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surveillance systems do not routinely collect data on sexual 
orientation, previous research suggests that bisexual young 
adults of both genders are more likely than their heterosex-
ual counterparts to report any STD diagnosis.12–14 Gay and 
bisexual men, in particular, are at increased risk of having 
an STD, including chlamydia and gonorrhea; furthermore, 
HIV-positive men are more likely than others to have these 
STDs.1 While gay and bisexual males’ elevated STD risk is 
widely acknowledged, sexual minority women are an often 
overlooked population, who may incorrectly perceive their 
risk as low.14,15 Not only can some STDs be transmitted 
between female sex partners, but many women with such 
partners also have had or still have male partners, which 
increases their risk of exposure.16,17 Existing data suggest 
that sexual minority women are vulnerable to chlamydia 
and gonorrhea infection;12 indeed, young adult bisexual 
women have been found to have a higher prevalence than 
their heterosexual counterparts.14

Because of the high prevalence of bacterial STDs and 
the potentially asymptomatic nature of infections, routine 
screening is critical. The Centers for Disease Control and 
Prevention recommends annual chlamydia and gonor-
rhea screening for all sexually active women aged 25 or 
younger.18 Its guidelines also recommend routine  screening 
for common bacterial STDs among sexually active men 
who have sex with men; guidelines include at least annual 

Bacterial STDs, including chlamydia and gonorrhea, repre-
sent a signifi cant public health problem, as almost two mil-
lion cases are reported each year in the United States.1 This 
fi gure likely underestimates the true burden, because many 
infections are asymptomatic and may go undiagnosed.2,3 
STDs are implicated in a range of serious health outcomes, 
including pelvic infl ammatory disease and infertility,4 as 
well as an increased risk of HIV infection.5 They impose 
substantial costs on the health care system6 and are associ-
ated with psychosocial diffi culties such as stigma, shame 
and anxiety.7,8 Adolescents and young adults experience a 
greater risk of STDs than do other age-groups, as nearly 
half of all new infections occur among 15–24-year-olds.9,10 
Consistent with trends from previous years, among women 
in 2012, those aged 15–19 and 20–24 had the highest rates 
of both chlamydia (3,291 and 3,695 cases per 100,000 
females, respectively) and gonorrhea (512 and 579 cases 
per 100,000).1 Rates are lower among men than among 
women; among males, chlamydia and gonorrhea rates 
were highest for 20–24-year-olds (1,350 and 463 cases per 
100,000, respectively).1

Sexual minority (i.e., nonheterosexual) populations 
experience a number of health disparities related to 
STDs and sexual health. Overall, sexual minority young 
adults engage in more sexual risk behaviors than do their 
 heterosexual peers.11,12 Although current reportable disease 

CONTEXT: STDs are common among older adolescents and young adults; hence, STD screening is a public health pri-
ority. Home-based STD testing could be a strategy to improve screening rates, particularly among at-risk populations, 
including sexual minority (i.e., nonheterosexual) young adults.

METHODS: Data were collected from a national sample of 971 sexual minority young adults aged 18–26 through an 
online survey in the fall of 2013. Logistic regression analyses identifi ed associations between respondents’ characteris-
tics and their willingness to use a home-based test for chlamydia and gonorrhea. 

RESULTS: A greater proportion of men than of women were willing to use a home-based STD test (81% vs. 68%). 
Willingness was more likely among gay than among bisexual men, among men insured through their parents than 
among the uninsured and among those who had had two or more sexual partners in the past year than among those 
who had had fewer (adjusted odds ratios, 2.0–2.2). Among men, students were less likely than the employed to report 
willingness for home-based testing (0.4). Among women, willingness was more likely among those who reported at 
least two partners in the past year than among those who reported fewer (1.6). Overall, respondents’ most common 
concerns about home-based STD testing regarded test accuracy, their ability to do the test correctly and their prefer-
ence to see a doctor for testing.

CONCLUSIONS: Home-based STD testing may be a promising strategy for screening sexual minority young adults; 
understanding correlates of willingness and young adults’ concerns may help inform self-testing programs.
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self-collected samples in clinic settings has shown that men 
and women, even adolescents, fi nd the tests acceptable and 
easy to perform; moreover, many young women prefer this 
approach over pelvic examinations.31–35

Self-collecting samples opens up opportunities for STD 
testing outside of traditional settings. Self-collection that 
can be performed at home (i.e., home-based testing) 
allows individuals to collect specimens privately, at a time 
and place that is convenient for them, and then mail the 
specimen to a doctor or lab for testing. Home-based testing 
could be a particularly useful strategy for reaching popu-
lations that may need frequent screening or do not regu-
larly access health services. Indeed, research has shown 
that home-based STD testing is acceptable and feasible, 
and improves screening rates.33,36–38 Yet, to our knowledge, 
few studies have examined the acceptability of home-based 
testing among young adults, and we know of none that 
focus on sexual minority women. An examination of home-
based testing for sexual minority populations may be par-
ticularly important because of the elevated STD risk and 
reduced health care use among these groups. 

In the present study, we examine lesbian, gay and bisex-
ual young adults’ experience with STD testing and their 
willingness to use home-based tests. We also explore their 
concerns about home-based testing. Our aim is to provide 
data that can inform future programs designed to increase 
appropriate STD testing among these populations.

METHODS
Study Design
We used data from an online survey conducted in October 
and November 2013 with a national sample of young 
adults.39,40 Respondents were recruited from a voluntary 
research panel constructed by Harris Interactive through a 
variety of recruitment strategies, both online (e.g., targeted 
e-mails, banner placement on social media) and offl ine 
(e.g., postal mail invitations, telephone). The panel, which 
includes respondents throughout the United States and 
refl ects the U.S. population on several demographic char-
acteristics, contains a subset of lesbian, gay, bisexual and 
transgender individuals.41,42 In exchange for completing 
surveys, respondents receive points that can be redeemed 
for rewards. Individuals were eligible to participate in our 
survey if they were aged 18–26; lived in the United States; 
and identifi ed themselves as lesbian, gay, bisexual or trans-
gender in response to a screening question. The survey 
took an average of 17 minutes to complete. The institu-
tional review board at The Ohio State University approved 
the study.

Of 2,014 individuals who were eligible to participate, 
1,005 provided informed consent and completed the 
 survey. We examined data from 971 male and female 
respondents who defi ned themselves as gay, lesbian or 
bisexual; we excluded data from 34 transgender individu-
als because of concerns about small cell sizes. Respondents 
in the current study were from 49 states and the District 
of Columbia.

testing for urethral, pharyngeal and rectal infection with 
chlamydia or gonorrhea (as indicated on the basis of 
reported sexual behaviors), and more frequent screen-
ing for men at increased risk.18 In emphasizing the public 
health importance of STD screening, Healthy People 2020 
includes objectives to lower rates of chlamydia and gonor-
rhea among both males and females, and to increase chla-
mydia screening at the population level among sexually 
active females aged 20–24 to 80%;19 it does not, however, 
include a screening objective specifi cally for males.

Yet despite guidelines, current data suggest that many 
young adults are not receiving the recommended test-
ing. For example, estimates of STD testing among females 
range from 18% among sexually active 12–19-year-olds 
in a national, population-based sample in 199520 to 52% 
among sexually active women aged 16–20 and 60% among 
those aged 21–24 who were enrolled in Medicaid in 
2008.19 A 2002 study found that just 16% of asymptomatic 
males aged 18–19 and 17% of those aged 22–26 reported 
STD testing in the past year; among symptomatic males, 
16% and 24%, respectively,  reported such testing.21 Data 
on use of health services by sexual orientation are rare, 
but research suggests that screening rates among sexual 
minority youth are likely to be even lower than that among 
women overall. For example, lesbian and bisexual women 
are less likely than heterosexual women to report use of 
reproductive health services.12,13,22 Furthermore, research 
suggests that health care providers may not discuss sexual 
orientation and behavior with patients, thus preventing 
the accurate assessment of risk and provision of appropri-
ate care;23,24 specifi cally, they may underestimate STD risk 
among sexual minority women.25

Low screening rates point to the need for novel 
approaches to increase STD testing, and self-testing may 
be an acceptable and effective strategy. Previous research 
suggests that low levels of testing may be due to a number 
of reasons, including low levels of knowledge about STDs 
and available services; misperceptions of risk; wait times 
for appointments; cost; shame or unwillingness to disclose 
risky sexual behavior to a health care provider; discrimina-
tion; and fear regarding specimen collection.26,27 Self-testing 
may help address many of these barriers and concerns, as it 
typically involves a patient’s collecting a specimen, through 
either a swab (vaginal, urethral or rectal) or a sample of 
fi rst-void urine. The self-collection of samples has been 
found to be a valid and reliable method of detecting chla-
mydia and gonorrhea, and it compares well with collection 
by clinicians.28–30 For example, among women, chlamydia 
testing using self-collected vaginal swabs has been found to 
be more sensitive than that using clinician-collected endo-
cervical swabs (97% vs. 88%) and to have equal specifi city 
(99.9% vs. 100%).30 Among men who have sex with men, 
reports of sensitivity and specifi city using self-collected 
rectal swabs have also been high (for chlamydia, 88% and 
98%, respectively; for gonorrhea, 88% and 99%), as well 
as consistent with clinician-collected samples (98% for 
both).29 Previous research examining the acceptability of 
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sexual identity. We analyzed data in Stata/IC version 13. 
Statistical tests were two-tailed with a critical alpha of 0.05.

RESULTS
Sample Characteristics
Overall, slightly more than half of respondents were women 
(56%) and most were 22–26 years old (68%—Table 1). 
Smaller proportions of men than of women self-identifi ed 
as bisexual (28% vs. 74%), were married or living with a 
partner (17% vs. 35%) and were unemployed (12% vs. 
20%). Larger proportions of men than of women were 
Hispanic (18% vs. 14%) and reported an annual household 
income of at least $50,000 (35% vs. 26%).

Most respondents were insured, through either work or 
school (37%) or a parent’s plan (43%). Men were less likely 
than women to have had a routine checkup in the past year 
(43% vs. 50%). Most respondents (82%) did not feel that 
they had been discriminated against by a provider because 
of their sexual orientation.

Overall, 87% of respondents reported ever having had 
sex. Among these individuals, greater proportions of men 
than of women were 18 or older at sexual debut (52% vs. 
33%) and had had two or more sexual partners in the past 
year (55% vs. 36%). Sixty-two percent reported ever hav-
ing had a test for STDs; men were less likely than women 
to have had one (55% vs. 68%). Notably, gay men were 
more likely than bisexual men to have had an STD test 
(58% vs. 46%—not shown), while lesbian women were 
less likely than bisexual women to have done so (56% vs. 
73%). Nineteen percent of sexually experienced respon-
dents said they had ever been told by a health care provider 
that they had an STD. The proportion differed signifi cantly 
between men and women (16% vs. 21%), and also var-
ied by sexual identity (not shown): Gay men were more 
likely than bisexual men to have received an STD diagno-
sis (19% vs. 7%), and lesbian women were less likely than 
bisexual women to have received one (6% vs. 26%). Only 
2% of all sexually experienced respondents reported ever 
having used a home-based STD test; this proportion varied 
between men and women (4% vs. 1%).

Willingness to Use
Among all respondents, most (74%) were willing to use 
a home-based STD test, though a greater proportion of 
men than of women were willing to do so (81% vs. 68%; 
p<.001—Table 2). The vast majority of respondents (95%) 
who had previously used a home-based test said they 
would use one again (93% of men and 100% of women—
not shown). Because of small cell sizes and lack of varia-
tion in responses, this measure was not included in logistic 
regression analysis.
•Men. The following variables were included in the 
multivariate analyses: sexual identity, age, education, 
employment status, health insurance status and number 

Measures
•STD home-based testing. Prior to questions about 
home-based testing, the survey provided a brief descrip-
tion of a hypothetical test that would detect gonorrhea and 
chlamydia infection; that people could do by themselves 
at home; and that would involve collecting a urine speci-
men or using a swab to get a genital specimen that is then 
mailed to a doctor for testing. Survey items then assessed 
whether respondents had ever used a home test for STDs 
and respondents’ willingness to use such a test in the future 
(“defi nitely not willing,” “probably not willing,” “not sure,” 
“probably willing” and “defi nitely willing”). We classifi ed 
respondents as willing (if they said defi nitely or probably 
willing) or not willing (if they gave any other response). 
The survey then asked what concerns they would have 
about using a home-based test for STDs. Respondents 
could select multiple responses from a prepopulated list of 
potential concerns, including an open-ended response for 
“other” concerns.
•Correlates. The survey assessed a number of demo-
graphic, health care, and sexual behavior and health char-
acteristics. Demographic characteristics were age (18–21 or 
22–26), race or ethnicity (white, black, Hispanic, other), 
education level (less than college, some college, at least a 
college degree), relationship status (unmarried vs. mar-
ried or cohabiting),* employment status (employed, not 
employed, in school), annual household income (less 
than $50,000 or at least that amount), residence (rural, 
suburban, urban) and geographic region (East, Midwest, 
 South, West). 

Health care questions assessed respondents’ health insur-
ance status (has no insurance, is insured through work or 
school, is insured through parent’s plan), receipt of a rou-
tine checkup in the past year, disclosure of sexual orienta-
tion to their health care provider and perception of ever 
having been discriminated against by a provider because of 
their sexual orientation. Sexual behavior and health ques-
tions assessed age at sexual debut (17 or younger vs. 18 
or older), number of sexual partners in the past year (0–1 
vs. two or more), whether respondents had ever had any 
test for STDs (“such as gonorrhea, chlamydia or syphilis, 
not including HIV”), whether they had ever been told by a 
provider that they had an STD and whether they had ever 
tested positive for HIV. 

Analysis
We used chi-square tests to examine differences in respon-
dent characteristics by gender and sexual identity. Then, 
using logistic regression analysis, we identifi ed correlates 
of respondents’ willingness to use a home-based STD test. 
Given the suggested gender differences in STD risk and use 
of services,21,24 we assessed this among men and women 
separately. All variables associated at p<.10 in bivariate 
regression analyses were included in a multivariate model 
to produce adjusted odds ratios and 95% confi dence inter-
vals. Finally, we used chi-square tests to determine if con-
cerns about home-based testing differed by gender and 

*“Unmarried” includes never-married, divorced, separated and widowed 

individuals.
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Concerns
Overall, the most commonly reported concerns about 
home-based STD testing were the same for men and 
women; most respondents indicated that they would 
be concerned that the test might not be accurate (68% 
and 71%, respectively—Figure 1). However, signifi cantly 
smaller proportions of men than of women felt that they 
might not do the test correctly (62% vs. 71%), would 
rather go to the doctor for an STD test (33% vs. 42%) 
or would not want to return the test by mail (21% vs. 
30%); a larger proportion of men than of women were 
concerned that the test might hurt (16% vs. 8%). Small 
percentages of men and women were concerned that the 
test might show they had an STD (14% and 11%, respec-
tively) or had no concerns about home-based testing 
(10% and 8%).

of partners in the past year. Gay men were more likely 
than bisexual men to be willing to use a home-based STD 
test (odds ratio, 2.0), and men who were insured through 
a parent’s health plan were more likely than those without 
insurance to do so (2.2). Men who had had two or more 
sexual partners in the past year also had elevated odds of 
being willing (2.0). Finally, students were less likely than 
those who were employed to say they would use such a 
test (0.4).
•Women. Employment status, region of residence and 
number of partners in the past year were included in the 
multivariate analyses. Only one measure was signifi cant: 
Women who had had two or more partners in the past year 
were more likely than those who had had one or no part-
ners to report a willingness to use the home-based STD test 
(odds ratio, 1.6).

Characteristic Overall Men Women

ALL (N=971) (N=428) (N=543)

Sexual identity***
Gay/lesbian 46 72 26
Bisexual 54 28 74

Age 
18–21 32 29 33
22–26 68 71 67

Race/ethnicity*
White 66 64 68
Black 9 7 10
Hispanic 16 18 14
Other 10 11 8

Education 
<college 20 17 21
Some college 37 36 38
≥college 44 47 41

Relationship status***
Unmarried 73 83 65
Married/cohabiting 27 17 35

Employment status***
Employed 52 55 50
Not employed 17 12 20
In school 31 33 31

Annual household income*** 
<$50,000 60 54 65
≥$50,000 30 35 26
Not reported 9 11 8

Residence
Rural 18 16 20
Suburban 43 46 41
Urban 39 39 38

Region
East 24 21 27
Midwest 23 24 23
South 28 29 27
West 26 27 23

Characteristic Overall Men Women

Health insurance status
Not insured 20 20 20
Insured through work/school 37 38 36
Insured through parent’s plan 43 42 43

Had a routine checkup in past year*
No 53 57 50
Yes 47 43 50

Disclosed sexual orientation to provider
No 70 68 72
Yes 30 32 29

Ever discriminated against by provider
No 82 81 83
Yes 8 8 8
Don’t know 10 11 9

SEXUALLY EXPERIENCED  (N=844) (N=367) (N=477)
Age at sexual debut***,†
≤17 58 48 67
≥18 42 52 33

No. of sexual partners in past year***,‡
0–1 56 45 64
≥2 44 55 36

Ever had an STD test**
No 38 45 32
Yes 62 55 68

Ever been told had an STD**,§
No 81 84 79
Yes 19 16 21

Ever used a home test***
No 98 96 99
Yes   2  4   1

Ever tested positive for HIV
No 96 95 97
Yes 4 5 3

Total 100 100 100

TABLE 1. Percentage distribution of a sample of gay, lesbian and bisexual young adults, by selected characteristics, according 
to gender, United States, 2013 

*p<.05. **p<.01. ***p<.001. †At fi rst vaginal, anal or oral sex. ‡Including vaginal, anal or oral sex. §Told by a health care provider. Notes: Differences by gender 
were assessed in chi-square tests. Percentages may not total 100 because of rounding.
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Additional analyses stratifi ed by gender revealed a few 
signifi cant differences in concerns about home-based STD 
testing by sexual identity (not shown). Gay men were more 
likely than bisexual men to be concerned that the test 
might not be accurate (73% vs. 54%) and to say they would 
rather go to a doctor for testing (37% vs. 24%). Finally, 
lesbian women were less likely than bisexual women to 
be concerned that they might not do the test correctly 
(64% vs. 73%). 

DISCUSSION
Sexual minority populations are vulnerable to STDs;1,12–14 
hence, STD screening and retesting among those who 
have been infected are critical. The current study provides 
important insight into the acceptability of and concerns 
about home-based STD testing among a national sample 
of sexual minority young adults. Our fi nding that most 
respondents (81% of men and 68% of women) were will-
ing to use a home-based test is similar to previous fi nd-
ings on STD self-testing acceptability among adults.29,38,43 
Furthermore, given that only 62% of sexually experienced 
respondents had ever had an STD test, it is encouraging 
that most, regardless of gender, were willing to use a test 
at home. Our fi ndings suggest that home-based testing 
may be a viable strategy for reaching and screening sexual 
minority adults, including those without a history of STD 
testing. Importantly, home-based testing programs can be 
implemented through several avenues, such as distribution 
at community venues or online access,44 and this fl exibility 
may increase access for populations that may not otherwise 
use sexual health services.

To our knowledge, this is the fi rst study to examine cor-
relates of home-based testing acceptability among sexual 
minority young adults. We found that willingness to use 
such a test was more common among respondents who had 
recently had multiple sexual partners than among others; 
indeed, this was the only consistent correlate across gen-
ders. Because the objective risk of STD infection increases 
with the number of sexual partners, this fi nding suggests 
that home-based testing may be most acceptable to young 
adults who are at greatest risk. Our measure of willingness 
to use a home-based test may also refl ect respondents’ per-
ceived risk of STDs (which is closely associated with their 
number of sexual partners45) and, thus, their perceived 
need for testing. Although additional bivariate associations 
were attenuated in the multivariate model for women, 
willingness to use a home-based STD test also varied by 
a number of demographic characteristics among men. For 
example, men who self-identifi ed as gay were more will-
ing than bisexual men to use a home-based test. This may 
refl ect that previous STD testing was also more common 
among gay men—fi ndings that are consistent with other 
research showing higher levels of HIV testing among gay 
than among bisexual men.46 Additional research is needed 
to understand the mechanisms underlying these associa-
tions (e.g., perceived risk), which could identify modifi able 
targets for STD testing programs.

TABLE 2. Percentage of respondents willing to use a home-based test for STDs, by se-
lected characteristics; and odds ratios (and 95% confi dence intervals) from multivar-
iate logistic regression analyses assessing associations between characteristics and 
willingness—all according to gender

Characteristic Men Women 

% Odds ratio % Odds ratio

All 81 na 68 na

Sexual identity
Gay/lesbian 85 1.98 (1.16–3.40)* 70 na
Bisexual (ref) 71 1.00 67 na

Age 
18–21 (ref) 74 1.00 69 na
22–26 84 1.41 (0.76–2.63) 67 na

Education 
<college (ref) 71 1.00 69 na
Some college 79 1.29 (0.63–2.61) 68 na
≥college 87 1.33 (0.61–2.91) 67 na

Employment status
Employed (ref) 87 1.00 66 1.00
Not employed 71 0.58 (0.26–1.29) 63 0.91 (0.56–1.46)
In school 76 0.44 (0.24–0.85)* 73 1.47 (0.95–2.27)

Region 
East (ref) 83 na 66 1.00
Midwest 78 na 59 0.72 (0.44–1.19)
South 80 na 75 1.47 (0.88–2.45)
West 83 na 70 1.16 (0.69–1.95)

Health insurance status
Not insured (ref) 71 1.00 75 na
Insured through work/school 84 1.32 (0.65–2.68) 70 na
Insured through parent’s plan 83  2.22 (1.09–4.49)* 65 na

No. of sexual partners in past year†
0–1 (ref) 74 1.00 64 1.00
≥2 89 2.04 (1.17–3.57)* 79 1.59 (1.05–2.40)*

*p<.05. †Among sexually experienced respondents. Notes: All characteristics shown in Table 1 were includ-
ed in bivariate regression analyses; for each gender, only those variables with an association at p<.10 were 
included in a multivariate model and are shown here. ref=reference group. na=not applicable, because vari-
able was not included.

FIGURE 1. Percentages of respondents reporting specifi c concerns about using a 
home-based STD test, by gender

*p<.05.
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can be labor-intensive and require heightened attention 
to confi dentiality.55 However, research suggests that the 
vast majority of individuals who test positive do follow up 
and receive their results; the median follow-up across 11 
studies was 96% (range, 67–100%).44 If home-based STD 
testing for sexual minority populations is to be effectively 
implemented, it will be important to identify effective and 
acceptable ways of ensuring notifi cation of results and link-
age with services for treatment.

Strengths and Limitations
Study strengths include a national sample of sexual minor-
ity young adults, populations that are at risk for disparities 
in sexual health outcomes and health care. Our study also 
had a large enough sample to allow us to examine potential 
differences by gender and sexual orientation.

Limitations include a sampling frame based on sexual 
identity rather than behavior, which may not be represen-
tative of all young adults who engage in same-sex sexual 
behavior. Our measures of sexual behavior and previous 
STD testing were based on self-report, though previous 
research supports the reliability of adolescents’ and young 
adults’ reports of sexual behavior and use of health ser-
vices.56,57 Anonymous, Web-based administration may fur-
ther increase the accuracy and reliability of the sensitive 
self-reported behavioral data collected in our study.58 

Our measure of willingness to use a home-based STD test 
may overstate the actual use of self-testing if it is offered in 
practice, as intentions do not always translate into health 
behavior.59 In addition, survey items focused on home-
based testing for chlamydia and gonorrhea, and did not 
examine acceptability of home-based testing for other 
STDs. The survey also did not assess respondents’ knowl-
edge of home-based testing or cost, both of which could 
affect acceptability, or their preferences for specifi c types 
of tests (e.g., urine vs. swab). These are important areas for 
future research that can inform STD testing programs seek-
ing to incorporate home-based testing. Additional research 
is also needed to examine willingness among specifi c sub-
populations of sexual minority young adults, such as black 
men who have sex with men, who are disproportionately 
affected by chlamydia, gonorrhea and other STDs.1

This study also was limited by the lack of a heterosexual 
comparison group, the cross-sectional design and the mod-
est response rate. Although we lack data on individuals 
who did not provide consent for our study, the online sur-
vey panel from which respondents were sampled is similar 
in composition to the U.S. population on several demo-
graphic characteristics.42

Conclusions
Wider use of home-based testing could improve STD 
screening rates and offers an alternative strategy that can 
augment traditional clinic-based testing. Findings from this 
national sample suggest that home-based testing could be 
an acceptable strategy for reaching lesbian, gay and bisex-
ual young adults; our results also provide new information 

Insurance coverage and perceived affordability of home-
based STD testing may be particularly important issues to 
consider for young adults, given that they have lower levels 
of insurance coverage than other age-groups.47 While prices 
vary, end-user cost estimates of home-based STD tests avail-
able online range from free (for chlamydia and gonorrhea 
tests, available only to residents of specifi c states) to around 
$400 (for a full STD panel),48 excluding any follow-up and 
treatment for positive tests. In our study, men who were 
insured through a parent’s plan were more willing than 
those without insurance to use a home-based test. While 
it is logical that insurance coverage may make STD testing 
more affordable, the association with being covered on a 
parent’s plan, but not one’s own, is somewhat unexpected. 
Given that many young adults who have insurance through 
work or school are underinsured (e.g., have only minimal 
essential coverage and high out-of-pocket costs),47 this 
association could be due to the perception that their par-
ents may have more comprehensive insurance that would 
cover STD testing. However, widely used billing proce-
dures—such as sending detailed explanations of services to 
policyholders—could result in breaches of confi dentiality 
for young adults accessing sexual health services through 
a parent’s insurance,49,50 and our study did not assess the 
awareness of potential implications, which could affect this 
association.

Participants also indicated their concerns with home-
based STD testing, which provided valuable information 
that can help guide future programs promoting this screen-
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through images, instructions and population-specifi c infor-
mation about STD risks and potential concerns about home 
testing) may increase their relevance.54 Such materials offer 
a low-cost and sustainable strategy that may help promote 
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