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Purpose: One in 4 persons living with HIV/AIDS
is an older adult (age 50 or older); unfortunately,
older adults are disproportionately diagnosed in
late stages of HIV disease. Psychological barriers,
including belief in AIDS-related conspiracy theories
(e.g., HIV was created to eliminate certain groups)
and mistrust in the government, may influence
whether adults undergo HIV testing. We examined
relationships between these factors and recent HIV
testing among at-risk, older adults. Design and
Methods: This was a cross-sectional study among
older adults enrolled in a large venue–based study.
None had a previous diagnosis of HIV/AIDS; all
were seeking care at venues with high HIV prevalence. We used multiple logistic regression to estimate the associations between self-reported belief
in AIDS-related conspiracy theories, mistrust in the
government, and HIV testing performed within the
past 12 months. Results: Among the 226 participants, 30% reported belief in AIDS conspiracy theories, 72% reported government mistrust, and 45%
reported not undergoing HIV testing within the past
Vol. 53, No. 6, 2013

12 months. Belief in conspiracy theories was positively
associated with recent HIV testing (adjusted odds ratio
[OR] = 1.94, 95% confidence interval [CI] = 1.05–
3.60), whereas mistrust in the government was
negatively associated with testing (OR = 0.43, 95%
CI = 0.26–0.73). Implications: Psychological
barriers are prevalent among at-risk older adults
seeking services at venues with high HIV prevalences
and may influence HIV testing. Identifying particular sources of misinformation and mistrust would
appear useful for appropriate targeting of HIV testing strategies.
Key Words: Age groups, AIDS serodiagnosis,
Community health services, Prevention and control,
Vulnerable populations

One in four persons living with HIV/AIDS is an
older adult (age 50 or older); unfortunately, older
adults with HIV infection are disproportionately
diagnosed in late stages of HIV disease (Zingmond
et al., 2001). Late diagnosis is associated with
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rapid progression to AIDS, the end-stage condition
of HIV infection (Martin, Fain, & Klotz, 2008;
Zingmond et al., 2001). Some 43% of HIV-positive
persons aged 50–55 years and 51% of those aged
65 years or older develop AIDS within a year of
receiving an HIV diagnosis (Centers for Disease
Control and Prevention, 2011b). Older adults also
account for a disproportionate share (35%) of all
AIDS-related deaths (Centers for Disease Control
and Prevention, 2006, 2008a). The increasing
share of HIV infections, rapid progression to
AIDS, and high mortality rates suggest at-risk
older adults experience barriers to early diagnosis
of HIV infection. Unless abated, the public health
significance of these trends is likely to grow as the
U.S. older adult population, which is made up
primarily of Baby Boomers (born between 1946
and 1964), continues to expand rapidly.
Early detection of undiagnosed HIV infection is
essential for optimizing long-term prognosis, controlling the comorbid conditions that are common
among older adults in general (e.g., cardiovascular
disease) (Auerbach, 2003; Lekas, Schrimshaw, &
Siegel, 2005), and reducing the risk of progression
to AIDS (Cohen et al., 2011). To facilitate early
diagnosis, the Centers for Disease Control and
Prevention (CDC) recommend that anyone who
engages in known risk behaviors automatically
undergo HIV testing when seeking health services
in settings where the prevalence of undiagnosed
infection typically exceeds that of the mainstream
population, as it does, for example, in sexually
transmitted disease (STD) clinics (Branson et al.,
2006). CDC further recommends that higher risk
persons, such as sexually active adults and injection drug users, undergo testing at least annually
(Branson et al., 2006). Relative to mainstream segments of the population, people who seek services
in high HIV prevalence venues typically are more
socially vulnerable (i.e., persons whose income,
education, age, and/or experiences with discrimination leave them with fewer resources to address
health and other problems) (Bohnert & Latkin,
2009; Hutchinson et al., 2007; Roberts, Newman,
Duan, & Rudy, 2005; Whetten-Goldstein &
Nguyen, 2002) and more likely to acquire or transmit HIV (Kates & Levi, 2007).
HIV testing is readily available in venues where
many socially vulnerable older adults receive services. Nevertheless, some avoid or delay HIV
testing, which is the point of entry for HIV/AIDS
services and treatment (Tangredi, Danvers, Molony,
& Williams, 2008). One study (Harawa, Leng,

Kim, & Cunningham, 2011) based on a nationally
representative sample of nearly 3,000 older adults
found that less than 20% had ever undergone HIV
testing and less than 6% had ever been advised by
a provider to do so (Harawa et al., 2011).
An array of complex factors may influence HIV
testing among older adults. Barriers to testing
include stigma (Emlet, 2006; Poindexter & Shippy,
2010), isolation, denial, and patient or provider
misperceptions (Lindau et al., 2007) that older
adults have minimal risk for HIV infection (Centers
for Disease Control and Prevention, 2008b; Emlet,
2006; Lekas et al., 2005; Savasta, 2004). Perceived
HIV risk tends to be low among older adults;
therefore, actual risk behaviors may better indicate
the need for testing in targeted screening. However,
routine testing ensures that all persons undergo
testing regardless of perceived risk.
Older adults, especially those in higher HIVprevalence groups, do engage in behaviors known
to transmit HIV (e.g., having sex without condoms, sharing needles to inject drugs) (Boeri, Sterk,
& Elifson, 2008; Lindau et al., 2007; Neundorfer,
Harris, Britton, & Lynch, 2005; Richard, Bell, &
Montoya, 2000; Waite, Laumann, Das, & Schumm,
2009). For instance, approximately 1,600 White,
450 Black, and 300 Latino men aged 50 or older
acquired HIV in 2009 through unprotected sex
with other men (Centers for Disease Control and
Prevention, 2011a). In other research conducted
among senior-housing residents, investigators
learned that 42% of residents had been sexually
active within the previous six months. One third of
the sexually active residents reported two or more
partners during that period, but only 20% had
regularly used condoms (Schensul, Levy, & Disch,
2003).
Both misconceptions about HIV/AIDS—
specifically, a belief in AIDS-related conspiracy
theories (ACTs)—and mistrust in the government
may influence the likelihood of HIV testing. ACTs
reflect suspicions people hold about the origin of
HIV/AIDS and the reasons it disproportionately
affects poor and minority communities. One ACT
example is the belief that HIV was created by
scientists or the government to eliminate certain
groups. Since the beginning of the epidemic, studies
(Bogart & Thorburn, 2005; Herek & Capitanio,
1994; Klonoff & Landrine, 1999) conducted
among
population-based,
racially/ethnically
diverse populations have suggested that at least
25% of these populations endorse ACTS or mistrust
the government (Guinan, 1993; Quinn, 1997).
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In general, ACTs have been inversely associated
with HIV prevention–related outcomes such as
condom use (Bogart & Bird, 2003; Bogart, Galvan,
Wagner, & Klein, 2010; Bogart & Thorburn, 2005,
2006; Hutchinson et al., 2007; Kalichman, 2009).
Most of this research has been conducted among
African Americans; however, studies conducted
among substance abusers, members of diverse
racial/ethnic groups, and socially vulnerable
populations (Herek & Capitanio, 1994; Roberts
et al., 2005; Ross, Essien, & Torres, 2006) have
reported similar findings. Even more widespread
than a belief in ACTs is mistrust in the government,
specifically, that it cannot be counted on to care
for socially vulnerable populations. Few studies
have examined the influence of a more generalized
mistrust of government on HIV preventive
behaviors. One such study (Herek & Capitanio,
1994) found that 37% of whites and 43% of
African Americans in a nationally representative,
random sample did not trust the government to
disclose information to the public about HIV/
AIDS. The study did not examine the implications
for HIV testing. The impact of government mistrust
is logically the greatest for people who rely on the
government for public services or health care.
Belief in ACTs and mistrust in the government
may uniquely influence HIV testing behavior
among older adults because their life spans encompass both the beginning of the HIV epidemic, when
AIDS was most highly stigmatized (Rosenfeld,
Bartlam, & Smith, 2012), and periods in U.S. history when overt discrimination was socially acceptable, even legal. Before the mid-1960s, for instance,
it was neither illegal nor socially unacceptable for
providers to refuse care to people based on race
(Byrd & Clayton, 2002). Few studies explore these
issues among older adults at risk for HIV infection.
We targeted this gap in knowledge by (a) estimating the proportion of older adults in high-HIVprevalence venues who had recently undergone
HIV testing, (b) determining the proportions who
believe in ACTs and/or mistrust the government,
and (c) examining how these factors are associated
with self-reports of HIV testing.
Conceptual Framework
The study was guided by the Behavioral Model
of Healthcare Utilization (known as the “access to
care” model), which is widely used to explain factors influencing individuals’ behaviors in clinical
settings (Andersen, 1995; Andersen & Newman,
Vol. 53, No. 6, 2013

1973). According to our application of the model,
HIV testing is determined most proximally by three
types of population characteristics: Factors predisposing people to undergo testing (e.g., demographic
characteristics), factors enabling access to services
(e.g., having a usual source of care), and factors
indicating a need for services (e.g., risk category).
HIV testing prevalence is not well documented in
this population; therefore, we first calculated the
proportion of sample members recently undergoing HIV testing. Belief in ACTs and mistrust in the
government were the factors of particular interest
and are considered (negative) enabling factors. We
hypothesized inverse associations between belief in
ACTs or mistrust in the government and recently
undergoing HIV testing; specifically, the odds of
testing would be lower for those reporting belief
in ACTs compared with those not reporting such
beliefs and would be lower for those with high levels of mistrust in the government relative to those
with lower levels of mistrust.
Methods
This was a cross-sectional study. It assessed levels of HIV testing and examined relations between
self-reported belief in ACTs, mistrust in the government, and HIV testing within the past 12 months
among 226 older adults (aged more than 50 years)
participating in the LA VOICES study. LA VOICES
was a large study conducted among socially vulnerable, racially/ethnically diverse men and women
(N = 1,302) in Los Angeles to identify factors influencing willingness to accept an HIV vaccine if one
becomes available. The details of the study design
have been previously published (Newman et al.,
2009). Briefly, a representative sample of participants
was recruited from three types of public health venues that provide HIV testing: STD clinics (n = 12),
needle-exchange sites (n = 8), and Latino health
clinics (n = 8). Using a three-stage sampling strategy, the investigators randomly selected: (a) venues
within specified geographic areas, (b) 4-hr blocks of
time within each venue, and (c) adults seeking services during each selected block of time. Data were
collected from August 2006 to May 2007.
Research staff recruited participants upon
presentation for services. Inclusion criteria were age
≥ 18 years, no previous diagnosis of HIV infection,
and not employed at the venue. Participants
provided informed consent and completed
in-person, computer-assisted interviews during
their visit. They received $20 remuneration for their
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time. The protocol was reviewed and approved by
the University of California at Los Angeles, Los
Angeles County Department of Public Health, and
University of Toronto institutional review boards.
Sample
The analysis was limited to LA VOICES participants who were at least 50 years old (n = 233). The
present study sample (N = 226) excluded seven
persons who lacked data regarding their belief in
ACTs or mistrust in the government.
Dependent Variable
The dependent variable, HIV testing within the
past 12 months, was calculated based on the date
of recruitment and self-reported date of the most
recent HIV test. It was coded 1 to indicate testing
in the past year and 0 to indicate not undergoing
testing in the past year.
Independent Variables
The main independent variables were belief in
ACTs and mistrust in the government. Belief in
ACTs was assessed using a validated four-item
scale, Cronbach’s alpha (α) = .84 (Bogart, Wagner,
Galvan, & Banks, 2010). Response options were on
a four-point Likert-type scale ranging from strongly
disagree to strongly agree, with an additional option
for refusal to answer. The government mistrust
scale was from the American National Election
Studies (The American National Election Studies
[ANES], 2011). It had three items and a modest
reliability, Cronbach’s α = .63. Response options
were on a four-point Likert-type scale for the first
two items and a three-point Likert-type scale for
the third; each item also contained an option for
refusal to answer. Mean scores for both scales were
an unweighted average of the item responses, which
could range from 1.0 to 4.0 for belief in ACTs and
from 1.0 to 3.7 for mistrust in government. Higher
scale scores indicated stronger belief in ACTs and
higher levels of mistrust, respectively.
Sex was self-reported as male or female. A single item classed racial/ethnic identity as Hispanic/
Latino, non-Hispanic White, non-Hispanic Black
or African American, non-Hispanic Asian or Pacific
Islander, non-Hispanic American Indian or Alaska
Native, “other” race/ethnicity, or multiple racial/
ethnic backgrounds. Participants who indicated
“other” race/ethnicity or multiple backgrounds

named those backgrounds in a follow-up, openended item and were categorized accordingly.
HIV risk category was assessed using two
binary variables indicative of elevated risk for HIV
infection: men who have sex with other men and
injection drug use. Higher risk was determined
by comparing participants’ own sex versus the
reported sex(es) of sexual partners and from an
array of items assessing prior drug use behaviors.
We adapted an existing measure (DeHart and
Birkimer, 1997) to capture perceived HIV risk. The
variable was assessed using an eight-item summative scale (Cronbach’s α = .59), with response
options on a Likert-type scale ranging from
strongly disagree to strongly agree. Response values were transformed to a standardized 100-point
scale in which higher scores reflected higher perceived risk of acquiring HIV.
Educational attainment was an ordinal variable
with options of less than high school, high school
diploma or General Educational Development,
some college, and college degree or higher.
Additional measures included the demographic
characteristics of monthly income and employment status (full time, part time, or unemployed/
retired/disabled); HIV knowledge based on the
number of correct responses out of eight items
that were summed and transformed to a continuous scale with scores ranging from 0 (no knowledge) to 1 (high knowledge); having a usual source
of care (yes/no); the type of place where one usually obtains health care (private physician, hospital, emergency department, other place, refusal to
answer); health insurance status (private, public,
or no insurance); level of trust (Schuster et al.,
2005) in one’s provider (a six-item summative
scale with response options on a five-point Likerttype scale); and other HIV testing-related factors,
which included any previous testing for HIV and
testing preference (rapid testing, traditional testing, or self-administered, in-home testing).
Statistical Analyses
Descriptive statistics were obtained to explore
the nature of missing data, data normality, potential
interactions (by race, sex, and venue), and potential
confounding. The analysis involved multiple logistic
regression with generalized estimating equations.
This method accounts for the complex survey
design and clustering of variances that occurs when
participants recruited from one venue are more
similar to each other than they are to participants
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from other venues (Stokes, Davis, & Koch, 2000).
Due to the small sample size, the main analysis did
not include factors from the conceptual model that
were not significant in the preliminary analyses.
We used a nonautomatic, backward-elimination
modeling process. The initial (full) model contained
both scales (belief in ACTs and mistrust in
government) and the predisposing (race/ethnicity,
sex, education), enabling (usual source/place of
care), and need (HIV risk category) factors. To
obtain the final adjusted model, we systematically
examined the contributions of each covariate to the
overall model and removed variables that neither
confounded the main relationship of interest nor
provided additional information to the model.
Data analysis was completed using Stata statistical
software version 10 (Stata Corporation, 2007).
Results
This section summarizes key sample characteristics by testing status, levels of belief in ACTs and
mistrust in the government, characteristics associated with belief in ACTs and mistrust in the government, and estimates of the associations between
belief in ACTs or mistrust in the government and
undergoing HIV testing.
Nearly half of the sample (44.7%) reported not
undergoing HIV testing within the past 12 months.
More than a quarter (26.5%) reported never being
tested for HIV (not shown). Participants ranged in
age from 50 to 85 years, with the mean age similar
for those who did and did not undergo recent testing
(Table 1). Women accounted for 58.6% of Hispanic
participants but only 21.8% of whites, 18.2% of
blacks, and 27.5% of those self-reporting “other”
race (not shown). Most participants (50.9%) were
enrolled at needle-exchange sites, 37.2% at Latino
health clinics, and the remainder (12.0%) at STD
clinics. Overall, 80% of participants had a usual
source of care; however, fewer than one in four usually
obtained care from a private physician. Perceived HIV
risk scores were similar across testing status, ranging
from 25.0 to 70.8 among nontesters and 0.0 to 83.3
among testers on the 100-point scale. HIV knowledge
scores were similar across testing status, too, ranging
from 0.3 to 0.9 among nontesters and 0.2 to 0.9
among testers on this 0–1 scale (not shown).
Compared with tested participants, the group
reporting no testing within the previous 12 months
included significantly higher proportions of
women, Hispanic persons, those who did not complete high school, those enrolled at Latino health
Vol. 53, No. 6, 2013

clinics, those not receiving usual care from a private physician or clinic, and recent injection drug
users. Health insurance was of borderline significance (p = .05), with the nontested group including a larger proportion of uninsured participants
compared with the tested group.
About 30% of the sample agreed or strongly
agreed on average with (i.e., endorsed) the four ACTs
(Figure 1); 7% of the sample reported strong agreement with items on this scale. More than 70% of the
sample agreed or strongly agreed on average with the
three items on the government mistrust scale; nearly
half the sample strongly agreed with the items on the
scale, which indicated very high levels of mistrust.
In the bivariate analysis, participants who reported
no recent HIV test had a significantly lower mean
score on the ACT belief scale and a nonsignificantly
higher mean score on the government mistrust scale
compared with tested participants (Table 2). In particular, tested participants had significantly higher
scale scores for the two items assessing the belief that
HIV/AIDS is being used to eliminate certain groups.
In unadjusted modeling, belief in ACTs was
associated with a higher likelihood of reported
recent HIV testing (odds ratio [OR] = 1.86 per
one-point increase in scale score; 95% confidence
interval [CI] = 1.03–3.34) (Table 3). Mistrust in
the government was associated with a lower likelihood of recent HIV testing (OR = 0.71 per onepoint increase in scale score; 95% CI = 0.45–1.11),
but the association was not statistically significant.
Covariates from the conceptual model that were
not significant in preliminary analyses were age,
income, employment status, usual source of care,
insurance status, HIV knowledge, and perceived
HIV risk. In the multivariable analysis, place of
usual care and educational attainment also dropped
out. The final model included ACT beliefs and government mistrust, race/ethnicity, sex, and risk category. It had slightly more extreme point estimates
and greater precision than the unadjusted estimates. The odds of recent HIV testing were 94%
higher for each one-point increase in ACT belief
scale score (95% CI = 5–360 higher; Table 3). On
the other hand, for every one-point increase in the
government mistrust scale score, the odds of recent
testing decreased by 57% (95% CI = 26–73).
Discussion
This study assessed the prevalence of HIV testing,
reported belief in ACTs and mistrust in the government among socially vulnerable, at-risk older
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Table 1. Descriptive Statistics. Overall and by Self-Reported HIV Testing Performed Within the Previous 12 Months
Overall sample
(N = 226)
Predisposing factors
Mean age (SD)
Sex, % (n)
Female
Male
Race/ethnicity, % (n)
Hispanic
Non-Hispanic White
Non-Hispanic Black
Other race
Mean monthly income, $ (SD)b
Employment status, % (n)
Unemployed
Full time
Part time
Other status
Educational attainment, % (n)
<High school
High school diploma
Some college
College degree or higher
Enabling factors
Venue, % (n)
  STD clinic
  Needle-exchange site
   Latino public health clinic
Usual source of care, % (n)
   Lack usual source of care
   Have usual source of care
Place of usual care, % (n)c
  Private physician
  Clinic
   Hospital, emergency room, other
Health insurance, % (n)
  Uninsured
  Public insurance
  Private insurance
HIV knowledge, mean (SD)d
Need factors
Perceived HIV risk, mean (SD)
Risk category, % (n)
Injected drug use within past 30 days
Men having sex with men

Testing within previous 12 months
No (n = 101)

Yes (n = 125)

56.1 (5.1)

56.3 (5.5)

56.0 (4.8)

35.4 (80)
64.6 (146)

44.6 (45)
55.4 (56)

28.0 (35)
72.0 (90)

p Valuea
.74
.01

<.01
46.5 (105)
18.1 (41)
25.2 (57)
10.2 (23)
1,884 (8,140)

65.3 (66)
14.8 (15)
13.9 (14)
5.9 (6)
2,486 (11,921)

31.2 (39)
20.8 (26)
34.4 (43)
13.6 (17)
1,390 (2,025)

.36
.77

27.9 (63)
17.3 (39)
13.3 (30)
41.6 (94)

27.7 (28)
19.8 (20)
13.9 (14)
38.6 (39)

28.0 (35)
15.2 (19)
12.8 (16)
44.0 (55)

39.8 (90)
27.4 (62)
23.9 (54)
8.9 (20)

51.5 (52)
25.7 (26)
17.8 (18)
5.0 (5)

30.4 (38)
28.8 (36)
28.8 (36)
12.0 (15)

12.0 (27)
50.9 (115)
37.2 (84)

5.9 (6)
31.7 (32)
62.3 (63)

16.8 (21)
66.4 (83)
16.8 (21)

19.5 (44)
80.5 (182)

15.8 (16)
84.2 (85)

22.4 (28)
77.6 (97)

22.8 (46)
53.0 (107)
24.3 (49)

22.0 (20)
67.0 (61)
11.0 (10)

23.4 (26)
41.4 (46)
35.1 (39)

47.4 (107)
36.7 (83)
15.9 (36)
0.6 (0.1)

56.4 (57)
30.6 (31)
12.9 (13)
0.6 (0.1)

40.0 (50)
41.6 (52)
18.4 (23)
0.6 (0.1)

.07

49.5 (12.1)

49.8 (10.1)

49.2 (13.5)

.33

38.1 (86)
9.7 (22)

23.8 (24)
6.9 (7)

49.6 (62)
12.0 (15)

.77
<.01

<.01

.22

<.01

.05

<.01
.20

Note: SD = standard deviation; STD = sexually transmitted disease.
Comparison of tested versus not tested participants.
b
Excludes two participants missing data on monthly income.
c
Excludes those who did not report a usual source of care (n = 24).
d
Excludes one participant missing data on HIV knowledge.
a

adults who were seeking care in public health venues that provide HIV testing, and examined relations between such beliefs and self-reported HIV
testing performed within the previous 12 months.
There were three main findings. Overall, HIV

testing was low (55%) considering the sample was
recruited from venues in which HIV prevalence
is relatively high. Nearly, a third of the sample
reported belief in ACTs; more than two thirds mistrusted the government.
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Figure 1. Distribution of responses to items assessing belief in AIDS-related conspiracy theories and mistrust in government.
Table 2. AIDS-Related Conspiracy Theory and Mistrust in Government by Self-Reported HIV Testing Performed
Within the Previous 12 Months
Testing within previous 12 months
No (n = 101)

Yes (n = 125)

% Difference (p)

2.2 (0.1)
2.8 (0.1)

2.4 (0.1)
2.7 (0.1)

+9% (.03)
−4% (.12)
p

2.3 (0.1)

2.6 (0.1)

.07

2.1 (0.1)

2.3 (0.1)

.01

2.3 (0.1)

2.4 (0.1)

.20

2.1 (0.1)

2.4 (0.1)

.03

2.8 (0.1)

2.7 (0.1)

.50

3.0 (0.1)

2.8 (0.1)

.20

2.6 (0.1)

2.4 (0.1)

.10

a

Mean scale scores (SD)
AIDS conspiracy theory belief scale
Government mistrust scale
Conspiracy and mistrust items, mean (SD)b
AIDS conspiracy theory items
The government already has an AIDS vaccine but is
keeping it from the public
Sometimes I think the government is using AIDS to kill
off people who are not wanted by society
There is a cure for AIDS, but the government is keeping
it from the public
HIV is a manmade virus created to get rid of certain
groups of people
Government mistrust itemsb
How much of the time do you think you can trust the
government to do what is right?
Would you say the government is pretty much run by a
few big interests looking out for themselves or that it is
run for the benefit of all the people?c
In terms of people running the government, do you
think quite a few are crooked, not very many are
crooked, or hardly any are crooked?c
a

Scores range from 1.0 to 3.7 for government conspiracy and from 1.0 to 4.0 for AIDS conspiracy theory beliefs, with higher
scores indicating stronger endorsement of beliefs.
b
Response options range from 1 to 4 except for the final government mistrust item, for which response options range from 1
to 3. Higher scores indicate higher mean levels of agreement with the statement.
c
Inverse coded so that higher values reflect stronger endorsement of beliefs.

Main Findings
That nearly half the sample had not undergone
testing for HIV infection within the past 12 months
indicated many missed opportunities to test older, atrisk adults in these venues. One reason for the low
Vol. 53, No. 6, 2013

levels of testing may be that the CDC’s HIV testing
recommendations do not apply to people aged 65
or older (Branson et al., 2006; Tangredi et al., 2008;
Waite et al., 2009). In LA VOICES, 8% of all participants were 65 or older. Excluding these oldest at-risk
adults from routine testing could impede early HIV
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Table 3. Associations Between Participant Characteristics and Self-Reported HIV Testing Performed
Within the Previous 12 Months
Adjusted odds ratio (95% CI)
Variable
a

AIDS conspiracy theory belief scale score
Government mistrust scale scorea
Race (referent = white)
Black
Hispanic
Other race
Male sex (referent = female)
Risk category (referent = no)
Men having sex with men
Injection drug use within past 30 days
Education (referent = some college or more)
<High school
High school diploma or GED
Place of usual care (referent = private physician)
Clinic
Hospital
Emergency room or other

Unadjusted odds ratio (95% CI)

Initial (full) model

Final model

1.86 (1.03–3.34)
0.71 (0.45–1.11)

1.81 (0.96–3.43)
0.43 (0.24–0.75)

1.94 (1.05–3.60)
0.43 (0.26–0.73)

2.63 (0.57–12.2)
0.48 (0.15–1.56)
1.43 (0.31–6.57)
1.72 (0.71–4.19)

1.66 (0.43–6.38)
0.31 (0.11–0.91)
1.30 (0.32–5.26)
1.70 (0.77–3.78)

0.91 (0.30–2.75)
2.11 (0.86–5.15)

0.95 (0.37–2.45)
2.39 (1.12–5.10)

0.62 (0.27–1.41)
0.91 (0.33–2.46)
0.84 (0.29–2.42)
1.76 (0.37–8.30)
1.89 (0.26–13.62)

Note: GED = General Education Development; CI = confidence interval.
a
Per one-point increase.

detection for those with the greatest risk of complications if diagnosed late (Centers for Disease Control
and Prevention, 2011a; Kirk & Goetz, 2009).
Contrary to our hypothesis, belief in ACTs was
associated with higher, not lower, odds of testing. This suggests that some at-risk, older adults
respond to ACTs by proactively engaging in preventive behaviors such as routine HIV testing. They
may undergo testing more often to try to avoid the
threats to personal safety described in many AIDS
conspiracies. Proactive responses of this sort have
been documented previously. For instance, many
gay men of the Baby Boom generation, which is
the same cohort to which the present findings are
generalizable, became AIDS activists because they
wanted to halt the epidemic’s devastating impact
on their communities (Rosenfeld et al., 2012). Our
finding suggests that despite—or, perhaps because
of—their social vulnerability, at-risk older adults
may choose to exercise agency and draw on resilience in responding to some perceived social inequalities. Similar patterns were observed in a study
among African American patients at STD clinics:
Those who perceived racial discrimination as pervasive had higher odds of HIV testing (Ford et al.,
2009).
As hypothesized, mistrust in the government
was associated with lower odds of testing. This

suggests that older adults who harbor government mistrust may obtain some services in public
health venues but avoid or delay undergoing HIV
testing there. This is unfortunate because routine
HIV testing in these venues could facilitate early
diagnosis and better management of the comorbid
conditions that are increasingly common among
HIV-positive older adults (Chu & Selwyn, 2011;
Linsk, Fowler, & Klein, 2003). The levels of government mistrust observed in this sample may
reflect high levels of government mistrust in the
broader society (Zeleny & Thee-Brenan, 2011).
If so, the implications are particularly salient for
older adults, especially those who seek care in
public health venues. Public health venues are
government entities. Ongoing efforts to increase
HIV testing are largely based in these venues. Our
findings suggest that alternative venues or strategies may be needed to facilitate HIV testing among
those who mistrust the government.
The reason ACTs increased testing while government mistrust decreased it may be due to whether
individuals believe there are specific actions they
can take to counter each concern. For people who
endorse ACTs, regularly undergoing routine HIV
testing is one way to confirm their HIV-negative
status or ensure that any undiagnosed HIV infection is detected as early as possible. In contrast,
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those who mistrust the government may feel there
is little they can do in response to this concern
except, perhaps, to avoid regularly HIV testing in
public health venues.
Additional Findings
Neither perceived HIV risk nor HIV knowledge was associated with testing. This observation,
which is consistent with several previous studies
(Adams et al., 2003; Ford, Daniel, & Miller, 2006;
Kellerman et al., 2002), may reflect the tendency of
providers and older adults to underestimate HIV
risk in this population (Linsk et al., 2003). Though
we were unable to examine whether age-based stereotypes (Emlet, 2006) explain the low levels of
perceived risk and HIV knowledge, these findings
underscore why routinely testing all patients is
more appropriate than risk-based assessments for
identifying undiagnosed HIV infections.
Compared with others in our sample, a smaller
proportion of Latino participants reported
undergoing recent HIV testing. Many had been
recruited from Latino health clinics that conduct
HIV testing. Although HIV prevalence may be
lower in these clinics than in STD clinics or needle-exchange sites, 6% of participants recruited
from these clinics were HIV positive (Kinsler
et al., 2009). Limited acculturation (Kinsler et al.,
2009), undocumented citizenship status, and religious affiliation may be barriers to HIV testing
among some Latinos. Data on immigration status
and religious affiliation were not available, but
future research should account for these important factors. Understanding cultural and other
determinants of HIV testing among Latinos is
important to meet the needs of this growing population; however, asking socially vulnerable persons
about their immigration status requires considerable sensitivity because many fear deportation or
other legal actions.
The proportions reporting belief in ACTs did
not vary significantly by race/ethnicity; however,
the reasons for holding the beliefs may differ across
groups. Among African Americans, endorsements
of ACTs stem from historical experiences with
U.S. racism and medical discrimination (Klonoff
& Landrine, 1999; Northington Gamble, 1997;
Quinn, 1997; Thomas & Curran, 1999). Although
knowledge of African Americans’ experiences
may lead members of other racial/ethnic groups
to endorse ACTs, groups’ unique experiences with
social inequalities and maltreatment also shape
Vol. 53, No. 6, 2013

their beliefs (Ford & Harawa, 2010). Therefore,
future research should explore how specific inequalities, such as those experienced during immigration (Viruell-Fuentes, 2007), contribute to the
endorsement of ACTs among other populations
(e.g., Latinos).
Implications for Research
Most research on factors such as belief in ACTs,
mistrust in government, and discrimination focus
on the implications for risk behaviors such as drug
use. Our findings underscore the need to better
understand the implications for preventive behaviors such as routine testing (Dailey, Kasl, Holford,
& Jones, 2007) and to understand how resilience
might enhance testing in this population. Research
should also clarify whether government mistrust
influences older adults’ health care decision making and utilization more generally.
Implications for Practice and Policy
The study has three implications for policy and
practice. First, because participants were recruited
from venues that provide HIV testing and health
services, the low levels of testing represent missed
opportunities for early diagnosis. The prevalence of
undiagnosed HIV infection is higher in these venues than in other health care settings (Centers for
Disease Control and Prevention, 2009), and many
of the services (e.g., distributing clean needles to
injection drug users) are only useful if individuals
engage in known risk behaviors. Therefore, regardless of age, it is appropriate to presume HIV risk
and encourage HIV testing for anyone presenting
for these services.
Second, it may be necessary to expand standard HIV prevention messages to address misconceptions and mistrust. Persons who mistrust the
government are unlikely to disclose this to their
providers. Therefore, providers and health educators must use strategies that account for potential
mistrust even if patients do not mention it as a
concern.
Third, although levels of government mistrust
may be high in society in general, the implications
for HIV diagnosis may be particularly salient for
older adults who obtain services at public health
venues. Expanding HIV testing in nonpublic health
venues (e.g., community-based organizations) may
be one way to increase testing among those who
mistrust the government.
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Limitations and Strengths
Several considerations should be kept in mind
when reviewing these findings. This is a crosssectional study; therefore, the relationships reported
here cannot be considered causal in nature. Some
participants who agree with statements such as
“sometimes I think the government is using AIDS
to kill off people who are not wanted by society”
may have underreported their true level of agreement with the statements because they did not want
the interviewer to think they held extreme beliefs.
This would lead to underestimation of the prevalence of belief in ACTs and misestimation of the
association with HIV testing. Self-reported rates of
HIV testing may be much greater than actual rates
of HIV testing (Phillips & Catania, 1995). Taken
together, these considerations suggest that the true
association between belief in ACTs and recent HIV
testing may be larger than that reported here.
Strengths of the study include LA VOICES’
representative sampling strategy, which enhances
the generalizability of the findings. This aspect
of the study contrasts sharply with much of the
prior research, which has been constrained, often
by necessity, to convenience or very small samples.
The study’s focus on older adults and on outpatients in high HIV-prevalence venues extends this
line of inquiry to populations that may be both
more socially vulnerable and more likely than
mainstream segments of the population to acquire
or transmit undiagnosed HIV.
In conclusion, greater attention to HIV testing
among at-risk older adults is warranted. Many
who seek services in public health venues do not
undergo testing for HIV infection, which might
be due to mistrust in the government. Making
HIV testing routine in public health venues may
be an efficient way to improve early diagnosis
among at-risk older adults. Alternative possibilities include expanding HIV testing in nonpublic health venues. Finally, identifying particular
sources of misinformation and mistrust would
appear useful for appropriate targeting of HIV
testing strategies.
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