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Abstract: Introduction: HIV testing services is the entry point to HIV prevention, care, treatment, and support services.
According to Uganda Population HIV impact assessment preliminary report released in 2018, 72.5% of people living with HIV
in Uganda knew their status, which is below the UNAIDS target of 90%. We proposed a double layered screening of the
population using the Ministry of Health HIV Testing Services (HTS) screening tool to identify more HIV positives and start
them on treatment. The objective of this study was to assess the impact of the double layered screening approach on HIV test
yield. Methods: A double layered screening approach involved using community and technical teams from TASO Tororo HIV
clinic through the surge strategy. The community team (first layer) comprised of expert clients, local council 1, market and
church leaders who were trained on how to screen the people in the community using the HTS screening tool. The technical
team (second layer) comprised of medical personnel and counselors who subjected all people mobilized and screened by the
community team to a second layered screening before offering an HIV test. We compared proportions of HIV test yields before
and after the implementation of the double layered HTS strategy using proportions test and we assessed the impact of the
double layered screening using a difference in difference (DID) evaluation method. Results; There was a general increase in
HIV test yield from 4.75% with single screening (period: January-March 2018) to 12.25% with double screening (period: April
— June 2018) (P<0.001). The increase was more in males (from 3.51% to 11.06%) than in females (from 6.36% to 13.31%) and
this difference was significant (P=0.035). The increase in HIV test yield did not differ by age (P=0.060), by marital status
(P=0.606) or by first time tester (P=0.167), Conclusion: The double layered screening before HIV test could be an effective
strategy to maximize HIV test yield in the general population, which if scaled up can save huge resources, time and help focus
on actual targets for HIV testing services, leading to early attainment of the UNAIDS 1* target of 90-90-90.
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services. To improve access and efficiency, HTS should be
made available to all persons at risk of HIV infection using
cost-effective and high-impact approaches [1]. Globally it’s
estimated that 36.7 million people are living and only 60%
(55% in sub-Saharan Africa) know their HIV status [2]. This
proportion of 55% reported by United Nationss Joint AIDS

1. Introduction

HIV testing is the entry point to HIV prevention, care,
treatment, and support services. The aim of HIV testing
services (HTS) is to diagnose HIV early and correctly to
ensure early access to prevention, treatment and support
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program (UNAIDS) concurs with that of Staveteig S et al in
2017 who analyzed cross-sectional population-based data
from the Demographic and Health Surveys (DHS) and AIDS
Indicator Surveys (AIS) fielded since 2010 in 16 sub-Saharan
African countries and estimated that 54% of PLHIV in the
average country were aware of their status [3]. Uganda shows
similar trends, though slightly better than other sub-Saharan
African countries with 74% of people living with HIV knew
their status in 2016 [2]. This report concurs with findings of
the Uganda Population and HIV Impact assessment
conducted between 2016-2017 who found 72.5% of PLHIV
knew their HIV status [4]. In both reports, the key message is
there is still gap in HIV testing, thus need to scale up HTS in
order to identify those who are HIV positive and link them
into care. It is upon this that led the country in 2017 to
introduce differentiated HTS to tailor HTS to individual,
community, subpopulation needs and preferences. The aim of
this differentiated HTS is to facilitate early diagnosis of HIV
positive while maximizing the yield, efficiency and cost
effectiveness of the country’s HTS program. The focus of the
differentiated HTS is to assess the HIV risk/exposure and
eligibility for testing using the HTS screening tool, target to
maximize the yield with focus on high risk and vulnerable
sub populations and focusing attention on those in need,
based on the available data [5].

The overall goal for HIV testing services is to provide
diagnosis that facilitates linkage to either prevention services
or care and treatment services that eventually leads into
reduced morbidity and mortality. In Uganda, the number of
people tested is high with a low yield this indicates that the
small proportion of the high risk populations has not yet been
reached. These populations include children below 5 years,
sex workers, men who have sex with men, prisoners,
orphaned and vulnerable children, truck drivers, and people
with disabilities, fisher folks and uniformed personnel. Still
to note is that the number of repeat testers accounts for 40%
of the total number of people being tested. Programmatic
data indicates a low prevalence among the general population
of about 3.5% compared to the key populations of 10% yet
the key populations are the least targeted. This approach of
testing seems to be expensive yet not very effective in
reaching out to those who are HIV positive. Because of the
above, there is need to strengthen community and facility
testing approaches [6].

As a way of targeting the priority populations and
increasing yield among those tested, the ministry of health
has introduced a screening tool to be used by health care
providers to screen all people prior to testing them. The
major objective for this is to identify those at risk and
prioritize them for HTS services. The at risk categories
include all people who are sexually active but have never
received an HIV test within 12 months, people with sexually
transmitted infections (STIs), Hepatitis B, Tuberculosis and
other chronic ill health that have not been tested in the last 3

months, men aged 35 - 49years, girls aged 20 - 24years, and
clients in a discordant relationship among others [4].

Although the tool has been introduced, many of the service
providers have not put it into use resulting into low yield as
indicated by many HIV testing program reports. Our study
center had a target of testing 5628 people in the community
and identify and initiate 1686 new HIV positives on
treatment from Oct 2017 to Sept 2018 with a target of 29.8%
yield. However by Mar 31% 2018, we had already tested more
than 4000 people with a yield of only 4.7% which was far
below the set target. With this low yield, we opted for a
double layered screening strategy to improve it in the general
population.

2. Methods
2.1. Site Setting

Tororo district is located about 220km East of Uganda’s
Capital city, Kampala. It boarders the districts of Mbale,
Manafwa, Busia, Butaleja and Western Kenya and has an
estimated population of 517,082 people [7] spread
throughout the 22 sub-counties. There are 59 operational
health units of various levels including both public and
private (5 Hospitals, 3 HCIV, 19 HCIIIs and 32 HCIIs), and
TASO Tororo is one of them.

TASO Tororo is one of the 11 TASO Centers of Excellence
(CoEs), founded in 1991 in Tororo district, and currently
located in the Western Division, COX road of Tororo
Municipality Tororo district. It provides care to 7124 people
living with HIV with a catchment area of Tororo district and
a 75KM radius.

Besides HIV/AIDS, TB/HIV prevention and treatment
services, TASO Tororo provides a comprehensive package
such as screening and treatment of Opportunistic Infections
(OIs), sexual reproductive Health services (SRHs), Gender
based Violence (GBV), and Family Health services such as
Nutrition Assessment and Counseling services (NACS),
screening and treatment for malaria, Maternal Neonatal and
Child Health (MNCH) to the HIV positive clients and their
exposed children. In addition, TASO is also providing
voluntary medical male circumcision (VMMC).

2.2. Intervention Description

A double layered screening approach was designed and
adopted by the team at TASO Tororo as a way of targeting
people at risk of HIV and increasing the HIV test yield. The
approach involved using a community team and a technical
team from TASO Tororo HIV clinic. The community team
comprised of 60 expert clients, 60 local councils (LCl1s),
some market leaders and church leaders mapped and
assigned to the communities where they live. They were
trained on how to screen the people in the community using
the HTS screening tool shown in figure 1 below.
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THE REPUBLIC OF UGANDA
MINISTRY OF HEALTH

HIV TESTING SERVICES ELIGIBILITY CRITERIA FOR ADULTS (20 YEARS & OLDER)

Client arrives At Entry Point

Has the client
Had an HIV
test

In the last 12
Months?

CLIENT CATEGORY
1. Client has had unprotected sex with partner(s) of unknown HIV status or known HIV positive status within the last three months?

Acadentally exposed to HIV.
New Perpetuators & Survivers of SGBV
New TB/presumptive diagnosis.
Client has new Hepatitis B diagnosis
Client carrently admitted/hospifalized
Client has a reactive HIV self-test result
Client NEWLY diagnosed HIV positive
presenting at ART imifiation point_
Client is pregnant but has not tested at
1st ANC, 3rd Trimester and partners
Breastfeeding mother but has not tested
the last 3Imonths and their partners
Chenfs turming up for VCT incduding couples.

Does the client

MEET ANY of

The following
Criteria?

2. Client falls in the category of Sex Workers, MSM, Truckers, fisher folks, alcohol & drug Users, prisoners) and has not had an HIV

test in the last three months.

3. Client has had Sexual and Gender Based Violence after previous negative HIV test 4. HIV Negative partner(s) in a discordant
itted i 5

relationship and has not had an HIV test within past 3 months. 5. Client has carrent or previous sexually

after previous negative HIV test?

infection (STT)

6. Client has Presumptive or active TB disease * 7. Client has new Hepatitis B diagnosis after previous negative HIV test?

8. Client has history of “ill/poor or sickly” health and had HIV test over 3 months ago

9. Client has a history of Loss of a Sexual partner(s) due to ill health but has not tested for HIV in the last three months

10. Client is Males (45-49years) and Females (35-49 years) has not tested for HIV in the last three months.

()| Do HIV test if did not test for HIV at diagnosis of Th/presumptive TB.  [f client tested HIV negative at diagnosis of
TB/presumptive TB, repeat HIV test gfter one-month  Subseguent HIV tests will be guided by HIV risk assessment findings]

Please Note: This criteria does not apply te already kmown HIV infected persons.

Figure 1. Screening tool designed by Ministry of Health of the Republic of Uganda.

This team mobilized the community members for HTS and
performed the first layer screening to assess risks of HIV
infections among them.

The technical team of ten groups, each comprising of
medical personals and counselors were allocated specific
geographical areas and performed the second layer screening
before offering an HIV test to all those people who have been
mobilized and screened by the community team.

The target categories by the two groups included men aged

30-49 years who would be found mainly in malwa (local)
drinking joints, women 20-30years who were common in
places of worships, community members suffering from
chronic ill health who were found at home, partners of newly
identified HIV positive clients and those with high viral load
were also found at home, adolescent young girls found in
market places and the working class found incorporate
institutions, sexual partners of expert clients and clients in
polygamous or discordant relationships.
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Mobilization, screening and testing for HTS was mainly
done in the evening when most people were at their homes or
in hang out places like the drinking joints, and were
differentiated basing on the client category. All people who
tested positive were linked into care and those who were
negative but at substantial risk of contracting HIV were
linked to HIV prevention services at the nearby health facility
or facility of choice.

2.3. Data Analysis

Information from clients eligible for HTS were captured
and analyzed into details, to include their socio demographic
characteristics, their previous HIV testing behaviors and the
HIV test yield among others. The proportion for HIV yield
was compared between the before (single layer, Jan-Mar
2018) and after (double layer, Apr-Jun 2018) periods using a
proportion test. A difference in difference (DID) evaluation
method was used to analyze the impact of the double layered
screening approach by comparing the HIV yield between two
time periods for different levels of the clients’ characteristics
(e.g., sex, marital status, age and first time testers). To
perform the DID, an interaction term between the client’s
characteristics and time was introduced into a logistic
regression. A significant interaction implied a significant DID
estimate to determine the significance of the change in HIV
yield. In all analyses, a p-value of <0.05 was taken as
statistically significant. Stata version 14 (Statcorp, College
Station, Texas, USA) was used for all data analyses.

2.4. Ethical Consideration

Prior to analysis of this data, we sought ethical approval from
The AIDS Support Organisation (TASO) Research ethics
committee. We used unique identifiers instead of the participants
names for confidentiality, all the HTS registers are kept in a
secure place under lock and key with limited access to only the
program staff and all the electronic data is stored on computers
that are password locked and all the data is backed up.

3. Results

During the single layered screening period, all the 2675
clients mobilized were offered HIV test of which 56.5% were
males and 43.5% females. With the double layered screening
in the April-Jun period, 24708 clients were mobilized by the
community team for HTS after offering first level screening at
the community. They were then subjected to the second layer
of screening by the technical team and only 8244 (33.4%)
were found to be at risk of HIV infection and thus offered HIV
testing. Of the 8244 clients tested in the double layered
screening period, 47.2% were males and 52.8% females.

The clients tested during the single layer were on average
younger than their counterparts for the double layer (mean
age: 27.0 vs 38.5 years). The married clients contributed the
largest percentage of the tested clients with 49.2% and 74.9%
for single and double layered screening periods, respectively.
Repeat testers were the majority at both periods. More details
are given in Table 1.

Table 1. Distribution of socio-demographic characteristics of the clients.

Single layer screening (Jan-Mar 2018)

Double layer screening (Apr-Jun 2018)

N=2675 N=8244
Sex, n (%)
Male 1511 (56.5) 3887 (47.2)
Female 1164 (43.5) 4357 (52.8)
Age in years, mean (SD) 27.0 (14.1) 38.5(14.1)
Age categories in years, n (%)
0-9 179 (6.7) 202 (2.5)
10-19 374 (14.0) 433 (5.3)
20-29 910 (34.0) 1503 (18.2)
30-39 582 (21.8) 2098 (25.5)
40-49 384 (14.4) 2243 (27.2)
>50 246 (9.2) 1765 (21.4)
Marital status, n (%)
Never married 1006 (37.6) 838 (10.2)
Married/cohabiting 1317 (49.2) 6172 (74.9)
Divorced/separated 258 (9.6) 600 (7.3)
Widowed 94 (3.5) 634 (7.7)
Frequency of testing, n (%)
Fist time testers 937 (35.0) 3808 (46.2)
Repeat testers, n (%) 1738 (65.0) 4436 (53.8)

Of the 2675 individuals tested in the single layer, 127 (4.75%, 95% confidence interval, CI: 4.0% - 5.6%) tested HIV
positive (yield) and of 8244 individuals tested in the double layer, 1010 (12.25%, 95% CI: 11.6% - 13.0%) tested HIV positive.
The yield significantly differed between the two screening periods (4.75% vs 12.25%, p<0.001). Figure 2 below shows the
increase in yield comparing males and females. The figure indicates that the yield increased from 3.51% to 11.06% (p<0.001)
and from 6.36% to 13.31% (p<0.001) among the males and females, respectively.
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Figure 2. HIV test yield by sex across the two periods.

Also, there was a significant increase in yield within each
age group: 0-9 years (3.91% to 13.86%, p=0.001); 10-19
years (1.60% to 6.47%, p=0.001); 20-29 years (3.96% to
9.58%, p<0.001); 30-39 years (7.73% to 15.01%, p<0.001);
40-49 years (5.47% to 13.78%, p<0.001) and 50+ years

(4.88% to 10.54%, p=0.005). Similarly, the yield
significantly increased within each category of marital status:
never  married (2.78%  to 8.71%, p<0.001);
married/cohabiting  (5.01% to  10.97%, p<0.001);

divorced/separated (10.47% to 24.83%, p<0.001); and
widowed (6.38% to 17.51%, p=0.006). A significant increase
in yield was also noted among the repeat testers (4.66% to

10.60%, p<0.001) and first time testers (4.91% to 14.18%,
p<0.001).

The difference in difference (DID) analysis as shown in
Table 2 indicated a bigger increase in yield among the males
than females (DID=0.60) with an odds ratio (OR) for the
interaction between the screening period and sex equal to 1.51
(95% CI: 1.03-2.22, p=0.035). Though, the yield significantly
increased within each category of age, marital status and
testing experience, the DID analysis by testing for the
interaction between the screening period and each of these
categories indicated no statistical significance (p>0.05 in each
case). Details about the DID analysis are given in Table 2.

Table 2. DID analysis comparing HIV test yield between single and double layer screening periods by participants demographic characteristics.

Single layer yield (%) Double layer yield (%)

Interaction with screening period

Difference in yield (%) DID

OR (95% CI)
Overall 4.75 12.25 7.50
Sex
Female 6.36 1331 6.95 Ref. Ref.
Male 3.51 11.06 7.55 0.60 1.51 (1.03-2.22)*
Age in years
0-9 391 13.86 9.95 Ref. Ref.
10-19 1.60 6.47 4.87 -5.08 1.07 (0.31-3.69)
20-29 3.96 9.58 5.62 -4.33 0.65 (0.26-1.65)
30-39 7.73 15.01 7.28 -2.67 0.53 (0.21-1.33)
40-49 5.47 13.78 8.31 -1.64 0.70 (0.27-1.84)
>50 4.88 10.54 5.66 -4.29 0.58 (0.20-1.65)
Marital status
Never married 2.78 8.71 5.93 Ref. Ref.
Married/cohabiting 5.01 10.97 5.96 0.03 0.70 (0.42-1.17)
Divorced/separated 10.47 24.83 14.36 8.43 0.85 (0.45-1.59)
Widowed 6.38 17.51 11.13 52 0.93 (0.36-2.44)
Frequency of tests
Repeat testers 4.66 10.60 5.94 Ref. Ref.
First time testers 4.91 14.18 9.27 3.33 0.76 (0.51-1.12)

*Significant with p-value=0.035
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4. Discussion

This study shows that double layered screening approach
to HIV testing at community level, differentiated based on
the sub population needs is able to save huge resources as
seen in the April-Jun period when 66.6% of the test kits were
saved after the 2™ layer of screening.

We found generally a significant difference in yield
between the two screening periods. This observed difference
could probably be due to the introduction of the double
layered screening, which enabled us to focus on the most at
risk individuals in the general population.

We found that the clients screened and tested during the
single layer were on average younger than their counterparts
for the double layer, this was because the double layered
screening focused on adults more at risk of HIV infection
with a significant reduction in the proportion of young people
tested in the two periods, (table 1). There was an observed
increase in HIV yield in each age group with double layered
screening, (table 2), with a peak yield at 30-39years, which
corresponds to the national trend where HIV prevalence
peaked in the age brackets of 30-49years [4]. However, this
findings differed from that of Legisso TZ and Erango Ma in
Ethiopia where they found highest risk of HIV infection was
among clients aged 18-30 years as compared to those aged
30-40 and more than 40 years [8].

When the double layered screening was applied, in the
April-Jun period, there was a significant increase in the
proportion of those married who received HIV tests as the
screening was actively hunting for the clients who are
sexually active and at risk of HIV infection. And the HIV test
yield significantly increased within each category of marital
status, with the highest vyield being among the
divorced/separated individuals, followed closely by those
widowed and maarried (table 2). This finding is similar to
that of Legisso TZ and Erango Ma in Ethiopia where they
found that divorced and married individuals were 3.033 and
1.031 times respectively, more likely to be HIV positive as
compared to single individuals [8], and Kimani J et al in
Kenya where they found that those who were
divorced/separated/widowed were 4.06times and those
married were 1.78 times more likely to be HIV positive than
those never married [9]. Similar findings were observed by
Adeniyi et al who identified being formerly married
(divorced/separated/widowed) as a risk factor to HIV
infection compared to being currently married or never
married [10] and Adebayo SB et al who showed that HIV
prevalence of women that were formerly married
(divorced/separated/widowed) were more than double that of
those who were currently married/cohabiting with a sexual
partner; and more than three times those that were never
married [11]. This demonstrates that the divorced/separated
individuals and the widowed are a special forgotten category
of high risk population who need more attention in order cub
the spread of HIV infection in the community.

This study shows that with single layered screening in the

Jan-Mar period, majority of clients who were offered HTS
were repeat testers (ever tested before). These repeat testers
are people who already know their HIV status and they just
want to confirm whether the first test they conducted was
actually true, thus the low yield in that period. This finding
was consistent with the findings of Matovu JKB et al in 2017
where they found that 73.7% of the market vendors who
turned up for HIV test were those who had ever tested for
HIV [12]. Factors associated with repeat HIV testing varies
from place to place and dependent on the study method used.
Living with an HIV positive family member/friend and self-
reported good health [13], need to confirm HIV diagnosis
and belief that the previous test results were false [12], being
a man having sex with men (MSM) or injection drug user
(IDU) or having multiple sexual partners [14] were among
the common factors identified as contributing to repeat tests
in South Africa, Uganda and Croatia respectively. However,
with the application of the double layered screening, there
was a reduction in the proportion of repeat testers, with most
of the clients who had turned up to repeat the HIV test before
their due dates being turned away to wait to repeat the test
either after 3 months for those at high risk of infection or
after 12months for those at low risks, and only offering HT'S
to the repeat testers at substantial risk of HIV infection. As a
result of this intervention, there was a significant
improvement in yield among the repeat testers and first time
testers in the two periods (table 2).

When the HIV yield was compared by sex in the two
periods, there was a significant increase in yield between
both males and females after the application of the double
layered screening, with a difference in difference (DID)
analysis indicating a bigger increase in yield among the
males than females (DID=0.60) with a significant odds ratio
(OR) for the interaction between the screening period and sex
as shown in table 2 above. In both periods however, females
were at high risk of turning HIV positive, than males and this
finding was consistent with that of Legisso TZ and Eranga
MA in Ethiopia who found females 5.735times more likely to
turn HIV positive as compared to males [8]. The observed
bigger increase in test yield in males than in females
demonstrates the ability of the double layered screening to
pick out men at most risk of HIV infection and offer HTS to
them at their convenient time and place. These men were
reached through a differentiated service delivery approach,
adopted from the new implementation guidelines by the
ministry of health [5], where men were reached late in the
evening hours at the “malwa” drinking joints, homes through
index clients tracing and testing, garages, and other places of
work such as banks, police stations, construction sites and
private security group stations. These strategies used to reach
men were able to overcome the barriers to HIV testing by
men as identified by Monisha Sharma et al, including
confidentiality concerns, distance to the facility, inconvenient
hours, perceptions that facilities provide women-centered
service, stigma, poverty, and feelings of compromised
masculinity associated with seeking health care [15].
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4.1. Limitations

The result presented here was for program data and as
such, there were so many parameters which were left out
during the data capture, for example, occupation and
educational level of the clients turning up for HTS. There
was no detailed sociodemographic data for those clients who
were just screened and not tested.

4.2. Recommendations

Studies to be designed to approximate the point of HIV
infections among the widowed and divorced/separated
individuals so as to guide policy on HTS among these
groups.

Improvement on the HTS tool to capture nature of
exposure to HIV, and other socio-economic characteristics of
clients.

Adoption of the double layered screening by the
community mobilizers and technical team as an effective
strategy to maximize HIV test yield in the community.

5. Conclusion

The double layered screening is an effective strategy to
maximize HIV test yield in the general population, which if
scaled up can save huge resources, time and help focus on
actual targets for HIV testing services, leading to early
attainment of the UNAIDS 1* target of 90-90-90 by 2020.

Contribution of Authors

All authors listed above have made substantial, direct and
intellectual contributions to the work and approved it for
publication.

References

[1] Ministry of Health. Consolidated Guidelines for Prevention
and Treatment of HIV in Uganda. 2018.

[2] UNAIDS. Joint United Nations Programme on HIV/AIDS
(UNAIDS). 2017.

[3] Staveteig S, Croft TN, Kampa KT, Head SK. Reaching the
“first 90°: Gaps in coverage of HIV testing among people

(3]

(6]

(7]

[9]

[10]

[11]

[13]

[14]

[15]

living with HIV in 16 African countries. PLoS One. 2017; 12
(10):1-16.

UPHIA. Uganda Population-based HIV Impact Assessment:
UPHIA 2016-2017 Extended Summary Sheet: Preliminary
Findings. 2018; (April):1-6.

Uganda Ministry of Health. Implementation Guide for
Differentiated Service Delivery Models of HIV Services in
Uganda. 2017.

Uganda Ministry of Health. National HIV Testing Service
Policy and Implementation Guidelines. 4th ed. 2016.

UBOS. The National Population and Housing Census 2014 —
Main Report, Kampala, Uganda. 2016.

Legisso TZ, Erango MA. The Effect of HIV Related Risk
Factors on HIV Status: A Case of Gamo-Gofa Free Standing
Voluntary Counseling and Testing Center. 2018; 6 (4):130-4.

Kimani J, Ettarh R, Ziraba A YN. Marital status and Risk of
HIV Infection in Informaal Urban Settings of Nairobi, Kenya:
Results from a Cross-sectionaal Survey. J Epidemiol
Community Heal August 2011. 2011; 65:340-1.

Adeniyi F, Babatunde S, I[demudia E. Marital status and HIV
prevalence among women in Nigeria : Ingredients for
evidence-based programming. Int J Infect Dis [Internet]. 2016;
48:57-63. Available from:
http://dx.doi.org/10.1016/}.1jid.2016.05.002.

Adebayo SB, Olukolade RI, Idogho O, Anyanti J. Marital
Status and HIV Prevalence in Nigeria: Implications for
Effective Prevention Programmes for Women. Adv Infect Dis.
2013; (September).

Matovu JKB, Bukuluki PW, Mafigiri DK, Mudondo H. HIV
counseling and testing practices among clients presenting at a
market HIV clinic in Kampala, Uganda: A cross-sectional
study. Afr Health Sci. 2017; 17 (3):729-37.

Regan S, Losina E, Chetty S, Giddy J, Walensky RP. Factors
Associated with Self-Reported Repeat HIV Testing after a
Negative Result in Durban, South Africa. 2013; 8 (4):1-7.

Kavic M, Blaz TN. Repeat HIV Testing at Voluntary Testing
and Counseling Centers in Croatia: Successful HIV
Prevention or Failure to Modify Risk Behaviors? 2014; 9
(4):1-8.

Sharma M, Barnabas R V, Celum C. Community-based
strategies to strengthen men’s engagement in the HIV care
cascade in sub-Saharan Africa. 2017; 1-13.



