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Abstract

In Botswana, HIV prevalence is 20.3% among those aged 15-49, and in sub-Saharan Africa
(SSA), higher income has been associated with increased HIV risk. We qualitatively explored
barriers to HIV testing and acceptability of HIV self-testing (HIVST) among higher-socio-
economic status (SES) men in Botswana. Twenty higher-SES men (10 tested, 10 not tested
recently) participated in semi-structured interviews and 10 men participated in asynchronous
online focus groups (FGs) about HIV testing barriers and HIVST acceptability. Results indicated
that stigma, inconvenience, and perceived lack of confidentiality were barriers to HIV testing, as
were masculinity-related concerns (e.g., fear of losing status if they accessed testing or were found
to be HIV-positive). Men said that HIVST reduced barriers to testing, and that test kits could be
placed in public spaces for pick-up and used in private. Overall, HIVST was seen as acceptable
and feasible among higher-SES men in Botswana.
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Introduction

HIV testing is a necessary first step toward linkage to HIV prevention and care services.

In eastern and southern Africa, about a quarter of people with HIV are not aware of their
serostatus (UNAIDS, 2017). In Botswana, the setting of the present study, the prevalence
rate among those aged 15-49 is 20.3%, and about 91% of people with HIV know their
serostatus (UNAIDS, 2019). Men are less likely than women to know their HIV serostatus in
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Botswana and sub-Saharan Africa (SSA) overall (Gaolathe et al., 2016; Shand et al., 2014),
and present for HIV testing at a later disease stage (Osler et al., 2020).

Consistent with the Theory of Triadic Influence (Flay & Petraitis, 1994), prior literature
describes individual, social and structural barriers that impede HIV testing among men.

HIV stigma—including internalized stigma (at the individual level) and anticipated stigma
if one were to test HIV-positive (as the social level)—is a key barrier to HIV testing in

SSA (Akatukwasa et al., 2021; Hlongwa, Mashamba-Thompson, Makhunga, & Hlongwana,
2020; Mwisongo et al., 2016; Sullivan et al., 2020). Higher HIV stigma is associated with
lower testing likelihood, especially among men (Ha et al., 2019; Letshwenyo-Maruatona

et al., 2019; Weiser et al., 2006). Individuals who test at a later stage cannot initiate
antiretroviral therapy (ART) early and consequently have lower survival times and a higher
likelihood of transmitting HIV to their partners (Chadborn et al., 2005; Cohen et al., 2011).
Qualitatively, men say that they worry that others will discover their serostatus if they test
HIV-positive, subjecting them to gossip, rejection, and shame—and loss of their partner

and others’ respect (Hlongwa, Mashamba-Thompson, Makhunga, & Hlongwana, 2020;
Mambanga et al., 2016; Matovu et al., 2014; Okal et al., 2020; Rankin-Williams et al.,
2017). Moreover, accessing healthcare (and testing) may threaten masculinity: if they access
healthcare, men fear being stigmatized as weak and unable to provide for their family—with
consequent loss of respect and status (Sileo et al., 2018; Skovdal et al., 2011).

Other individual-level barriers to HIV testing among men in SSA are related to
misperceptions of HIV treatment (Hlongwa, Mashamba-Thompson, Makhunga, &
Hlongwana, 2020). Men may have a realistic assessment that they are at risk, but they may
avoid testing because they believe HIV is a death sentence and fear treatment side effects
(Adams & Zamberia, 2017; DiCarlo et al., 2014).

Stigma fears and other individual-level concerns are heightened by structural factors related
to healthcare, including concerns about privacy in public healthcare facilities—and fears that
providers will not keep their results confidential and people from their community will see
them visiting a facility for testing. Competing needs for work also is a barrier to testing,

due to inconvenient clinic hours and locations (Bogart et al., 2016; Okal et al., 2020). Men
perceive public healthcare facilities as unwelcoming—and feel that seeking care is more
acceptable for women (DiCarlo et al., 2014; Dovel et al., 2020; Leichliter et al., 2011;
Rankin-Williams et al., 2017; Sileo et al., 2018; Skovdal et al., 2011).

HIV self-testing (HIVST), a tool for HIV screening, has the potential to overcome barriers
to HIV testing. HIVST has high specificity, good sensitivity (Indravudh et al., 2018; Kurth
et al., 2016), and high acceptability in SSA (Hlongwa, Mashamba-Thompson, Makhunga,
Muraraneza, et al., 2020; Njau et al., 2019; Shapiro et al., 2020). Perceived advantages
include increased confidentiality, decreased HIV stigma, increased autonomy over the
testing process (Harichund, Karim, et al., 2019; Harichund & Moshabela, 2018; Indravudh
et al., 2018), and greater convenience and efficiency (Harichund & Moshabela, 2018).

HIVST concerns include potential negative mental health consequences due to lack of pre-
and post-test counseling, and lack of linkage to HIV care if the result is positive (Harichund
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& Moshabela, 2018; Hlongwa, Mashamba-Thompson, Makhunga, Muraraneza, et al., 2020;
Indravudh et al., 2018; Njau et al., 2019). In Botswana, female sex workers preferred
healthcare facility testing to HIVST, due to fears about incorrectly performing the test and
not being able to get post-test counseling (Oduetse et al., 2019). Stakeholders, including
policymakers and members of affected populations, have suggested ways to address these
concerns, including providing clear instructions in local languages, telephone counseling
hotlines, and supervised self-testing in healthcare facilities or by trained peers (Harichund,
Karim, et al., 2019; Harichund, Kunene, et al., 2019; Indravudh et al., 2018; Makusha et al.,
2015).

We conducted a qualitative study of HIV testing barriers and acceptability of HIVST among
higher socio-economic status (SES) men in Botswana, to help inform the Botswana Ministry
of Health and Wellness about the feasibility of large-scale implementation of HIVST. We
focused on higher-SES men because higher income has been associated with increased

risk of being HIV-positive in SSA (Lakew et al., 2015), potentially because greater income
allows for access to more resources, which can be used to attract and support partners.
About 64% of men in Botswana have multiple concurrent sexual relationships, and men’s
probability of having multiple concurrent sexual relationships increases at higher levels

of education (Hajizadeh et al., 2014; Keetile, 2014). Moreover, higher wealth has been
associated with greater healthcare-related HIV stigma in SSA (Hargreaves et al., 2018),
which may impede access to HIV services among higher-SES men. In addition, we focus
on higher-income men rather than higher-income women, because in Botswana, a higher
proportion of men than women are employed, men earn higher wages than women, and
women are more likely to be living in poverty (Statistics Botswana, 2018; The World Bank,
2015).

Thus, higher-SES men are a key, overlooked subgroup who are not a main target for
standard HIV testing strategies and prevention messages. It is critical that research now
focuses on identifying, testing, and treating those subgroups in the last 5-5-5 (of the
UNAIDS 95-95-95 goals) (UNAIDS, 2019) that have not been reached by standard HIV
testing and treatment approaches—including men of higher SES. If HIVST is perceived to
be acceptable and feasible, it can be scaled up across major employers, including major
government offices and mining companies’ headquarters.

Project leadership was shared between U.S. and Botswana investigators, with the primary
Principal Investigator from Botswana. Botswana team members conducted the interviews
and co-led the analysis. The selection of the research questions and the focus of the research
on HIVST among higher-SES men was a direct result of insights from the Botswana
Principal Investigators’ clinical practice experiences, reading of the research literature, and
general observations of higher-SES men around HIV testing and treatment. Although it was
essential for the study methods to be as objective as possible, the authors acknowledge that
backgrounds of the researchers may shape the content and the analysis of the data. Measures
taken to reduce preconceptions are described below and also in the data analysis section.
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The team fostered reflexivity throughout the study by self-reflecting and debriefing on their
influence on the research process, being transparent about study staffing and methods in
ongoing discussions among team members, and taking steps to ensure study rigor. The
study interviewers included two men and one woman from Botswana; all of the interviewers
were in early adulthood and were full-time graduate students. The interviewers had previous
research experience in conducting qualitative HIV-related studies. Two of the interviewers
were counselling graduate students who had experience helping clients with HIV-related
issues. Furthermore, all the interviewers underwent a week-long training on qualitative data
collection and the study background, methods, and goals to enhance their mastery. The
interviewers were trained to initially ask general open-ended questions that allowed for a
range of responses, to use a non-judgmental style that did not indicate favoritism for some
ideas and bias or surprise toward others, to keep vocal tone neutral, and to use specific
probes to ask for explanations or clarifications of cultural references (even if the interviewer
had a shared understanding of the cultural references).

At the analysis stage, the Botswana and U.S. investigators discussed and came to a shared
understanding of the data, based on their different cultural and research perspectives,

with two investigators being “insiders” from Botswana who shared some intersectional
identities with participants (Motswana, male, higher-SES), and the other being an “outsider”
(American, female).

Participants: recruitment and eligibility

We conducted in-person semi-structured interviews from March through July, 2019,
followed by two online, asynchronous focus groups (FGs) in August and November,

2019. Initially, 12 practice interviews were conducted with individuals who had similar
characteristics to eligible participants, to pre-test the semi-structured interview guide before
data collection. The main objective in pre-testing the research instruments was to confirm
that the guide was relevant to the research problem, and that the questions, wording, and
instructions were clear (Morrison et al., 2000). As a result of the pre-testing, the team
decided to delete several questions on related but tangential topics (e.g., general health

and healthcare behaviors, such as immunization; communication about HIV in general;
perceived barriers to ART use and HIV care), to decrease the length of the interview guide.

Participants were recruited through local worksites in Gaborone, Botswana (four financial
institutions and one academic institution). The rationale for choosing these worksites

was that wellness officers reported very low HIV testing uptake in worksite-sponsored
testing programs among men of higher job categories in these and other, similar worksites
(e.g., retail banks and academic institutions). Wellness Officers at each worksite emailed
potentially eligible men, inviting them to call the study telephone number. A male study
team member held one informational session on HIV-related issues and HIVST at each
worksite. Individuals screened as eligible if they identified as male, were 35 years-old or
older, were employed, and reported earning at least 200,000 Botswana pula (BWP) annually
(~USD $20,000). Online FG participants additionally needed access to a smartphone. The
age range criterion was based on data suggesting that HIV prevalence peaks at 32% at age
40-44 among men in Botswana (Novitsky et al., 2015). All study procedures were approved
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by the institutional review boards of the RAND Corporation, (ID:2018-0482-CR03) and
the University of Botswana (Ref: UBR/RES/IRB/B10/120), and the Botswana Ministry of
Health & Wellness (Ref: HPDME/13/18/1 V1 (31)).

Semi-structured interviews

In-person semi-structured interviews were conducted with 20 men (10 tested in the past
year, 10 not tested in the past year) in a private space at the university or the participant’s
worksite. Probes, which were based on the Theory of Triadic Influence (Flay & Petraitis,
1994), were used to elicit an in-depth understanding of individual, social, and structural
barriers to HIV testing (including HIVST) among men, as well as the potential acceptability
of HIVST (e.g., “What barriers are there to getting tested for HIV for men like yourself?,
How can this barrier be addressed?”; “How much would you like to use HIV self-testing?
Why/why not?”; “In what kinds of places do you think men like you would be comfortable
picking/using HIV self-test kits?”). The open-ended questions were phrased in a way that
did not make assumptions (i.e., were not one-sided), allowing men to respond freely on any
side of the issue. Participants were shown an oral self-testing kit sample, which was used

to demonstrate how the HIVST kit is used. All interviews were audio-recorded, transcribed,
and translated into English if needed (as some men responded using a combination of
English and Setswana). Participants provided written informed consent.

Online focus groups

Twenty-one men (9 of whom also participated in the face-to-face interviews) agreed to
participate in the online FGs (10 in group 1, 11 in group 2). Of those, 10 men (4 of whom
also were interviewed) posted to the online chat (4 in group 1, 6 in group 2). To understand
the low response rate, we called the men who had agreed to participate, but who did not.
Five said that the online platform was not user-friendly; one man who felt the system was
not user friendly also had issues with internet access. One could not recall being invited to
the FG, and one said he did not receive the invitation; another said his workplace internet
system’s firewall blocked participation. An additional three could not be reached.

The online FGs were conducted after the semi-structured interviews to complement the
interview data, to refine ideas for intervention by concentrating the discussion on ways

to implement HIVST among men (e.g., “If we were to create a campaign to promote
HIVST among men like you, what would you recommend?”). Participants were shown a
picture of an oral self-testing kit and told, “HIV self-testing is when a person collects their
own oral fluid or blood specimen and then performs their own HIV test and interprets

the result.” The moderator guided participants through 1-2 questions per day over 3-5
consecutive days, and participants could log in at different times to post comments; the
moderator and participants did not all need to be present at the same time. FGs were hosted
by FocusVision’s Revelation®© tool, and a brief pre-FG socio-demographic survey was
delivered via FocusVision’s Decipher®© tool. Participants were paid the equivalent of $100
(about 1,000 Botswana BWP): $75 for the FG, $15 for the survey, and $10 for responding
to all prompts. Participants consented by reviewing informed consent text in the online focus
group portal and clicking on a link that they agreed to proceed with the study.
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Online FGs can yield comparable data to in-person methods, and may elicit more valid
responses around sensitive issues, due to greater perceived anonymity, and remove barriers
related to place and time (Nicholas et al., 2010; Stewart & Williams, 2005; Tates et al.,
2009; Wilkerson et al., 2014; Zwaanswijk & van Dulmen, 2014). We believed an online
anonymous FG would promote more openness in HIV-related discussions, by potentially
overcoming stigma-related concerns about participation.

We used direct content analysis (Hsieh & Shannon, 2005), in which meaning is interpreted
directly from the text, and the codebook is informed by relevant research as well as

the narratives themselves, allowing for flexibility for additional themes to emerge. Three
team members (a woman from the US; two women from Botswana) read all transcripts

to identify themes (overarching categories describing phenomena), looking for repetitions
across transcripts and examples of processes, behaviours, and cultural assumptions. The
investigators then independently developed an initial listing of themes, and developed a
codebook listing each theme, with a detailed description, inclusion/exclusion criteria, and
typical examples. Note that semi-structured interviews were conducted prior to the FGs,
and the coding scheme was developed for and used with the semi-structured interview data
initially. After the FGs were conducted, the coders conducted a preliminary independent
review of the FG data and determined that the same coding scheme could be used for both
datasets.

The major coding categories included: HIV testing barriers (anxiety/fear, stigma,
inconvenience, masculinity-related concerns, perceived lack of privacy/confidentiality);
HIVST advantages (convenience, decreased stigma, privacy, easy to use); ways to address
barriers (improve clinic service delivery, raise awareness about benefits of HIV testing/
treatment, integrate HIV services with other healthcare, increase testing motivation); HIVST
disadvantages (potential for errors; negative mental health consequences); and strategies for
HIVST marketing and implementation for men (places to get and use test kits, support for
use; post-test counseling; messaging).

Using Dedoose®©, qualitative data management software (SocioCultural Research
Consultants LLC, 2018), and following standard content analysis methods (Ryan & Bernard,
2003; Stemler, 2000), two coders (the first and fourth authors) marked areas of text
pertaining to each theme, coding independently and reviewing together, and refining the
codebook as needed. After coders were able to consistently identify and mark each theme,
we assessed coder consistency on two transcripts, achieving a satisfactory Cohen’s Kappa

of .76, after which one coder coded all of the transcripts, and the second coder checked all
codes. Post-coding, coders reviewed all passages, examining, comparing, and contrasting the
distribution of themes within and across subgroups (interviews vs. FGs; men who had been
tested in the past year vs. men who had not tested in the past year.

Within Dedoose, data were flagged based on their source (i.e., interview or FG), and
data for semi-structured interviews and FGs were analyzed and initially summarized
separately. These initial summaries indicated that the FG themes were consistent with the
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semi-structured interview themes; thus, for the final reporting of results, we discuss the two
sets of data together, under the same themes.

A total of 30 men participated across face-to-face interviews and the FGs; Table 1 presents
their socio-demographic characteristics. Of the 20 men interviewed, the average age was
40.8 (SD=7.5, range=35-68). All but two were married or cohabitating with a partner. Of
the 9 FG participants who completed the online socio-demographic survey, the average age
was 41 (SD=5.6; range=36-51); all but one were married or cohabitating, and had at least a
college/university degree.

Key qualitative themes

HIV stigma is a primary barrier to HIV testing.—Across interviews and FGs, men
said they feel stigma, shame, and fear of judgment for assumed risky behaviours if they are
seen at a testing site or were to test HIVV-positive. Men’s fears were based on a negative
stereotype of people with HIV as being irresponsible, having multiple sexual partners, and
not caring about their health or their family, as well as the misconception that HIV is a death
sentence. Their fear was fed by societal stereotypes, as well as negative memories of great
suffering prior to ART becoming available in Botswana.

“Society thinks that by being HIV positive you have failed in some way so maybe
that fear comes from that mindset because you don 't want to be seen as a failure. ..
once you test positive to some extent you are treated like an outsider, an outcast, a
failure.” (37 year-old, tested recently)

“Sometimes I do think, do I have the strength to deal with the stigma? | think it
also even becomes worse when you worked hard to build a reputation in society,
they see you as a radio personality or as a public figure. The stigma becomes a big
fssue.” (36 year-old, not tested recently)

Analysis of FG data further revealed that HIV stigma is a barrier to HIV testing. One man
remarked:

“What if I'm positive? What will I tell my kid, parents, family members, friends...
workmates? How will they react, will they consider me irresponsible?” (FG
participant, age and HIV sero-status unknown)

Stigma was heightened by a perceived lack of privacy and confidentiality in
testing venues.—One of the strongest fears was that others would know that they tested
for HIV and would find out about their serostatus (if they were HIV-positive). Men also said
that others would assume that they are HIV-positive if they are seen at a testing site. These
concerns were more common among men who had not tested recently:

“Most of the time when people see you at the testing centre, most of them will
assume that you might be positive. So you can even prefer to test in a secret place.”
(36 year-old, not tested recently)
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Men also feared that, if they had a visible negative emotional reaction (from testing
positive), other clients at the testing site would infer that they tested positive:

“I would prefer private doctor/clinic where there is less crowd. I don’t want people
seeing me react to my positive status if I’'m positive. 1°d rather have people know
my status after | have calmed myself and willingly ready to let or tell them that I’'m
positive.” (FG participant, age and HIV sero-status unknown)

Men were concerned that healthcare providers, especially in public clinics, would not keep a
positive serostatus confidential:

“[Someone] whom | met here had a cousin who was working at a lab, and

auring the weekend when we were drinking he kept on showing us some people
whom he tested who are HIV-positive... Sometimes subconsciously you have that
fear...clearly he will tell somebody else about me as well. And without a doubt he
will not be the only one who does that, So they will always be that fear that is my
secret really safe. | have lawyer friends who tell me very confidential issues about
their clients...” (46 year-old, not tested recently)

A major concern was being seen by other people at testing venues; thus, public clinics,
followed by community testing events, were the least preferred testing options, and private
doctors were the most preferred. Some believed that their employer may have access to their
test results if they tested through a workplace wellness program. Overall, men said that they
would be willing to get tested if it were under their own control, in a private setting in which
they decided whether to disclose the result and they were unlikely to be seen.

Stigma was intertwined with masculinity-related concerns.—One basis of stigma
fears, especially among men who had tested recently, was an anticipated loss to reputation
and status within communities and families. Men felt that stigma was stronger for men

of their status, due to their greater influence and visibility. Men worried that they would

be judged and ostracized, and that their family would disintegrate, if they were to test
HIV-positive. Some men felt that they would be judged as being “less of a man” for getting
tested and/or for testing positive.

“You are a real man when you are negative, but when you are positive you will feel
that you have lost that power.” (45 year-old, tested recently)

“I am a man of a high standard to be precise... | think sometimes being rich is
accorded to ...being well so you think that you are well because you are leading
an okay life. So it’s one of the barriers that prevents men of my caliber to test.
Secondly... | am a married man. Imagine what this will do to my family if I find
out that I am HIV-positive.” (37 year-old, not tested recently)

“Alpha males value their macho and thus feel that going to hospital shows some
form of weakness. ” (36 year-old FG participant, not tested recently)

Comparison of men who were tested recently vs. men who were not.—Men
who were tested and who were not tested recently had similar HIV stigma fears. However,
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in contrast to men who were not tested recently, men who were tested recently discussed the
importance of getting tested and said they were able to overcome privacy concerns:

“l had to wait to come to Gaborone to do the testing... because here not everyone
knows me.” (45 year-old, tested recently)

Some discussed HIV in less stigmatizing terms compared to those who had not been tested,
and felt that internalized stigma was a greater barrier than actual discrimination. Knowing
someone living with HIV seemed to help them to be more accepting:

“I remember [stigma] used to be common but | don’t see it a lot... Last year | had a
nanny who was HIV-positive looking after my daughter and we were just accepting
her and we would support her to get ARV, so personally I think we have passed
that time.” (35 year-old, tested recently)

Suggestions for overcoming stigma fears.—Men discussed the importance of
educating men about HIV testing, and raising awareness about the availability and
effectiveness of HIV treatment, through public health campaigns on the radio, on social
media (e.g., WhatsApp®©, Facebook®©), and at in-person events.

“I grew up seeing pictures of people dying of HIV. I think that has built into
people’s minds...if we could bring more messages on how people will survive
after HIV results then people should have motivation to test.” (35 year-old, tested
recently)

Another man further suggested having an HIV hotline to talk with a counselor prior to
deciding whether to get tested:

“I don’t know now of any number that | can call if | had stigma or fear or
hesitation... | would like for my employer to say, there is this service, there is

this number you can call. If you are to talk about HIV/AIDS in a discrete private
manner here is a number that you can call at any time...For some people it’s a big
deal to start off a conversation and establish a relationship first before I can come to
you.” (36 year-old, not tested recently)

Some men recommended asking respected, well-known men (sports figures, men in
positions of authority) to promote HIV testing and publicly commit to getting tested.

“If you have someone whom people are looking up to being tested in the
campalign...maybe it’s a footballer, maybe it’s an icon in that community, maybe
it’s the chief. If right now a chief calls a Kgotla [ward] meeting and tells everyone
these people are from here, they are from a health department and we are here

to get tested and he has organized traditional snacks for people for refreshments,
and he starts leading by example... You know how people look up to chiefs. Yes,
as a traditional leader he leads by example by getting tested there, you will see

1 promise you more men will be following. They will do it immediately.” (35
year-old, not tested recently)

Another man reflected on the lack of public role models around HIV:
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“I have never seen a CEO, a musician and actor, or a public figure who says ‘look,
it hit me, my wife was devastated, or my husband was devastated but here we are
we figured out how to work it through and we are happier than ever.” There is

no point of reference so you always think that if it happened to me, 1’'m alone in
the cold... and the stigma how am | going to handle it? Being the first Motswana,
being the first musician being the first director of multinational cooperation or big
cooperation in Botswana with this thing... The people in that [income] bracket
beneath the ones you are interviewing, have had many points of reference... They
have seen taxi drivers, they have seen entry level nurses, they have seen people who
are dealing with it. And they think you know what? And they can actually even
say HIV is nothing 1’m afraid of...Because they have a point of reference.” (36
year-old, not tested recently)

Men felt that integration of HIV testing and care with other healthcare services was critical
for reducing HIV stigma, such that HIV would be perceived similarly to any other disease.
They suggested integration of HIV testing into regular health check-ups or other types

of health-related tests and screenings (e.g., for hypertension, diabetes), and not having a
separate HIV testing area in clinics.

“Since some men are shy to be seen queuing for HIV testing, 1 think it is better
to have HIV testing combined with other services or testing. That will offer some
privacy.” (36 year-old FG participant, not tested recently)

Men found the idea of bundling HIV testing with other types of testing (e.g., for sexually
transmitted and non-communicable diseases) to be highly acceptable, due to increased
convenience and efficiency, as well as reduced stigma (due to treating HIV similarly to other
conditions).

“I think it would make it a lot easier because it won’t make HIV look like a
monster.” (43 year-old, tested recently)

HIV testing hours and queues are inconvenient.—Men said that clinic hours are not
conducive to their busy schedules. Some felt that weekend community testing events were
inconvenient, as men were busy with their families, farming, or sporting events:

“You don’t want to stop what you are doing just to go and get tested. If it’s
shopping, If it’s watching a game, or going to the cattle post. | think people are
already busy, you have your Monaday to Friday carved out for you, you are already
busy, you only have two days which is the weekend.” (35 year-old, not tested
recently)

“The issue in my mind remains a consequence of time and availability/location of
testing sites...l am of the view that testing facilities are almost always full with
service, very slow, and most men, myself inclusive, will not invest time to line up
to get tested. Not that it is less important but it competes for time with many other
moving pieces in the world and unfortunately it won'’t take priority.” (36 year-old
FG participant, tested recently)
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Stigma-related barriers seemed to be more salient across interviews than inconvenience-
related barriers, especially for men who had not tested recently. Some men felt that
inconvenience was an excuse not to get tested:

“Supervisors... will claim or they will be busy for their health. Instead of giving
priority to test or to their health, they will instead claim to be busy... But some
decide not to test even though they have time.” (45 year-old, tested recently)

To address convenience-related concerns, men suggested expanding public clinic hours so
that men could test after work, adding testing centres to reduce queue lengths, and employer-
sponsored routine testing at workplaces (