible to participate in this survey;
considering the low participation rate of 34%, there is a big
concern about selection bias. Finally, since the BRFSS
survey interviewed only people 18+ the results cannot be
generalized to all adolescents.

CONCLUSION

The low prevalence of adolescents who had been tested
for HIV as well as the low proportion of those who had a
rapid HIV test underscores the need for new interventions to
address these issues. It is imperative for federal and state
health officials to investigate and quickly address the
impediments to the use of rapid HIV antibody test around the
country in order to optimize its benefits.

REFERENCES

[1] UNAIDS, WHO. 2007 AIDS Epidemic Update. Available from:
http: //data.unaids.org/pub/EPISlides/2007/2007_epiupdate en.pdf

[2] Summers T, Kates J, Murphy G, Henry J, Kaiser Family Foundat-
ion. The tip of the Iceberg. The Global Impact of HIV/AIDS on
Youth. July 2002.

[3] CDC. HIV/AIDS Surveillance Report, 2004. Atlanta : US
Department of Health and Human Services: CDC 2005; Vol. 16:
pp. 1-46.

[4] Sales JM, DiClemente RJ. Adolescent STI/HIV Prevention
Programs: What Works for Teens? Research Facts and Findings,
May 2010.

[5] Somnath R, Sushovan R, Kiran R. Comprehensive health care
including sexual and reproductive health of adolescents and youths
is of vital importance to the nation. Health Popul Perspect Issues
2007; 30(4): 243-67.

[6] CDC. Youth Risk Behavior Surveillance—United States, 2009.
MMWR Morb Mortal Wkly Rep 2010; 59(SS-5): 1-142

[7] World Health Organization. Report on the global HIV/AIDS
epidemic. Available from: http://www.unaids.org/highband/doc
ument/epidemio/report97.html

[8] Centers for Disease Control and Prevention. Adoption of protective
behaviors among persons with recent HIV infection and
diagnosis—Alabama, New Jersey, and Tennessee, 1997-1998.
MMWR Morb Mortal Wkly Rep 2000, 49: 512-5.

9] Inungu JN, Quist-Adade C, Beach ME, Cook BS, Lamerato M.
Shift in the reasons why adults seek HIV testing in the United
States: policy implications. AIDS Read 2005; 15(1): 35-42.

[10] Murphy EL, Collier AC, Kalish LA, et al. Highly active
antiretroviral therapy decreases mortality and morbidity in patients
with advanced HIV disease. Ann Intern Med 2001; 135: 17-26.

[11] Palella FJ Jr, Delaney KM, Moorman AC, et al. Declining
morbidity and mortality among patients with advanced human
immunodeficiency virus infection. HIV ~ Outpatient Study
Investigators. N Engl J Med 1998: 338: 853-60.

[12] Michaels SH, Clark R, Kissinger P. Declining morbidity and
mortality among patients with advanced human immunodeficiency
virus infection. N Engl J Med 1998; 339: 405-6.

[13] Rotherman-Borus JM, Futterman D. Promoting early detection of
human immunodeficiency virus infection among adolescents. Arch
Pediatr Adolesc Med 2000; 154: 435-9.

[14] Quinn T, Gray R, Sewankambo N, et al. International Conference
on AIDS. Int Conf AIDS 2009; 13: abstract no. TuPeC3391

[15] Das M, Chu PL, Santos GM, et al. Decreases in community viral
load are accompanied by reductions in new HIV infections in San
Francisco. PLoS One 2010; 5(6): e11068

[16] CDC. Revised recommendations for HIV testing of adults,
adolescents, and pregnant women in health-care settings. MMWR
Morb Mortal Wkly Rep 2006; 55(RR-14): 1-17.

[17] Centers for Disease Control and Prevention. The Behavioral Risk
Factors Surveillance System. Available from http: //www.cdc.gov/
brfss/index.htm

[18] Westvar, Rockville, MD, 2011. Available from http://www.westat.
com/westat/statistical _software/wesvar/index.cfm



HIV Testing among Adolescents and Youth in the United States

[19]

[20]

(21]

[22]

(23]

[24]

[25]

[26]

[27]

(28]

[29]

[30]

[31]

[32]

[33]

Swenson RR, Rizzo CJ, Brown LK, et al. Prevalence and correlates
of HIV testing among sexually active African American
adolescents in 4 US cities. Sex Transm Dis 2009; 36(9): 584-91.
Kaiser Family Foundation. (2000). National survey of teens on
HIV/AIDS. Available from: http: //www kff.org/youthhivstds/up
load/National-Survey-of-Teens-on-HIV-AIDS.pdf
Hightow-Weidman LB. Missteps, misunderstandings, and missed
opportunities: HIV testing among young African Americans. Sex
Transm Dis 2009; 36(9): 592-3.

Samet JH, Winter MR, Grant L, Hingson R. Factors associated
with HIV testing among sexually active adolescents: a Massa-
chusetts survey. Pediatrics 1997; 100(3 Pt 1): 371-7.

The Kaiser Family Foundation’s National Survey of Teens on
HIV/AIDS 2000. Available from http://www.kff.org/youthhivstds/
upload/National-Survey-of-Teens-on-HIV-AIDS.pdf

International HIV/AIDS Alliance. Facilitating HIV Testing and
Disclosure with Children and Adolescents. Available from: http:
//www .aidsalliance.org/includes/Publication/HIV_Testing_and_Dis
closure_with_children.pdf

Galvan FH, Brooks RA, Leibowitz AA. Rapid HIV testing: issues
in implementation. AIDS Patient Care STDs. 2004; 18(1): 15-8.
Granade TC. Use of rapid HIV antibody testing for controlling the
HIV pandemic. Expert Rev Anti-Infect Ther 2005; 3(6): 957-69.
Greenwald JL, Burstein GR, Pincus J, Branson B. A rapid review
of rapid HIV antibody tests. Curr Infect Dis Rep 2006; 8(2): 125-
31.

Burstein GR, Newman DR, San Antonio-Gaddy ML, et al. Client
Preferences for Quick OraQuick Test Results in 3 U.S. States
[poster]. Presented at the XV International AIDS Conference.
Bangkok, Thailand 2004; July 11-16.

Metcalf CA, Dillon BA, Malotte CK, et al. Client preferences
regarding HIV testing and counseling in STD clinic settings:
RESPECT-2. Available from: http:/www.cdc.gov/hiv/projects/
respect-/slide/testprefpaper.ppt

Minniear TD, Gilmore B, Arnold SR, Flynn PM, Knapp KM, Gaur
AH. Implementation of and barriers to routine HIV screening for
adolescents. Pediatrics 2009; 124(4): 1076-84.

Torres WG, Hasnain-Wynia R, Whitmore H, et al. Hospital HIV
Testing Policies and Practices. A National Survey. Atlanta: The
Health Research and Educational Trust, Centers for Disease
Control and Prevention, Division of HIV/AIDS Prevention 2005.
Burke RC, Sepkowitz KA, Bernstein KT, et al. Why don't
physicians test for HIV? A review of the US literature. AIDS 2007,
21:1617-24.

McKellar M, Hicks C. HIV Testing in the Emergency Department.
The AIDS Readers, October 20, 2009.

[34]

[35]

[36]

[37]

[38]

[39]

[40]

[41]

[42]

[43]

[44]

[45]

[46]

The Open AIDS Journal, 2011, Volume 5 85

Klein JD, Wilson KM. Delivering quality care: adolescents'
discussion of health risks with their providers. J Adolesc Health
2002; 30(3): 190-5.

Burstein GR, Lowry R, Klein JD, Santelli JS. Missed opportunities
for sexually transmitted diseases, human immunodeficiency virus,
and pregnancy prevention services during adolescent health
supervision visits. Pediatrics 2003; 111(5 Pt 1): 996-1001.
UNAIDS/WHO. 2009 AIDS Epidemic Update. Available from:
http: //whqlibdoc.who.int/unaids/2009/9789291738328 eng.pdf
Goodenow C. HIV testing among adolescents: Demographic, risk,
and educational predictors in a statewide sample. The 131st Annual
Meeting of APHA, November 15-19, 2003. Abstract #69588.
Hargreaves JR, Glynn JR. Educational attainment and HIV-1
infection in developing countries: a systematic review. Trop Med
Int Health 2002; 7: 489-98.

Smith J, Nalagoda F, Wawer MJ, et al. Education attainment as a
predictor of HIV risk in rural Uganda: results from a population-
based study. Int J STD AIDS 1999; 10: 452-59.

Acuda SW, Sebit MB. Serostatus surveillance testing of HIV-I
infection among Zimbabwean psychiatric inpatients, in Zimbabwe.
Cent AfrJ Med 1996; 42(9): 254-7.

Greig A, Kimmel M, Lang J. Gender in Development Monograph
Series 10. Geneva: United Nations Development Programme; Men,
Masculinities & Development: Broadening our Work Towards
Gender Equality 2004.

Varga CA. The forgotten fifty per cent: A review of sexual and
reproductive health research and programs focused on boys and
young men in sub-Saharan Africa. Afr J Reprod Health 2001; 5:
175.

Holmes L Jr, Monjok E, Ward D, et al. Racial variance in rationale
for HIV testing in community-based setting in the United States:
evidence from the National Health Interview Survey. J Int Assoc
Physicians AIDS Care (Chic I11) 2008; 7(2): 61-8.

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 STDS
2005; 19(10): 672-83.

Samet JH, Freedberg KA, Savetsky JB, Sullivan LM, Stein MD.
Understanding delay to medical care for HIV infection: the long-
term non-presenter. AIDS 2001; 15: 77-85.

Turner BJ, Cunningham WE, Duan N, et al. Delayed medical care
after diagnosis in a US national probability sample of persons
infected with human immunodeficiency virus. Arch Intern Med
2000; 160: 2614-22.

Received: January 1, 2011

© Inungu et al.; Licensee Bentham Open.

Revised: March 7, 2011

Accepted: April 11,2011

This is an open access article licensed under the terms of the Creative Commons Attribution Non-Commercial License (http:/creativecommons.org/licenses/by-nc/
3.0/) which permits unrestricted, non-commercial use, distribution and reproduction in any medium, provided the work is properly cited.



