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ABSTRACT 
This study explored factors influencing the experiences of HIV testing among men. The 
qualitative study was conducted between February and May 2024 in Cape Town, South 
Africa. Fifteen men, five healthcare workers, four community health workers and six 
community leaders took part in individual interviews. Men, women, and mixed groups 
of men and women took part in focus group discussions (n = 6) (5–7 participants per 
group). Participants were purposively selected. Thematic analysis, guided by the concep- 
tual framework of access to healthcare, was applied. Testing was influenced by (a) 
healthcare workers initiating HIV testing, which men generally accepted, (b) the avail- 
ability of male-friendly and men’s clinics, which were limited, but approachable and pre- 
ferred over general facilities, and (c) men’s engagement in sexual behaviours that 
increased their exposure to HIV, which motivated testing after self-reflection. While men 
would access services, they nonetheless experienced emotional distress, including anxi- 
ety and fear. However, support services to cope with these emotions were unavailable. 
The findings highlight the need to integrate psychological support services with HIV 
testing and treatment and to stimulate and encourage social support to help men man- 
age testing-related anxiety, cope with HIV-positive diagnoses, and improve linkage to 
care. 
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Introduction 

Globally, HIV continues to be a major public health issue, with sub-Saharan Africa (SSA) being the region 
most affected. Within the region, South Africa has the largest HIV epidemic, with an estimated 8.15 million 
people living with HIV (PLHIV) in 2024 (Stats SA, 2025). The country has taken significant steps to control 
the epidemic, as demonstrated by the extensive antiretroviral therapy (ART) programme. According to the 
recent Sixth South African National HIV Prevalence, Incidence and Behaviour Survey data, 81% of PLHIV 
were on ART in 2022 (Zuma et al., 2024), and South Africa recorded a 38% decrease in new infections and 
a 50% reduction in AIDS-related deaths between 2010 and 2018 (UNAIDS, 2019). 

HIV testing is a critical gateway to treatment and prevention services (Johnson et al., 2015). However, 
compared to their female counterparts, men are less likely to test for HIV in South Africa (Dovel et al., 
2020; Lippman et al., 2019). In 2016, an estimated 45% of men in South Africa tested for HIV compared to 
59% of women (Ending AIDS: Progress towards the 90-90-90 targets, 2017). Therefore, men are less likely 
to know their HIV status (Sharma et al., 2019), in 2021, 95% of women knew their HIV status compared to 
92% of men. Men are also less likely to be initiated into HIV care (75% of men were on ART versus 84% of 
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women). Men who test for HIV and start ART are often poorly engaged in HIV services, have worse health 
outcomes than women (viral suppression was 83% among women versus 79% among men) and experience 
higher mortality (Colvin, 2019; Grimsrud et al., 2023; Mbokazi et al., 2020). Therefore, despite a higher 
HIV prevalence in women, men have higher mortality (Dovel et al., 2015). 

Despite these disparities, attention to factors contributing to men’s (lack of) access to HIV testing and 
care has not increased sufficiently (Cornell et al., 2021) and despite numerous calls for greater engagement 
of men in HIV in the region, their needs continue to receive relatively little attention (Makusha et al., 2022). 
In South Africa, resource constraints result in the prioritisation of issues such as critical maternal and child 
health (Grimsrud et al., 2023). While understandable, this contributes to men’s lower engagement in health 
services, including in HIV care (Cornell et al., 2015) and contributes to poorer health outcomes than 
women. 

This paper aimed to explore HIV testing among men, including their experiences of testing and the fac- 
tors that influence testing uptake. The conceptual framework of access to healthcare by Levesque was 
employed to assist in the framing of these explorations. The framework consists of five domains: approacha- 
bility, availability, affordability, appropriateness and acceptability. In the framework, Levesque et al. (2013) 
defines appropriateness as how well services align with the needs of clients, their timeliness, the extent of 
care taken in evaluating health issues and selecting the proper treatment, as well as the quality of both tech- 
nical and interpersonal aspects of the services delivered. Acceptability deals with the perceptions and 
expectations held by both the provider and the patient regarding one another, while availability refers to 
health services being provided at the appropriate place and time to address the needs of the community 
(Levesque et al., 2013). Approachability pertains to the ability of individuals with health needs to recognise 
that certain services are available, accessible, and can positively affect their health (Levesque et al., 2013). 
Lastly, Affordability aligns with the individual’s ability to allocate resources and time towards utilising suit- 
able services, influenced by the direct costs of services and associated expenses, along with costs stemming 
from potential income loss (Levesque et al., 2013). 

The framework acknowledges that barriers to accessing care may arise not only from shortcomings 
within the health system but also from individuals’ abilities to perceive, seek, reach, pay for, or engage with 
services (Cu et al., 2021; Levesque et al., 2013). However, this paper focuses specifically on the health sys- 
tem and service delivery (supply side) factors. The user-side abilities required to access care were not exam- 
ined, as the primary aim of the study was to explore how the health system itself could be modified to 
enhance accessibility, rather than how individuals could be supported or empowered to obtain care. 

The existing research about men and HIV seldom considers the majority of the domains of the frame- 
work. Doing this supports a holistic understanding of men’s participation in HIV services. This paper takes 
us back to the basics of HIV care and considers, despite significant progress in HIV testing and diagnosis, 
how men still battle to engage with services. Men living with HIV have historically been understudied, leav- 
ing significant gaps in our understanding of how they access HIV care continuum services (Grimsrud et al., 
2020). This research addresses that gap directly. Identifying barriers to availability, appropriateness, 
approachability, and acceptability within the care pathway for men will allow us to reach men and address 
this blind spot in HIV response, as urged by Pascoe et al. (2018). 

To address these needs, this study therefore explores the health system factors influencing HIV testing 
uptake among men who are living with HIV and those who are HIV negative. It also examines men’s expe- 
riences of testing for HIV. The research is situated in urban Cape Town and is conducted to understand 
men’s experiences and use of HIV services to inform the design or adaptation of future interventions to 
address access challenges. 

Methods 

Study design and setting 

An exploratory qualitative study was conducted in two urban informal settlements in Cape Town, referred 
to from now on as the communities of Gugulethu and Khayelitsha (Gibbs et al., 2020). The country has 
high rates of internal migration, and many men migrate to cities for work and economic reasons and end 
up residing in communities like Khayelitsha and Gugulethu (Maluleke, 2025). Gugulethu is situated south- 
east of Cape Town city, approximately 18km from the city, while Khayelitsha is approximately 35km from 



AIDS CARE 3 

the city. Gugulethu and Khayelitsha are two of the two biggest informal settlements in Cape Town, with 
predominantly black populations, with high rates of unemployment and low socio-economic status. The 
population of Khayelitsha is about 500,000 (Kaplan et al., 2017), and the township ranks top in HIV preva- 
lence in the Western Cape province (Phelanyane et al., 2023; Stinson et al., 2017). The population of 
Gugulethu is estimated at 98,468 people (Kalk et al., 2022), and the prevalence of HIV was about 45% in 
2011. These communities are generally poorly resourced, and although they have access to public health 
care facilities and some basic amenities, many lack adequate access to formal housing and public utilities 
(Kalk et al., 2022). 

Study population and sampling 

Men, aged 18 and older, who are residents of the communities and with varying HIV statuses, were 
purposively sampled from two public health facilities in each of the communities (see Table 1 for the char- 
acteristics of the study participants, Supplementary File 1). Qualified research assistants approached men, 
in-person, at the two facilities and explained the aim of the study. Health Care Workers (HCWs) were also 
purposively recruited from two male-friendly health facilities, one in each community. Community health- 
care workers (CHWs) and community leaders (CLs) were purposively recruited from within the commu- 
nity with the assistance of the Movement for Change and Social Justice (MCSJ), a local community-based 
organisation with work focusing on health. CHWs and CL had to have experience working with men 
related to HIV or other health and wellness issues. 

The research assistants, who are familiar with the context, again with the assistance of MCSJ, purposively 
sampled men and women to take part in focus group discussions (FGDs). Three FGDs (5–7 participants in 
each group) were conducted in each community (two with men only, two with women only and two with a 
mixed group of men and women). The inclusion of a range of respondents and data collection methods in 
the study allowed for exploration of a variety of diverse perspectives. 

The sampling strategy was determined in advance of data collection. While data saturation is often a 
guiding principle in qualitative research, it was not used as a stopping criterion in this study due to practical 
constraints that prevented concurrent data analysis. Instead, the sample size was established by the senior 
research team during the study design phase, informed by substantial field experience and accepted norms 
for achieving adequate depth and coverage in this type of research. 

For thorough and transparent reporting, this study adhered to the 32-item Consolidated Criteria for 
Reporting Qualitative Research (COREQ) checklist (Tong et al., 2007) (Supplementary File 2). 

Data collection 

Semi-structured interviews and FGDs were conducted by female trained research assistants in the 
participants’ preferred language, mostly isiXhosa, between February and May 2024. The research assistants 
have extensive experience and training in qualitative research, including recruitment and data collection. 
In-depth interviews (IDIs) were conducted at the healthcare facility or the participant’s home, depending 
on preference. FGDs were conducted in a private room at a local church. Those not participating in the 
research were not present during data collection. 

Guides were developed and piloted in translation before data collection (Supplementary File 3) and 
revised and updated during data collection. The IDIs with men explored their experiences of HIV testing, 
their perceptions of the barriers and facilitators to it and linkage to prevention and care. HCWs and CHWs 

Table 1. The characteristics of study participants who took part in in-depth interviews (IDIs). 

Participants Description 

15 Men • 18 years and older 
• Accessing healthcare services at the health facility 
• Willing to take part in the study 

Five healthcare workers 
(HCWs) 

• Providing services to all members of the community, including men 
• Providing HIV testing and care services to all members of the community 

Four community healthcare 
workers (CHWs) 

• Working in the community to provide healthcare services directly to people at home. 

Six community leaders • Comprises of pastors, community men’s forum leaders and community members interested in health issues 
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perceptions and perspectives about men’s experiences and challenges with HIV testing and linkage to care 
were also explored. The community is both important to and has insight into men’s experiences; therefore, 
including a range of community perspectives provides a comprehensive picture of men’s experiences. 

IDIs were conducted with key informants (HCWs, CHWs, CL) and with men. IDIs were appropriate as 
they encourage discussion of sensitive topics with men and help reduce poor participation from prospective 
participants, such as HCWs who might not be able to join FGDs due to time constraints and logistical chal- 
lenges associated with gathering a group (Schuster et al., 2023). The use of FGDs helped the researchers to 
reach a larger number of participants more quickly than through IDIs and explore a variety of perceptions 
and ascertain group norms and dynamics around men’s access to HIV services (Barbour & Morgan, 2017; 
Moroke & Graham, 2020). Further, the use of both FGDs and IDIs facilitated data triangulation to ensure 
findings are comprehensive and validity is enhanced (Carter et al., 2014). 

Interviews and FGDs lasted approximately 40–60 minutes. Audio recordings were transcribed and trans- 
lated from isiXhosa to English by experienced research assistants with fluency in both languages. Transcrip- 
tions were deidentified and allocated a study ID and kept on a password-protected computer folder only 
accessible to relevant study staff. 

Data analysis 

The data was coded and managed using NVivo. TT led the data analysis in consultation with LK. Team 
discussions were important for questioning assumptions and refining the analysis, allowing for iterative 
analysis and easy dispute resolution. TT’s educational background and personal experiences might influ- 
ence the interpretation of the data. As a female researcher, TT possesses both insider and outsider perspec- 
tives. Insider perspective arises from her African roots and proficiency in isiXhosa, while the outsider 
perspective results from her academic and social standing. 

The data analysis was guided by the conceptual framework on access to healthcare, which supported 
deductive coding of the transcript and ultimately guided the development of the study themes. 

The data was analysed using Braun and Clarke (2006) thematic analysis (Braun & Clarke, 2006). The 
process started with familiarisation and was followed by an iterative process including multiple rounds of 
coding using both deductive coding informed by the framework, literature review and research aim and 
then inductive coding. Codes were refined, reorganised and categorised into themes and then aligned with 
and within the domains of the framework. For example, inductive coding identified barriers and facilitators 
to HIV testing among men, which were then mapped onto the framework. 

Given that men and their perspectives were key to the research, key informant data are used to triangu- 
late, support or refute men’s evidence rather than as primary evidence. Therefore, men’s experiences are 
centred in the study findings. The analysis focuses on four of the framework’s dimensions, which are avail- 
ability, acceptability, appropriateness and approachability. The affordability dimension of the framework 
was not included in the analysis because public healthcare services in South Africa are free, except for 
transport costs, which are minimal since healthcare services are available in all communities within walking 
distance (Meehan et al., 2015). 

Ethical considerations 

An information sheet provided detailed information about the study, privacy and confidentiality, the volun- 
tary nature of the research, and the use of data. Participants gave written informed consent to participate 
and for recording. Those in FGDs also signed a confidentiality binding form. Ethics approval for this study 
was granted by the Health Research Ethics Committee at the University of Cape Town (REF 735/2023), and 
the City of Cape Town provided permission to conduct research at their facilities. Participants were reim- 
bursed with a R150.00 (approximately $ 9.18 USD) voucher. The FGD respondents received refreshments 
and were reimbursed for travel costs, and HCWs were not reimbursed because they were enrolled in their 
work capacity. 

To minimise the potential for discomfort while discussing sensitive issues, all study staff were trained to 
manage adverse reactions experienced by participants and were provided with detailed options and infor- 
mation for referral to existing health and social services (counselling or social worker) at the local or 
participant’s preferred public health facility for follow-up and additional support if required. 
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Results 

The age range of the 15 men who participated in the IDIs was 22–57 years, eight of whom were PLHIV. The 
five HCWs were all female, two were nurses, one was a family mentor, and one was a clinical nurse practi- 
tioner. Similarly, the four CHWs were all female and had experience ranging from one to six years. Of the 
six CL, two were male pastors, two were general community leaders (one male and one female), and one led 
a men’s forum. 

The analysis identified two primary themes, namely (a) the availability, approachability, appropriateness 
and acceptability of HIV testing and (b) the lack of availability of psychological support services for men 
who test HIV positive. Within each, factors that shape HIV testing among men and their experiences of 
HIV testing are addressed as guided by the framework. 

In the first theme, we explore the key role that the availability of provider-initiated HIV testing played in 
men’s decisions to test. In this theme, the appropriateness, approachability and acceptability of male- 
friendly or men’s clinics are further explored as factors motivating men’s access to HIV testing. Further- 
more, it explores how HIV testing became appropriate to men when they perceived themselves at risk. The 
second theme highlights that, although HIV services were generally available and some deemed acceptable, 
there were limited formal resources available to assist men in managing the psychological stress associated 
with HIV testing and, specifically, psychological support services to help men cope after receiving a positive 
HIV test result. 

Men’s HIV testing in Cape Town: availability, acceptability, approachability and appropriateness of 
services 

Men were motivated to undergo HIV testing for three main reasons. First, men were tested for HIV because 
services were available and made accessible to them through provider-initiated testing. Second, the avail- 
ability, appropriateness, approachability and acceptability of men-friendly and men’s clinics encouraged 
men to access HIV testing. Third, HIV testing became appropriate for men following engaging in sexual 
behaviours that increased their exposure to HIV. Overall, the theme highlights four dimensions of the 
framework, that is, availability, acceptability, approachability and appropriateness (relevance) dimensions. 

Provider-initiated testing: available, acceptable and appropriate 
Provider-initiated HIV testing enabled men to access HIV services they might not have otherwise consid- 
ered when seeking care for unrelated health concerns. According to men and HCWs, men were tested for 
HIV because HIV testing was initiated by the HCWs, making this service readily accessible and available to 
all individuals presenting at the healthcare facilities in the two communities. The man in the quote below 
recounted his experience of provider-initiated testing. 

… I thought there was something wrong, so I should go to the clinic to check what this was. Eh-h, then there 
were options that, “ Since you are here at the clinic already, we request to check other … other health conditions, 
if you give us permission“ … And then when they say you actually have an STI, then it means there are chances 
that you might have HIV and then you permit them to also draw blood for HIV. (IDI3, living with HIV) 

Despite HIV testing not being mandatory in South Africa, in the quote below, the man describes being 
required by HCWs to test for HIV as part of accessing other health care services. 

… but because here [local clinic] you don’t get attended to what you came here for before you get tested …. 
(IDI14, HIV negative) 

HCWs corroborated men’s assertions, stating that HIV testing was the first form of healthcare made avail- 
able at the health facilities in their communities, especially where men presented with symptoms of sexually 
transmitted infection (STI). 

The main reason why they test is that it is compulsory for you to test [provider-initiated testing] once you are in 
the facility, before you get help for your STI or drop whatever. You must first do HIV testing. And syphilis, so we 
must talk to them and invite them for HIV testing because HIV is part of STIs. (HCW4) 
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It is notable that despite testing not being mandatory in South Africa, this HCW describes it as such, and it 
was also clearly described as a “must“ by another HCW. 

It seems provider-initiated HIV testing was acceptable among men, as they reported that invitations to 
test for HIV were welcomed. One of the men, responding to an invitation to test for HIV by an HCW, said: 
“okay, no problem” (IDI7). Another one said after being invited to test for HIV by an HCW, he welcomed 
the invitation, saying to himself, “I realised that I did not know what I was afraid of…and so I got tested” 
(IDI14). Men’s openness and readiness to test following provider-initiated testing may signal their accep- 
tance and the appropriateness of the approach. 

Male-Friendly and Men’s clinics: appropriate, approachable and acceptable, yet limited in availability 
The availability of male-friendly and men’s clinics was perceived as appropriate and afforded 
men the ability to easily seek, reach and engage with services and HIV testing. Although some men had 
accessed general health facilities, available for everyone in the community, some of them said accessing 
HIV testing at male-friendly clinics and men’s clinics was more appropriate, approachable and acceptable 
for them. Therefore, for these men, the availability of health care services aimed at men and provided in a 
male-friendly way, ideally by men, facilitated men’s uptake of HIV services. 

Men do not like clinics. Now, because there’s a lot of development. Like a men’s clinic. They are testing for HIV. 
(IDI1, HIV negative) 

Male-friendly and men’s clinics were deemed approachable, appropriate and more acceptable for men 
because men felt comfortable being attended to by a male healthcare provider as opposed to a female one, 
as indicated by the HCW in the quote below. 

So, I think working with only males makes them feel free and comfortable because they speak men’s language. 
(HCW4) 

The available male-friendly and men’s clinics were perceived as acceptable, so much so that men from other 
communities travelled to access these services. A community leader who works closely with men supported 
this sentiment. 

But the number of men who are now going to the clinics is increasing … because of places like the men’s clinic 
here in [this community]. We realised that they [men] travel from other communities, and they come here 
because there are no men’s clinics in their communities. (Community Leader 004) 

Despite male-friendly and men’s clinics being considered acceptable, approachable and appropriate by men 
and HCWs, the availability of these services was limited within the two communities. Community leaders 
advocated for increased availability of male-friendly and men’s clinics. 

… if they would mix genders when hiring staff, because the thing is that the majority now are females. If they 
could mix and have males, male nurses to be there and be on the male side, you understand, so that men can go 
there and be free. (Community Leader 002) 

Petitions to increase men’s access to HIV services, as seen in the quote above, suggest that men may not 
need a stand-alone men’s clinic; instead, male HCWs should be available to offer male-friendly services at 
public health care facilities. 

HIV testing: appropriate and approachable after engaging in high-risk sexual behaviour 
Men recognised the importance of HIV testing when they believed their recent sexual encounters may have 
exposed them to HIV. Men, supported by the views of HCWs and community leaders, felt that when men 
engaged in sexual behaviours perceived as placing them at increased risk of HIV, they may then access an 
HIV test. 

Like, it’s dating multiple girls. As you know, I slept with so and so, and I was drunk. Because I was not thinking 
right. Then I go and test [for HIV] …. (IDI6, HIV negative) 
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HIV testing, therefore, becomes relevant and is a response when men suspect that they have been exposed 
to risk. 

This was clearly described by a man who described himself as being in a committed relationship, who 
explained the circumstances that may have led him to seek HIV testing. 

I have one partner, but I do cheat in a way that I get tempted. Maybe we were drinking. And you see that a lady is 
attracted to you and wants to go with you. And you would decide to go with her even though you know that you 
have your partner …. (IDI4, HIV negative) 

HCWs also noted that men tested in response to perceptions of risk. 

Others do not trust the partner they slept with. They will say, “I don’t trust her, so let me go and test”, some of 
them. So that’s it. (HCW5) 

This was reiterated by community leaders, too. 

People who come easily [for HIV testing]. They are mostly married men. Those who are married and know they 
are not galivanting [sleeping with multiple women]. (Community Leader 1) 

In these instances, men sought HIV testing mainly when their own assessment of recent behaviours indi- 
cated possible exposure to risk, rather than as part of routine health-seeking practices. 

This first theme shows that men may be motivated to access HIV testing when it is available, acceptable, 
deemed appropriate and approachable to their current health needs. It shows that the availability, appropri- 
ateness, approachability and acceptability of services make it easier for men to test for HIV after exposing 
themselves to risk. 

Experiencing testing as an emotional rollercoasterand the absence of counselling support services 

The experience of accessing HIV testing elicited a variety of unpleasant emotions for men, regardless of test 
result. This section, therefore, emphasises men’s reactions to HIV testing, particularly their emotional 
response to a positive test result. Men were fearful and anxious prior to the HIV test, with limited options 
for support by the healthcare system, resulting in this presenting a potential barrier to uptake. Additionally, 
this section explores how men responded to an HIV diagnosis, with emotions including shock and denial 
but also acceptance. The section further highlights the absence of counselling support services despite the 
emotional rollercoaster associated with HIV testing and receiving a positive HIV test. This theme focuses 
on the availability or lack thereof of the dimension of the framework. 

“There’s a LOT of anxiety”: Men’s experiences of HIV testing 
For those men who tested for HIV, many experienced a variety of emotional reactions, including anxiety 
and fear, regardless of the result. One man who tested negative highlighted the anxiety he experienced 
when seeking his HIV test. 

There’s a lot of anxiety … Before you are told, because when I went there, I was anxious when I was waiting for 
my results, I left before I got my results. I couldn’t come back that day … I was afraid, like no. I wouldn’t be able 
to handle that [result] …. (IDI10, HIV negative) 

The anxiety seemed to be specifically related to fear of the HIV result, and whether they would be able to 
cope with the implications of what this may mean, which had, in this case, negative implications for this 
man’s continued access to HIV services. This idea was supported even by those who self-initiated testing. In 
the quote below, a man, who chose to test for HIV, described the anxiety. 

No, it was right. But there is one thing I was scared of, the fact that I had to test. Yoh! I was anxious. That’s all I 
can tell you. (IDI6, HIV negative) 

It is notable that not all men felt this way; for example, one of the men noted that “No, I was cool and 
relaxed“ when he went to test. His result was negative, and it could be that he felt this more in retrospect 
than he would have had he been positive. 
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Fear resulted in some men opting to engage in HIV testing by proxy, relying on their partner’s HIV sta- 
tus to infer their own. This was evident in a discussion between two men in one of the FGDs: 

Mxo:…say she got tested when she accompanied her friend. Hence, some of us end up saying, I “tested via you 
[their partner]”. If you don’t have it [HIV], I also don’t have it. 

Skhu: Well, that is true because that is how we are as men. We lean on the lady. If you know that your [part- 
ner] keeps on going there to get tested. And comes back saying she is right [HIV negative], then you know that 
you are also right [negative], we rely on that. (FGD, Men, Gugulethu) 

The use of HIV testing by proxy was corroborated by CHWs. 

… Usually, they would send the woman and partner to go for testing first, before him, and when she comes back 
with a negative result, then automatically they take it as they are also negative. If the partner is negative, then 
they don’t see the need to come and test … Jah and then they relax. (CHW4) 

For some men, the fear of an HIV diagnosis was linked to what it would mean for their lives and future. 
Recalling his reaction to a positive result, one man said, 

… being told that you are HIV positive, I was shocked, I went blank, and you thought it was the end of it [life]. 
(IDI3, living with HIV) 

An HIV diagnosis meant that one needed to start treatment, and some men feared being seen by other peo- 
ple at the clinic accessing HIV services. One man in an FGD reported that at the core of men’s fears are 
people’s opinions. 

So, HIV lives under the shadow of people’s opinions. People who know nothing about HIV. They know nothing, 
but they have opinions about what is going on about HIV. So, that is the problem that we have in the community. 
That is why people can’t live properly and embrace themselves. (FGD, men, Gugulethu) 

The struggle of having to hide living with HIV while dealing with a diagnosis may further exacerbate 
men’s anxieties. One man described how a diagnosis may result in changes that could result in disclosure 
of his HIV. 

Meaning if they [HIV test results] came back positive, I would have to change my life, and now people will start 
asking questions when you start changing your life. People are now getting suspicious, you keep on asking your- 
self what the people will say, so stress comes in. (IDI9, living with HIV) 

Key informants confirmed that men were fearful of learning their HIV status. 

Men have the mentality that if they are HIV positive, they will die. They don’t understand that you can live for 20 
lives, you can live for more than that. So, men tell themselves that they will die. (HCW2) 

This CHW felt that men’s anxieties were linked to the fear of death and lack of education about living 
with HIV. 

Processing an HIV diagnosis: Men’s journeys through shock, denial, and the need for psychosocial 
support 
Many of the men described experiencing a variety of emotions when they received their HIV diagnosis, yet 
it seemed there were no avenues for counselling support services. 

Shock was one of the primary emotions that men felt. 

But, when I heard that I have this virus, I was shocked and I told myself I was no longer human. (IDI14, living 
with HIV) 

The man above describes no longer being human, possibly linked to some of the fears and misconceptions 
about death and illness described in the section results above. The idea that men associate HIV with death 
is highlighted by the community leader below: 

Some of them in most cases when we are doing one on one, they say, “Pastor I will die”. They have that mentality 
that is why they need the support. And this thing of HIV there must be availability of education in our commu- 
nity. (Community Leader 001) 
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The community leader advocated for more education on HIV. In addition to shock many of the men also 
spoke about being in denial about their HIV status. 

… another thing, finding out that you are HIV, and you don’t want to believe it, or you don’t want to hear that 
you have it. You become in denial …. (IDI4, HIV negative) 

According to the man in the quote below, denial, resulted in challenges; however, acceptance, as noted in 
the quote below, results in ‘no difficulty’ and things being easier. 

It becomes difficult when you are in denial … A man faces difficulty when he is in denial of something. When he 
accepts, there is no difficulty. (IDI13, living with HIV) 

The fact that denial made life difficult and things hard was also noted by many of the key informants who 
spoke about the importance of acceptance. It was also clear from men themselves that when it was possible 
to move beyond the shock and denial, acceptance was valuable and positive. 

No, I just thought I already have [HIV], and there is nothing that I can change now. Even if I am in denial, I must 
accept … So, it’s useless to be in denial. (IDI2, living with HIV) 

Even though it was challenging initially, many of the men living with HIV eventually discussed their jour- 
ney towards acceptance and, as illustrated in the example below, gained strength. 

But as time went by, I became stronger, and I accepted. (IDI14, living with HIV). 

Acceptance was highlighted as the key to a normal life. 

No, perhaps you have not eased your heart to accept it and then talk about it, that this thing lives … You are 
not accepting it. You must first accept it in your heart and then everything will happen normally. (IDI14, living 
with HIV) 

The ‘normal’ referenced by the individual in the quote may be crucial for psychological health, which might 
play a significant role in coping with stigma. In fact, in one instance, a man observed that embracing his sta- 
tus had beneficial effects on his ability to manage stigma. 

It helps to accept living with it [HIV] so that when other people say negative things, you must have a feeling that, 
“ Even though I’m like this, I have a life to live …” (IDI13, living with HIV) 

Positive thinking and accepting one’s positive HIV status may be an important buffer against negative reac- 
tions from people. While some men described coming to acceptance, the section shows that this was not a 
quick or simple process. 

Despite experiencing significant anxiety during HIV testing and noting negative reactions among indi- 
viduals who received an HIV-positive diagnosis, men in the study reported that they did not receive 
adequate professional counselling support. Reflecting on the absence of such services, one HIV negative 
participant explained: 

… Or when you come there, there should be some form of counselling, maybe 30 minutes where you are in a 
private room …. (PID5, HIV negative) 

Although some form of counselling was available, men expressed uncertainty about the quality and appro- 
priateness of the counselling they received during testing: 

… But when they placed the testing machine in front of me, the lady was talking to me like, ‘How many girls are 
you dating?’ I don’t know if that was counselling or what. (PID6, HIV negative) 

Acknowledging the gap in the available counselling services, another HIV positive participant expressed a 
desire for more accessible psychosocial support: 

I wish you could have your own room here so that you can talk to many people who do not have support, so that 
you teach them that issues like these [living with HIV] have to be accepted …. (PID13, HIV positive) 

Men in the study generally recognised the lack of structured counselling services. When asked who should 
be responsible for organising such support, a man living with HIV responded, “I think it is the counsellor“. 
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Collectively, these accounts underscore a critical gap in the provision of counselling services during HIV 
testing, highlighting the need for more structured, compassionate, and consistent psychosocial support for 
men across testing contexts. 

Discussion 

This study aimed to understand the factors influencing HIV testing among men in two communities in 
urban Cape Town. The study examined the experiences of both men living with and without HIV. To do 
this, it explores men’s experiences of HIV testing. Guided by the framework of access to healthcare, the 
findings indicate that men’s motivations for HIV testing were primarily driven by the opportunities created 
by the availability and acceptability, approachability and appropriateness of services. As men accessed HIV 
testing, they also faced a range of emotions during the testing process. These challenges included fear of the 
test outcome and negative reactions to an HIV diagnosis. However, it is notable that men also reported lim- 
ited support from the healthcare facilities to manage the anxiety associated with testing and the shock and 
denial that could follow an HIV-positive result. The findings both confirm and challenge previous research, 
as discussed below. 

The first key factor encouraging men to test for HIV was provider-initiated HIV testing. This involves 
providers offering HIV testing regardless of the reason for presentation at a service to encourage greater 
HIV testing uptake (Leon et al., 2010). In general, men in this study accepted and appreciated the opportu- 
nity presented by providers to test. This finding contradicts evidence from Sharma, Malone (Sharma et al., 
2019), who conducted research in KwaZulu-Natal and Mpumalanga provinces in South Africa that found 
that men were apprehensive towards provider-initiated HIV testing. The results raise concerns because of 
how both men and HCWs often described provider-initiated HIV testing as mandatory and that 
men’snarratives suggest that they did not always understand that they had the option to decline testing. This 
issue is explored in the literature and other evidence suggests that HCWs may not effectively communicate 
patients’ right to refuse HIV testing (Leon et al., 2010). Rennie and Behets (Rennie & Behets, 2006) 
providers may be “tempted to ’sell’ the clinical and public health benefits of HIV testing while playing down 
the right to refuse and glossing over the possible negative consequences of receiving an HIV-positive test 
result“. 

Male-friendly and men’s clinics emerged as a second key factor in encouraging access to HIV testing. 
Other studies have also emphasised the importance of providing male-friendly and men’s clinics to make 
men comfortable and boost their access to HIV testing and other SRH services (C. J. Colvin, 2019; Dowden 
et al., 2019; Tshuma et al., 2024). The idea that separating healthcare services based on the acceptability and 
appropriateness for different groups to improve healthcare access, including HIV testing, is also supported 
by calls for youth-friendly services (Smith et al., 2019). However, male-friendly and men’s clinics in South 
Africa and within this context remain rare. This is despite clear evidence that men need health facilities tai- 
lored to their needs, as evidenced in research in other South African contexts (Hlongwa et al., 2022; 
Tshuma et al., 2024). The slow progress in ensuring access to male-friendly and men’s clinics may explain 
why South Africa continues to miss out on opportunities to test and engage men in HIV care. 

The third key factor motivating men to test was as a means to manage perceived sexual risk. Men in this 
study reported being motivated to and seeking out testing following behaviour they felt may have increased 
their risk of HIV. Studies show that certain sexual behaviours may increase men’s risk of HIV (Ndlovu et al., 
2025; Mntonintshi-Mketo et al., 2024), and the literature also demonstrates and supports this link between 
HIV testing and perceived risk among men (Chimukuche et al., 2025). This finding highlights the com- 
plexity of men’s sexual behaviours and their concern for their health, challenging some of the assumptions 
about men’s reluctance to test for HIV (van Rooyen et al., 2019). These results show that the decision to 
undergo HIV testing was largely driven by men’s own assessments of risk, rather than routine or preventive 
health-seeking behaviour. This mindset may shed light on why routine and preventive HIV‑testing initia- 
tives have not consistently succeeded in increasing men’s testing rates. They also show that men’s motiva- 
tions for accessing HIV testing or not are complex and often linked to a network of various overlapping 
factors, rather than simply being due to indifference or negligence. 
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Overall, men’s experiences of testing for HIV and their reactions to receiving positive HIV test results 
were characterised by fears and anxiety, both prior to and during testing. This has implications, as shown in 
these results, for uptake of testing but also for receipt of results and therefore for engagement in care. Exist- 
ing research also suggests that psychological challenges can negatively impact engagement in HIV care, 
leading to poor HIV outcomes (Nardell et al., 2024). Similarly, other research in South Africa has also 
shown that men may struggle with emotions like shock and denial in response to an HIV diagnosis 
(Hlongwa et al., 2022; Ndlovu et al., 2025). In theory, HIV testing should be accompanied by counselling, 
but this and other South African studies have shown that men still experienced anxiety during this process 
(Ndlovu et al., 2025). These findings indicate that the counselling component of testing may be insufficient 
or inadequate for men’s needs. A recent study in Malawi revealed that men require a male-specific ART 
counselling curriculum to address their needs and improve access to and retention in HIV care (Mphande 
et al., 2025). 

The psychological strain associated with HIV testing remains a blind spot in South Africa’s HIV response 
(Pascoe et al., 2018). While women tend to experience greater psychological distress than men (Ncitakalo et 
al., 2023), men are not immune. Nardell, Govathson-Mandimika (Nardell et al., 2024) found that psycho- 
logical support was a key missing service among migrant men in Gauteng accessing HIV care. Kutnick, 
Gwadz (Kutnick et al., 2017) similarly advocate for interventions that promote acceptance of an HIV diag- 
nosis, an issue with direct consequences for well-being, as a positive diagnosis can undermine individuals’ 
sense of self and impede acceptance, contributing to poor psychological health (Wolpe et al., 2025). Further 
analysis of the data from this study (manuscript in draft) demonstrates that social support from family and 
romantic, and sexual partners can encourage acceptance of HIV status and coping among men. Integrating 
psychological services with HIV testing is therefore essential, giving men a space to process fears around 
risk behaviour, and to cope with the shock and denial that can follow a positive diagnosis. Existing referral 
pathways already support this, with South African healthcare facilities working closely with NGOs offering 
counselling, and men showing persistent distress after initial HIV counselling can be referred for further 
psychosocial support. Programmes such as the Sonke Gender Justice (SGJ) men’s wellness centre further 
extend this support, working with men on both GBV and HIV-related issues (Colvin, 2017). SGJ runs a 
weekly peer group for men living with HIV to discuss coping strategies and shared concerns, and HIV 
counsellors at healthcare facilities can refer men directly to this programme. 

This study has several limitations. First, although different respondents are included, offering diverse 
perspectives, the sample size was small, which limits the generalisability of the findings. Another limitation 
to the generalisability of the study findings is that men who did not test for HIV were not included in the 
study; as such, the views expressed may not be generalizable to the entire population nor adequately reflect 
on all barriers to testing. Despite this, the findings are important in highlighting the gap that persists in get- 
ting more men to test for HIV. Second, participants were recruited at healthcare facilities, which automati- 
cally excludes the views of men who test for HIV but may not have accessed healthcare services during the 
study recruitment period. Nevertheless, being able to recruit men to participate in this study at clinics indi- 
cates that men are accessing health services, albeit in smaller numbers. Third, there may be bias in 
participants’ responses, as they might have answered in socially acceptable ways rather than honestly shar- 
ing their true experiences. Fourth, no data were collected on couples’ HIV testing. While we do acknowl- 
edge the significance of studying couples due to the high rates of heterosexual transmission of HIV. This 
particular study aimed to understand the barriers and facilitators to HIV testing and linkage to prevention 
and care experienced by men specifically. 

Conclusion 

HIV testing is widely available and broadly accessible in the communities where this study was conducted, 
and men generally found these services acceptable. Yet despite this access, men still faced barriers to testing 
driven by fear and anxiety, and among those who tested positive, emotional responses of shock and denial 
were common, with potential consequences for ongoing engagement in care. These findings point to a clear 
need for more in-depth counselling and stronger psychological support tied to HIV testing, whether 
through improving existing services or developing interventions targeted specifically at men. Beyond 
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formal services, facilitating social support from partners, families, and broader social networks represents 
an additional and potentially powerful resource, one that may help men move towards acceptance of their 
diagnosis and improve their engagement in care and, ultimately, their HIV outcomes. 
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