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Abstract

The South Beach AIDS Project (SoBAP) in Miami, Florida, is a nonprofit community-based organization that
recently began offering syphilis, chlamydia and gonorrhea, and hepatitis C screening along with confidential
HIV screening to its clients. We retrospectively reviewed data from SoBAP collected from January 2011 to
June 2012 to describe the prevalence of sexually transmitted infections (STIs) among persons seeking testing
services. Our findings are in line with national data demonstrating that men who have sex with men (MSM)
of color are disproportionately affected by STIs, especially Latino MSM. Integrating HIV, STI, and hepatitis C
screening in community-based testing programs is feasible and an important means to identify infected persons.
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Introduction

Rates of HIV infection and other sexually transmitted
infections (STIs) are increasing in the United States,

with the burden of infection disproportionally impacting ra-
cial and ethnic minority men who have sex with men (MSM)
and transgender women.1,2 Recent data show that approxi-
mately 1.1 million people in the United States are infected
with HIV, with 1 out of 5 unaware of his or her status.1

African Americans represent approximately 14% of the
U.S. population but account for 46% of people living with
HIV infection, and Latinos represent 16% of the U.S. popu-
lation and account for 20% of new HIV cases.1

MSM represented 73% of new syphilis cases in Florida in
2009, and approximately 60% of these men were coinfected
with HIV.3 Studies suggest that education, partner selection,
income, lack of openness about sexual orientation, and un-
protected sex increase risk among MSM for acquiring
STIs.4–6 Provider practices, low income, and stigma are com-
mon barriers for both MSM and persons of color to receive
health care.7,8 As a result, clinics that cater to particular
minority communities are a potentially important way to

remove barriers for those individuals to learn about their
STI status. Persons receiving services at community centers
may feel safer compared with attending a public hospital
or clinic.9,10 At a small community center, marginalized or
underrepresented groups face less stigma among people
who share similar personal experiences and have racial,
ethnic, social, and cultural commonalities.7 Also, services
are often performed at community-based sites in evenings
and weekends, making them more accessible, and sometimes
these are paired with activities that help people feel part of a
community.9,10

STI prevalence has been increasing in Miami, Florida.3

There are several potential reasons for this. South Florida
is an international tourist destination, with a continued pop-
ulation growth and influx of foreign-born Caribbean and
South Americans, who may have less access to prevention
and screening services.11 STI prevalence may be increasing
specifically in Miami because of improvements in the econ-
omy and resources, access to screening, and increased testing
that identifies positive cases.3 In particular, the distribution
of HIV infection by race or ethnicity in Miami-Dade County
is highest among minorities: 45% black, 40% Latino, and
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13% Caucasian.12 Males have a higher burden of HIV infec-
tion in Miami-Dade county, which is likely because of the in-
creased rates of infection among MSM.1,12

Purpose

Studies have examined the effectiveness of HIV testing
programs and found community-based testing to be an effica-
cious, culturally competent, and cost-effective approach to
provide HIV screening to populations most at risk.9,10,13

Still, only a handful of community-based organizations
(CBOs) are actively involved in STI testing. Fewer still
if any provide integrated testing including chlamydia and
gonorrhea screening and hepatitis C screening, an issue of
high relevance to the Center for Disease Control and Preven-
tion.14 A larger proportion of minority, MSM, and transgen-
der individuals who may be unable or reluctant to access
routine screening in standard health-care settings can be
screened in CBOs.9,10

We sought to describe the prevalence of STIs within various
demographic groups of individuals served by the South Beach
AIDS Project (SoBAP), a CBO in Miami, Florida. SoBAP is
the only HIV prevention agency in Florida that caters to gay
ethnic and racial minority men, and has been part of the com-
munity for 20 years. Anyone who seeks our services provided
at SoBAP is welcomed. The wellness center is located in a
CVS Pharmacy that provides anonymity and access to a sector
of the community that health departments and health clinics
cannot reach. SoBAP services are advertised in gay newspa-
pers and on bus-stop signs, as well as word of mouth.

Methods

Programmatic data were routinely collected from clients
who utilized syphilis, hepatitis C, gonorrhea and chlamydia,
and rapid HIV screening services at SoBAP. Demographics
included age, sex/gender, sexual behavior, and race/ethnicity.
Any positive rapid HIV test was verified with fourth-
generation testing, and results were given in 2–3 weeks. Test-
ing was provided to clients at no cost, and complete screening
services were voluntary and opt-in. Clients who wanted to uti-
lize SoBAP resources were encouraged to make an appoint-
ment, but walk-in services were also provided. Data were
entered electronically and analyzed using SPSS 21 software
(SPSS Inc., Cary, NC). We examined the descriptive statistics
of all variables. Chi-square tests were then used to assess dif-
ferences in HIV positivity by sexual risk and racial/ethnic
groups. As public health practice, this evaluation of program-
matic data is not considered research.

Results

A total of 2,988 tests were administered from January
2011 through June 2012, including rapid HIV (2,260), syph-
ilis (384), chlamydia and gonorrhea (18), and hepatitis C
(326) tests. The majority of clients received HIV screening,
and demographic characteristics for individuals tested for
HIV and syphilis are shown in Table 1. The majority of cli-
ents were male (77%) and nearly half were MSM (48.7%),
with a mean age of 35 years and predominantly Latino
(56.7%). Positivity for HIV infection and syphilis was
3.3% and 3.4%, respectively. Both MSM (2.8%) and men
who have sex with men and women (4.9%) had a higher

HIV test positivity than other sexual risk behavior groups.
Individuals who were either Latino (2.5%, 31/1,274,
p = 0.07) or black (1.7%, 3/180, p = 0.71) were more likely
than any other racial/ethnic group to have a positive HIV
test (white 1.2%, 9/744). There were 5 (4%) HIV infections
among 126 transgender women tested. All individuals who
tested positive for syphilis were male, with Latinos having
double the positivity of whites (4.3% vs. 2.2%). There
were 4 cases (1.2%) of hepatitis C infection among 326 indi-
viduals tested. In addition, among 18 individuals screened
for gonorrhea and chlamydia, 1 participant tested positive
for Neisseria gonorrhoeae in urine, while no participant
tested positive by rectal or oropharyngeal sampling.

Conclusions

This report is the first description of an integrated
community-based infectious disease screening program in
Miami, Florida. A comprehensive STI screening program
that includes HIV, syphilis, hepatitis C, and chlamydia and
gonorrhea screening at all exposed anatomic sites is important
to identify prevalent STIs. Several hundred clients at SoBAP
accepted voluntary opt-in STI and hepatitis C screening along
with rapid HIV testing, illustrating the utility of integrated
testing at a CBO. Additional efforts to facilitate education
on and uptake of STI testing apart from HIV may increase
its utility. Strategies to increase uptake of combination testing,

Table 1. Characteristics of Individuals

Receiving HIV Testing and Syphilis Screening

at South Beach AIDS Project, Miami,

Florida, January 2011–June 2012

HIV testing
(N = 2,260),

Syphilis testing
(N = 384),

n (%) n (%)

Mean age – SD, years 35.0 – 10.8 34.5 – 10.1

Sex/gender
Male 1,742 (77) 350 (82.2)
Female 393 (17.4) 73 (17.1)
Transgender women 126 (5.6) 3 (0.7)

Sexual behavior
Men who have sex

with men
1,084 (48.7) 206 (53.1)

Men who have sex
with women

533 (23.9) 88 (22.7)

MSMW and transgender
women

207 (9.3) 27 (7.0)

Women who have sex
with men

361 (16.2) 65 (16.8)

Women who have sex
with women and men

42 (1.9) 2 (0.5)

Race/ethnicity
White 744 (33.1) 106 (27.4)
Latino 1,274 (56.7) 235 (60.7)
Black 180 (8.0) 40 (10.3)
Other 50 (2.2) 6 (1.6)

Result of test
Negative 2,186 (96.7) 371 (96.6)
Positive 74 (3.3) 13 (3.4)

MSMW, men who have sex with men and women; SD, standard
deviation.
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including encouragement by staff and availability of combina-
tion testing platforms, should be pursued.

The distribution of positive tests among racial and sexual
minorities parallels national data. The Miami-Dade County
department of public health reported an increase in syphilis
cases by 53% from 204 to 313 cases in 2009, an important in-
crease but still a modest prevalence matching the results found
at SoBAP.12 Nationwide, there were 13,970 cases of syphilis
in 2011, with MSM accounting for 72% of cases.15 As data
from previous years were not routinely entered into an elec-
tronic database, past syphilis positivity among SoBAP clients
is unknown. Though hepatitis C is increased among MSM and
certain minority groups, the positivity in our population was
similar to national trends.16 A recent study has indicated
that the overall prevalence of hepatitis C is in the decline,
but a total of 16,020 new cases of hepatitis C were reported
in 2010 in the United States, with the majority of individuals
infected being Native Americans/Alaskans or whites.17–19

Our report presents data on a novel approach to administer-
ing HIV and other infectious disease screening (syphilis, hep-
atitis C, and chlamydia and gonorrhea) to individuals who
might not otherwise be tested through traditional health ser-
vices. Additional community-based testing activities and pro-
grams are needed to address the ongoing STI epidemic among
MSM in Florida. The recruitment of transgender women and
black MSM by SoBAP should be increased to identify further
those with undiagnosed infection. Future analysis is needed to
understand the trends in syphilis infection in the population of
clients receiving testing through the SoBAP program. Hepati-
tis C screening should continue with strong linkage to care and
treatment services. Ongoing program monitoring and evalua-
tion are instrumental in the performance of any testing pro-
gram. Strengthening the capacity of CBOs to conduct their
own monitoring and evaluation should be a public health pri-
ority, so prevention activities can become tailored to the needs
of the community and be more effective.
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