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ABSTRACT  

Background: Prevention, screening and diagnostic services for hepatitis B virus (HBV) and 

hepatitis C virus (HCV) can prevent morbidity and mortality in people receiving HIV care. 

However, there is limited information about the availability of HBV and HCV services at HIV 

clinics globally.   
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Methods: The International epidemiology Databases to Evaluate AIDS (IeDEA) conducted 

surveys of service delivery and practices at participating HIV treatment centers from seven 

regions. We used 2023 survey data to measure availability of HBV vaccination, HBV and HCV 

screening, HBV surface antigen (HBsAg), HBV DNA, HCV antibody, HCV RNA testing. 

Multivariable logistic regression models were used to test associations of site characteristics with 

HBV and HCV services. 

Results: HBV vaccination was available on-site at 67.7% of 204 HIV treatment sites. Screening 

for HBV and HCV at HIV care enrollment was reported by 72.1% and 50% of sites, respectively. 

HBsAg, HBV DNA, HCV antibody and HCV RNA testing were available on-site at 77%, 

47.6%, 61.8% and 44.6% of sites, respectively. Sites serving predominately rural (vs. urban) 

populations were less likely to report on-site availability of HBV DNA (odds ratio (OR):0.07; 

95% confidence interval (CI):0.01-0.68;P=0.02), HCV antibody (OR=0.18; 95% CI:0.04-

0.92;P=0.04) and HCV RNA (OR=0.10; 95% CI:0.01-0.90;P=0.04) testing.  

Conclusion: Life-saving services such as HBV vaccination, HBsAg and HCV antibody testing 

were available on-site at most HIV treatment sites participating in the IeDEA network. Lower 

availability at rural sites suggests that expansion of services is important to eliminate HBV and 

HCV as public health problems in people receiving HIV care. 

 

 

WORD COUNT: 3,004  

INTRODUCTION 

Human immunodeficiency virus (HIV), hepatitis B virus (HBV) and hepatitis C virus 

(HCV) are overlapping pandemics, with an estimated 2.7 million people living with HBV/HIV 
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and 2.3 million living with HCV/HIV worldwide.
1,2

 The majority (69%) of people living with 

HBV/HIV live in sub-Saharan Africa, whereas no single region contains the majority of people 

living with HCV/HIV.
1,2

 All three viruses spread from person to person through exposure to 

blood, blood products, needles, from mother to child and as sexually transmitted infections. 

Sexual transmission of HCV is more common between men who have sex with men (MSM) than 

between heterosexual partners, with HIV infection an additional risk factor in MSM.
3
. Deaths 

from HBV and HCV currently outnumber those from HIV, and by 2040, viral hepatitis will 

cause more deaths annually than HIV, malaria, and tuberculosis combined.
4,5

  

Most HIV care and treatment programs around the world have patients living with or at 

risk for HBV/HIV and HCV/HIV co-infections, but strategies to provide HBV and HCV 

prevention, screening and diagnostic services in the context of HIV care are not well documented 

and may be heterogeneous. World Health Organization (WHO) guidelines for HIV and viral 

hepatitis prevention, screening and diagnosis have evolved over time,
4,6

 as have HIV and viral 

hepatitis guidelines in individual countries. Currently, WHO recommends HBV vaccination 

along with HBV and HCV testing for people living with HIV (PWH),
6
 but there are not 

recommendations that PWH should be tested for HBV and HCV more than once. HBV treatment 

is recommended for PWH 12 years of age or older,
7
 while HCV treatment is recommended for 

everyone 3 years of age or older, regardless of HIV status.
8
 Changing guidelines for prevention, 

screening and diagnosis along with health system differences, heterogenous HIV patient 

populations and liver society guidelines
9
 and limited clinical, laboratory or financial resources 

could all influence HBV and HCV service delivery models in the context of HIV care.   

 The objective of this study was to document current status and evolution over time of 

HBV and HCV prevention, screening and diagnostic services for adults and children receiving 

 

 



Copyright © 2026 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited. 

HIV care and treatment among a globally diverse cohort of HIV care and treatment sites. Timely 

data on viral hepatitis service delivery informs International epidemiology Databases to Evaluate 

AIDS (IeDEA) research priorities
10

 and may also inform efforts of individual countries and 

regions to implement programs and policies for elimination of HBV and HCV as public health 

problems by 2030.
11

 Finally, global data on viral hepatitis service delivery may also help HIV 

service providers and health policy makers mitigate harms from viral hepatitis and prevent 

onward transmission of HBV and HCV infections to people living with and without HIV. 

 

METHODS 

Survey design 

The IeDEA consortium (http://www.iedea.org) is a global research consortium of HIV 

care and treatment sites in seven geographic regions: Asia-Pacific; Caribbean, Central, and South 

America (CCASAnet); North America (NA-ACCORD); Central Africa; East Africa; Southern 

Africa; and West Africa. Established in 2006, the IeDEA research consortium currently 

comprises close to 400 HIV care and treatment sites in 44 countries that contribute longitudinal 

data for more than 2 million PWH, including adults and children, ever enrolled in HIV care.
12

 

Beginning in 2009, IeDEA has conducted periodic surveys of participating clinics in an effort to 

document service availability and practices.  

The content of IeDEA’s consortium-wide site assessment surveys – conducted every three 

to five years – are designed using a consultative approach, as previously described.
13

 During July 

and August of 2022, IeDEA’s hepatitis working group reviewed viral hepatitis-related questions 

(i.e., prevention, screening, diagnostic, fees) included in site assessment 4.0 (SA4.0) and made 

recommendations for retaining or changing questions for inclusion in site assessment 5.0 
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(SA5.0), including HBV vaccination, routine screening for HBV and HCV at the time of 

enrollment into HIV care and during follow-up, HBV surface antigen (HBsAg), HBV DNA, 

HCV antibody (anti-HCV), HCV RNA testing and patient fees for diagnostic testing and 

antiviral medications (Supplementary Table 1).  

 

Site eligibility criteria and sampling  

All sites that actively contributed longitudinal patient-level data in 2020 (through SA4.0) 

and 2023 (through SA5.0) were eligible for inclusion in this study. In the Southern Africa region 

of IeDEA, where participating sites include both stand-alone clinics and clinics that are part of 

large programmatic cohorts, a systematic, hybrid sampling strategy was used to determine 

eligibility, as previously described.
13

  

 

Survey implementation 

SA4.0 launched on September 11, 2020, and closed on March 1, 2021. While it was 

originally intended that the survey would explore the status of service delivery at the time of 

survey implementation, calendar year 2019 was selected as the reference period for SA4.0 

because of disruptions related to the SARS-CoV-2 pandemic in 2020. SA5.0 launched on August 

3, 2023, and closed December 31,
 
2023, and assessed service delivery during calendar year 2023. 

Both SA4.0 and SA5.0 were distributed in English and French as online questionnaires and as 

PDFs formatted for completion on paper. All survey data were collected and managed using 

Research Electronic Data Capture (REDCap) tools hosted at Vanderbilt University.
14,15

  

 

Ethical review  
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The conduct of the 2020 and 2023 IeDEA-wide site assessment surveys were reviewed 

and designated as "non-research" per 45 CFR §46.102(d) by the VUMC Institutional Review 

Board (IRB#200013 and IRB#230843, respectively). 

 

Statistical methods 

 We first calculated descriptive statistics for the most recent survey data collected in 2023, 

overall and by IeDEA region. Secondly, we used multivariable logistic regression models – 

adjusting for region (reference category: East Africa) - to test whether site characteristics 

including population served (adults, children, both adults and children), area of residence of the 

population served by the health facility's HIV clinic (predominately urban, predominantly rural, 

mixed urban/rural) and facility level (health center, district hospital, or regional, provincial or 

university hospital) were associated with availability of HBV and HCV prevention, screening 

and diagnostic services in 2023. We included all site characteristics together in a single 

multivariable logistic regression model to estimate independent associations of each site 

characteristic. Finally, we used Fisher’s exact test to test for differences in availability of HBV 

and HCV prevention, screening and diagnostic services and patient fees between SA4.0 (2019) 

versus SA5.0 (2023). Statistical analyses were conducted with SAS 9.4 software (SAS Institute, 

Cary, NC).  

 

RESULTS 

Characteristics of IeDEA study sites  

 Characteristics of sites that responded to SA4.0 (N=227), SA5.0 (N=235) or both 

(N=204) are shown in Supplementary Table 2. The distribution of sites characteristics was 
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generally similar across the two surveys, apart from a decreased proportion of clinics from 

IeDEA’s Asia-Pacific region, and small changes in the proportion of sites serving only children 

and predominantly urban populations. 

 

HBV and HCV vaccination and screening services in 2023  

 

HBV vaccination services were available, either in the HIV clinic or in the same health 

facility but not in the HIV clinic (considered jointly as “on-site”), at 67.7% of sites (Table 1). 

However, access to HBV vaccination varied by region, shown in Figure 1. For example, 96.3% 

of sites in North America vs. 4.5% in East Africa offered HBV vaccination in the HIV clinic. 

Among IeDEA’s Africa regions, the proportion of sites that reported that HBV vaccination was 

not available ranged from 15.4% to 26.9% (Figure 1). Routine screening for HBV at the time of 

enrollment into HIV care was reported by 147 (72.1%) of sites (Table 1), ranging from 13 of 27 

sites (48.2%) in Southern Africa to 26 of 26 sites (100%) in North America. Half (50%) of sites 

reported routine screening for HCV at the time of enrollment into HIV care (Table 1), with a 

range between 1 of 13 (7.7%) sites in West Africa to 26 of 26 (100%) sites in North America.  

 

HBV and HCV diagnostic services in 2023 

HBsAg and HBV DNA diagnostic services were available on-site at 77% and 47.6% of 

sites, respectively (Table 1). However, access to HBV diagnostic services varied by region, as 

shown in Figure 2. For example, HBsAg diagnostic services were available in the HIV clinic at 6 

of 9 (66.7%) Latin American sites vs. at 9 of 67 (13.4%) East African sites (Figure 2). HBV 

DNA diagnostic services were available in the HIV clinic at 14 of 26 (53.8%) North American 

sites vs. at 3 of 67 (4.5%) East African sites (Figure 2).  
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HCV antibody and HCV RNA diagnostic services were available on-site at 61.8% and 

44.6% of sites, respectively (Table 1). However, HCV antibody and HCV RNA diagnostic 

services also differed by region. For example, availability of HCV antibody diagnostic services 

in the HIV clinic ranged from 6 of 9 (66.7%) Latin American sites vs. 3 of 67 (4.5%) East 

African sites (Figure 2). HCV RNA diagnostic services were available in the HIV clinic at 5 of 9 

Latin American sites (55.6%) vs. at 1 of 67 (1.5%) East African sites (Figure 2).   

 

Patient fees for HBV and HCV diagnostic and treatment services in 2023 

 Less than one quarter of sites globally reported that patients routinely paid fees other than 

insurance co-pays for HBV and HCV diagnostic services (Table 1). However, the proportion of 

sites reporting that patients paid fees for diagnostic services varied by region, with zero (0%) 

sites in Southern Africa reporting that patients paid fees for HBV and HCV diagnostic services 

vs. 36.6% of patients paid fees for HBV diagnostic services in Asia Pacific and 84.6% of patients 

paid fees for HCV diagnostic services in West Africa.  

 Less than one fifth (20%) of sites globally reported that patients routinely paid fees other 

than insurance co-pays for HBV and HCV antiviral medication (Table 1). However, the 

proportion of patients that paid fees for antiviral medications varied by region, with zero (0%) 

sites in Southern Africa reporting that patients paid fees for these services vs. 46.2% and 76.9% 

of sites in West Africa reporting that patients paid fees for HBV and HCV antiviral medications, 

respectively.  

 

Site characteristics associated with availability of HBV and HCV services in 2023 
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IeDEA sites serving predominately rural (vs. urban) populations were less likely to report 

on-site availability of diagnostic services for HBV DNA (odds ratio (OR)=0.07; 95% confidence 

interval (CI): 0.01, 0.68; P=0.02), anti-HCV (OR=0.18; 95% CI: 0.04, 0.92; P=0.04) and HCV 

RNA (OR=0.10; 95% CI: 0.01, 0.90; P=0.04 – Table 2). Sites serving predominately rural 

populations were also less likely to report HCV screening for new (incident) infections (OR: 

0.17; 95% CI: 0.05, 0.64; P=0.009). No other site characteristics were significantly associated 

with availability of HBV and HCV prevention, screening and diagnostic services in 2023 (Table 

2).  

 

Changes between 2019 and 2023 site assessments 

The proportion of sites that reported patient fees for HCV antiviral medication (other than 

insurance co-pays) changed over time (P=0.04), with 10.8% and 18.7% of sites reporting that 

patients paid fees for HCV antiviral medication in 2019 and 2023, respectively. There were no 

other significant differences in availability of HBV and HCV prevention, screening and 

diagnostic services or patient fees between SA4.0 (2019) versus SA5.0 (2023) (data not shown). 

 

DISCUSSION  

Life-saving services such as HBV vaccination, HBsAg and HCV antibody testing were 

available on-site at most HIV treatment sites participating in the IeDEA network. Two thirds of 

sites in 2023 had HBV vaccination services on-site and 72% of sites reported routine screening 

for HBV at the time of enrollment into HIV care. In contrast, routine screening for HCV at HIV 

care enrollment was reported by half of sites, and availability of HCV services was generally 

lower than HBV services in IeDEA regions. These estimates represent benchmarks against which 

to measure progress in viral hepatitis elimination in HIV treatment settings and provide essential 
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health interventions as described in the 2022 WHO consolidated guidelines on HIV, viral 

hepatitis and STI prevention, diagnosis treatment and care for key populations.
6
 

 These estimates also reflect profound regional heterogeneity in viral hepatitis service 

availability at HIV treatment sites. Asia Pacific, Latin America and North America had the 

highest levels of HBV and HCV prevention, screening and diagnostic service availability in the 

HIV clinic, whereas in IeDEA’s Africa regions viral hepatitis services were more commonly 

available elsewhere in the same health facility or offsite (referral). Further, essential services 

such as HBV vaccination were not available at over one quarter of sites in some African regions. 

These data are consistent with those collected in 2017 by our group from 35 mainly urban 

African IeDEA HIV treatment sites in which only 37% and 6% of sites conducted routine 

screening for HBV and HCV, respectively.
16

 It is feasible to integrate HBV and HCV prevention, 

screening, diagnostic and/or treatment services into HIV care in African countries, but challenges 

in many countries include lower training for health care personnel, technical limitations in 

diagnostic testing performance and sample storage, complexities around provision of HBV 

vaccination and lack of simplified service delivery models for HBV and HCV care and 

treatment.
17,18

  

Cuts to the PEPFAR program
19

 may disproportionately impact HBV and HCV services 

for people with HIV (PWH) in Africa. In response to reductions in global HIV funding, many 

countries in sub-Saharan Africa are moving toward integrating HIV care into routine health 

services. This shift brings both opportunities and challenges. On one hand, there are valid 

concerns that integration could dilute the specialized expertise developed in antiretroviral 

therapy delivery and lessen the focus on HIV-specific care. At the same time, the substantial 

infrastructure built for HIV programs might help support broader routine health services, 
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including screening, diagnosis, and management of viral hepatitis, both for persons living with 

and those living without HIV. Cuts to health spending in Africa and other regions may also 

increase the proportion of HIV treatment sites that charge fees for HBV and HCV services. 

Access to HBV and HCV services is important for the health of individual patients and for the 

health of their communities, a benefit known as ‘treatment as prevention’.
20

    

Differences in access to health services are common for many rural populations, 

including in high-, middle- and low-income countries. While it is possible that some rural 

populations face a lower burden of viral infections (particularly HCV) compared to urban 

populations and thus have less need for services, this is not the case in all settings.
21-23

 New 

strategies developed in recent years to address rural-urban disparities have included testing HBV 

and HCV service delivery methods specifically designed for rural populations (e.g., point-of-care 

testing) as well as identification of policy barriers to access HBV and HCV services by rural 

populations.
24-26

  

Strengths of this study include standardized site assessment protocols with 95% response 

rates from IeDEA HIV treatment sites with data collected and managed using REDCap. A second 

strength of this study is the inclusion of diverse sites in high-, middle-, and low-income 

countries. A third strength is that these periodic site survey data reflect real-world service 

delivery data because the IeDEA consortium does not dictate clinical practices or policies to 

participating sites. A limitation inherent in site assessment surveys is the unit of analysis is a site, 

rather than an individual, and thus the sample size for hypothesis testing is less than is commonly 

encountered in studies of individual participants. We were surprised that there were not more 

significant differences between 2019 and 2023 data and acknowledge the potential impact of 

study sample size on this conclusion. Nevertheless, our finding is that HBV and HCV 

 

 



Copyright © 2026 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited. 

prevention, screening, diagnostic and/or treatment service availability at IeDEA HIV treatment 

sites was little changed over a four-year period. The fact that the unit of analysis in site 

assessment surveys is a site rather than an individual also precluded tracking individual patient 

outcomes, including disease progression and linkage to care. A second limitation is the inherent 

limitations of self-administered surveys. IeDEA regional and country coordinators were asked to 

select individual(s) at each clinic who were knowledgeable about the clinic capacity and 

services, but we cannot exclude the possibility of data misclassification including recall and 

social desirability biases. The site assessment surveys may also have imperfect ascertainment of 

the setting in which hepatitis services are provided, such as if an HCV antibody test was ordered 

by a provider in the HIV clinic but phlebotomy for the test was performed not in the HIV clinic, 

but elsewhere in the same health facility. We attempted to mitigate this limitation by creating a 

combined variable of either in the HIV clinic or in the same health facility but not in the HIV 

clinic (considered jointly as “on-site”). A third limitation is that site assessment surveys did not 

collect information on the types of HBV and HCV diagnostic kits, including diagnostic 

characteristics (e.g., sensitivity and specificity) and whether the kits were designed to be used as 

point-of care diagnostics. A fourth limitation was that no information related to hepatitis delta 

virus (HDV) was ascertained as a part of the site assessment surveys. HDV co-infection can lead 

to faster progression of liver disease and hepatocellular carcinoma in people living with HBV, 

but at this time there is no widely available treatment for HDV.
27

 Finally, HBV and HCV services 

availability at HIV treatment sites may not be generalizable to other clinical settings that provide 

viral hepatitis services (e.g., antenatal care, substance abuse treatment and emergency rooms), or 

representative of HIV treatment sites that do not participate in the IeDEA network. Relatedly, 

clinics participating in IeDEA may be better resourced and provide more advanced levels of care, 
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meaning that our findings may over-estimate the availability of services in many of the countries 

reflected in our data. 

 In conclusion, we found that HBV prevention, screening, and diagnostic services were 

available on-site at most HIV treatment sites participating in the IeDEA network, with lower 

availability at sites in Africa and for HCV services. We also found that rural sites were less likely 

to have HBV and HCV diagnostic services. These disparities – both between and within regions 

– represent potential barriers to efforts focused on elimination of HBV and HCV as public health 

problems by 2030.
11

 However, a central purpose in measuring these disparities is to provide 

information to health professionals at HIV treatment sites and health policy makers in different 

countries from which to learn and develop best practices for their own settings to reduce 

morbidity and mortality from HBV and HCV in PWH and in their communities.  
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Philippines: R Ditangco, MK Pasayan, ML Mationg, N Delgado. Singapore: D Loy, OT Ng, Z 

Ferdous. South Korea: JY Choi, JH Kim. Taiwan: HP Chen, PC Wu. Thailand: A 

Avihingsanon, HMS Lwin, C Wongvoranet, C Ruengpanyathip, S Kiertiburanakul, A 

Phuphuakrat, L Chumla, N Sanmeema, R Chaiwarith, J Praparattanapan, K Nuket, S Khuwuwan, 

P Kambua, S Pongprapass, J Limlertchareonwanit. Vietnam: TN Pham, DTH Nguyen, DT 

Nguyen, TT Nguyen, NCT Nguyen, CD Do, LT Nguyen, TT Doan, LV Nguyen, PH Nguyen, 

TTT Giang, TTT Huong, QT Du, TT Nguyen, TTT Trang, LAT Nguyen, QN Nguyen, VTT 
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Nadège Teke Bagamboula, Ursula Ingride Koukha, Nadine Mahinga. Rwanda: Jules Onesphore 
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Maritim, Wilson Kirui, Fentra Sakong, Maureen Mutiembu, Moses Delewa, Sarah Cheptoo, 
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Figure 1. Hepatitis B and C virus prevention and screening service availability at HIV treatment 

sites included in site assessment surveys conducted by the IeDEA consortium in 2023. The 

diameter of each bubble corresponds to the number of sites in each region, with a larger diameter 

reflecting more sites. The location of each bubble along the y-axis is the percentage (%) of all 

sites in each region that the bubble represents.  

 

 

 

Figure 2. Hepatitis B and C virus diagnostic service availability at HIV treatment sites included 

in site assessment surveys conducted by the IeDEA in 2023. The diameter of each bubble 

corresponds to the number of sites in each region, with a larger diameter reflecting more sites. 

The location of each bubble along the y-axis is the percentage (%) of all sites in each region that 

the bubble represents. 
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Table 1. Hepatitis B and C virus prevention, screening and diagnostic service availability 

and patient fees at HIV treatment sites included in site assessment surveys conducted by the 

IeDEA consortium in 2023 (N=204) 

Prevention services  

Hepatitis B vaccination  

      In the HIV clinic 72 (35.3%) 

      In the same health facility 66 (32.4%) 

      Only offsite (referral)  34 (16.7%) 

      Not available 32 (15.7%) 

Screening services  

Routine screening for HBV at the time of enrollment into HIV care  

      Yes 147 (72.1%) 

      No 57 (27.9%) 

Routine screening for HCV at the time of enrollment into HIV care  

     Yes 102 (50.0%) 

     No 102 (50.0%) 

Routine screening during follow-up visits for new (incident) HBV  

     In the HIV clinic 121 (59.3%) 

     In the same health facility 44 (21.6%) 

     Only offsite (referral)  8 (3.9%) 

     Not available 31 (15.2%) 

Routine screening during follow-up visits for new (incident) HCV
b
  

     In the HIV clinic 98 (48.0%) 

     In the same health facility 30 (14.7%) 

     Only offsite (referral)  11 (5.4%) 

     Not available 65 (31.9%) 

Diagnostic services  

   HBsAg testing  

      In the HIV clinic 75 (36.8%) 

      In the same health facility 82 (40.2%) 

      Only offsite (referral)  34 (16.7%) 

      Not available 13 (6.4%) 

   HBV viral load (DNA) testing  

      In the HIV clinic 52 (25.5%) 

      In the same health facility 45 (22.1%) 

      Only offsite (referral)  77 (37.8%) 

      Not available 30 (14.7%) 

   HCV antibody (anti-HCV) testing  

      In the HIV clinic 65 (31.9%) 

      In the same health facility 61 (29.9%) 

      Only offsite (referral)  38 (18.6%) 

      Not available 40 (19.6%) 

   HCV viral load (RNA) testing  

      In the HIV clinic 48 (23.5%) 

      In the same health facility 43 (21.1%) 

      Only offsite (referral)  59 (28.9%) 

      Not available 54 (26.5%) 

Patient fees   

   Do patients routinely pay fees for HBV testing  
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       No 141 (69.1%) 

       Yes 43 (21.1%) 

       Don’t know 2 (1.0%) 

       Not applicable 18 (8.8%) 

   Do patients routinely pay fees for HCV testing  

       No 125 (61.3%) 

       Yes 44 (21.6%) 

       Don’t know 3 (1.5%) 

       Not applicable 32 (15.7%) 

   Do patients routinely pay fees for HBV antiviral medication  

       No 158 (77.5%) 

       Yes 26 (12.8%) 

       Don’t know 3 (1.5%) 

       Not applicable 17 (8.3%) 

   Do patients routinely pay fees for HCV antiviral medication
a,b

  

       No 130 (64.0%) 

       Yes 38 (18.7%) 

       Don’t know 3 (1.5%) 

       Not applicable 32 (15.8%) 

DNA: deoxyribonucleic acid; HBsAg: hepatitis B virus surface antigen; HBV: hepatitis B 

virus; HCV: hepatitis C virus; IeDEA: International epidemiology Databases to Evaluate 

AIDS; RNA: ribonucleic acid; 
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Table 2. Site characteristics associated with availability of hepatitis B and hepatitis C prevention, screening and diagnostic services at HIV treatment sites in 

2023, odds ratios (ORs) and 95% confidence intervals
 a,b,c 

 HBV 

vaccination  

HBV 

screening 

at 

enrollment
 

HBV 

screening 

for new 

(incident) 

infections
 

HBsAg 

testing
 

HBV DNA 

testing
 

HCV 

screening at 

enrollment 
 

HCV 

screening 

for new 

(incident) 

infections
 

HCV 

antibody 

testing
 

HCV RNA 

testing
 

Population the HIV center serves
 

  Both adults and children 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 

   Adults  0.78 (0.16, 

3.68) 

3.67 (0.65, 

20.68) 

2.55 (0.44, 

14.68) 

3.50 (0.31, 

38.91) 

2.64 (0.63, 

11.08) 

0.64 (0.09, 

4.61) 

2.26 (0.49, 

10.39) 

1.67 (0.22, 

12.51) 

1.27 (0.26, 

6.18) 

   Children 2.25 (0.27, 

18.38) 

1.14 (0.16, 

8.16) 

1.04 (0.14, 

7.90) 

15.69 (0.49, 

498.87) 

1.30 (0.23, 

7.39) 

0.37 (0.04, 

3.90) 

1.32 (0.21, 

8.51) 

1.69 (0.09, 

30.78) 

0.88 (0.14, 

5.51) 

Area of residence of the population served by this health facility's HIV clinic 

   Predominantly urban 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 

   Predominantly rural 0.65 (0.20, 

2.08) 

0.56 (0.16, 

2.01) 

0.34 (0.09, 

1.33) 

0.54 (0.15, 

1.96) 
0.07 (0.01, 

0.68) 

0.26 (0.04, 

1.60) 
0.17 (0.05, 

0.64) 

0.18 (0.04, 

0.92) 

0.10 (0.01, 

0.90) 

   Mixed urban/rural 0.83 (0.34, 

2.07) 

2.06 (0.67, 

6.35) 

0.73 (0.23, 

2.32) 

0.60 (0.20, 

1.84) 

1.27 (0.48, 

3.39) 

1.51 (0.49, 

4.64) 

0.80 (0.30, 

2.15) 

1.25 (0.38, 

0.92) 

1.02 (0.39, 

2.71) 

Facility level of care
 

   Health center 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 

   District hospital 0.50 (0.15, 

1.69) 

0.71 (0.20, 

2.51) 

1.35 (0.32, 

5.62) 

1.53 (0.42, 

5.60) 

0.73 (0.13, 

4.15) 

1.87 (0.39, 

8.94) 

0.74 (0.19, 

2.90) 

1.20 (0.24, 

5.86) 

1.22 (0.20, 

7.33) 

   Regional, provincial or 

university hospital 

0.81 (0.32, 

2.04) 

0.57 (0.19, 

1.78) 

0.30 (0.09, 

1.00 

2.39 (0.67, 

8.60) 

1.02 (0.39, 

2.69) 

1.0 (0.32, 

3.10) 

0.52 (0.18, 

1.47) 

3.04 (0.89, 

10.39) 

0.76 (0.28, 

2.07) 

DNA: deoxyribonucleic acid; HBsAg: hepatitis B virus surface antigen; HBV: hepatitis B virus; HCV: hepatitis C virus; RNA: ribonucleic acid 
a 
All models are adjusted for region and include all site characteristics in a single multivariable logistic regression model for each service 

b
 Service availability is defined as in the HIV clinic or in the same health facility (considered jointly as “on-site”) vs. only offsite (by referral) or not available or 

yes vs. no, as shown in Table 1 
c
 ORs and 95% CIs shown in bold text where P<0.05   

 

 

 

 


