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Abstract

The 2017 Joint United Nations Programme on HIV/AIDS Blind Spot report
echoes the challenges as well as the benefits of men’s effective utilisation of
HIV services. However, men have been consistently missing from the HIV care
cascade, leading to poor health outcomes in men and ongoing transmission of
HIV in young women in South Africa. This study sought to understand key
barriers to effective uptake of HIV services among men and potential strategies
to address these challenges. Ten semi-structured telephone interviews and three
workshops were conducted (from July to November 2020) with a purposive
sample of men aged 21-65 years (N =26) from rural KwaZulu-Natal. Broad
themes were identified from the interview transcripts and analysed inductively.
Masculine norms, stigma, and fear of an HIV identity were major barriers to the
uptake of HIV testing among men as well as hesitancy due to perceived risks.
Participants living with HIV identified various sociopsychological, structural,
and COVID-related factors inhibiting the uptake of and adherence to HIV
treatment. Besides condoms and circumcision, no participants had prior
knowledge of pre-exposure prophylaxis. Participants suggested that men need
tailored HIV/AIDS messaging and education (led by men living with HIV)
about the benefits of HIV testing, treatment, and prevention. Importantly, they
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believed that community delivery of HIV services would encourage more men
to engage in care. To achieve zero new infections and zero AIDS-related deaths
of men in South Africa, efforts should be directed to developing tailored
emotive educational and community-based interventions that address identified
barriers to improve men’s utilisation of HIV care services.

Keywords: men’s health; HIV; South Africa; pre-exposure prophylaxis; antiretroviral
therapy

Introduction

South Africa is disproportionately affected by the HIV epidemic and has doubled its
efforts to achieve the ambitious Joint United Nations Programme on HIV/AIDS
(UNAIDS) 95-95-95 goals: 95 per cent of all people living with HIV will know their
HIV status, 95 per cent of all people diagnosed with HIV infection will be on
antiretroviral therapy (ART), and 95 per cent of all people receiving sustained
antiretroviral therapy will be virally suppressed (Hlongwa, Jama, et al. 2022; Simbayi
et al. 2019). However, South Africa continues to record a high number of new HIV
infections annually—a reality further impacted by the implementation of coronavirus
(COVID-19) pandemic regulations in 2020 and 2021 that led to the temporary or
permanent closure of some health facilities (Adeagbo and Naidoo 2021). Globally,
South Aftrica has the largest HIV care programme, but gender disparities persist. Past
studies have reported that men were less likely than women to use HIV care services
and are more likely to die from AIDS-related illness (Bor et al. 2015; Cornell et al. 2014;
Dovel et al. 2015; Fleming et al. 2016; Govindasamy et al. 2011; Hlongwa, Jama, et al.
2022; Mfecane 2012). For example, in South Africa, approximately 104,000 new HIV
infections (39.2% of all adult infections) were recorded among men, an estimated
2.5 million (37% of all adults living with HIV) of men were living with HIV in 2016,
and only 54 per cent were accessing antiretroviral treatment (UNAIDS 2017a).

Similarly, a recent South African national survey reveals that most men do not know
their HIV status, while many others living with HIV are not on treatment and 40 per cent
of those on ART were not virally suppressed (Simbayi et al. 2019). The survey also
reveals reduced condom use among those aged 1549 years (59.2% in 2008 and 48.4%
in 2017), increased early sexual debut before age 15 years (10.7% in 2012 and 13.6%
in 2017), and increased age-disparate sex between older males and adolescent girls
(Simbayi et al. 2019). Past studies in rural KwaZulu-Natal reveal that most men living
with HIV were “missing,” in that they were unaware of their HIV status, and those who
knew their HIV diagnoses were either not linked to ART or were virally unsuppressed
(Adeagbo et al. 2019; Chimbindi et al. 2018; Tanser et al. 2021). Although various
factors explain these gender differences, growing evidence shows the impact of
dominant masculine norms (e.g., men’s roles as providers, physical strength, or
emotional toughness) on men’s low uptake of HIV services (Adeagbo et al. 2019; Dovel
et al. 2015; Fleming, DiClemente, and Barrington 2016; Mfecane 2012).
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To emphasise this point, men’s social status is often associated with their ability to meet
these various societal and communal gender roles and expectations, especially that of
provider or breadwinner (Chikovore et al. 2016; Connell and Messerschmidt 2005;
Courtenay 2000; Fleming and Dworkin 2016; Mfecane 2012; West and Zimmerman
1987). A global systematic review on masculinity and HIV reports the association
between masculine norms and risky sexual behaviour (Jacques-Aviii6 et al. 2019). In
line with this, a scoping review in sub-Saharan Africa reveals that perceptions of
masculinity (i.e., what it means to be a man) and masculine norms (as noted above) have
created factors that inhibit or facilitate men’s uptake of HIV testing (Sileo et al. 2018).
Studies in Malawi, South Africa, Uganda, and Zimbabwe have reported that men feared
emasculation due to the loss of their gender and familial roles, hence their reluctance to
utilise HIV testing or treatment services (Mfecane 2012; Parrott et al. 2011; Siu et al.
2013; Siu et al. 2014; Skovdal et al. 2011; Van Heerden et al. 2015; Zissette et al. 2016).
Apart from this, the association of HIV transmission with some men’s sexual behaviours
(e.g., having multiple sexual partners) in communities has a negative impact on men’s
health seeking behaviour. For example, research in South Africa, Uganda, and Zambia
reports that men fear stigmatisation when seeking HIV services due to community
perception of men as the more active “drivers” of HIV transmission (Simpson 2010; Siu
et al. 2013; Van Heerden et al. 2015).

The 2017 UNAIDS Blind Spot report echoes the significance of adequately engaging
men in HIV care to control the epidemic (UNAIDS 2017b). The poor uptake of HIV
care services among men may further widen the existing gaps in the HIV care continuum
between males and females in South Africa. To achieve zero AIDS-related mortality
and morbidity in men, it is imperative to further understand the barriers in different
contexts in order to co-create (with potential users) tailored and culturally affirming
interventions. It is against this backdrop that the current study sought to further
understand the barriers and potential strategies to improve men’s uptake of HIV testing,
treatment, and prevention in a rural KwaZulu-Natal district with high HIV incidence
and prevalence.

Method
Study Setting

The study was conducted within the Africa Health Research Institute’s (AHRI)
demographic surveillance area in Hlabisa subdistrict in northern KwaZulu-Natal, South
Africa. The study area is mainly rural and poor with high HIV incidence and
unemployment. More than 80 per cent of young people (particularly those aged 20-24
years) in the area are unemployed. The local language is isiZulu (Shahmanesh et al.
2021).
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Research Design

A qualitative study design was adopted in this study. Individual semi-structured in-
depth interviews (IDIs) (n=10) and participatory workshops (PW) (n=3) were
conducted to understand the barriers to men’s effective uptake of HIV care services as
well as for men to develop strategies that would encourage a greater number of them to
utilise HIV services without fear of discrimination or stigma. Extensive description of
the study research method has been published elsewhere (Adeagbo and Naidoo 2021).
Our choice of qualitative methods, such as IDIs and PWs, provided us the opportunity
to interview men and bring them together in a room to discuss potential strategies to
address the barriers to the effective uptake of HIV care services.

Population and Recruitment

The study population included 26 Black African males (IDI: n=10; PW: n=16)
between the ages of 21 and 65 years; the minimum recruitment age was 18 years. To be
included in the study, the participant had to identify as a man living in the research
district, aged 18 years and above, fluent in isiZulu or English, with no psychological
impairment, and offered consent to participate. Participants were recruited from Hlabisa
subdistrict in KwaZulu-Natal. Purposive sampling was employed when recruiting
participants, focusing specifically on those who did not utilise HIV services from our
previous annual household survey. A list of potential participants (n =201) who had
participated in the AHRI’s annual survey (whether they tested for HIV or not) and had
consented to be contacted for future research was obtained from the data management
team. One hundred and forty-five potential participants were contacted via their mobile
number on record while other numbers were invalid. Of the 145 men contacted, only 26
(IDI = 10 and PW = 16) participated in the participatory workshops although the target
population was 30 men (10 per workshop). While all the IDI participants were invited
to also participate in the workshops, none of them took the opportunity to participate.
Some confirmed their attendance but did not show up despite the availability of financial
incentives for their time and transportation. Work commitment was the main reason
offered by the workshop’s absentees.

Data Collection, Procedure, and Management

Following informed consent, ten telephone IDIs and three face-to-face PWs were
conducted (from July to November 2020) with a purposive sample of men aged 21-65
years (N = 26) by trained social scientists fluent in both isiZulu (local language) and
English. Both PWs and IDIs were conducted in isiZulu and audio recorded. While the
IDIs lasted from 30 to 70 minutes, each PW lasted between three and four hours.
Questions about perception of risk, barriers, and facilitators to HIV testing, treatment,
and prevention among men were addressed during the interviews. During the PWs,
different age groups of men were presented with the barriers identified in our past
studies (e.g., clinic hours and stigma) and from the follow up interviews conducted for
them to develop potential strategies to address those challenges to improve men’s
uptake of HIV care services. To limit disturbances and ensure privacy, the interviews
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were conducted telephonically in a private call centre at AHRI. The choice of telephonic
interviewing was to minimise physical contact due to COVID-19 regulations. The
interview and workshop audio files were transcribed verbatim into text in isiZulu and
subsequently translated to English by the social scientists who conducted the interviews
and facilitated the workshops.

All transcripts were de-identified to protect confidentiality. The transcripts were
checked and compared with the recordings during regular debriefing sessions by the
three male researchers (OAA, DMG, and ZX) for quality control and to make sure that
important meanings were not lost during translation. The data were stored and managed
in a secure web-based shared drive with restricted access. Prior to the interviews and
PWs, participants were encouraged to use pseudonyms instead of their real names to
ensure confidentiality. The smaller number of IDI participants in the qualitative study
is allowed since deeper meanings of concepts and thematic areas were explored (Denzin
and Lincoln 2011). Due to COVID-19, workshop participants were divided into smaller
groups and each group presented their potential interventions before the suggested
strategies were merged. Each IDI participant received ZAR30 (US$2) worth of mobile
network airtime, while PW participants received financial incentives (including non-
financial incentives such as snacks, lunch pack, study customised t-shirt and cap, face
masks, and hand sanitisers) ranging from US$15 to US$30 depending on the distance
travelled as determined by the AHRI transport unit. Growing evidence has demonstrated
that the use of participatory methods (rooted in an interpretivist paradigm) can
effectively facilitate the co-creation of interventions with study participants about issues
that affect them (Green and Thorogood 2018; Jagosh et al. 2012). It is important to
mention that the face-to-face group discussions were conducted when the strict
lockdown regulations were relaxed. All COVID-19 protocols (e.g., risk assessment,
temperature check, and physical distancing) were observed.

Data Analysis

Translated transcripts from the interviews and PWs were manually and iteratively coded
independently by two skilled qualitative social scientists. Emerging themes were
identified and subsequently developed a structured coding framework informed by the
study aims. Coding was compared across coders for accuracy. Emerging themes from
the interview transcripts were analysed inductively.

Results

To reiterate, of the 145 men contacted, only 26 (IDI =10 and PW = 16) participated in
the participatory workshops although the target population was 30 men (see table 1).
Approximately 54 per cent (n = 14/26) of them were unemployed and four of the IDI
participants mentioned during the interviews that they were living with HIV (see table
2). While the themes under this section present the key challenges faced by men in
identifying their eligibility for HIV testing, treatment or prevention, and strategies to
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overcome these challenges, the discussion section critically engages with the results of
the study. In the quotations below, “P” represents participants, while “PW” represents
participatory workshop, and “IDI” represents in-depth interviews.

Table 1: IDI and PW participants recruitment

Potential participants contacted (N = 145)

Approach Required number of Actual number of
participants participants

In-depth interview 10 10

Workshop 1 10 8

Workshop 2 10 2

Workshop 3 10 6

Total 40 26

Table 2: IDI and PW participants recruitment

Participant Age Highest Employment HIV status
(years) qualification status

1 28 Grade 12 Employed Positive

2 23 Grade 9 Unemployed Not reported
3 35 Grade 12 Employed Not reported
4 25 Grade 12 Employed Not reported
5 42 Grade 9 Unemployed Positive

6 38 Grade 12 Self-employed Not reported
7 65 Grade 8 Unemployed Positive

8 34 Grade 10 Unemployed Not reported
9 24 Grade 12 Unemployed Not reported
10 27 Grade 12 Employed Positive

Theme 1: Factors Inhibiting Men’s Uptake of HIV Testing

Participants reported reasons such as the fear of an HIV-positive diagnosis (e.g., “it is
sometimes better not to know”), their adherence to views about masculinity (e.g., men
should not show weakness), and HIV stigma (e.g., being shamed and ridiculed if an
HIV-positive status is disclosed) as major barriers inhibiting them from utilising HIV
services. This, therefore, hampers men’s ability to navigate the available health services
to legitimise their eligibility for HIV services. Some of the barriers are elaborated on in
the sections below.

Men Uninterested in Knowing Their HIV Status

An interesting theme that emerged from the data is the knowledge of HIV status among
men. Participants discussed their attitudes and that of other men in their community
towards HIV testing. Generally, participants reported that most men in their community
rarely test for HIV until they exhibit severe symptoms. As suggested, one major factor
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is the idea of “manliness” in the community and how it affects men’s healthcare-seeking
behaviour. The below quotes of different categories of men are instructive:

We [men] only go to the clinic when we are very ill in a way that other people can even
tell that it’s really bad; we only go to the clinic when everyone sees that there’s
something wrong with us. (P10, 27 years, IDI)

The following participant felt that “pride” attached to “masculinity” inhibits most men
from knowing their HIV status because some of them believe that HIV testing is mainly
for women:

What I suspect, eh, from him [men] is just value yourself; they used to say it’s pride—
a person would just say that that’s for females and I don’t care about it. (P2, PW2)

Also, there seems to be a sense of “hopelessness” in the decision of many men to not
know their HIV status. It was reported that some men do not see the need to know their
HIV status given that they cannot do anything about it if they are informed that they
were living with HIV:

People say they don’t want to test because even if they discover that they are infected,
they can’t do anything about it. (P5, 42 years, IDI)

Inadequate HIV information also plays an important role among rural men to recognise
their eligibility for HIV testing. Most men in the rural areas seem to have limited
knowledge about HIV, as reported by some participants:

I also suspect their lack of education about HIV or else have time to participate in that
certain workshop...Yeah, makes people not eager to go to clinic. (P1, PW2)

The Fear of an HIV Identity

The participants reported that most men are afraid of being seen at the clinics testing for
HIV. They are also fearful of the prospect of testing positive because it is “shameful”
to be living with HIV in the community. The following quotes express the perceptions
of men about HIV testing:

It’s actually a shame that a young man is said to be HIV positive. ... They are afraid of
testing for HIV because when you test positive, even if you take ART, it’s difficult to
accept that you’re HIV positive, my brother. (P2, 23 years, IDI)

The problem is the fear in clinics, they [men] are afraid that if they access HIV testing
service at the clinic, they will be seen by people they know and they will gossip about
them... They are afraid that if people see them entering to a consultation room, they will
assume that they are HIV positive. (P10, 27 years, IDI)
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Fear Due to Past Condomless Sex without Pre-Exposure Prophylaxis

Participants were also afraid of finding out their HIV status due to past involvement in
condomless sex. In fact, some participants described the reality of transactional
condomless sex at the local tavern. There is also fear among men talking to a female
nurse about HIV testing. The following quote is instructive here:

But there is that element of fear when it comes to testing for HIV because we do have
sex with them [girls] but there is that fear when one has to face the consequences of their
actions more especially if you were afraid of that particular girl, to find out what have
you got there, you see. ... It is harder to tell what you have come to do [HIV testing] if
you are faced with a female [nurse]; you get to have some fear whereas if you are seen
by a male, it is much easier. (P3, PW1)

Both IDI and PW participants mentioned community taverns as a point where men and
women meet for alcohol consumption and casual sex. It is a space where alcohol is
abused and transactional condomless sex occurs, which heightens their fear and
reluctance to test for HIV:

Oh, it’s people who are not taking good care of themselves, those who spend most of
their times in places like taverns and clubs, where they end up doing things that put their
lives at risk when they are drunk. You find that they end up having unprotected sex with
people they don’t know not knowing that they are putting their lives at risk. (P6,
38 years, IDI)

Theme 2: Barriers to Men’s Uptake of HIV Treatment

This theme notes six intersecting subthemes that work together to highlight aspects that
inhibit men’s willingness to embrace treatment.

Fear of Stigma Associated with HIV Treatment

One of the major barriers to men’s effective uptake of ART is the recognition of their
eligibility for HIV treatment due to HIV-related stigma. The quotation below reflects
some of our participants’ thoughts about accessing ART:

At first, I wasn’t comfortable with collecting the treatment myself, so I was sending my
partner to collect the treatment on my behalf, but as time goes by, I realised that there is
no need, since we are all sick [living with HIV], there are many people who are infected,
just that they don’t want people to know that they are infected. (P10, 27 years, IDI)

The fear of being stigmatised has discouraged some men in this study and others not to
access HIV treatment because it is seen as a “shame” to be living with HIV in their
community.
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Local Clinic Structure and Waiting Times

Although some men living with HIV were afraid to start treatment due to stigma, the
structure of the HIV service in the local clinic is also a barrier. Coupled with long queues
and waiting times, some participants reported that the HIV service has its own area
within the local clinic, and it is easy to identify that they are there for HIV treatment,
hence their reluctance to start treatment. Some participants’ thoughts are reported
below:

Something I am not fine with is when they would say I should go to the clinic and join
those queues to collect treatment; in clinics it is well known that if you are carrying
certain book [patient’s file], you came for ARVs [antiretrovirals]. I think this is another
thing which is discouraging. (P1, 28 years, IDI)

Maybe clinics should be rearranged somehow. ... The room for HIV treatment shouldn’t
be separated because people will easily tell that if you are going to that room, you are
collecting such treatment. (P2, PW3)

Fear of Anticipated Side Effects

Another barrier to men’s uptake of ART is the fear of side effects such as bad dreams.
Some men living with HIV have heard from other men on ART of bad experiences
about its side effects. Some were afraid that HIV treatment would affect their daily
routine, especially their roles as providers or husbands:

Eh, you would hear others sharing that if you are recently started the treatment, you
experience the side effects. If you are working as a truck driver, you will have weird
dreams, feel as your truck has been involved in a tragic accident. You will wake up
sweating like hell and crying. (P6, 38 years, IDI)

Fear of Losing Loved Ones

HIV status disclosure also plays an important role in men’s decision to start HIV
treatment. Participants mentioned that it is difficult for some men to disclose that they
are living with HIV after testing positive. Men’s social status could be linked to the fear
of losing their loved ones and of being marginalised; hence, some decide to conceal
their HIV-positive status:

Oh, some are afraid that they are not the only ones that will know if they are infected,
so they might lose some people in their lives [partners]. ... There are no challenges other
than that ... of disclosing their status to their partners because they are afraid that they
might lose them. (P5, 42 years, IDI)

Self-Denial and Job Loss

As reported, self-denial of positive HIV status could also inhibit men’s decision to start
HIV treatment if they are living with HIV. This can be caused by the fear of losing their
social status or job:
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Yes, the first challenge can be the denial. Eh, yes it can be the denial and depression,
which can cause one to make bad decisions. They may even take bad decisions such as
not to use protection [condoms] to protect their sexual partners. (P4, 25 years, IDI)

The following participant reported that some of his friends living with HIV lost their
jobs due to AIDS-related illness. This could be as a result of not starting ART promptly
after a positive diagnosis and due to various factors, such as self-denial:

Eh, based on the knowledge I have, the people that I spend most of the time with usually
say not having a job hinders them from taking their treatment accordingly. You may
find that they have lost their job because they are very sick. (P5, 42 years, IDI)

Impact of COVID-19 Pandemic Lockdown on Men’s Access to ART

While some participants believed that the COVID-19 pandemic lockdown impacted
men’s access to HIV care, others felt it did not. Some participants (including those living
with HIV) described how COVID-19 regulations disrupted men’s access to HIV care:

COVID-19 had a great effect, it had a massive effect because even myself, although I
have been on treatment for years, and I am now collecting my treatment from the
pharmacy, not at the clinic, but we do go back to the clinic after some time to re-register.
But ever since I heard people saying there were many cases [COVID-19] confirmed in
XXXX [clinic name redacted] clinic, I am afraid to go to the clinic. So, there are people
who have defaulted from their treatment because they are afraid to go to the clinic
because of COVID-19. (PS5, 42 years, IDI)

While some men were afraid of contracting COVID-19, the following participant
explained the impact of police harassment on receiving HIV treatment during the
lockdown:

Yeah, and this situation get spread because once you try to walk in the street the police
will come and beat you, and just find yourself going back to the house so dusty such
that you can’t even remember where you were going. And you can’t keep on explaining
to the police that ‘right now I have to go and collect my pills,” no... So, if you get
smacked then people will stay indoors, relax, and just forget that they need to take their
treatment [ART]. (P2, 23 years, IDI)

However, few participants mentioned that COVID-19 regulations did not affect their
access to HIV care:

COVID-19 lockdown hasn’t affected my access to HIV-related services because I went
to the clinic and talked with the health professional. I explained to him/her that I am not
happy with having multiple trips to the clinic to collect the treatment because of this
pandemic. ... They were able to give me the treatment for three months. (P10, 27 years,
IDI)
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Theme 3: Barriers to Actioning HIV Prevention Methods

During the interviews, most participants mentioned voluntary medical male
circumcision (VMMC), protected sex with a condom, and abstinence as the main HIV
prevention methods that they know of. None of the study participants had any prior
knowledge of pre-exposure prophylaxis (PrEP) as a viable HIV prevention method.
Access, myths about circumcision, and limited knowledge are key barriers to HIV
prevention among the study participants.

Accessibility, Circumcision Myths, and Limited PrEP Knowledge

Some participants mentioned that access to HIV prevention methods is a major
challenge to men, especially those living in the rural areas. This is further complicated
by the general belief that circumcision ultimately protects them from contracting HIV
even if they had sex without a condom or PrEP. One participant said this:

No, I would be lying if I can say in rural area HIV prevention methods are accessible
for those who have tested negative. The other factor that we shouldn’t turn a blind eye
to, is that many young people believe that if they got circumcised that means chances
are very slim for them to be infected with HIV. That is where many young people got
infected with this virus, because they run to the health facilities to access VMMC service
then practice unprotected sex with a mentality that they are less likely to contract HIV
since they are circumcised. (P5, 42 years, IDI)

After the interviewer had provided the following participant with information about
PrEP and how it prevents HIV, the young man shared his experience of how he thinks
most men can benefit from PrEP:

I don’t think they [men] can experience any challenge with starting PrEP if they are well
taught about this pill, because this pill can help them a lot. Well maybe after they are
taught about it [after they discovered that they are not infected], they can be motivated
to do all in their powers to ensure that they protect themselves from contracting HIV.
(P4, 25 years, IDI)

Theme 4: Strategies to Improve Men’s Candidacy for Effective Uptake of HIV
Care Services

In response to the barriers, participants collectively identified different strategies that
could improve men’s uptake of HIV care services in their local settings.

Improve Men’s HIV Knowledge through Education

All the participants reported that educating men about the importance of HIV testing,
treatment, and prevention using different approaches, such as community outreach and
peer champions, would encourage more men to understand the need for HIV services,
thereby improving their health outcomes. Some of the participants shared ideas about
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how men, especially those who do not know their HIV status or those living with HIV
but not in care, can be educated about how HIV services could be beneficial to them:

They [men] need to know why it is important, why they need to test in the first place. If
they can get enough information about that, I think they can see a need to test. I think
information is the solution, if you can thoroughly explain to them about the importance
of adhering to the treatment even if their condition has improved and they feel much
stronger. So, I think they need to be taught about the benefits of taking the treatment
accordingly, and about the risks associated with defaulting from treatment. (P4,
25 years, IDI)

Role Models and Traditional Leadership

As suggested by the participants, another way of educating men to engage with HIV
care services is through community role models and traditional leadership. Some
participants suggested that men who are living with HIV and currently active on ART
should be encouraged to talk to other men about its benefits:

Education can be a solution because if a person can hear from someone they know
disclosing that they have been using ARVs for so long, I think they can be encouraged
that even if they can test positive, they can still live longer. (P5, 42 years, IDI)

Some participants also believe that traditional leaders will play key roles in educating
men about HIV care:

Go to area traditional leadership [iziNduna] and ask to invite the community, and then
teach them when you get to them. (P7, 65 years, IDI)

Provision of Tailored and Confidential Community/Home-Based HIV Care Services

Most participants suggested that tailored and confidential community-based HIV testing
and treatment services, such as mobile clinics and home-based HIV testing, could
alleviate men’s fear and encourage them to utilise HIV care services. Access to HIV
self-testing kits was also alluded to. When asked about what could make them and other
men utilise HIV services, some participants said the following:

If they [men] were to be visited at home, I think that’s an easy way we can use to
motivate/encourage them. ... So, the one who end up knowing your status will be the
one who is offering you the testing service and yourself because we are reluctant to go
and access those services at the clinic. (P10, 27 year, IDI)

Also, some participants believe that most men will test for HIV if they have access to
confidential HIV testing options, such as HIV self-testing, that provide them with the
opportunity to test privately in their own time:

So, having free HIV testing kits readily available will make it easy to find out once you
are infected, and then there should be ways of getting treatment at any time not only at
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the clinic. This is because at the clinic it is where I will find challenges of those sisters
[nurses] who will say, ‘Err, I saw XXXXX [person’s name redacted] boyfriend there,’
and it will get to XXXX [person’s name redacted] and will not sit well. (PS5, PW3)

The following participant suggested community supply of ART following HIV-positive
diagnosis. The quote below represents what one participant thinks would encourage
more men living with HIV to start treatment:

Well, when it comes to HIV testing you can test, but when it comes to collecting this
thing [ARVs], it’s bad. ... Ah, something that can be done which I feel can help us is
that when these AHRI staff knows that this man is HIV positive, they should bring him
his ART. (P2, 23 years, IDI)

Some participants emphasised the need for male nurses or healthcare workers to attend
to men rather than female nurses. They believe it is sometimes difficult for a male
patient to discuss his health issues with a female nurse. This is understandable given
that the rural community is patriarchal in nature. The following workshop participant
shared his thoughts:

It is difficult sometimes for a male to tell a female [nurse] your problem. It would be
always better if we were seen [counselled] by male nurses. (P1, PW3)

Discussion

Our study reveals that men were less likely to test for HIV due to several barriers
including stigma, masculine norms, lack of confidentiality, and judgemental attitudes
of service providers. Fear of HIV testing was partly due to past condomless sex without
PrEP of some participants while others were afraid of stigmatisation (including self-
stigmatisation) if they were diagnosed to be living with HIV. It was reported that most
men (including some of the participants) would rather not know their status because
they believe it is a “shame” to be living with HIV. Arguably, an HIV-positive diagnosis
undermines a man’s status (e.g., as a provider) in the broader community. It is then
logical that men will be fearful about being exposed and shamed. This finding
corroborates the results of other studies that documented men’s perception of HIV status
and stigma as a direct attack on masculinity, social status, and self-esteem (Chikovore
et al. 2016; Fleming, DiClemente, and Barrington 2016; Mburu et al. 2014; Mfecane
2012; Wyrod 2011). Although masculinity is not a personal construct, men often
demonstrate masculine “norms” through their actions and relationships, which are
imposed by social institutions (e.g., community, school) including social networks
(Connell 1995; Dworkin et al. 2015; Jacques-Aviiio et al. 2019; Mfecane 2016; Morrell
et al. 2013). While the path to accessing HIV testing services requires an active
engagement of the user with the available health systems, fear of an HIV-positive status
and stigma were major barriers among our participants.
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Similarly, barriers to effective uptake of HIV treatment among our participants and
other men in the community include self-denial of HIV-positive diagnoses, perceptions
of undermined masculine identities, recognition of stigma, HIV disclosure, implications
of the COVID-19 lockdown, clinic settings and waiting times, and anticipated side
effects of ART. Illness identity is an important stage of an individual’s candidacy, and
how it is navigated and adjudicated by a healthcare provider (Adeagbo et al. 2019).
Some South African studies conducted on men living with HIV revealed that HIV
negates “manliness” as some men were concerned about losing their jobs or their
inability to be a “provider,” hence their reluctance to start HIV treatment (Chikovore et
al. 2016; Hanass-Hancock et al. 2015; Sikweyiya et al. 2014; Van Heerden et al. 2015).

As alluded to already, some participants were afraid to collect HIV treatment
medications at their local clinic while some were in denial of their HIV-positive status
due to HIV-related stigma. Participants were also afraid of the structure of the clinical
settings as those who are there for HIV treatment can be easily identified by where they
receive the service. Waiting times and long queues were barriers to some of them, and
they feared that the healthcare provider might know them and share their information
with someone within the community. Although some government healthcare facilities
were open during COVID-19 lockdown, some study participants living with HIV
reported that COVID-19 disrupted their HIV treatment uptake or continuation. While
some were afraid of contracting COVID-19, some were also afraid of being arrested and
questioned about their whereabouts by law enforcement officers, which could lead to
inadvertent disclosure of their HIV status. They preferred to miss ART than to contract
COVID-19 or to explain themselves to a police officer who could, as a result,
discriminate against them. The men in our study were afraid of ART side effects that
could potentially affect their jobs. They often reassess their eligibility for HIV treatment
based on their personal experiences and those of other men living with HIV.
Substantiating our findings, some South African studies found that perceived side
effects, masculine norms, stigma, clinic waiting times, and poverty were key barriers to
men’s uptake of ART in rural areas (Adeagbo et al. 2021; Chikovore et al. 2016;
Fleming, DiClemente, and Barrington 2016; Hlongwa, Jama, et al. 2022; Mfecane
2012).

There was a great concern about the reactions of close friends, family members, or
sexual partners should they know that they are living with HIV; hence, the reluctance
of some of them to assert their candidacy by starting ART. Disclosure of an HIV-
positive status has significant implications for public health outcomes, social
relationships, and individual psychological and emotional wellbeing. For example, a
study that investigated masculinity-related barriers to uptake of HIV treatment in rural
Limpopo and Eastern Cape areas of South Africa revealed that men’s capability to
express vulnerability and discuss HIV publicly with others increased their readiness to
utilise HIV services (Fleming, DiClemente, and Barrington 2016). Similarly, a 14-
month ethnographic study of 25 men living with HIV in rural South Africa revealed that
the men studied regained their “social status” that was previously undercut by AIDS-
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related illness by taking HIV treatment and talking publicly about their HIV status
(Mfecane 2012). Thus, men’s public disclosure of HIV status can challenge and turn
around the “social stigma” attached to HIV/AIDS. This will need social support and
collective action within the communal context.

It was noted that there was limited access to HIV prevention in the rural areas and no
participant had prior knowledge of PrEP as a viable HIV prevention method besides
condoms and VMMC. One of the contributing factors of inconsistent condom use
among our study participants and other men is the inaccurate information that VMMC
will protect them against contracting HIV. This finding is not unique to the current study
given that the recent national survey conducted in South Africa highlighted a drastic
reduction in condom use (Simbayi et al. 2019). Affirming our findings, prior studies
reveal that South African men are less likely than women to test for HIV, disclose their
positive HIV status, or seek ART or PrEP due to barriers such as the persistence of
stigma and masculine norms (Chikovore et al. 2016; Fleming, DiClemente, and
Barrington 2016; Hlongwa, Jama, et al. 2022; Mfecane 2012; Sileo et al. 2018).

To address some of the barriers described above, our study participants collectively
identified strategies that could help in identifying and asserting their candidacy for HIV
testing, treatment, prevention, and care services irrespective of the challenges they are
confronted with. They suggested that men (including themselves) need further
education and tailored information about the benefits of HIV testing (including self-
testing), treatment, and prevention. The strategy to boost understanding would be to
draw on the goodwill of high-profile and respected men in the community. The use of
peer role models should also be encouraged to educate men about HIV care.
Importantly, they believed that friendly, confidential, community-based (e.g., mobile
clinics) HIV care services for men would reduce stigma and encourage more men to
utilise HIV services. Whoever is actively involved in educating, encouraging, and
guiding men, should utilise an intersectional lens: that is, they should themselves be
retrained to identify the constraining effects of group identities as these relate to age,
rurality, poverty, unemployment, masculinity, ethnicity, and education level among
others. Without addressing these intersections simultaneously, a meaningful approach
to the “missing men” phenomenon will not be realised.

While the need to educate men about HIV treatment cascade and care is well
documented and crucial to halt HIV transmission (Fleming et al. 2016; Jacques-Aviiid
et al. 2019; Sileo et al. 2018), there seems to be a disjunction in the delivery of
HIV/AIDS messaging especially for men (Walker 2022). There is a growing amount of
literature that indicates that HIV/AIDS awareness messaging is associated with fatigue
that may hinder public health efforts (Chiu et al. 2017; LaCroix et al. 2014; Walker
2021; 2022). Thus, there is a need for context-based, tailored, emotive messaging for
HIV/AIDS education for men in South Africa.
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Finally, some community-based HIV studies have shown modest or significant
improvement in men’s uptake of HIV care services (Gilbert et al. 2021; Hlongwa,
Cornell, et al. 2022; Lippman et al. 2022). Research has shown that men who are living
with HIV can be role models to other men to reduce HIV transmission among men
(Hlongwa, Cornell, et al. 2022; Mfecane 2012). For example, a recent peer-led pilot
study among men living with HIV in South Africa found that 95 per cent
(n=3,653/3,848) of all participants were active on ART six months post-intervention
due to peer support they received from other men living with HIV (Hlongwa, Cornell,
et al. 2022). The compelling study by Hlongwa, Cornell, et al. (2022) should, however,
be interpreted with caution given that it was not a long-term study. Similarly, a
community-based peer-to-peer intervention trial that sought to improve PrEP
knowledge and uptake among young people in rural South Africa found high PrEP
uptake among males after adequate information was provided (Shahmanesh et al. 2021).
Despite the growing evidence about men’s low uptake of HIV services in South Africa
(Chikovore et al. 2016; Fleming, DiClemente, and Barrington 2016; Mfecane 2008;
2012; Van Heerden et al. 2015), little is known about the specificity of those barriers
and strategies to improve men’s uptake of HIV testing, treatment, and prevention. This
study contributes to the building of a more substantive literature and the ongoing debate
about how to effectively engage men in HIV services in order to reduce the persistently
high HIV incidence in South Africa (Adeagbo et al. 2021; Hlongwa, Jama, et al. 2022;
Tanser et al. 2021).

Limitations and Strengths

As a qualitative study, generalisations may be limited to the participant group due to
research settings, sampling, and sample size. However, the key findings of this study
may be transferable to men in other resource-constrained settings with similar profiles.
Although an attempt was made to explore varied experiences and perspectives of men,
our findings may not be reflective of experiences of all men, especially
underrepresented groups such as gay, bisexual, and men who have sex with men
(GBMSM). Efforts should be made in future research endeavours to employ innovative
recruitment strategies to include GBMSM (especially those living in rural areas).

The above noted, the combination of individual interviews and participatory workshops
highlights the strength of this study as it afforded us the opportunity to draw on a range
of personal experiences of men about HIV testing, treatment, and prevention. The
variability in participants’ experiences and perceptions of the HIV care continuum add
nuance to our understanding of the various barriers as well as the development of
potential strategies to mitigate those barriers to improve their health outcomes.

Conclusion

Masculine norms, fear, and stigma associated with an “HIV identity” permeate the study
participants’ lives, thereby impeding their uptake of HIV testing, treatment, prevention,
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and care services. Importantly, how men see their roles as men and living these identities
cannot be ignored in HIV care services since they are critical and defining realities.
Efforts should be directed to developing tailored educational and community-based
interventions that can reduce some existing barriers (e.g., stigma and limited access to
care) for men to effectively utilise HIV services. This will not only benefit them but also
their sexual partners, thereby halting the onward transmission of HIV.

Our findings reveal that men often weigh up the costs and benefits of HIV testing,
linkage to ART, and disclosing their HIV-positive diagnoses. Effective HIV policy and
tailored information would encourage more men to test for HIV, boost PrEP uptake, and
aid their disclosure of HIV-positive diagnoses as this is critical for future treatment
adherence, feelings of stigma, future disclosure, and overall health behaviours. There is
a need for reorientation and sensitisation of clinical staff, utilisation of an intersectional
lens, and inclusion of more male nurses/clinicians and counsellors in clinical settings.
Future HIV strategic plans, policies, and interventions must prioritise men to eradicate
HIV epidemics in South Africa.
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