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IF YOU PROVIDE THE

TEST, THEY WILL TAKE IT:

FACTORS ASSOCIATED WITH HIV/STI
TESTING IN A REPRESENTATIVE SAMPLE
OF HOMELESS YOUTH IN LOS ANGELES

Allison J. Ober, Steven C. Martino, Brett Ewing, and Joan S. Tucker

Homeless youth are at high risk for human immunodeficiency virus (HIV)
and other sexually transmitted infections (STI), yet those at greatest risk
may never have been tested for HIV or STL In a probability sample of sexu-
ally active homeless youth in Los Angeles (1 = 305), this study identifies
factors associated with HIV/STI testing status. Most youth (85%) had ever
been tested and 47% had been tested in the past 3 months. Recent testing
was significantly more likely among youth who self-identified as gay, were
Hispanic, injected drugs, and used drop-in centers, and marginally more
likely among youth with more depressive symptoms. Drop-in center use
mediated the association of injection drug use with HIV/STT testing. HIV/
STI testing was unrelated to sexual risk behavior. Drop-in centers can play
an important role in facilitating testing, including among injection drug
users, but more outreach is needed to encourage testing in other at-risk
subgroups.

Homeless youth in the United States are at high risk for contracting and transmit-
ting human immunodeficiency virus (HIV) and other sexually transmitted infections
(STT). HIV seroprevalence estimates among homeless youth vary greatly depending
on the sample [e.g., 5% (Luna & Rotheram-Borus, 1992), 12% (Pfeifer & Oliver,
1997), and 17% (Sweeney, Lindegren, Buehler, Onorato, & Janssen, 1995)], but
even the lowest estimate is at least two times higher than seroprevalence in non-
homeless populations of youth (DiClemente, 1992; Sweeney et al., 1995; Walters,
1999). Rates of HIV and STI testing among homeless youth tend to be higher than
testing rates among youth in the general population, with more than half of home-
less youth having ever been tested for either HIV or STI (Goodman & Berecochea,
1994; Gwadz et al., 2010; Tyler & Melander, 2010; Young & Rice, 2011) compared
with only 22.6% of the general population of sexually active youth (Balaji et al.,
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2012). Nonetheless, homeless youth at the highest risk for HIV and STI may not be
testing regularly or at all (Gwadz et al., 2010).

HIV testing is the primary strategy recommended by the CDC for reducing
the transmission of HIV (Centers for Disease Control and Prevention, 2006). Early
detection of HIV can slow the progression and transmission of the disease through
anti-retroviral treatment (Castilla, et al., 2005; Centers for Disease Control and Pre-
vention, 2009) and by increasing protective behaviors such as condom use (Marks,
Crepaz, & Janssen, 2006; Ober et al., 2011). The rate of HIV transmission from
those who are unaware of their HIV status is an estimated 3.5 times higher than
transmission from individuals who know they are HIV positive (Marks et al., 2006).
This is consistent with the basic elements of the health belief model, which suggest
that awareness of one’s own risk for and susceptibility to disease are associated with
protective health behaviors (Janz, Champion, & Strecher, 2002). Testing and getting
treated for sexually transmitted infections (STI) other than HIV also are important
to reducing the spread of HIV because having an STT increases the likelihood of HIV
transmission (Venkatesh et al., 2011).

A small number of prior studies have examined predictors of HIV/STI testing
among homeless youth, suggesting that certain factors are associated with higher
rates of testing more than others. For example, youth who engage in riskier sexual
behaviors, such as having a greater number of sexual partners (Goodman & Bereco-
chea, 1994) and engaging in risky sex with partners outside of their social networks
(Tyler & Melander, 2010), are more likely to get tested. Homeless youth who inject
drugs (Goodman & Berecochea, 1994) and use amphetamines (Solorio, Milburn,
Weiss, & Batterham, 2006) are also more likely to get tested. There are demographic
differences as well, with testing more likely among females and older youth (Good-
man & Berecochea, 1994; Solorio, Milburn, Weiss, & Batterham, 2006; Tyler &
Melander, 2010), African-American and mixed race youth, and males who self-iden-
tify as gay or bisexual (Solorio, Milburn, Weiss, & Batterham, 2006). In addition,
youth who have become or have gotten someone pregnant are more likely to test
(Solorio, Milburn, Rotheram-Borus, Higgins, & Gelberg, 2006), possibly because
they use services more frequently, are offered HIV/STT testing as part of prenatal
care, or because they engage in risky sexual behaviors such as unprotected sex and
seek services to find out if they have an STI. Finally, at-risk youth who are depressed
may exhibit higher risk behaviors than youth who are not depressed (Tolou-Shams,
Brown, Houck, & Lescano, 2008), potentially leading to a higher probability of
using services and receiving an HIV or other STT test than youth who are not de-
pressed. However, there are limitations to these studies that suggest the need for
further research in this area. For example, findings from some of these studies are
based on convenience samples of homeless youth and thus are not generalizable to
homeless youth outside of the study samples. Further, these studies have tended to
focus primarily on demographic and behavioral factors, not considering structural
factors such as service use that may be associated with HIV/STI testing.

There is some evidence suggesting that HIV and STI testing may be more likely
among youth who use services such as shelters and drop-in centers. For example,
HIV testing varies by sub-group of homeless youth, with “service-involved” youth
(i.e., youth living in temporary placements, such as shelters, which are connected to
services) more likely to test for HIV than “street” youth (those living on the streets)
or “nomads” (youth who travel around) (Gwadz et al., 2010). Because service-in-
volved youth are more likely to test for HIV and other STI, as are youth that engage
in high-risk behaviors, there may be an indirect relationship between high-risk be-



352 OBER ET AL.

I Behavioral Factors | T HIV/STI Testi
I Structural Factors (Service Use) I_. esting

| Psychological Factors M
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haviors and HIV/STI testing that is mediated by use of services—drop-in center use
in particular. Drop-in centers offer a wide variety of services that can include health,
mental health, and substance abuse counseling, case management, and needle ex-
change. These centers have particular appeal to homeless youth in that they are
perceived as offering greater flexibility, less paperwork, and less necessity to disclose
personal information than other types of services. In fact, 78 % of homeless youth re-
port accessing needed services at drop-in centers while only 40% of homeless youth
report using shelters (De Rosa et al., 1999). High-risk youth, including those who
are depressed, may test more because of their greater use of drop-in center services
and the availability of testing at service agencies. Further examination of factors
associated with HIV/STI testing, particularly the relationship between high-risk be-
haviors, use of services, and HIV/STI testing, is needed to better understand HIV/STI
testing behaviors and to inform the development of interventions to increase HIV/
STI testing in this population.

This study sought to supplement existing literature by examining the demo-
graphic, psychological, behavioral, and structural factors associated with HIV/STI
testing and whether the association between some of these factors and HIV/STI test-
ing is mediated by drop-in center use among homeless youth in Los Angeles County
(Figure 1). We hypothesized that youth would be more likely to test if they engaged
in HIV risk behaviors (such as injection drug use and high-risk sexual behaviors),
self-identified as gay, perceived themselves to be more susceptible to HIV, experi-
enced more depressive symptoms, and accessed services at either a youth homeless
shelter or drop-in center. We also hypothesized that the association between high-risk
behaviors and HIV/STTI testing would be mediated by drop-in center use. Specifically,
we expected that youth in greater need of services, such as injection drug users (who
may use drop-in centers for needle exchange), youth experiencing more depressive
symptoms (who may seek counseling services), and youth who self-identify as gay
(who may seek services tailored to the needs of sexual minorities), would be more
likely to test for HIV/STT potentially because of their greater use of drop-in centers.

METHODS

STUDY DESIGN
We recruited a sample of homeless youth from shelters, drop-in centers, and
street venues in Los Angeles County between October 2008 and August 2009. Be-
cause a sampling frame of all the homeless youth in the study area is not available,
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we adopted a multi-stage design. Specifically, we adopted a two-stage design that
involved first developing a sampling frame of sites used by homeless youth and then
sampling youth within the selected sites. We developed two sampling frames of sites:
one for eligible service sites (shelters and drop-ins) and the other for street sites (or
“hangouts”) in the study area. The first sampling frame, for service sites, was devel-
oped using existing directories of services for homeless individuals. Service sites were
considered eligible if they were located in the study area and the majority of their
clientele were between the ages of 13 and 24 and English speaking. Service sites not
limited to that age group were eligible if they had a specific program geared toward
youth. In addition, for short-term transitional housing programs the average length
of stay had to be one year or less. Our final list of service sites consisted of 22 eligible
sites: 15 shelters and 7 drop-in centers. All the eligible service sites in the study area
that agreed to participate into the study were selected with certainty and thus the
sites can be considered strata.

The second sampling frame, for street sites, was developed with input from ser-
vice providers, outreach agencies, and homeless youth. We ultimately identified 19
street sites in the study area where homeless youth were known to congregate and
hang out. All of these street sites were included in the study and thus can be consid-
ered as strata. Each of the 41 service and street sites was investigated intensively with
the purpose of obtaining an estimate of the average number of youth served daily by
the service sites and the average number of youth that congregate at the street venues
in a given day. This information was used to assign an overall complete quota to
each site that was approximately proportional to the size of a site. The second stage
of the sampling design consisted of drawing a probability sample of homeless youth
from the 41 study sites. A probability sampling method is any method of sampling
that utilizes some form of random selection. In order to have a random selection
method, you must set up some process or procedure that assures that the different
units in your population have equal probabilities of being chosen. Strategies specific
to the type of sites were developed to randomly select the youths to be approached,
screened, and interviewed.

The sampling design deviates from a proportionate-to-size stratified random
sample (where a constant proportion of the population is sampled from every site)
for the following reasons: changes in the sampling rates during the fielding period;
differential response rates of youths across sites; and variability in how frequently
youth access shelters, drop-ins, and street venues. This last factor meant that some
youth were more likely than others to be included in the sample for a given site.
We accounted for the differential frequency of using sites by asking participants
how often they had gone to a shelter, drop-in, or street site in the study area during
the past 30 days and using this information to correct their sampling probability.
We corrected departures from a proportionate-to-size stratified random sample with
sampling weights.

PARTICIPANTS

Youth were eligible for the study if they: (a) were between the ages of 13-24;
(b) were not currently living with a parent or guardian; (c) were not getting most of
their support for food and housing from family or a guardian; (d) spent the previous
night in a shelter, outdoor or public place, hotel or motel room rented with friends
(because of no place else to go), or other place not intended as a domicile; and
(e) were English speaking. Interviews were conducted between October 2008 and
August 2009. Of 446 youth who initially screened eligible for the study, 437 were
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interviewed. Of those interviewed, 18 were later found to be ineligible and excluded
from the sample because they were too old (7 = 2), suspected of not being homeless
(n =1), or a repeater (n = 15). This resulted in a study sample of 419 and a response
rate of approximately 98%. For the present analysis, we selected a subsample of this
population that consisted of youth who reported having sexual intercourse (either
vaginal or anal) with at least one sexual partner in the past three months (7 = 305).
(A total of 309 youth reported having intercourse in the past three months, but four
were missing data for their last sexual event and thus could not be included in our
event model. As such, our data reflect the 305 who were included in this model.) The
analytic sample had a mean age of 20 (SD = 2.28), 24% were Black, 36% White,
19% Hispanic, and 21% of another race or ethnicity (Table 1). Half had no high
school diploma or GED, 30% had a diploma or GED, and 20% had some college
or had finished college. Most youth (66%) reported being heterosexual, while 26 %
identified as bisexual, and 8% reported they were homosexual.

PROCEDURES
After providing informed consent, trained study personnel conducted comput-
er-assisted face-to-face structured interviews. These interviews lasted an average of
60 minutes, and youth were paid $25. The research protocol was approved by the
institution’s internal review board, and a Certificate of Confidentiality was obtained
from the National Institutes of Health.

MEASURES
Our binary dependent variable was whether the participant had an HIV or STI
test within the last three months. Four categories of predictors were considered:
(1) demographic factors; (2) psychological factors; (3) behavioral factors; and (4)
structural factors.

Demographic factors. Demographic factors included age in years, biological sex,
race (Black, White, Hispanic or another race), level of education (a three-level cat-
egorical variable, treated as a continuum in the analysis: no high school diploma or
GED, high school diploma or GED, had some college or completed college), and
sexual orientation (a categorical variable indicating whether the youth reported be-
ing homosexual, bisexual, or heterosexual).

Psychological factors. Psychological factors included depressive symptoms and per-
ceived susceptibility to HIV. We measured depressive symptoms with the four-item
Center for Epidemiologic Studies Depression (CESD) scale (Melchior, Huba, Brown,
& Reback, 1993) (o = .81). The mean of the following three items was used to mea-
sure perceived susceptibility to HIV: “It would be easy for you to get the HIV infec-
tion or AIDS,” “Your behavior puts you at risk of HIV or AIDS,” and “You worry
about getting HIV or AIDS” (1 = strongly disagree to 4 = strongly agree) (o0 = .59).

Behavioral factors. Behavioral factors included whether or not the youth was a
“traveler,” that is, whether he/she had lived in at least two states besides California
since leaving home (or since leaving home the last time, for those who had left home
more than once), with at least one of those states being a non-neighboring state to
California (i.e., a state other than Arizona, Nevada, or Oregon). Injection drug use
was a binary variable measuring whether the participant had injected any drugs in
the past six months. Four indicators of sexual risk behavior were examined: (1) the
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TABLE 1. Demographic and Risk Characteristics
No HIV Test (N=163)  HIV Test (N=142)

Mean (SE) or % Mean (SE) or %

Demographic Characteristics
Age 20.16 (0.21) 20.7 (0.20)
Male 60% 68%
Race

Black 27% 20%

White 38% 35%

Hispanic 14% 24%

Other 21% 21%
Levels of Education

No High School Diploma or GED 48% 52%

High School Diploma or GED 32% 26%

Some College 20% 23%
Sexual Orientation

Heterosexual 71% 63%

Homosexual 3% 12%

Bisexual 26% 25%
Psychological Charactersitics
Depression Score (CESD, range 0-3) 0.83 (0.06) 1.00 (0.07)
Perceived Susceptibility to HIV (range 1-4) 2.39 (0.08) 2.27(0.09)
Behavioral Characteristics
Traveler 37% 37%
Injection drug use in past 6 months 12% 21%
Number of sex partners in past 3 months 2.07 (0.19) 2.46 (0.26)
Any unprotected sex with a casual or need-based partner 26% 27%
Number of recent sex partners who were casual or need-based

0 were casual or need-based 54% 48%

1 was casual or need-based 25% 18%

2 or more were casual or need-based 21% 34%
Number of recent sex partners who respondent thinks had risky sex

0 had risky sex 17% 15%

1-2 had risky sex 31% 33%

3 or more had risky sex 52% 52%
Structural Characteristics

Used a drop-in center the last month 58% 76%

Stayed in a shelter in the last month 22% 22%

total number of sexual partners in the past 3 months, with sex defined as vaginal
or anal intercourse (continuous), derived from the answer to the question, “how
many male/female partners did you have in the last three months”; (2) the number
of sexual partners who were casual or need-based in the past 3 months, with casual
partner defined for participants as “someone who is not steady like a boyfriend or
girlfriend, but instead is more casual, like once-in-a-while, ‘in the moment,” or may-
be ‘just for fun,’” and need-based partner defined as “someone a person has sex with
because they need money, food, a place to stay, drugs or alcohol, or something like
that” (categorized as 0, 1, 2 or more); (3) any sex without a condom with a casual or
need-based partner in the past 3 months, derived from answers to the question “how
many of these times [the times having sex with the partner] did you use a condom”;
and (4) the number of sexual partners within participants’ social networks (they
identified 20 people they knew who also knew them and, of those, identified which
were sexual partners) who were believed to engage in risky sexual behaviors, such
as having multiple sex partners, having sex with someone they didn’t know, or not
using a condom with a new partner (categorized as 0, 1-2, 3 or more). The variables
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assessing number of and unprotected sex with casual or need-based partners were
derived from information obtained on up to four recent sex partners.

Structural factors. Two separate items assessed whether respondents, in the past 30
days, used a drop-in center or used an emergency shelter or transitional housing.

STATISTICAL ANALYSIS

We began our analysis by using logistic regression to estimate the bivariate asso-
ciation between HIV/STT testing and each of our demographic, behavioral, psycho-
logical, and service use factors. Next, we estimated a multivariable logistic regres-
sion model of HIV/STI testing that included as predictors only those variables that
were bivariately associated with HIV/STI testing at p < .10. Drop-in center use was
not included as a predictor in the multivariable regression model, regardless of its
bivariate association with HIV/STI testing, as this would interfere with our ability
to evaluate this variable as a mediating factor in the final step of our analysis. The
final step of our analysis involved estimating a path model to test for evidence of a
mediating role of service use in the associations between HIV/STI testing and depres-
sive symptoms, injection drug use, and self-identification as gay. In this path model,
we estimated direct paths from each predictor to HIV/STI testing, as well as indirect
paths that went through drop-in center use. We concluded that there was evidence of
mediation if: (a) a demographic, behavioral, or psychological factor was associated
with HIV/STT testing in the multivariable regression model; (b) the demographic, be-
havioral, or psychological factor was associated with drop-in center use in the path
model and drop-in center use was in turn associated with HIV/STT testing; and (c)
the association between the demographic, behavioral, or psychological factor and
HIV/STI testing was reduced when drop-in center use was introduced to the model
(Baron & Kenny, 1986).

RESULTS

The majority of youth (85%) reported that they had tested for HIV or other STT at
least once in their life, and just under half (47%) said they had received an HIV or
STI test in the last three months. Of youth who tested in the last three months, al-
most all (95%) said they had received their test results. The mean CESD depression
score (range 0-3) was 1.00 for youth who had received an HIV or STT test and .83
for those who had not, with higher scores indicating greater depressive feelings.
Youth reported a substantial amount of risky drug use and sexual behavior.
Fifteen percent of all youth in the sample reported having injected drugs in the last
six months, with 21% of those who had taken an HIV/STI test reporting injection
drug use compared with 12% of those who had not. Youth reported an average
of 2.3 sexual partners in the last three months, with over 80% reporting that their
sexual partners had risky sex with other partners in the last three months. About
half of youth reported having at least one casual or need-based partner in the last
three months, with 34% of youth who had received an HIV/STI test and 21% of
those who had not reporting two or more. Over half of all youth believed that their
sexual partners had risky sex with other people. With respect to service usage, two-
thirds of the youth reported that they had used a drop-in center at least one time in
the past 30 days. Seventy-six percent of those who had taken an HIV/STT test and
received their results reported using a drop-in center compared with 58% of those
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TABLE 2. Bivariate and Multivariate Logistic Regression Models Predicting the Probability of Being
Tested for HIV/STI (N = 305 Participants)

Bivariate Logistic Regression Models Multiple Logistic Regression Model

OR 95% CI P-value OR 95% CI P-value
Demographic Characteristics
Age 1.10 0.99 1.23 0.08 1.05 0.98 1.13 0.20
Male 1.42 0.83 2.45 0.20
Race (ref = White)
African American 0.83 0.42 1.62 0.58 0.89 0.56 1.65 0.64
Hispanic 1.89 0.91 3.93 0.09 1.60 1.00 2.96 0.08
Other 1.08 0.52 2.26 0.83 1.12 0.69 2.12 0.57
Level of education 1.00 0.72 1.38 0.98
Sexual Orientation (ref = Heterosexual)
Homosexual 3.96 1.32 11.89 0.01 2.17 1.15 5.02 0.02
Bisexual 1.08 0.59 1.99 0.81 1.06 0.72 1.76 0.76
Psychological Characteristics
Depression Score 1.36 0.97 1.91 0.08 1.21 0.97 1.50 0.09
Percieved suceptibility to HIV 0.88 0.67 1.14 0.33
Behavioral Characteristics
Traveler 1.03 0.59 1.79 0.93
Injected drugs in the past 6 months 2.05 0.97 4.34 0.06 1.72 1.08 2.74 0.02
Number of sex partners in the past 3 1.06 0.96 1.17 0.24
months
Any unprotected sex with a casual or 1.07 0.59 1.93 0.83
need-based partner
Number of recent sex partners who were
casual or need-based (ref = 0)
1 was casual or need-based 0.77 0.40 1.48 0.44 0.84 0.55 1.47 0.42
2 or more were casual or need-based 1.71 0.92 3.18 0.09 1.21 0.81 2.06 0.36
Number of recent sex partners who
respondent thinks had risky sex (ref = 0)
1-2 had risky sex 1.12 0.52 2.44 0.77
3 or more had risky sex 1.07 0.52 2.21 0.86
Structural Characteristics
Used a drop-in center the last month 2.30 1.32 3.98 0.00
Stayed in a shelter in the last month 1.00 0.55 1.79 0.99

who had not taken a test. Only about one-fifth of the youth in the study reported
using a shelter in the past month, with 22% of youth who did not have an HIV/STI
test and 22% of those who did reporting shelter use.

In bivariate models, factors significantly (p < .05) associated with increased
odds of testing for HIV/STT in the past three months include self-identifying as gay
(OR = 3.96, 95% CI = 1.32-11.89) and having been to a drop-in center in the past
month (OR = 2.30, 95% CI = 1.32-3.98). Factors marginally associated (p < .10)
with increased odds of being tested (and also included in the multivariable regres-
sion analysis) were older age (OR = 1.10, 95% CI = 0.99-1.23), Hispanic ethnicity
(OR = 1.89, 95% CI = 0.91-3.93), more depressive symptoms (OR = 1.36, 95%
CI = 0.97-1.91), injection drug use in the past six months (OR = 2.05, 95% CI
= 0.97-4.34), and having two or more casual or need-based partners in the past
three months (OR = 1.71, 95% CI = 0.92-3.18). Factors not associated with HIV/
STT testing in bivariate models were gender, self-identification as bisexual, perceived
susceptibility to HIV, being a “traveler,” number of sexual partners, unprotected sex
with a casual or need-based partner, number of sexual partners perceived to be hav-
ing risky sex, and shelter use in the last month.
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Results of the multivariable logistic regression model are shown in Table 2. In
this model, factors significantly associated with HIV/STI testing include Hispanic
ethnicity (OR = 1.60, 95% CI = 1.00-2.96), self-identifying as gay (OR =2.17,95%
CI = 1.15-5.02), and having injected drugs in the past 6 months (OR = 1.72, 95%
CI = 1.08-2.74). Having depressive symptoms was marginally associated with HIV/
STI testing in the multivariable regression model (OR = 1.21, 95% CI = 0.97-1.50)
and thus was included in the path model. (Drop-in center use was not included in
the multivariate model because it would interfere with our ability to evaluate it as a
mediating factor.)

Results of the path model are shown in Figure 2. In this model, drop-in cen-
ter use was significantly associated with HIV/STT testing (OR = 1.40, 95% CI =
1.13-1.75). There was a direct association between self-identifying as gay and HIV/
STT testing (OR = 2.19, 95% CI = 1.25-3.86), but no indirect association involving
drop-in center use (i.e., no evidence that drop-in center use mediated this relation-
ship). Likewise, there was a direct association between depression and HIV/STT test-
ing (OR =1.29,95% CI = 1.02-1.64), but no indirect association involving drop-in
center use (i.e., no evidence of mediation). Injection drug use had a marginal direct
association with HIV/STI testing (OR = 1.50, CI = 0.92-2.45) and a marginally
significant indirect association with HIV/STT testing via its association with drop-in
center use (OR = 1.69, CI = 0.98-2.90). We tested the significance of the indirect
effect using a test provided by Goodman (Goodman, 1960) and found it to be mar-
ginally significant (z = 1.67, p = .09). Race/ethnicity was included in the path model
because there was evidence of an association between this variable (being Hispanic
in particular) and HIV/STI testing in the multiple regression model. Although we
do not present this information in Figure 2, the direct association between Hispanic
ethnicity and HIV/STI testing remained evident in this model (OR = 1.66, 95% CI
= 1.04-2.65). Further, in the path model we also found an association between be-
ing Black and using a drop-in center (OR = 1.67, CI = 1.05-2.65), but no evidence
that drop-in center use mediates the relationship between being Black and testing
for HIV/STL.

DISCUSSION

The present study sought to advance knowledge of factors related to HIV/STI testing
in a sample of homeless youth in Los Angeles County. Consistent with our hypoth-
esis, we found that youth were more likely to test if they engaged in injection drug
use, self-identified as gay, experienced more depressive symptoms (marginally signifi-
cant), and used drop-in center services. In addition, Hispanic youth were more likely
to be tested for HIV/STI than White youth. However, contrary to expectations, HIV/
STI testing was unrelated to engagement in high-risk sexual behaviors, feeling more
susceptible to HIV, and staying in a homeless youth shelter or transitional housing.
The associations of testing with self-identifying as gay (Solorio, Milburn, Weiss, &
Batterham, 2006) and injection drug use (Goodman & Berecochea, 1994) are con-
sistent with previous research. However, to the best of our knowledge, this is the first
study to document differences in HIV/STI testing among homeless youth by mental
health status and drop-in center use, as well as the first to find that Hispanic youth
(rather than Black or mixed-race youth) are more likely to take an HIV/STT test.
Our expectations about the mediating role of drop-in center use were partially sup-
ported. Although the positive association between injection drug use and HIV/STI
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FIGURE 2. Path model showing direct and indirect (via drop-in
center use) associations between HIV/STT testing, injection drug use,
depression, and self-identification as gay. Only statistically significant
(p < 05)* or marginally significant (p < .10)" odds ratios are shown.

testing could be explained by injection drug users’ greater proclivity to use drop-in
centers, the same was not true for the associations of testing with depressive symp-
toms or self-identifying as gay.

That drop-in center use is strongly associated with testing over and above other
factors, and may mediate the association between other behavioral characteristics
and testing, suggests the importance of considering structural factors in interven-
tions to increase HIV/STT testing. We believe this finding to be particularly salient
given that homeless youth often prefer to use drop-in centers over other services
(e.g., shelters) because drop-in centers are perceived to pose fewer barriers (DeRosa
et al., 1999). Among youth in this study who reported any past month drop-in cen-
ter use, the average number of days used in the past month was 15.75, indicating
that this is a steady source of assistance for many of these youth. In light of recent
studies showing that a majority of adolescents in a community sample offered a free
rapid HIV test were willing to take it (Swenson, Hadley, Houck, Dance, & Brown,
2011), and that increased availability of rapid testing methods and free testing ser-
vices are among the factors most highly associated with increased acceptance of HIV
testing in a general population of youth (Peralta, Deeds, Hipszer, & Ghalib, 2007),
regularly offering free rapid testing at drop-in centers may be an effective way to en-
courage testing among homeless youth. Our findings also suggest that drop-in center
use may mediate the relationship between injection drug use and HIV/STI testing.
This relationship is logical given that injection drug users may be more in need of the
variety of services provided by drop-in centers than other youth. Further, they may
seek out drop-in centers in order to find HIV/STI testing.

While prior studies have suggested an association between depression and high-
risk behaviors, none has found a direct association between depressive symptoms
and HIV/STI testing. We expected that this association would be explained by more
frequent use of drop-in centers, but this was not the case. Youth experiencing more
depressive symptoms are not more likely to use drop-in centers than youth who are
not depressed, but are in fact more likely to test. This may be explained by greater
engagement in high-risk behaviors, such as substance use, among youth with more
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depressive symptoms (Tolou-Shams et al., 2008), but further study is needed to bet-
ter understand this association.

Our finding that Hispanic youth are more likely to test for HIV/STI than White
youth differs from one prior study which found that Black and mixed race youth
are more likely to test for STI than White or Hispanic youth (Solorio, Milburn,
Weiss, & Batterham, 2006). However, in that study the authors note that the Black
youth were primarily older and thus may have more information about STI risk and
the importance of testing. Thus, there may have been an interaction in that study
between age and race/ethnicity, with older, Black youth more likely to test than
younger youth of other racial and ethnic backgrounds, or a potential confounding
of the two variables. That particular study also measured the likelihood of youth to
test for STI over time, throughout a 24-month period. A similar study by most of the
same authors (Solorio, Milburn, Rotheram-Borus, Higgins, & Gelberg, 2006) that
measured testing at a single point in time among only those who had been sexually
active in the past three months (compared with reporting ever having had sex at
baseline or sexual activity within three months of any of the measurements) did not
find differences by race or ethnicity, possibly suggesting that time on the street could
also influence testing rates, that those who are more sexually active may have tested
once but not again in the past three months, or that exposure to that study could
have increased testing in certain groups. Last, the present study specifically asked
about STT or HIV testing while Solario and colleagues, in both studies, asked about
STI testing only. Homeless youth may not include HIV as an STI test. Further study
is needed to better understand potential cultural differences in HIV and STI testing
among homeless youth.

Although our results support some of our hypotheses and findings from prior
studies, not all of the expected associations were found. For example, youth who
reported greater sexual risk behaviors, such as having more casual or need-based
partners, were not necessarily more likely to get tested or access services at a drop-in
center. Similarly, testing was not more likely among those who felt more susceptible
to HIV. More than one previous study has found that adolescents who report high-
risk behaviors are no more likely to request STT testing than youth who do not en-
gage in high-risk behaviors (Smith, Buzi, & Weinman, 2005; Solorio, Milburn, Ro-
theram-Borus et al., 2006; Solorio, Milburn, Weiss et al., 2006), so this finding has
some precedence in the literature. Solario and colleagues (2006) suggest that the lack
of association between high-risk sexual behaviors and testing could be due to some
common STIs, such as chlamydia and genital herpes, being asymptomatic (Solorio,
Milburn, Rotheram-Borus et al., 2006). Thus, youth with high-risk sexual behaviors
may not make a connection between their behavior, having an STI, and needing an
STI test. An additional explanation could be that homeless youth in Los Angeles
may not perceive their sexual behavior to be particularly risky. While injection drug
users and gay youth seem to have gotten the message to get tested, other homeless
youth may not be aware of their own susceptibility to HIV. Our findings show simi-
lar mean scores on the perceived susceptibility to HIV scale for those who did not get
tested (M = 2.41) and those who did (M = 2.24). If homeless youth—including those
with high-risk sexual behaviors—truly do not perceive themselves to be at high risk
for HIV and other STIs, there is a strong need for greater educational outreach and
encouragement to test, beyond injection drug users (IDUs) and gay youth.
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CONCLUSIONS

Our study has several limitations. First, we did not ask whether youth were HIV or
STI positive or negative; rather, we only asked them whether they had taken a test.
In addition, when we asked about HIV and STI testing, we combined the two in a
single question (i.e., we asked “when was your last HIV or STT test”), thus preclud-
ing an examination of similarities and differences in the predictors of each type of
test. Finally, our findings may not generalize to youth in other geographic areas,
such as those with few services specifically for homeless youth, or to those who are
Spanish-speaking. Nevertheless, our study presents important new data on predic-
tors of HIV/STI testing in homeless youth that have implications for encouraging
more widespread testing. Specifically, the availability and accessibility of HIV and
STT testing and/or messages about HIV and STI at venues frequented by homeless
youth, such as drop-in centers, may be among the most important factors involved
in a youth’s decision to get tested. Structural interventions that increase the acces-
sibility of testing and reach out to youth who do not frequent these venues may be a

fruitful direction for future research.
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