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HPTN 071 (PopART) is a community-randomised trial

conducted in 21 communities in Zambia and South Africa (SA)

with a population of over 1 million individuals, to measure the

impact of a combination HIV prevention intervention on

population-level HIV incidence.

The combination HIV prevention intervention was delivered

2014-2017 in annual rounds by Community HIV-care Providers

(CHiPs), who provided home-based HIV testing services

(HTS) door-to-door in the community, in addition to

tuberculosis (TB) screening, sexually transmitted infections

(STI) screening, male and female condom demonstrations with

the provision of male and female condoms, if applicable

household members were referred into the primary health care

facility for HIV care, the initiation of antiretroviral therapy

(ART), the prevention of mother-to-child transmission

(PMTCT) for women, voluntary medical male circumcision

(VMMC) for males, TB treatment, STI care, sexual and

reproductive health services, and family planning services

(Figure 1).

In response to it being challenging to reach a high proportion

of adults solely through home-based HTS (HBHTS),

particularly among men, CHiPs also offered HIV testing

services in mobile tents in areas of high foot traffic. We

analysed data collected during HBHTS and tent-HTS to

determine to what extent men could be reached through tent-

HTS as compared to HBHTS, and compared other

demographic characteristics between HBHTS and tent-HTS to

understand HIV testing patterns.

From April 2017-December 2017, when both HBHTS and tent-

HTS were offered by CHiPs in six SA communities, tent-HTS

was conducted at public transport hubs (4 days), shopping

centres (13 days), schools/libraries (6 days), and a community

event (1 day). 3-5 tent-HTS events were conducted in each

community. CHiPs conducted HIV testing services through a

finger-prick rapid test using the South Africa National HIV

testing services serial testing algorithm, and the full services of

the PopART intervention that is also offered during the home

visits. Demographic and health data were captured onto an

electronic data capture device.

Multivariable logistic regression analysis was used to compare

the population reached through HBHTS versus tent-HTS on

gender, age, history of prior HIV testing, status as a

presumptive TB case, and community.

BACKGROUND METHODS

32,032 HIV tests were done through home-based HIV testing

services and 402 during tent-HIV testing services. Table 1

shows characteristics of the population tested.

Those testing through tent-HIV testing services were more

likely than those testing through home-based HIV testing

services to be men (aOR 1.9, 95%CI 1.5-2.3), more likely to

be from the older age-groups of 25-29, 30-39, 40-49, 50+

compared to group 0-19 years (p-values of all aOR's < 0.01),

and more likely to be residents of communities SA5 and SA6

(agricultural communities, located further away from Cape

Town). HIV positivity was slightly higher during home-based

HIV testing services as compared to tent-HIV testing services

but was not significant (2.1%vs1.7%).

Tent-HIV testing services in high traffic areas proved

successful in reaching men, although the absolute number of

additional tests was relatively small. A variety of methods are

needed to reach both men and women in communities where

many adults are mobile and relatively difficult to reach at home

during normal working hours. Tent-HIV testing services was

also relatively more successful in agricultural areas. Studies

with more frequent and more systematic offer of such services

are required to understand differences in HIV testing patterns

between home-based HIV testing services and tent-HIV

testing services. There may have been a higher uptake of

tent-HTS in the two agricultural areas as these two

communities are rural areas where many community members

work on the farms and may not be home during normal

working hours.
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Figure 1.  The HPTN 071 (PopART) combination HIV prevention intervention 

package delivered in the community by Community HIV-care Providers

Photo:  Community HIV-care Providers go into the 

community to mobilize for HIV testing.  Here they 

are engaging with men at a barber shop.

Photo:  A Community HIV-care Provider conducts 

a finger-prick rapid test in a tent.

Photo:  Community HIV-care Providers set up 

tents for HIV testing in the community.

Photo:  Taxi ranks were set up with tents for HIV 

testing to reach men.

Photo:  A community  in South Africa where the 

Community HIV-care Providers delivered the 

combination HIV prevention intervention package.

Photo:  A Community HIV-care Provider engages 

with a community member to encourage him to 

test for HIV.

RESULTS

Table 1. Characteristics of individuals tested for HIV by Community HIV-care Providers at home and in

tents in high traffic areas in six South African communities during April–December 2017

1 Chi-squared test
2 Considered to be a presumptive TB case if an individual had any of the following signs and symptoms

(coughing for more than two weeks, night sweats, weight loss of more than 1.5 kg) and/or in contact

with an individual who has TB in the house or at work
3 SA5 and SA6 are furthest from the capital (Cape Town) of the Western Cape Province, South Africa.

They are also in areas of agriculture.

CONCLUSION

Photo:  Community HIV-care 

Providers promote HIV testing 

services by putting leaflets under 

community member’s homes.

Photo:  Community HIV-care 

Providers engage with men for the 

uptake of HIV testing services.
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HIV test done
In Tent 

n (%)

At home 

n (%)

p-

value1

Adjusted OR 

(95%CI)

p-

value

Total 402 32,032

Sex

Female 163 (41) 17,393 (54) <0.001 1

Male 239 (59) 14,639 (46) 1.9 (1.5-2.3) <0.001

Age

0-19 84 (21) 10,596 (33) <0.001 1

20-24 61 (15) 5,177 (16) 1.8 (1.3-2.5) 0.001

25-29 63 (16) 4,320 (13) 2.3 (1.6-3.3) <0.001

30-39 86 (21) 5,678 (18) 2.3 (1.7-3.2) <0.001

40-49 54 (13) 3,149 (10) 2.4 (1.7-3.4) <0.001

50+ 54 (13) 3,112 (10) 1.9 (1.3-2.7) <0.001

Previously tested for HIV

No 96 (24) 6,522 (20) 0.128 1

Yes 123 (31) 11,026 (34) 1.0 (0.8-1.4) 0.906

Unknown 183 (46) 14,484 (45)

Presumptive TB case2

No 365 (91) 30,128 (94) 0.023 1

Yes 35 (9) 1,812 (6) 1.2 (0.8-1.7) 0.347

Not screened for TB/ 

Unknown
2 (0.5) 92 (0.3) 1.2 (0.3-5.2) 0.761

Community3

SA1 (<48 km to the capital) 32 (8) 5,463 (17) <0.001 1

SA2 (<48 km to the capital) 27 (7) 2,617 (8) 1.7 (1.0-2.9) 0.039

SA3 (<48 km to the capital) 64 (16) 9,604 (30) 1.1 (0.7-1.7) 0.611

SA4 (<48 km to the capital) 33 (8) 6,363 (20) 0.9 (0.6-1.5) 0.681

SA5 (>77 km to the capital) 132 (33) 3,844 (12) 6.7 (4.5-9.9) <0.001

SA6 (>77 km to the capital) 114 (28) 4,141 (13) 4.9 (3.3-7.4) <0.001


