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Abstract

BACKGROUND—This evaluation explores experiences with, and motivations for, human 

immunodeficiency virus (HIV) and sexually transmitted disease (STD) testing among black and 

Hispanic school-aged young men who have sex with men (YMSM).

METHODS—Participants were recruited at community-based organizations that serve YMSM in 

New York City, Philadelphia, and San Francisco. Eligible participants were 13- to 19-year-old 

black or Hispanic males who reported attraction to or sexual behavior with other males and/or 

identified as gay or bisexual, and attended at least 90 days of school in the previous 18 months. 

Participants (N = 415) completed web-based questionnaires and/or in-depth interviews (N = 32).

RESULTS—In the past year, 72.0% of questionnaire participants had been tested for HIV, 13.5% 

of them at school or school clinic. Participants reported that they would be more likely to get an 

HIV test if they could be tested close to or at school (34.4%), and 64.4% would use HIV testing if 

offered in schools. Most interview participants reported willingness to use school-based services if 

they were offered nonjudgmentally, privately, and confidentially by providers with experience 

serving YMSM.
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CONCLUSION—Schools can provide opportunities to make HIV and STD testing accessible to 

school-aged YMSM, but the services must be provided in ways that are comfortable to them.

Keywords

HIV testing; STD testing; HIV prevention; adolescent health; school health; services; young men 
who have sex with men

Young men who have sex with men (YMSM) are disproportionately affected by human 

immunodeficiency virus (HIV) infection, especially black and Hispanic YMSM. In 2010, 

25.7% of all new HIV infections were among youth aged 13–24, and 72.1% of these cases 

resulted from male-to-male sexual contact. Over half (54.4%) of new HIV infections among 

YMSM aged 13–24 were among blacks, and 21.6% were among Hispanics.1

In addition to HIV, other sexually transmitted diseases (STDs) are problematic for youth. 

Adolescents and young adults aged 15–24 are at increased risk for chlamydia and gonorrhea, 

and MSM, including YMSM, are also at increased risk for syphilis.2 Being infected with 

other STDs increases a person’s risk of acquiring HIV;3,4 thus, preventing STD infection is 

one way to reduce risk for HIV transmission. Transmission of HIV is also substantially 

reduced when individuals with HIV infection are treated with antiretroviral therapies.5 

However, it is estimated that most youth with HIV (59.5%) aged 13–24 do not know they are 

infected, and as such, are unlikely to be receiving treatment.6 For these reasons, it is 

important that YMSM get tested regularly for HIV and other STDs. More specifically, the 

US Centers for Disease Control and Prevention (CDC) recommends that MSM are tested for 

HIV and other STDs at least annually.7,8

To address the needs of teen black and Hispanic YMSM as they begin engaging in sexual 

risk behaviors, the CDC’s Division of Adolescent and School Health is developing a school-

centered project for YMSM aged 13–19. Because the majority of high-school aged youth 

have not begun engaging in sexual activity,9 YMSM is defined broadly for this project to 

include: males who have engaged in same-sex sexual activity as well as those who may not 

have engaged in same-sex sexual activity, but who identify as gay or bisexual, or who report 

attraction to other males. The project involves collaboration between schools and YMSM-

serving community-based organizations (CBOs). One of the project’s goals is to increase 

HIV and STD testing among black and Hispanic teen YMSM in schools and through 

referrals from schools to CBOs.

To date, little research is available on the preferences and attitudes of younger teenage 

YMSM in terms of HIV/STD testing and other sexual health services. Although researchers 

have called for prevention efforts to focus on YMSM, including prior to them becoming 

sexually experienced,10 most research has focused on youth aged 18 and older.11 Other 

researchers have pointed out that the existing evidence base provides little data on health 

care preferences and needs among MSM,12 and even less is known about teen YMSM. 

Furthermore, providing sexual health services through school-based health centers13–16 as 

well as linking students from schools to community-based providers17 has increased use of 

sexual health services by female students, but little is known about whether school-centered 

approaches increase use of sexual health services by young men or YMSM.

Morris et al. Page 2

J Sch Health. Author manuscript; available in PMC 2018 April 27.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



In light of this research gap, we conducted a formative evaluation to inform the development 

of CDC DASH’s school-centered YMSM project to ensure appropriately designed HIV/STD 

prevention services that meet the needs of teen YMSM and help increase their preventive 

service utilization. The purpose of the evaluation was to understand experiences with and 

motivations for accessing HIV prevention services, with a focus on HIV and STD testing, 

among black and Hispanic teen YMSM, and to describe the characteristics YMSM desire in 

school-based HIV prevention services.

METHODS

Participants

Data collection methods included an anonymous web-based questionnaire and in-depth 

individual interviews with black and Hispanic YMSM in New York City, Philadelphia, and 

San Francisco (the cities of the 3 school districts that were participating in the CDC/DASH 

YMSM project). Youth were eligible to participate in the evaluation if they (1) identified as 

male; (2) identified as black race, multiracial race including black, or Hispanic ethnicity; (3) 

were aged 13 to 19; (4) indicated attraction to, and/or sexual behavior with, other males, 

and/or identified their sexual orientation as gay or bisexual; and (5) attended at least 90 days 

of school in the previous 18 months.

Overall, 419 youth were recruited for and started the questionnaire, but 4 youth exited it 

before answering questions about sexual orientation and have been excluded from the 

analyses (N = 415). Overall, 200 youth completed the questionnaire in New York and 188 in 

Philadelphia. Due to recruitment challenges in San Francisco, only 27 completed the 

questionnaire. A total of 32 youth were interviewed (11 in New York, 12 in Philadelphia, 

and 9 in San Francisco).

Procedure

Both the questionnaire and interviews were administered at CBOs that serve black and 

Hispanic YMSM. A convenience sample of youth were recruited through CBOs instead of 

schools to reach youth who met our definition of YMSM without requiring them to disclose 

sexual orientation in schools and possibly causing them undue harm or discomfort.

Recruitment—Recruitment for the questionnaire occurred over a 5-month period 

beginning in June 2012, and interview recruitment occurred in June and July 2012. CBO 

staff promoted the questionnaire and interviews during regular activities, and distributed 

cards promoting participation during HIV/STD testing, street outreach, and activities at 

schools.

Eligibility screening—The CBOs screened youth for both questionnaires and interviews 

simultaneously using a single screening process. First, CBOs administered a short survey to 

interested youth that included questions about participant sex, race, ethnicity, age, sexual 

attraction, identity, and behavior, and school attendance to determine study eligibility. If a 

youth was found eligible based on the survey, CBO staff reviewed the eligibility criteria with 

the youth. Once the youth was determined eligible and was interested in participation, the 
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CBOs provided a space for the youth to participate in the questionnaire on site and/or 

scheduled an interview with the youth. Some youth may have participated in both the 

questionnaire and interview, but because the questionnaire was anonymous, it is unknown 

which youth participated in both. Once participants had been secured, the survey used for 

eligibility screening was shredded by the CBOs to protect participants’ confidentiality; all 

results presented in this article are based on questionnaire and interview results only and do 

not include any data from the screening process.

Consent and incentives—Parental consent was waived for youth under age 18; youth 

were permitted to consent for themselves and were provided informed consent at the start of 

the questionnaire and interviews. Participants were given gift card incentives ($15–$25).

Instruments

Questionnaire—The CBOs directly administered the web-based questionnaire on site in a 

private space with a study-dedicated computer. The questionnaire was only in English and 

included 53 items and took an average of 25 minutes to complete. Because the evaluation 

team was unable to find suitable questions from existing instruments that would address the 

key questions of the evaluation, the team developed new questionnaire and interview 

questions. The questionnaire included questions about demographic information, HIV/STD 

testing history and venues for accessing testing; use of HIV prevention and support services 

at school and interest in using school-based services; school staff with whom YMSM feel 

comfortable talking; feelings about safety at school; exposure to HIV/STD prevention media 

campaigns; and trusted sources of sexual health information.

Although the screening process included questions about race, ethnicity, age, and the study’s 

definition of YMSM, questions about these characteristics were also included on the 

questionnaire. Youth were considered YMSM if they responded that they were either 

attracted to guys or both guys and girls; identified as gay or bisexual; would most like to 

have sex with guys, both guys and girls, transguys, or transgirls; or had had any kind of sex 

(oral, vaginal or anal) with guys, both guys and girls, transguys, or transgirls. All but 4 of the 

questionnaire participants met our definition of YMSM. Although these 4 youth did not 

indicate that they were YMSM based on their questionnaire responses, they previously had 

been determined to be eligible for participation in the study through the CBO’s screening 

process which included meeting the study’s definition of YMSM and therefore, were 

included in the analytic sample.

Interview—CBOs provided a private space for trained members of the evaluation team to 

conduct the interviews. In-depth interviews were conducted in English and lasted 60–90 

minutes and covered similar domains to the questionnaire, with more in-depth discussion of 

experiences at school, including questions about the young men’s preferences for school-

based sexual health services and education. Interviewed youth were not asked about their 

age, race, ethnicity, or sexual orientation during interviews, but the youth had already been 

asked these questions during the screening process to ensure they met our eligibility criteria.

In this article, we specifically focus on measures related to HIV and STD testing including 

demographics, sexual orientation, HIV/STD testing in the past year, testing venues, reasons 
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youth would likely get tested, willingness to use school-based sexual health services, and 

youth preferences for how sexual health services should be provided in schools. Other 

aspects of the data collection are reported in elsewhere.18,19

Data Analysis

Quantitative data from questionnaires were analyzed using SPSS Version 22.0 for 

descriptive statistics including means and frequencies. For 2 key variables—having been 

tested for HIV in the last year and having been tested at school—Pearson chi-square tests 

were conducted to test for differences in youth characteristics such as race/ethnicity, age 

group, and city. Cross-tabulations comparing age groups did not include the 13- to 15-year-

old age group and the city comparisons did not include San Francisco because of small 

sample sizes for both these groups of participants. Significant findings were based on an 

alpha = 0.05.

To understand the needs of youth at greatest need for testing, post hoc analyses were 

conducted among youth who reported they had any kind of sex (oral, vaginal, or anal) and 

had not been tested in the past year. For this subgroup, we calculated the percent who 

reported they would get tested for HIV and STD if offered at school.

Qualitative data from interviews were recorded and transcribed, and deductive coding 

procedures were used to analyze the data.20 The evaluation team went through a process of 

iterative code development,21 and ATLAS.ti 7 software was used to apply codes to segments 

of interview data. To establish intercoder reliability,22 2 transcripts were selected at random, 

and divided into a total of 51 text segments for which 3 coders each applied primary codes. 

The 2 transcripts represented approximately 6.5% of the overall text. A Fleiss κ23 0.90 

intercoder reliability was achieved. Qualitative data were analyzed to identify common 

themes about interest in and desired qualities of school-based sexual health services. 

Qualitative analyses for this manuscript were limited a priori to themes related to 

participants’ experience with school-based sexual health services as well as characteristics 

youth desired to see in such services.

RESULTS

Nearly half (48.9%) of questionnaire participants were 18–19 years old, 41.7% were 16–17 

years old, and 8.9% were 13–15 years old; the mean age was 17.4 years. More than half 

(58.6%) of participants reported they would be in the 10th–12th grade in the next school 

year, and 33.5% had earned a GED or high school diploma (Table 1). The majority identified 

as black (64.1%), and 39.8% identified as Hispanic (Table 1). Nearly all participants 

(99.0%) met our definition of YMSM (Table 2).

Youth History Accessing HIV/STD Testing

Among all participants, 72.0% were tested for HIV and 65.8% were tested for STD in the 

last year (Table 3). Questionnaire participants aged 18–19 years were significantly more 

likely to have been tested for HIV in the past year than youth aged 16–17 years (χ2 = 30.69, 

p < .001, Table 4). There were no significant differences for HIV testing in the past year by 

race/ethnicity or by city.
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Questionnaire participants were most commonly tested for HIV at a community center 

(47.9%) or clinic or doctor’s office (43.1%). Schools or a clinic at school (13.5%) were the 

least common venues where questionnaire participants reported being tested for HIV. 

Participants were most often tested for an STD at a clinic or doctor’s office (52.1%) or a 

community center (40.8%). Schools or clinics at schools (18.9 %) were the least reported 

venue for STD testing (Table 3). Pearson’s chi-square tests revealed no significant 

differences in youth having had been tested at school by either age group or race/ethnicity. 

Chi-square cell sizes were not sufficient to report reliable estimates for any difference by 

city (Table 4).

Motivations for Getting Tested

Thinking they could have HIV (59.8%) or STD (63.8%) was the most frequently selected 

reason questionnaire participants would likely get tested, followed by being able to get 

tested for free (50.6% for HIV and 46.1% for STD). About one third (34.4%) selected being 

able to get tested close to or at school as a reason they would likely get HIV testing; 21.5% 

of questionnaire participants reported this as a reason for STD testing. Having money for, or 

access to, transportation was selected as a reason 25.6% of questionnaire participants would 

likely get tested for HIV and 24.8% for STD. For both HIV and STD testing, 22.3% of 

questionnaire participants said making sure their parents did not find out would be a reason 

they would likely get tested. Being able to get tested at a place where mostly guys who are 

attracted to guys go was a factor for 22.3% of questionnaire participants for HIV testing and 

19.0% for STD testing (Table 3).

Interest in School-Based HIV/STD Testing

Questionnaire participants were asked about their willingness to use a variety of school-

based services if they were available. About two thirds reported they would use HIV testing 

(64.4%) and STD testing (66.6%) if offered at school (Table 5). Among questionnaire 

participants, 73 (17.6%) had ever had oral, anal, or vaginal sex but had not been tested for 

HIV in the last year; among those participants 75.3% said they would use HIV testing if 

offered at school. In addition, 97 (23.4%) questionnaire participants had ever had oral, anal, 

or vaginal sex but had not been tested for STD in the last year; 58.8% of these participants 

reported they would use STD testing if offered at school (Table 5).

Desirable Qualities of School-Based Sexual Health Services

Most of the interviewed youth supported sexual health services (including HIV and other 

STD testing) being provided at school, but they specified that services needed certain 

characteristics in order for youth to use them regularly. Privacy and confidentiality were 

commonly cited as key factors in whether or not youth would use sexual health services at 

school.

… But I think knowing that it may not be confidential, in itself, may stop me from 

going-would have stopped me from going, for sure.—San Francisco youth

… it could be anywhere in the building, as long as it’s confidential, like it’s nobody 

there. I prefer like a private room.—New York City youth
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One youth interviewed described the need for privacy because of the stigma associated with 

HIV testing.

So if you don’t want to go in there and everyone else looking at you like, why 

would you need an HIV test? They’re probably thinking negative things, ‘cause the 

first thing that normally come to people mind is the negative. So it’s like why 

would you need an HIV test? What are you doing that you need an HIV test? When 

you could just like want to get one. You could have had once—like probably only 

had sex one time, but you probably just want to do it. So I think it would need to be 

private.—New York City youth

Many interview participants stressed the importance of providing services in a way that is 

nonjudgmental, comfortable, and safe. Most of the youth also expressed a preference for 

services to be provided by someone from outside the school. These youth felt that staff 

members from external organizations have more experience working with the YMSM 

population than school staff, are more attuned to the needs of YMSM, and are better at 

maintaining students’ confidentiality as reasons for their preference.

Because teachers treat students different, but if it’s somebody outside of school and 

you don’t know them, you don’t see them all the time, then it’s better. ‘Cause like 

teachers will mix it with education, like in the class and they’ll ask you questions 

right in front of the students and you’re just like, ‘I can’t believe you just said that. 

It’s supposed to be private.’—San Francisco youth

Having sort of like a safe space feeling, having someone who’s very affirming of, 

you know, of me … —Philadelphia youth

Interviewed youth were divided about whether they would prefer that school-based sexual 

health services be directed specifically to YMSM. Some youth expressed a preference for 

services specific to YMSM or receiving services in places where they know that other 

YMSM are receiving services.

It would have to be a lot of them [gay guys] in here, like a handful of them, because 

I don’t want to feel like I’m the only person in here … it looks like 5 gay guys in 

here … like more participation from other guys that are like me, so I would feel 

more comfortable about coming in on a regular basis.—New York City youth

Other youth felt that services specifically targeting YMSM would limit the use of services. 

One youth stated that services should not be specific for gay youth saying,

I don’t think they should be like a rainbow door, I feel like it should just be like a 

door, as any other door, so that people wouldn’t be attracted to it, or that people 

wouldn’t know if you were going into this door for any type of reason … I feel like 

health is health, I feel like they, the person working there should know about 

straight health ed, as well as lesbian health, as well as gay men. Like they should 

know all of it, but I just don’t feel like it should be designated for gay men. And I 

think that’s taking away from the quality, and it’s what we pay for.—Philadelphia 

youth
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DISCUSSION

Findings

Although a high percentage of questionnaire participants had been tested for both HIV and 

STD, schools were the least common place for them to be tested. However, among 

questionnaire participants who had had sex and not been tested for HIV in the past year, 

three fourths said they would use HIV testing offered at school, and more than half of those 

who had had sex and not been tested for STDs in the past year said that they would use STD 

testing offered at school. Youth cited issues related to access, such as getting tested for free, 

services being close to home or school, and having access to transportation, as important 

motivating factors for getting tested. Our findings are similar to those of a study of youth 

that found getting an HIV test for free and being able to take the test in a convenient location 

were motivators for getting tested.24

Ensuring that parents do not find out they were getting tested was a motivating factor for 

nearly one fourth of questionnaire participants, and privacy and confidentiality were 

emphasized as important to interview participants. Maintaining privacy and confidentiality is 

a critical part of providing sexual health services to all adolescents, not just YMSM.25 

However, among YMSM, the desire for privacy and confidentiality may be magnified by the 

substantial stigma that often surrounds conversations about both HIV and sexual orientation. 

Stigma, homophobia, and discrimination have been linked to negative outcomes among 

MSM, and can be manifested in rejection by friends or family, mistreatment, and violence.26 

Stigma related to sexual orientation can affect access to quality health care, income and 

employment, mental health, and risk behaviors26,27 and has been linked to negative health 

outcomes among YMSM.28

Some interview participants specifically expressed a desire for services provided at school to 

be delivered by people with experience serving YMSM, and in a nonjudgmental and 

welcoming atmosphere. Youth indicated greater comfort with services provided by non-

school personnel because they felt these individuals know how to meet their needs. In the 

context of substantial stigma and discrimination—which may be based on sexual orientation, 

HIV, or even race—the desire of youth to receive services from providers with experience 

specifically serving YMSM may reflect an attempt to mitigate that some of that stigma. This 

is particularly important given that literature has suggested school personnel are not always 

comfortable or motivated to handle issues related to sexuality in sensitive, supportive ways.
29,30 Our findings suggest that professional development for school health personnel on how 

to serve YMSM and create a nonjudgmental and welcoming environment for YMSM may 

be needed in order to increase the use of school-based sexual health services among YMSM 

students.

Youths’ responses were mixed about whether sexual health services needed to be offered 

specifically for YMSM. Only about one fifth of questionnaire participants selected getting 

tested in places where mostly guys who are attracted to other guys go as a reason they would 

likely get tested. Some interviewed youth indicated this would be a motivating factor for 

accessing sexual health services, while others thought it could be a deterrent. These findings 

Morris et al. Page 8

J Sch Health. Author manuscript; available in PMC 2018 April 27.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



highlight an important point—just like non-YMSM students, youths’ personal experiences 

and preferences are diverse.

Limitations

There are several limitations to these findings. One set of limitations is related to the sample. 

First, this was a convenience sample of youth recruited through YMSM-serving CBOs, so 

findings are not generalizable beyond the youth in this evaluation. In addition, the 

questionnaire sample was unbalanced in terms of age and geographic distribution. The 

sample was skewed toward the older age groups with 18- to 19-year-olds representing nearly 

half of participants and 13- to 15-year-olds representing less than 9%, and the questionnaire 

sample was not equally distributed among the 3 cities. Only 27 of the 415 youth who 

completed the questionnaire were from San Francisco.

There are also a few limitations related to the recruitment, screening, and data collection 

processes. First, it is also important to highlight that many YMSM-serving CBOs (from 

which participants were recruited) provide HIV testing, likely contributing to the relatively 

high percentage of the youth in this evaluation who had been tested for HIV in the past year. 

In addition, our data collection process did not include tracking which youth participated in 

both the questionnaire and interview or in which order they may have participated in these 

data collection, so we cannot account for any possible ordering-effect bias. Also, as with any 

self-reported data collection, participant responses can be susceptible to recall and social 

desirability biases. Finally, there is a possible limitation related to eligibility screening; 4 

youth, all from the same CBO, screened as eligible for the study, but recorded questionnaire 

responses which indicated they did not meet the study definition of YMSM. Although the 

study team included these youth in the analytic sample because they had screened in as 

YMSM and it is known that development of sexual orientation can be fluid for some 

adolescents,31 the fact that all 4 of these youth were from 1 CBO could indicate a weakness 

in the screening process at that site.

The final type of limitation is related to the information collected about participants’ 

schools. Although youth were asked what school they currently or recently attended, the 

response option was open-ended and therefore could not be categorized to analyze 

differences by school type. Furthermore, policies and practices related to school-based 

provision of sexual health services and STD and HIV testing varied across the 3 cities in 

which we recruited youth. This would have influenced whether youth could have received 

services at school, thereby shaping their possible responses to questions about school-based 

services. With more than 150 different schools represented by the participating youth, we 

were unable to identify the specific policies and practices for each school, but from our work 

with the major public school districts in each city, we know that the availability of school-

based services such as STD and HIV testing varied from having no services available at 

school to having services accessible on school property through school-based health centers 

or other community-providers brought onsite.32–34
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IMPLICATIONS FOR SCHOOL HEALTH

This evaluation illustrates that many YMSM are interested and willing to access sexual 

health services at schools. Despite relatively low percentages (13.5–18.9%) of questionnaire 

participants reporting they had been tested for HIV or STD in school or in a clinic at a 

school, approximately two thirds of the participants reported they would use HIV or STD 

testing in schools if it was offered. For the youth who are most critical to reach, those who 

have ever had any kind of sex but have not been tested for HIV or STD in the past year, three 

quarters said they would likely use HIV testing and over half said they would likely use STD 

testing if offered at school. Furthermore, school-based services often align with many of the 

top factors youth reported would make them more likely to get tested; not only are these 

services provided at school, eliminating youths’ need for money for or access to 

transportation, the services are often provided at no cost to the students.

In addition, youth expressed differing views on whether sexual health services should be 

targeted and provided in settings specifically for YMSM. Though some youth preferred 

accessing services in places that are specifically for YMSM, there were also a number of 

youth who preferred to access services that, though they would meet the specific needs of 

YMSM, were more broadly targeted to a wider adolescent population. The latter type of 

service is well suited for provision in a school setting. Schools have opportunities to provide 

services that can meet the needs of YMSM even though they are offered to all youth.

These findings also illustrate that school-based services must meet the needs of YMSM. 

Privacy and confidentiality were critical needs voiced by interview participants. In addition, 

youth expressed a preference that services be provided by professionals who had experience 

working with YMSM, because they felt these providers could better meet their needs.

To improve services provided at schools, school staff can consider partnering with YMSM-

serving CBOs who can provide onsite services in schools. Alternatively, schools may be able 

to work with YMSM-serving CBOs to train existing school personnel to provide services in 

ways that are more sensitive to and better meet the needs of YMSM. Regardless of who 

provides the services, the providers should be trained and committed to maintaining 

students’ privacy and confidentiality.

Collectively, these findings suggest that health professionals working to increase HIV and 

STD testing among black and Hispanic teen YMSM, a group of particular interest because 

of their disproportionately high risk for HIV and other STD, may find schools to be valuable 

partners. Given that YMSM report interest in accessing testing in schools, and school-based 

services can incorporate many factors that youth report as desirable, future research can 

further explore specific strategies schools can use to provide testing onsite.

The findings from this formative evaluation suggest that there is a role for schools in direct 

provision of HIV/STD testing. However, school-based testing should be carefully designed 

to ensure maximal comfort, confidentiality, and sensitivity to the needs and concerns of 

YMSM students in order to effectively reach this vulnerable population.

Morris et al. Page 10

J Sch Health. Author manuscript; available in PMC 2018 April 27.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Acknowledgments

This formative evaluation was supported by contract 200-2009-30503 from the US Centers for Disease Control and 
Prevention, Division of Adolescent and School Health as technical assistance to Advocates for Youth.

References

1. Whitmore S, Kann L, Prejean J, et al. Vital signs: HIV infection, testing, and risk behaviors among 
youth - United States. MMWR Morb Mortal Wkly Rep. 2012; 61(47):971–976. [Accessed March 
18, 2016] Available at: http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6147a5.htm. [PubMed: 
23190571] 

2. US Centers for Disease Control and Prevention (CDC). Sexually transmitted disease surveillance 
2011. Atlanta, GA: CDC; 2012. Available at: http://www.cdc.gov/std/stats11/surv2011.pdf 
[Accessed March 7, 2016]

3. Bernstein K, Marcus JL, Nieri G, Philip S, Klausner J. Rectal gonorrhea and chlamydia reinfection 
is associated with increased risk of HIV seroconversion. J Acquir Immune Defic Syndr. 2010; 53(4):
537–543. [PubMed: 19935075] 

4. Zetola N, Bernstein KT, Wong E, Louie B, Klausner JD. Exploring the relationship between 
sexually transmitted diseases and HIV acquisition by using different study designs. J Acquir 
Immune Defic Syndr. 2009; 50(5):546–551. [PubMed: 19367993] 

5. Cohen M, Chen YQ, McCauley M, et al. Prevention of HIV-1 infection with early antiretroviral 
therapy. N Engl J Med. 2011; 365:493–505. [PubMed: 21767103] 

6. Centers for Disease Control and Prevention (CDC). Monitoring selected national HIV prevention 
and care objectives by using HIV surveillance data—United States and six US dependent areas—
2010. HIV Surveillance Supplemental Report. 2012; 17(3 part A) [Accessed March 18, 2016] 
Available at: http://www.cdc.gov/hiv/pdf/
statistics_2010_HIV_Surveillance_Report_vol_17_no_3.pdf. 

7. Branson B, Handsfield HH, Lampe MA, et al. Revised recommendations for HIV testing of adults, 
adolescents, and pregnant women in health-care settings. MMWR Morb Mortal Wkly Rep. 2006; 
55(RR14):1–17. [Accessed March 18, 2016] Available at: http://www.cdc.gov/mmwr/preview/
mmwrhtml/rr5514a1.htm. [PubMed: 16410759] 

8. US Centers for Disease Control and Prevention (CDC). Sexually transmitted diseases treatment 
guidelines, 2015. MMWR Morb Mortal Wkly Rep. 2015; 64(RR3):1–137. [Accessed March 18, 
2016] Available at: http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6403a1.htm. [PubMed: 
25590678] 

9. Eaton D, Kann L, Kinchen S, et al. Youth risk behavior surveillance - United States, 2011. MMWR 
Morb Mortal Wkly Rep Surveill Summ. 2012; 61(SS04):1–162. [Accessed March, 18, 2016] 
Available at: http://www.cdc.gov/mmwr/preview/mmwrhtml/ss6104a1.htm. 

10. Oster A, Johnson CH, Le BC, et al. Trends in HIV prevalence and HIV testing among young 
MSM: five United States cities, 1994–2011. AIDS Behav. 2014; 18(suppl 3):237–247.

11. Mustanski B, Newcomb ME, Du Bois SN, Garcia SC, Grov C. HIV in young men who have sex 
with men: a review of epidemiology, risk and protective factors, and interventions. J Sex Res. 
2011; 48(2–3):218–253. [PubMed: 21409715] 

12. Patel N, Rana A, Thomas A, et al. HIV testing practices among New England college health 
centers. AIDS Res Ther. 2013; 10(8):1–7. [PubMed: 23286882] 

13. Braun R, Provost JM. Bridging the gap: using school-based health services to improve chlamydia 
screening among young women. Am J Public Health. 2010; 100(9):1624–1629. [PubMed: 
20634446] 

14. Ethier K, Dittus PJ, DeRosa CJ, Chung EQ, Martinez E, Kerndt PR. School-based health center 
access, reproductive health care, and contraceptive use among sexually experienced high school 
students. J Adolesc Health. 2011; 48(6):562–565. [PubMed: 21575814] 

15. Gold R, Nalewaya AL, Jenkinsb LL, et al. Completion and timing of the three-dose human 
papillomavirus vaccine series among adolescents attending school-based health centers in Oregon. 
Prev Med. 2011; 52(6):456–458. [PubMed: 21539853] 

Morris et al. Page 11

J Sch Health. Author manuscript; available in PMC 2018 April 27.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6147a5.htm
http://www.cdc.gov/std/stats11/surv2011.pdf
http://www.cdc.gov/hiv/pdf/statistics_2010_HIV_Surveillance_Report_vol_17_no_3.pdf
http://www.cdc.gov/hiv/pdf/statistics_2010_HIV_Surveillance_Report_vol_17_no_3.pdf
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5514a1.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5514a1.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6403a1.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/ss6104a1.htm


16. Minguez M, Santelli JS, Gibson E, Orr M, Samant S. Reproductive health impact of a school 
health center. J Adolesc Health. 2015; 56(3):338–344. [PubMed: 25703321] 

17. Dittus P, De Rosa CJ, Jeffries RA, et al. The project connect health systems intervention: linking 
sexually experienced youth to sexual and reproductive health care. J Adolesc Health. 2014; 55(4):
528–534. [PubMed: 24856358] 

18. Rasberry CN, Lesesne CA, Morris E, et al. Communicating with school nurses about sexual 
orientation and sexual health: perspectives of teen young men who have sex with men. J Sch Nurs. 
2015; 31(5):334–344. [PubMed: 25519713] 

19. Lesesne CA, Rasberry CN, Kroupa E, et al. Communicating with school staff about sexual identity, 
health and safety: an exploratory study of the experiences and preferences of black and Latino teen 
young men who have sex with men. LGBT Health. 2015; 2(3):258–264. [PubMed: 26436114] 

20. Miles, M., Huberman, AM., Saldana, J. Qualitative Data Analysis: A Methods Sourcebook. 3. 
Thousand Oaks, CA: Sage; 2014. p. 69-104.

21. Elo S, Kääriäinen M, Kanste O, Utriainen K, Kyngäs H. Qualitative content analysis: a focus on 
trustworthiness. SAGE Open. 2014; 4(1) [Accessed March 7, 2016] Available at: http://
sgo.sagepub.com/content/4/1/2158244014522633. 

22. Burla L, Knierim B, Barth J, Liewald K, Duetz M, Abel T. From text to codings: intercoder 
reliability assessment in qualitative content analysis. Nurs Res. 2008; 57:113–117. [PubMed: 
18347483] 

23. Fleiss J. Measuring nominal scale agreement among many raters. Psychol Bull. 1971; 76:378–382.

24. Rotheram-Borus M, Gillis JR, Reid HM, Fernandez MI, Gawdz M. HIV testing, behaviors, and 
knowledge among adolescents at high risk. J Adolesc Health. 1997; 20:216–225. [PubMed: 
9069022] 

25. National Research Council and Institute of Medicine. Improving systems of adolescent health 
services. In: Lawrence, RS.Gootman, JA., Sim, LJ., editors. Adolescent Health Services: Missing 
Opportunities. Washington, DC: The National Academies Press; 2009. p. 219-223.

26. US Centers for Disease Control and Prevention (CDC). [Accessed July 7, 2015] Stigma and 
Description. Available at: http://www.cdc.gov/msmhealth/stigma-and-discrimination.htm

27. Frye V, Nandi V, Egan J, et al. Sexual orientation- and race-based discrimination and sexual HIV 
risk behavior among urban MSM. AIDS Behav. 2015; 19(2):257–269. [PubMed: 25381561] 

28. Almeida J, Johnson RM, Corliss HL, Molnar BE, Azrael D. Emotional distress among LGBT 
youth: the influence of perceived discrimination based on sexual orientation. J Youth Adolesc. 
2009; 38(7):1001–1014. [PubMed: 19636742] 

29. Greytak E, Kosciw JG, Boesen MJ. Educating the educator: creating supportive school personnel 
through professional development. J Sch Violence. 2013; 12(1):80–97.

30. Riggs A, Rosenthal AR, Smith-Bonahue T. The impact of a combined cognitive-affective 
intervention on pre-service teachers’ attitudes, knowledge, and anticipated professional behaviors 
regarding homosexuality and gay and lesbian issues. Teach Teach Educ. 2011; 27(1):201–209.

31. Saewyc E. Research on adolescent sexual orientation: development, health disparities, stigma, and 
resilience. J Res Adolesc. 2011; 21(1):256–272. [PubMed: 27099454] 

32. US Centers for Disease Control and Prevention (CDC). [Accessed July 9, 2015] Screening 
Adolescents for STDs: Philadelphia’s Innovative In-School Program. Available at: http://
www.cdc.gov/healthyyouth/stories/pdf/2012/success_12_philadelphia.pdf

33. New York City Department of Education. [Accessed July 9, 2015] School-Based Health Centers. 
Available at: http://schools.nyc.gov/Offices/Health/SBHC/SBHC.htm

34. Public Health New York. [Accessed July 15, 2015] High School-based STD Screening: From 
Privately-Funded Pilot to City Program. Available at: http://www.fphny.org/programs/high-
schoolbased-std-screening-from-privatelyfunded-pilot-to-city-program

Morris et al. Page 12

J Sch Health. Author manuscript; available in PMC 2018 April 27.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://sgo.sagepub.com/content/4/1/2158244014522633
http://sgo.sagepub.com/content/4/1/2158244014522633
http://www.cdc.gov/msmhealth/stigma-and-discrimination.htm
http://www.cdc.gov/healthyyouth/stories/pdf/2012/success_12_philadelphia.pdf
http://www.cdc.gov/healthyyouth/stories/pdf/2012/success_12_philadelphia.pdf
http://schools.nyc.gov/Offices/Health/SBHC/SBHC.htm
http://www.fphny.org/programs/high-schoolbased-std-screening-from-privatelyfunded-pilot-to-city-program
http://www.fphny.org/programs/high-schoolbased-std-screening-from-privatelyfunded-pilot-to-city-program


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Morris et al. Page 13

Table 1

Demographic Characteristics of Questionnaire Participants (N = 415)

N (%)

Age (years)

 13 2 (0.48)

 14 9 (2.17)

 15 26 (6.27)

 16 66 (15.90)

 17 107 (25.78

 18 105 (25.30)

 19 98 (23.61)

 I don’t want to say 2 (0.48)

Grade youth will be in when school starts again

 Don’t go to school 8 (1.93)

 Graduate or got a GED/high school diploma already 139 (33.49)

 6th 0 (0.00)

 7th 1 (0.24)

 8th 1 (0.24)

 9th 13 (3.13)

 10th 48 (11.57)

 11th 78 (18.80)

 12th 117 (28.19)

 I don’t want to say 10 (2.41)

Race*

 Black 266 (64.10)

 White 9 (2.17)

 Asian 3 (0.72)

 Native American 13 (3.13)

 Pacific Islander 2 (0.48)

 Other 56 (13.49)

 Multiracial 55 (13.25)

 I don’t want to say 11 (2.65)

Hispanic/Latino ethnicity*

 Hispanic 165 (39.76)

 Non-Hispanic 246 (59.28)

 I don’t want to say 4 (0.96)

*
Race and Hispanic ethnicity were collected as separate question.
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Table 2

Characteristics of Sexual Orientation Among Questionnaire Participants (N = 415)

N (%)*

Who would you say you are attracted to?

 Guys 314 (75.66)

 Girls 8 (1.93)

 Both guys and girls 89 (21.45)

 I don’t know 3 (0.72)

 I don’t want to say 1 (0.24)

Which of these words would you use when you are talking about yourself and your sexual orientation or sexual identity?

 Gay 286 (68.92)

 Straight 18 (4.34)

 Bisexual 82 (19.76)

 I don’t know 15 (3.61)

 I don’t want to say 3 (0.72)

 Other 11 (2.65)

Who would you like to have sex† with the most?

 Other guys 326 (78.55)

 Girls 16 (3.86)

 Both guys and girls 60 (14.46)

 Transguys (female to male transgender men) 1 (0.24)

 Transgirls (male to female transgender women) 2 (0.48)

 I don’t know 8 (1.93)

 I don’t want to say 2 (0.48)

Who have you ever had any kind of sex with?‡

 Never had sex 40 (9.64)

 Other guys 353 (85.06)

 Girls 89 (21.45)

 Transguys 4 (0.96)

 Transgirls 15 (3.61)

 I don’t want to say 10 (2.41)

Identified as YMSM§

 Yes 411 (99.04)

 No 4 (0.96)

YMSM, young men who have sex with men.

*
Percentages are based on valid cases; missing data has been excluded from calculated variables.

†
Sex was defined as oral sex, vaginal sex, or anal sex.

‡
Questions were multiple responses; therefore, total percentages will not add up to 100%. One participant selected both “Never had sex” and sex 

with “Other guys”. Both these responses are included in the table.
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§
Calculated YMSM = Participants indicating “attraction to guys or both guys and girls”; OR orientation as gay or bisexual; OR that they would 

most like to have sex with guys, guys and girls, transguys, or transgirls; OR have had sex with guys, transguys, or transgirls. Percentages are based 
on valid responses; missing data have been excluded from calculated variables.
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Table 3

Testing for HIV and STD in the Past Year, Places Where Participants Were Tested, and Reasons Participants 

Would Likely Get Tested

N (%)*

Have you been tested for HIV in the last year? (N= 404)

 Yes 291 (72.03)

 No 106 (26.24)

 I don’t want to say 7 (1.73)

Where were you tested for HIV?† (N= 290)

 School or clinic at school 39 (13.45)

 Clinic or doctor’s office 125 (43.10)

 Community center 139 (47.93)

 Mobile testing van/bus 69 (23.79)

 Took a home test 1 (0.34)

 I don’t want to say 6 (2.07)

 Other 13 (4.48)

What would make you likely to get tested for HIV?† (N= 395)

 Thinking I could have HIV 236 (59.75)

 Having money for or access to transportation (bus, subway, train) 101 (25.57)

 Being able to get tested close to or at my school 136 (34.43)

 Being able to get tested close to where I live 84 (21.27)

 Being able to get tested far away fromwhere I live 39 (9.87)

 Making sure my parents don’t find out 88 (22.28)

 Being able to get tested for free 200 (50.63)

 Being able to get tested at a place where mostly guys who are attracted to guys go 88 (22.28)

 Nothing would make me more likely to do this 19 (4.81)

 I don’t want to say 16 (4.05)

 Other 19 (4.81)

Have you been tested for STDs in the last year? (N= 403)

 Yes 265 (65.76)

 No 131 (32.51)

 I don’t want to say 7 (1.74)

Where were you tested for STDs?† (N= 265)

 School or clinic at school 50 (18.87)

 Clinic or doctor’s office 138 (52.08)

 Community center 108 (40.75)

 Mobile testing van/bus 47 (17.74)

 Took a home test 2 (0.75)

 I don’t want to say 8 (3.02)

 Other 7 (2.64)

What would make you likely to get tested for STDs?† (N=395)
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N (%)*

 Thinking I could have an STD 252 (63.80)

 Having money for or access to transportation (bus, subway, train) 98 (24.81)

 Being able to get tested close to where I live 117 (29.62)

 Being able to get tested close to or at my school 85 (21.52)

 Being able to get tested far away fromwhere I live 43 (10.89)

 Making sure my parents don’t find out 88 (22.28)

 Being able to get tested for free 182 (46.08)

 Being able to get tested at a place where mostly guys who are attracted to other guys go 75 (18.99)

 Nothing would make me more likely to do this 20 (5.06)

 I don’t want to say 15 (3.80)

 Other 17 (4.30)

HIV, human immunodeficiency virus; STD, sexually transmitted disease.

*
Percentages are based on valid cases; missing data has been excluded from calculated variables.

†
Questions were multiple responses; therefore, total percentages will not add up to 100%.
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Table 5

Questionnaire Participants’ Interest in School-based HIV and STD Testing Among All Participants and 

Among Participants Who Had Ever Had Sex and Had Not Been Test in the Past Year

If It Was Offered at Your School, Would You Like to Use 
That Service? Among All Participants*

Among Participants Who Had Ever Had Sex† 
and Had Not Been Tested in the Past Year

HIV testing

 Yes 260 (64.36%) 55 (75.34%)

 No 96 (23.76%) 11 (15.07%)

 I don’t know 45 (11.14%) 7 (9.59%)

 I don’t want to say 3 (0.74%) 0 (0.00%)

 Total N 404 73

STD testing

 Yes 269 (66.58%) 57 (58.76%)

 No 96 (23.76%) 24 (24.74%)

 I don’t know 36 (8.91%) 15 (15.46%)

 I don’t want to say 3 (0.74%) 1 (1.03%)

 Total N 404 97

HIV, human immunodeficiency virus; STD, sexually transmitted disease.

*
Percentages are based on valid cases; missing data has been excluded from calculated variables.

†
Sex was defined as oral sex, vaginal sex, or anal sex.
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