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Objective: The purpose of this study was
to determine the rates and predictors of
HIV testing and receipt of results among
homeless adults with serious mental ill-
ness in the initial 3-month period after
contact with a community-based case
management program.

Method: Baseline and follow-up inter-
view data came from clients (N=5,890) in
the Access to Community Care and Effec-
tive Services and Supports program, an
18-site, 5-year federally sponsored dem-
onstration designed to evaluate the effect
of service system integration on out-
comes for homeless persons with serious
mental illness.

Results: Overall, 38.0% of clients were
tested for HIV in the 3 months after pro-
gram entry; of these, 88.8% returned to re-
ceive their test results. Likelihood of being
tested was independently associated with
having been tested before, more severe
psychiatric symptoms and drug problems,
level of worry about getting AIDS, younger
age, less education, minority status,
longer-term homelessness, being sexually
assaulted, being arrested, and health ser-

vices utilization. Among those tested, like-
lihood of receiving the test results was
higher among those with a history of prior
testing and return for results, a higher fre-
quency of testing, and more years of edu-
cation and lower among those with drug
abuse problems, outpatient medical ser-
vice utilization, disability, and sexually
transmitted disease. Interaction analyses
showed that, for men, greater social sup-
port increased the likelihood of both HIV
testing and receipt of results, while sexual
victimization during follow-up decreased
the likelihood that men would return for
their HIV results.

Conclusions: The majority of homeless
clients enrolled in an intensive case man-
agement program were not tested for HIV
during the 3-month period after program
entry. Among those tested, however,
nearly 90% reported receiving their re-
sults. The findings may enhance the de-
velopment and targeting of strategies to
increase testing and awareness of HIV se-
rostatus among high-risk mentally ill
homeless persons.

(Am J Psychiatry 2004; 161:2287–2294)

Human immunodeficiency virus (HIV) testing is a
cornerstone in efforts to detect, treat, and prevent HIV in-
fection. With the advent of more effective therapies in re-
cent years, early diagnosis is important in optimizing a
treatment plan and forestalling the progression of AIDS
and death (1). In addition, earlier awareness of one’s se-
ropositivity may lead to decreased future transmission of
the virus, given the long asymptomatic period during
which an HIV-infected individual could unknowingly be
spreading the virus to others. Even for those whose test re-
sults are negative, pre- and posttest counseling sessions
provide valuable opportunities for HIV education and
risk-reduction counseling. Of course, HIV testing alone is
not enough; individuals must also return for their test re-
sults. Indeed, of the nearly 2.3 million publicly funded HIV
tests that were performed in the United States in 1998,
48% of those tested had no posttest counseling, and some
of the highest failure rates were among those most at risk
for infection (2).

Compared with the general population, persons who
are homeless and chronically mentally ill are at higher risk
for HIV infection, reflecting their higher rates of drug use
and sexual risk behaviors (3–6). Moreover, numerous stud-
ies have demonstrated HIV seroprevalence rates of ≥1% in
homeless samples across the country (3, 7–9). Thus, ac-
cording to Centers for Disease Control and Prevention
(CDC) guidelines (1), homeless persons represent a popu-
lation for whom HIV testing should be routinely recom-
mended. Despite the importance of HIV testing, however,
few studies (9–13) have examined factors associated with
testing and return for test results in this vulnerable, high-
risk population. The current literature in this area is some-
what limited in at least two respects. First, prior research
has focused on identifying correlates of past HIV testing
behaviors by using cross-sectional data, potentially limit-
ing the interpretation of some associations. Second, previ-
ous studies have focused on groups of homeless persons
living in specific locales and, therefore, are of limited gen-
eralizability.
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In the present study, we used prospective data from a
large, multisite homeless outreach demonstration project
to determine the rates and predictors of HIV testing and
receipt of test results among clients in the 3-month period
after program entry. By identifying predisposing, en-
abling, and need factors associated with HIV testing and
return for results, the findings of this study are expected to
enhance the development and targeting of strategies to in-
crease awareness of HIV serostatus among seriously men-
tally ill homeless persons.

Method

Data Source and Study Participants

The data for this study come from the Access to Community
Care and Effective Services and Supports (ACCESS) program,
which has been described in detail previously (14). Launched in
1994 by the federal Center for Mental Health Services, the ACCESS
program was an 18-site, 5-year demonstration project designed
to evaluate the effect of service systems integration on outcomes
for homeless persons with serious mental illness. All sites re-
ceived funding to establish both specialized outreach teams to
make contact with untreated homeless people and intensive case
management teams to provide comprehensive services for up to
1 year to approximately 100 new clients each year.

During the 4-year recruitment period, 7,530 individuals were
referred to the ACCESS program and screened for eligibility. Of
these, 7,229 (96.0%) were found to be eligible (see the summary of
the eligibility criteria later in this section) and were invited to par-
ticipate in the ACCESS demonstration, gave written informed
consent, and completed a comprehensive baseline interview.
Subjects were reinterviewed at 3 months after program entry. The
interviews were conducted by trained interviewers who were not
involved in the delivery of clinical services.

Individuals were eligible to participate in the ACCESS program
if they were homeless, suffered from severe mental illness, and
were not already involved in some form of treatment (15). Home-
lessness was defined as having spent at least seven of the past 14
nights in a shelter, outdoors, or in a public or abandoned build-
ing. Psychiatric eligibility was determined by using a 30-item
screening algorithm that assessed symptoms of psychosis, de-
pression, and mania, as well as interviewer-rated overtly dis-
turbed behavior. The screening algorithm, developed for a previ-
ous outreach demonstration project for homeless persons with
serious mental illness, was validated by using the Structured Clin-
ical Interview for DSM-III-R and demonstrated 91% sensitivity
(i.e., it correctly identified 91% of persons with axis I non-
substance-use psychiatric disorders) (16).

Dependent Variables

The two dichotomous outcome measures for this study were
drawn from the 3-month follow-up interview and reflected
whether individuals had been tested for HIV during the follow-up
period and, if so, whether they received the test results.

Independent Variables

Our selection of potential predictors was guided by Gelberg
and colleagues’ Behavioral Model for Vulnerable Populations
(17), which posits that health-seeking behavior among vulnerable
groups, such as homeless persons, is a function of three catego-
ries of variables: predisposing, enabling, and need factors. Predis-
posing factors are personal characteristics that influence the like-
lihood of using health services. Enabling factors include the
individual, family, and clinical resources that are instrumental in

obtaining services. Need factors relate to the conditions and cir-
cumstances that provide the impetus for seeking health care. Un-
less otherwise stated, potential predictor variables were drawn
from the baseline interview.

Predisposing factors. We included the following demographic
and social structure characteristics: age, gender, marital status,
veteran status, race, years of education completed, and duration
of the current episode of homelessness. We also included mea-
sures of social support, disability, and criminal activity. Level of
social support was based on measures of network size and per-
ceived availability of resources (18) and reflected the number of
types of people the client could count on for a loan, a ride to an
appointment, or help with an emotional crisis (Cronbach’s alpha=
0.74); possible scores ranged from 0 to 18. Disability status re-
flected the client’s self-reported usual pattern of employment
over the past 12 months. Data from the 3-month follow-up inter-
view were used to create a dichotomous variable to indicate
whether the client had been arrested and charged with one or
more of the following major criminal offenses during the past 2
months: parole/probation violations; drug charges; forgery;
weapons offense; burglary, larceny, or breaking and entering; rob-
bery; assault; arson; rape; and homicide/manslaughter.

For baseline physical health status, a summary score with a
possible range of 0 to 16 was calculated from the following self-re-
port checklist of current medical conditions: diabetes; anemia;
high blood pressure; heart disease/stroke; problems with liver;
arthritis, rheumatism, or joint problems; chest infection, cold,
cough, or bronchitis; pneumonia; problems with seizures; tuber-
culosis; skin problems; lice, scabies, or other similar infestations;
problem walking, lost limb, or other physical limitations; prob-
lems with teeth; gynecological problems; and traumatic injuries.
It is noteworthy that the presence of a current sexually transmit-
ted disease other than HIV was also assessed at baseline; however,
it was not included in the summary score. As described later in
this section, having a sexually transmitted disease was considered
to be a need factor with respect to HIV testing.

Enabling factors. We included income in the past month as a
traditional enabling variable. Using data from the follow-up inter-
view, we also included variables indicating whether clients had
received various outpatient and inpatient services during the past
60 days. These service utilization variables were considered to be
enabling in that contacts with the health care system represent
potential opportunities for HIV risk assessment, education, and
referral for testing and counseling.

Another variable that was hypothesized to be potentially en-
abling was clients’ follow-up assessment of the quality of the rela-
tionship, or therapeutic alliance, with their primary clinician
(usually, case manager). To measure this variable, we used the
Therapeutic Alliance Scale (19). We assigned clients to one of
three levels of therapeutic alliance: no primary clinician identi-
fied, low alliance with clinician (score below the median of 44), or
high alliance with clinician (greater than or equal to the median
score) (20).

Need factors. As noted earlier, one of the need variables consid-
ered in this study was whether clients had a sexually transmitted
disease other than HIV at baseline, given the high rates of coinfec-
tion of sexually transmitted diseases and HIV and the presence of
shared risk factors (21). We also included a variable indicating
whether clients had been sexually assaulted during the 2-month
period before the follow-up interview.

Given the association of substance abuse and psychiatric
symptoms with HIV risk and risk behaviors, data from baseline
and follow-up interviews were used to determine substance
abuse and psychiatric symptoms at baseline as well as changes in
mental health status. Substance abuse was measured by using
two composite scores—one for alcohol and the other for other
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drugs—from the Addiction Severity Index (22), which includes
questions that assess the frequency of use, amount of intake, and
problems associated with use. Individual items were weighted
and summed (based on the number of questions and the maxi-
mum response) so that possible alcohol and drug scores ranged
from 0, indicating no problems with the substance, to 1, indicat-
ing severe problems with the substance.

To measure psychiatric (mood and psychotic) symptoms, an
index was created by averaging standardized scores on three
mental health instruments with a total of 26 items: the Addiction
Severity Index psychiatric composite problem index (22), the de-
pression scale derived from the National Institute of Mental
Health Diagnostic Interview Schedule (23), and the psychotic
symptom scale derived from the Psychiatric Epidemiology Re-
search Interview (24) (Cronbach’s alpha=0.75). We also included
an objective, interviewer-rated measure of overtly psychotic be-
havior (25) that was assessed only at baseline (no change in score
examined). The 13 items assessing unusual speech, affect, agita-
tion, and responses to internal stimuli and delusions were each
coded from 0 (not at all) to 4 (a large extent), yielding a summary
score with a possible range of 0 to 52.

Self-perceived need for testing was assessed by asking clients
about their level of worry about getting AIDS; responses ranged
from 0, indicating “not at all,” to 4, indicating “extremely.” Finally,
we included a measure of clients’ HIV testing history. Using base-
line responses to questions about whether they had ever been
tested for HIV and whether they got the results, we categorized
clients into one of three groups: never tested before, tested but
did not get results, and tested and got results. (Clients in the latter
group were known to be HIV-negative at baseline, since those
who reported being HIV-positive at baseline were excluded).

Data Analysis

Simple, univariate statistics were used to describe the study
group and to summarize rates of HIV testing and receipt of test re-
sults during the 3-month follow-up period after program entry.
Parallel bivariate and multivariate analyses were then performed
for the two outcome measures. First, bivariate associations of po-
tential predisposing, enabling, and need factors with each of the
outcomes were assessed by using chi-square tests for categorical
variables and t tests for continuous variables.

Second, multivariate logistic regression modeling was per-
formed to identify independent predictors of HIV testing and re-
ceipt of results. We used generalized estimating equation tech-
niques (26) to account for the clustering of clients within program
sites. For each outcome, a backward elimination strategy was
used to determine the most parsimonious set of predictors; vari-
ables that were significant at the 0.05 level were retained in the fi-
nal models. Because a recent study found some gender differ-
ences in correlates of HIV testing and return for results (11) and
because the study clients included a substantial number of both
men and women, we not only considered all main effects but also
evaluated all first-order interaction terms with gender. All analy-
ses were performed by using the SAS System for Windows, Ver-
sion 8 (SAS Institute, Cary, N.C.).

Results

Study Participants

In total, 7,229 individuals were enrolled in the ACCESS
program and completed a baseline interview. Nonmutu-
ally exclusive psychiatric diagnoses, based on a clinician’s
assessment at the time of referral, included major depres-
sion (48.7%), schizophrenia (36.2%), other psychoses

(31.4%), personality disorder (22.0%), bipolar disorder
(20.3%), and anxiety disorder (18.0%). Rates of substance
abuse were also high (42.8% with alcohol abuse and 38.4%
with drug abuse).

For the purposes of this study, we excluded 237 individ-
uals (3.3%) who reported being HIV-positive at baseline.
Of the remaining 6,992 persons, 1,035 (14.8%) were ex-
cluded because they did not have a 3-month follow-up in-
terview; an additional 67 (1.0%), although interviewed,
were excluded because of missing outcome data. Thus,
the final number of participants was 5,890. Compared
with clients who were lost to follow-up, those who com-
pleted a follow-up interview were significantly more likely
to be female (χ2=8.79, df=1, p=0.003) and nonwhite (χ2=
12.50, df=1, p=0.001) and to have greater social support (t=
4.69, df=6983, p<0.001), medical problems (t=2.46, df=
6990, p<0.02), and psychiatric symptoms (t=2.47, df=6765,
p<0.02) (data not shown). The characteristics of the study
participants are summarized in Table 1.

Rates of HIV Testing and Return for Test Results 
During Follow-Up

Of the 5,890 clients included in this study, 2,240, or
38.0%, reported being tested for HIV during the 3-month
follow-up period. Among those tested, 88.8% (1,989/
2,240) reported receiving their test results. Across sites, the
rate of testing ranged from 26.6% to 48.1% and the rate of
receipt of test results ranged from 69.4% to 99.3%.

Predictors of HIV Testing

Bivariate associations between all potential predictors
and HIV testing are presented in Table 1, and the final
logistic regression model is presented in Table 2. As Table
2 shows, the likelihood of being tested for HIV after pro-
gram entry decreased as both age and educational level
increased.

Positive predictors of testing included the following HIV
risk-related variables: nonwhite race, longer-term home-
lessness, being sexually assaulted during follow-up, more
severe psychiatric symptoms and drug problems, and self-
perceived risk or level of worry about getting AIDS. Among
the strongest predictors of HIV testing was clients’ prior
testing history; that is, clients who had been tested before,
regardless of whether they ever got the results, were signif-
icantly more likely to be tested during follow-up than
those who had never been tested before. Health services
utilization and having been arrested and charged with a
major crime during follow-up were also strongly associ-
ated with receipt of HIV testing.

Finally, we found a significant interaction between so-
cial support and gender. At lower levels of social support,
men were less likely than women to be tested for HIV. As
the level of social support increased, however, so did the
likelihood of being tested, but only among men; the same
was not true for women.
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TABLE 1. Factors Associated With HIV Testing and Return for HIV Test Results Among Homeless Adults With Serious Mental
Illness (N=5,890) in the First 3 Months After Contact With a Community-Based Case Management Program

Variable All Subjectsa
Subjects Who Received HIV Testing

(N=2,240)
Tested Subjects Who Returned 
for HIV Test Results (N=1,989)

Mean SD Mean SD
Mean

Differenceb pc Mean SD
Mean

Differenced pc

Predisposing factors
Age (years) 38.7 9.6 37.5 9.1 –1.9 <0.001 37.3 9.0 –2.1 <0.001
Education (years) 11.6 2.6 11.5 2.6 –0.2 <0.001 11.5 2.5 0.5 0.007
Social supporte 1.8 2.1 1.9 2.2 0.1 <0.03 2.0 2.2 0.3 <0.02
Number of medical problems 2.4 2.0 2.5 2.1 0.2 0.001 2.5 2.1 –0.2 0.23

N % N % N %

Gender 0.31 0.43
Male 3,599 61.1 1,350 37.5 1,205 89.3
Female 2,289 38.9 889 38.8 784 88.2

Marital status 0.86 0.54
Married 322 5.5 124 38.5 108 87.1
Not married 5,558 94.5 2,113 38.0 1,878 88.9

Veteran status 0.23 0.89
Yes 1,128 19.2 412 36.5 365 88.6
No 4,752 80.8 1,827 38.4 1,623 88.8

Race 0.001 0.82
White 2,482 42.2 820 33.0 730 89.0
Nonwhite 3,401 57.8 1,418 41.7 1,258 88.7

Duration of current episode 
of homelessness 0.29 0.24
<2 years 4,675 79.5 1,762 37.7 1,572 89.2
≥2 years 1,202 20.5 473 39.4 413 87.3

Disability status 0.65 0.001
Disabled 1,428 24.4 550 38.5 466 84.7
Not disabled 4,434 75.6 1,678 37.8 1,515 90.3

Major criminal offense during 
follow-up 0.001 0.71
Yes 312 5.3 164 52.6 147 89.6
No 5,563 94.7 2,066 37.1 1,832 88.7

Mean SD Mean SD Mean SD
Enabling factors

Income in past month ($) 323 512 338 639 23 0.13 340 671 17 0.48

N % N % N %
Outpatient medical visit 

during follow-up 0.001 0.001
Yes 2,710 46.0 1,213 44.8 1,053 86.8
No 3,180 54.0 1,027 32.3 936 91.1

Outpatient psychiatric visit
during follow-up 0.03 0.43
Yes 4,511 76.6 1,750 38.8 1,549 88.5
No 1,378 23.4 490 35.6 440 89.8

Outpatient substance abuse 
visit during follow-up 0.001 0.41
Yes 944 16.0 473 50.1 425 89.9
No 4,946 84.0 1,767 35.7 1,564 88.5

Inpatient medical stay during 
follow-up 0.001 <0.05
Yes 415 7.0 235 56.6 218 92.8
No 5,475 93.0 2,005 36.6 1,771 88.3

Inpatient psychiatric stay 
during follow-up 0.001 1.00
Yes 722 12.3 368 51.0 327 88.9
No 5,167 87.7 1,872 36.2 1,662 88.8

Therapeutic alliance 0.06 0.21
No primary clinician 

identified 2,821 47.9 1,043 37.0 914 87.6
Low therapeutic alliance 1,526 25.9 571 37.4 509 89.1
High therapeutic alliance 1,543 26.2 626 40.6 566 90.4

(continued)
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Predictors of Receipt of HIV Test Results

Bivariate and multivariate associations between predic-
tor variables and the likelihood of getting one’s HIV test re-
sults are presented in Table 1 and Table 2, respectively. As
Table 2 shows, receipt of results among those tested was
positively associated with level of education and nega-
tively associated with being disabled, outpatient medical
service utilization, having a sexually transmitted disease
other than HIV, and both drug problems at baseline and
worsening drug problems over the course of follow-up.

Frequency of HIV testing during follow-up and prior
testing history were also predictive of getting the results.
Twenty-one percent (473/2,240) of those tested for HIV
during follow-up were tested more than one time, and the
odds of getting their results were nearly threefold greater
in this group, compared with clients who were tested just
once. As for HIV testing history, both first-time test recipi-
ents and those who had a history of being tested but not
getting the results were significantly less likely to get their
HIV results during follow-up than were clients who had a
track record of returning for test results.

Moreover, we found two significant gender interaction
terms. First, like the odds for HIV testing, the odds of return-
ing for test results were increased by social support among
men but not among women. Second, having been sexually
assaulted decreased the likelihood that men would return
for their HIV test results; the same was not true for women,
however.

Discussion

Using prospective data from the ACCESS demonstra-
tion, we found that, despite CDC guidelines that high-risk,
high-prevalence populations be routinely recommended
HIV testing (1), less than 40% of ACCESS clients reported
being tested for HIV in the 3 months after program entry.
Of those tested, however, 88.8% reported receiving their
test results. Using the framework of Gelberg et al. (17), we
identified predictors of HIV testing and receipt of results
from predisposing, enabling, and need domains in an ef-
fort to identify potential target populations for interven-
tions aimed at increasing HIV serostatus awareness.

TABLE 1. Factors Associated With HIV Testing and Return for HIV Test Results Among Homeless Adults With Serious Mental
Illness (N=5,890) in the First 3 Months After Contact With a Community-Based Case Management Program (continued)

Variable All Subjectsa
Subjects Who Received HIV Testing

(N=2,240)
Tested Subjects Who Returned 
for HIV Test Results (N=1,989)

Mean SD Mean SD
Mean

Differenceb pc Mean SD
Mean

Differenced pc

Need factors
Baseline mental health status

Interviewer-rated disturbed 
behavior 10.62 7.97 10.33 8.20 –0.48 <0.03 10.19 8.20 –1.21 <0.03

Psychiatric symptoms 0.01 0.81 0.14 0.79 0.21 <0.001 0.15 0.79 0.13 <0.02
Alcohol problems 0.14 0.21 0.16 0.22 0.03 <0.001 0.16 0.22 –0.01 0.47
Drug problems 0.07 0.11 0.08 0.12 0.03 <0.001 0.08 0.12 0.00 0.85

Change in mental health 
statusf

Psychiatric symptoms –0.47 0.78 –0.48 0.80 –0.01 0.69 –0.49 0.80 –0.10 0.06
Alcohol problems –0.04 0.18 –0.04 0.20 0.00 0.73 –0.04 0.20 –0.01 0.29
Drug problems –0.02 0.10 –0.03 0.11 –0.01 0.001 –0.03 0.11 –0.01 0.13

Worry about getting AIDSg 1.3 1.6 1.6 1.7 0.4 <0.001 1.6 1.7 –0.1 0.52

N % N % N %

Sexually transmitted disease 0.10 0.02
Yes 160 2.7 71 44.4 57 80.3
No 5,718 97.3 2,166 37.9 1,930 89.1

Sexually assaulted during 
follow-up 0.001 0.11
Yes 178 3.0 91 51.1 76 83.5
No 5,696 97.0 2,145 37.7 1,909 89.0

HIV testing history (before 
baseline) 0.001 0.001
Never tested before 1,323 22.8 274 20.7 217 79.2
Tested but did not get 

results 191 3.3 92 48.2 67 72.8
Tested and got results 4,297 73.9 1,840 42.8 1,676 91.1

a Numbers may not sum to 5,890 due to missing data.
b Mean difference between tested subjects and subjects who were not tested.
c Chi-square tests for categorical variables and t tests for continuous variables.
d Mean difference between tested subjects who did and did not return for HIV test results.
e A measure reflecting the number of types of people the subject could count on for a loan, a ride to an appointment, or help with an emo-

tional crisis. Possible scores ranged from 0 to 18.
f Change scores were calculated as follow-up minus baseline; therefore, negative values represent improvements in mental health status.
g Rated on a 5-point scale from 0, “not at all,” to 4, “extremely.”
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Previous cross-sectional studies have shown that per-
sons who are at greatest risk for HIV infection due to socio-
demographic, sexual, and clinical risk factors are usually
the most likely to have been tested (27, 28). Consistent
with these findings, we found that significant, indepen-
dent predictors of HIV testing during follow-up included
younger age, less education, nonwhite race, longer-term
homelessness, being sexually assaulted during follow-up,
higher levels of psychiatric symptoms and drug problems,
and greater worry about getting AIDS.

None of these HIV risk-related variables, however, also
predicted following through with getting the results among
those tested. On the contrary, drug problems (both higher
levels at baseline and worsening problems over the follow-
up period), as well as being disabled, appeared to be im-
pediments to returning for results. Moreover, whereas be-
ing a victim of sexual assault increased the odds of getting
tested for HIV, perhaps due to greater contact with emer-
gency health services, sexual victimization was associated
with decreased odds of returning for results, particularly
among men. Having a sexually transmitted disease other
than HIV also was associated with failure to get HIV test re-
sults. These latter findings are consistent with studies sug-

gesting that denial and fear may serve as barriers to learn-
ing one’s HIV status (28, 29). Taken together, they point to
the need for targeted interventions on the part of HIV
counselors and mental health providers to increase rates of
return for test results among at-risk individuals who, for
whatever reason, may be unable or unwilling to get their
results. Efforts to develop better coping skills, for example,
have been shown to reduce HIV risk behaviors in impover-
ished populations (30) and may be effective in increasing
rates of HIV testing and return for results (10, 11).

Consistent with previous research demonstrating an as-
sociation between access to care and receipt of HIV testing
(31), we found that clients who were linked with outpatient
medical and substance abuse services were significantly
more likely to be tested than were those who did not re-
ceive such services. In addition, we found that inpatient
stays and having been arrested and charged with a major
crime increased the likelihood of HIV testing. While these
latter findings are consistent with studies documenting rel-
atively high rates of “voluntary” testing in hospitals (32)
and prisons (33), it is important to note that higher accep-
tance rates are more likely when informed consent is vague
and HIV testing is presented as “routine” rather than as op-

TABLE 2. Multivariate Logistic Regression Models Predicting HIV Testing (N=5,500) and Receipt of Test Results Among
Those Tested (N=2,135) Among Homeless Adults With Serious Mental Illness in the First 3 Months After Contact With a
Community-Based Case Management Program

HIV Testing Receipt of HIV Test Results Among Those Tested

Variablea Beta SE Odds Ratio p Beta SE Odds Ratio p
Predisposing factors

Age (5-year intervals) –0.0665 0.0210 0.94 0.002
Male gender –0.1302 0.0652 0.88 <0.05 –0.1749 0.1600 0.84 0.27
Nonwhite race 0.2510 0.0528 1.29 <0.001
Education (years) –0.0265 0.0134 0.97 <0.05 0.0580 0.0276 1.06 <0.04
Duration of current episode of 

homelessness of ≥2 years 0.2036 0.0666 1.23 0.002
Social support –0.0279 0.0231 0.97 0.23 –0.0031 0.0456 1.00 0.95
Interaction of social support 

and male gender 0.0599 0.0251 1.06 <0.02 0.1425 0.0471 1.15 0.003
Disabled –0.4367 0.1513 0.65 0.004
Major criminal offense during follow-up 0.3738 0.0923 1.45 <0.001

Enabling factors
Outpatient medical visit during follow-up 0.5827 0.0848 1.79 <0.001 –0.4825 0.1065 0.62 <0.001
Outpatient substance abuse visit 

during follow-up 0.2478 0.0878 1.28 0.005
Inpatient medical stay during follow-up 0.6588 0.1100 1.93 <0.001
Inpatient psychiatric stay during follow-up 0.5250 0.0815 1.69 <0.001
Tested two or more times during follow-up 

versus just once 1.0485 0.1764 2.85 <0.001
Need factors

Sexually transmitted disease –0.8589 0.3176 0.42 0.007
Sexually assaulted during follow-up 0.3966 0.1997 1.49 <0.05 –0.2016 0.3837 0.82 0.60
Interaction of sexually assaulted 

during follow-up and male gender –1.1867 0.5493 0.31 <0.04
Baseline mental health status

Psychiatric symptoms 0.1152 0.0347 1.12 <0.001
Drug problems 1.1014 0.2524 3.01 <0.001 –1.2931 0.5780 0.27 <0.03

Change in drug problems (worsening 
Addiction Severity Index drug score) –1.4167 0.7261 0.24 0.05

Worry about getting AIDS 0.0559 0.0263 1.06 <0.04
HIV testing history (before baseline)

Never tested before 1.00 –0.8133 0.2491 0.44 0.001
Tested but did not get results 1.0388 0.1182 2.83 <0.001 –1.3310 0.1976 0.26 <0.001
Tested and got results 0.8509 0.0769 2.34 <0.001 1.00

a Variables listed in the table are significant in one or both models.
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tional (28). Believing that HIV testing is mandatory and
bundled with other services, institutionalized persons may
be more likely than their noninstitutionalized counterparts
to accept testing.

An important predictor of HIV testing and receipt of re-
sults during follow-up was clients’ prior experience with
HIV testing. Knowing whether clients have been tested
previously and, if so, whether they received those earlier
results will help clinicians to identify individuals who may
benefit from additional and more careful follow-up. In ad-
dition, repeated HIV testing during follow-up increased
the likelihood of actually getting the results and thus may
prove to be a useful strategy in helping to increase HIV se-
rostatus awareness among mentally ill homeless persons,
who often live chaotic lives and for whom returning for
test results may be a challenge.

This study had some limitations. First, although the
baseline participation rate was high, follow-up interviews
were missing for 15% of the baseline participants. Because
those who were lost to follow-up may have been the least
likely to receive needed services, we may have overesti-
mated the rates of HIV testing and receipt of results in this
group of clients.

Second, the ACCESS program was not focused on HIV/
AIDS and related outcomes; therefore, detailed informa-
tion was not available on high-risk sexual or substance
abuse behaviors. Nevertheless, we were able to examine
the effect of a broad array of individual-level predisposing,
enabling, and need factors on HIV testing and receipt of
results.

Third, the study relied on self-reported data. We were
not able to validate responses using external sources, such
as medical records. However, others have demonstrated a
reasonably high level of validity for self-reported data
about HIV testing and results (34).

Finally, given the complex needs of clients and the com-
peting demands on clinicians, it may be argued that the 3-
month follow-up period was too short and that if one were
to look over a longer period of time, a greater percentage
with HIV testing would be found. As a secondary analysis,
we looked at available 12-month follow-up data for the
study participants and found that an additional 1,123 cli-
ents reported being tested for HIV sometime between the
two follow-up interviews, resulting in a total percentage
tested of 57.1% (3,363/5,890) in the year after program en-
try. Although the appropriate timing and frequency of
testing have not been firmly established (1), these data
highlight that a substantial proportion of clients did not
receive HIV testing even a year after initial contact with
the program and that, among those who were tested, fully
two-thirds were tested in the first 3 months after program
entry.

In summary, we found a high rate of follow-through in
returning for HIV test results among those tested, which
likely reflects the fact that the study participants were en-

rolled in an intensive case management program. In this
sense, our findings may overestimate the experience of
vulnerable homeless persons contacted through other pro-
grams or points of service delivery. Despite the ACCESS
program’s emphasis on case management and coordina-
tion of care, however, and despite public health guidelines,
the majority of clients were in fact not tested for HIV in the
3-month period after program entry, and a substantial
proportion were not tested even after 12 months. These
findings highlight the need for greater efforts to increase
testing and awareness of HIV serostatus among high-risk
homeless persons in order to better care for HIV-positive
individuals and potentially reduce future transmission of
the virus. Activities aimed at educating both clients and
mental health providers about HIV may be effective in in-
creasing rates of HIV testing and counseling among home-
less persons with serious mental illness.
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