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mortality because of imprecision and the 
small number of events [2]. The 95% con-
fidence interval for the summary odds 
ratio for mortality (.46–1.21) included 
clinically relevant benefit as well as clin-
ically relevant harm, not allowing for 
strong conclusions either way. However, 
as mentioned in our article, at least 5 
ongoing eligible randomized clinical 
trials [2, supplementary materials] will 
help clarify the effect of corticosteroids 
on mortality in patients with CAP in the 
next few years. Our IPDMA was based on 
the currently available evidence, and we 
found no significant effect of corticoster-
oids on mortality, possibly owing to lim-
ited statistical power.

Stern et  al [1] further state that 
they cannot follow our concerns with 
subgroup analyses of severe CAP 
in an aggregate data meta-analy-
sis by Siemieniuk et  al [3]. However, 
Siemieniuk et  al themselves argue that 
“established criteria for evaluating sub-
group analyses suggest that the apparent 
effect is probably spurious” because the 
effect is “based on differences between 
rather than within studies,” among other 
reasons [3]. Aggregate data meta-analy-
ses typically classify the trials reported 
by Blum et al [4], Meijvis et al [5], and 
Snijders et al [6] as trials in patients with 
less severe pneumonia, ignoring the 
fact that these trials included up to 49% 
patients with severe CAP (pneumonia 
severity index class  IV or V). For cred-
ible subgroup analyses, it is crucial to 
use standardized definitions across tri-
als and to consider effects within rather 
than between studies, which is mostly 
possible only with IPDMA.

Finally, we agree with Stern et  al that 
one should evaluate any intervention 
with a potential impact on mortal-
ity with great caution. However, this is 
why it is important to carefully consider 
the limitations of recent aggregate data 
meta-analyses and carefully consider 
benefits and harms, including our find-
ing of an increased risk of CAP-related 
rehospitalization with corticosteroids, 
before jumping to recommendations. 

A  substantial proportion of the body of 
evidence on corticosteroids for CAP is 
still in the making.
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Strategies to Increase Human 
Immunodeficiency Virus Testing 
Among Men to Reach UNAIDS 
90-90-90 Targets

To the Editor—We appreciated the 
review by Nachega et  al [1] on the pro-
gress, challenges, and opportunities to 
achieve the viral suppression target of 
the Joint United Nations Program on 
human immunodeficiency virus (HIV)/
AIDS (UNAIDS) in low- and middle-in-
come counties (LMICs). Although viral 
suppression of HIV among those who 
are HIV infected is necessary to meet 
UNAIDS targets, those targets will not 
succeed without increasing HIV testing 
among men and linking HIV-infected 
men with healthcare [2]. 

Consider South Africa, the country 
that has the largest HIV epidemic in the 
world, as a case study. A  recent study 
from KwaZulu-Natal, one of the prov-
idences in South Africa most heavily 
affected by HIV, estimated that only 52% 
of HIV-infected men knew their status, 
whereas 65% of HIV-infected women 
knew their status, [3]. Those findings of 
worse HIV testing rates among men echo 
what has been observed in many other 
LMICs [2, 4]. Furthermore, men have 
worse antiretroviral therapy uptake and 
health outcomes after antiretroviral ther-
apy initiation than women [5]. To reach 
UNAIDS 90-90-90 targets, testing among 
men needs to be improved.

Currently, South African National 
HIV testing programs, which link HIV-
infected persons to care, commonly focus 
on key populations, including pregnant 
women [5]. South African guidelines 
aim to increase community-based testing 
in men because men are less likely than 
women to use clinical health services [5]. 
However, that testing strategy does not 
address the underlying barrier to HIV 
testing among men—stigma.

Stigma, due to concerns of preju-
dice and discrimination, remains a crit-
ical barrier to healthcare engagement 
and HIV testing among South African 
men [6]. A  study from KwaZulu-Natal, 
South Africa found that cultural views of 

http://academic.oup.com/cid/article-lookup/doi/10.1093/cid/ciy337#supplementary-data
mailto:matthias.briel@usb.ch?subject=


CORRESPONDENCE • CID 2018:67 (1 November) • 1469

masculinity and the fear of knowing their 
HIV status contribute to men’s reluctance 
to undergo testing [7]. In addition, men 
reported feeling that primary health 
centers, which are generally staffed by 
female nurses, were not welcoming [7].

Among HIV testing interventions con-
ducted in LMICs in sub-Saharan Africa, 
most interventions tried to reach men 
through women [8]. That approach must 
be changed to address HIV-related stigma 
among men. Evidence-based strategies 
were developed to increase HIV  testing 
and decrease HIV-related stigma in other 
key populations (Table 1). Those strategies 
need to be adapted for South African men. 
Three main strategies need to be imple-
mented: (1) “men-oriented” clinical health 
services, (2) widely offered and available 
HIV testing, and (3) home-based, HIV 
self-testing kits distributed in venues that 
men frequent. Targeted community-level 
education campaigns are also needed 
for men.

Although HIV testing and treatment 
has increased among South Africans, 
men are being left behind with the 
current HIV  testing approach, similar 
to the situation in other LMICs. We 
hope that our proposed evidence-based 
strategies can be adapted for men and 
reduce HIV-related stigma. Better 
engagement and increased HIV test-
ing among men is needed to reach the 
UNAIDS 90-90-90 targets and end the 
HIV epidemic.
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Table  1. Evidence-Based Strategies Implemented in Key Populations and Other Epidemics That 
Could Be Adapted to Increase Human Immunodeficiency Virus Testing Among Men in Low- and 
Middle-Income Counties

Problem Solutions

Men do not feel welcome at primary care 
centers

Create “men-oriented” primary care centers that offer free 
HIV and sexually transmitted infections services staffed by 
men for men [9].

Stigma connected to HIV testing Normalize HIV testing: require that HIV testing is made 
available and offered to newly married couples, 
government document and license applicants, prisoners, 
new employees, those opening bank accounts, those 
receiving a cellular phone SIM card, those entering 
military service, those entering government work, those 
entering government training programs, and those 
entering educational institutions [10, 11].

HIV testing is primarily conducted in 
government facilities

Distribute home-based HIV self-tests kits in venues that 
men frequent (eg, shebeens, churches, bars, clubs, sports 
facilities) [12, 13].

Abbreviations: HIV, human immunodeficiency virus; SIM, subscriber identity module.
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Reply to Kojima and Klausner

To the Editor—We have noted and 
agree with the insight provided by Kojima 
and Klausner that more successful human 
immunodeficiency virus type 1 (HIV-1) 
testing of men and engagement in care 
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