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Abstract

Johannesburg, South Africa is a major destination for men moving from within and outside the country. Mobile men face
challenges across the HIV care continuum. From March to May 2023, we conducted in-depth interviews with 29 mobile
men and focus groups with 12 healthcare providers to explore factors influencing HIV prevention and care for mobile
men. We used semi-structured guides, recorded and transcribed interviews, and analyzed data using inductive and deduc-
tive thematic analysis. Participants had a median age of 34. They described how relocating to Johannesburg created stress
that deprioritized healthcare. They reported barriers at five key stages of status-neutral HIV care: awareness, decision
to access care, experience of care, uptake of PrEP/ART, and adherence. Socio-economic needs, mobility, and mascu-
line norms influenced men’s engagement, and providers highlighted language barriers. Interventions to improve service
uptake should address poverty, offer peer support, facilitate clinic transferability, and accommodate multiple languages to
strengthen HIV services.

Resumen

Johannesburgo (Sudafrica) es un destino importante para hombres que se desplazan tanto desde el interior como desde
fuera del pais. Los hombres itinerantes se enfrentan a desafios a lo largo del continuo de atencion del VIH. Entre marzo y
mayo de 2023, se realizaron entrevistas en profundidad con 29 hombres itinerantes y grupos focales con 12 profesionales
de la salud para explorar los factores que influyen en la prevencion y atencion del VIH en esta poblacion. Las entrevistas
semiestructuradas fueron grabadas y transcritas, y analizadas mediante andlisis tematico inductivo y deductivo. Los par-
ticipantes, con una edad mediana de 34 afios, describieron como la reubicaciéon en Johannesburgo les generd un nivel de
estrés que relegd atencion médica un segundo plano. Asimismo reportaron barreras en cinco etapas clave de la atencion del
VIH con neutralidad de estado: concienciacion, decision de acceder a servicios, experiencia de atencion, inicio de PrEP/
ART y adherencia. Las necesidades socioeconémicas, la movilidad y las normas de masculinidad influyeron en la vincu-
lacion de los hombres con los servicios, y los profesionales de la salud sefialaron obstaculos relacionados con el idioma.
Resulta pertinente que las intervenciones para mejorar la utilizacion de los servicios aborden la pobreza, ofrezcan apoyo
de pares, faciliten la transferibilidad entre clinicas y contemplen multiples idiomas para fortalecer los servicios de VIH.
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Introduction

Global migration is growing faster than the world’s popu-
lation, driven by factors including economic hardship,
adverse effects from climate change, and political discord
[1]. Human movement within and into South Africa is the
highest in Southern Africa [2—4], largely comprised of low-
income men seeking labor in urban centers [5-8]. South
Africa’s most populous city and economic hub, Johannes-
burg, located in Gauteng Province, is a major migration
destination. In 2022, there were four million South Afri-
cans living in Gauteng who were born in a different part
of the country, making up approximately one quarter of the
province’s population [9]. Gauteng also attracts half of the
country’s 2.4 million cross-border migrants, many of whom
come from Zimbabwe, Mozambique, and Lesotho [10].

In South Africa, approximately 2.6 million men are liv-
ing with HIV (9.3% of the total male population) [11], yet
nationwide men are underrepresented throughout the HIV
care continuum [ 12, 13]. Migration across borders and other
forms of mobility increase men’s risk for HIV acquisi-
tion [14—16] and can heighten challenges for men seeking
HIV services [17, 18], particularly in the period following
resettlement [17, 19, 20]. Some challenges are common for
many low-income men generally (e.g., masculine norms,
unemployment), while others may be unique to men who
are mobile and/or move to Johannesburg (e.g., unfamiliar-
ity with a new setting) [21]. At the same time, some men
who move to Johannesburg may be better able to use HIV
services in their new city (e.g., higher likelihood of ano-
nymity, better access to healthcare), as compared to in their
homes of origin [21]. A range of strategies have been pro-
posed to engage more men in HIV services in South Africa,
including community-based outreach programs, gender
norms-transformative interventions, and male-friendly
health services, though cost and sustainability of those pro-
grams remain challenges [22-24]. In addition, only a few
strategies, such as in workplaces [25] and peer navigation
programs [26-29], have explicitly addressed the impact of
mobility on men’s healthcare engagement [30].

Status-neutral HIV care, which involves providing pre-
vention and care services without regard to an individual’s
HIV status, can be particularly useful in drawing more
people into regular HIV testing by creating a holistic, “one-
stop shop” healthcare environment [31]. Such interventions
include community-based and integrated health services
that offer HIV testing with linkage to prevention and treat-
ment, alongside routine health checks. These interventions
focus on reaching those who may be more vulnerable to
HIV acquisition or face challenges using facility-based
health services [31]. However, it is not well-studied how to
develop status-neutral interventions for specific populations

who may most benefit, including low-income men who
have recently moved to a new city.

We aim to address this gap using results from a qualita-
tive study to explore the attitudes and behaviors of “mobile
men” (defined as men who have recently moved to Johan-
nesburg in the past five years) towards status-neutral HIV
services. In this manuscript, we present these qualitative
findings. In addition, these qualitative data have informed
the design of a Discrete Choice Experiment (DCE) to guide
the development of status-neutral strategies for men who
are mobile in South Africa.

Methods

We conducted in-depth interviews with mobile men cur-
rently living in Johannesburg as well as focus group discus-
sions with health care workers with experience providing
care for mobile men. To explore factors which influence
mobile men’s engagement in HIV services in Johannesburg,
we used open-ended questions about participants’ mobility
history, as well as their attitudes and behaviors toward HIV
testing, prevention and care.

Recruitment

Recruitment of mobile men occurred from March to April
2023 in Johannesburg. We selected community-based
recruitment sites frequented by low-income men who are
new to the city and/or frequently travel, such as taxi ranks,
hostels, informal settlements, businesses, sports grounds,
homeless centers, and construction sites. These sites were
in Soweto, Randburg, Midrand, Orange Farm, and the East
Rand neighborhoods surrounding Johannesburg. We used a
convenience sampling strategy, approaching groups of men
to ascertain their interest in the study. Two team members
contacted interested men to explain the consent process and
invite them to the interview.

For the focus groups with health care providers, a list
of potential eligible participants was obtained by consulting
Indlela’s Behavioural Hub (B-Hub) database. Indlela is a
collaboration between HE?RO, the University of Pennsyl-
vania, the University of Cape Town, and Boston Univer-
sity. The B-Hub database at the time of selection included
a cohort of 50 public sector health care providers and 500
healthcare clients and community members, who previously
agreed to participate in Indlela’s research, which focuses on
developing low-cost, scalable interventions to overcome
behavioral barriers to essential HIV services [32]. We con-
tacted B-Hub health providers telephonically (as agreed in
their B-Hub enrollment consent) to establish their interest
in taking part in this study and to confirm their eligibility.
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The data collector shared the study objective, verified iden-
tity and checked eligibility, and kept a record of all inter-
ested participants to contact to participate in a focus group
discussion.

Eligibility and Sampling

For individual interviews, we enrolled individuals who self-
identified as men, were > 18 years old, had moved to Johan-
nesburg within the past five years from another part of South
Africa or from another country (“mobile men”), were will-
ing to participate in a 45- to 60-minute interview, and were
able to provide informed consent. We purposively sampled
participants to ensure our sample included representation
of men who had spent differing amounts of time in Johan-
nesburg, cross-border and domestic migrants, and men who
reported living with HIV and not living with HIV.

For the focus group discussions, we enrolled health
care providers from HE’RO’s B-Hub database who regu-
larly provide HIV services at primary health clinics within
South Africa’s public health sector, were willing to provide
informed consent to participate and to have the focus group
recorded, and were comfortable consenting and talking in
English.

Study Design Conceptual Framework

We modeled our conceptual framework on the cyclical fig-
ure of HIV testing and linkage to care from Grimsrud et
al., 2023, which maps out potential pathways following an
HIV test using a status-neutral approach [31]. This status-
neutral framework transforms the traditional HIV care cas-
cade, in which individuals are assumed to follow a linear
path from HIV testing, and if positive, to treatment and then
viral suppression [33]. Instead, the status-neutral framework
acknowledges the reality of the often cyclical nature of
care engagement, whereby individuals’ needs may change
depending on HIV status, risk assessment, and other factors.

Data Collection and Preparation

Individual interviews were completed in person in the field
between April and May 2023 by two research assistants.
The interviews were conducted in a private community
space in a location that was convenient for the participant
in their locale (e.g., an unoccupied room in the participants’
workplace or in a private room in a co-working facility).
In-depth interview guides began with questions about the
participant’s experience adjusting to life in Johannesburg
and about their healthcare decision-making. After this sec-
tion, guides were divided into two sets of questions, one for
participants living with HIV (focusing on their experience
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of living with HIV and beliefs and practices regarding treat-
ment) and one for participants not living with HIV (focusing
on their beliefs and practices regarding HIV prevention.)
(See guide in Appendix A.) Interviews were conducted in
the participant’s preferred language (isiZulu, isiXhosa,
English, or seSotho) and lasted up to 60 min. Participants
were reimbursed for their time with a ZAR150 (~10 USD)
voucher that could be used in a range of supermarkets that
were convenient for those recruited. Audio recordings of the
interviews were simultaneously transcribed and translated
to English as needed by a different member of the study
team. Each transcript was assigned a unique identifier, and
no personal identifiers were included on any transcript to
ensure participant confidentiality.

Focus group discussions were conducted in person in
May 2023 by a research assistant in a private room in a loca-
tion that was convenient for the providers who were partici-
pating in the focus group. Discussion guides sought to elicit
providers’ perceived barriers to HIV treatment and preven-
tion for men who move to Johannesburg, and to gauge their
knowledge and attitudes toward these mobile populations
(See guide in Appendix B.) Focus groups were conducted
in English, lasted 60—90 min, and were audio recorded. Par-
ticipants were reimbursed for their time in the amount of
ZARI150 (~10 USD) with a shopping voucher. Recordings
were transcribed by a different member of the study team
and transcripts were assigned unique identifiers with no per-
sonal identifiers of any of the participants included in the
transcript.

Data Analysis

We used a hybrid inductive and deductive content analytic
approach, informed by grounded theory [34]. Three team
members (MFN, AMF, SF) developed an initial codebook
based on key concepts from the interview guide and study
protocol. A subset of transcripts were then open coded by
the coding team (MFN, AMF, SF, ED). As themes emerged,
the team discussed and modified the codebook. Inter-coder
reliability was measured using Cohen’s kappa [35]. Once
the pooled Cohen’s kappa reached 0.80, the coding team
applied the final codebook to the full set of transcripts using
Dedoose [36]. Each interview and focus group discussion
was independently reviewed by two coders. Coded excerpts
were exported to Microsoft Excel and reviewed to identify
the major themes from the data.

Ethical Approval
The ethics committees at the University of the Witwa-

tersrand (M220958) Mass General Brigham (Harvard Uni-
versity) (2022P001835), and Boston University (H-43522)
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approved the study and the protocol for the Indlela B-Hub
was approved through the University of Witwatersrand
(M211122). All participants provided written informed
consent.

Results

We recruited 29 men for individual interviews and 10 pro-
viders for two focus groups. The socio-demographic data
for the men are shown in Table 1 below. Most participants
were not living with HIV (=20, 69.0%), domestic migrants
(n=23, 82.1%), and reported living in Johannesburg for
three years or less (n=18, 62.1%). A breakdown of location
of origin by province for domestic migrants is not provided

Table 1 S.oc.io-demographic Characteristic Living with ~ Not living with HIV  All Partici-  Missing
characteristics, PrEP awareness HIV (N=9)  orunknown status  pants (N=29) (M%))
and use, condom use, and HIV (N=20)
treatment use for mobile men
A IQR 2 (24-32 22— 4 (22— 15(51.79
participants. Data shown in each ge (r'ndn, fQ _) . 32(2432) 33 (22-56) 34(22-56) 15(540 7%)
column are “number” unless Location .0 origin (3.4%)
otherwise given as a median and South Africa 7(77.8%) 16(80.0%) 23(79.3%)
range, specified by (mdn, IQR) Outside South 1(11.1%) 4(20.0%) 5(17.2%)
Africa
Zimbabwe 0(0%) 4(20.0%) 4(13.8%)
Botswana 1(11.1%) 0(0%) 1(3.4%)
Time in Johannesburg 0(0%)
<1 year in 0(0%) 4(20.0%) 4(13.8%)
Johannesburg
1-3 years in 2(22.2%) 12(60.0%) 14(48.3%)
Johannesburg
4-10 years in 7(77.8%) 4(20.0%) 11(37.9%)
Johannesburg
Reason for moving 0(0%)
Employment 6(66.7%) 17(85.0%) 23(79.3%)
Family or 1(11.1%) 1(5.0%) 2(6.9%)
education
>1 reason 2(22.2%) 1(5.0%) 3(10.3%)
Employment status 1(3.4%)
Employed 7(77.8%) 16(80.0%) 23(79.3%)
Unemployed or  1(11.1%) 5(25.0%) 6(20.7%)
student
Current intimate relationship 7(77.8%) 10(50.0%) 17(58.6%) 12(41.4%)
Currently cohabitating 5(55.6%) 9(45.0%) 14(48.3%) 15(51.7%)
Sexual orientation 2(6.9%)
Heterosexual 8(88.9%) 18(90.0%) 26(89.7%)
Homosexual 0(0%) 1(5.0%) 1(3.4%)
Residence type 1(3.4%)
House 3(33.3%) 6(30.0%) 9(31.0%)
Apartment 0(0%) 9(45.0%) 9(31.0%)
Backroom or 5(55.6%) 3(15.0%) 8(27.6%)
shack
PrEP awareness and use 9(31.0%)
Aware N/A 20(100%) N/A
Ever used PrEP  N/A 1(5.0%) N/A
Know other men N/A 9(45.0%) N/A
who have used
PrEP
Condom use 3(33.3%) 14(70.0%) N/A 12(41.4%)
Treatment use 20(69.0%)
Current use of 6(66.7%) N/A N/A
ART
Ever used ART  8(88.9%) N/A N/A
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Moving to Johannesburg

* Adjusting to life in Johannesburg

* Finding employment
» Lack of resources

Stage 1: Awareness and Stage 2: The Stage 3: The experience Stage 4: Uptake of HIV Stage 5: Adherence to
knowledge of HIV and decision to access of receiving care prevention or treatment PrEP or ART
health services HIV care * Welcoming environment « Challenges coping « Mobility
« Media coverage about HIV « Privacy (or lack of a welcoming » Masculine norms « Differentiated service
+ PrEP knowledge (or lack + Physical symptoms environment) + Male peer support delivery
of PrEP knowledge) « Risk assessment + Convenience « Mistrust between partners * Alcohol use
+ Traditional medicine » Migrant-related stigma
» Language barriers ﬁ
o+ viralload @) £

L

Fig. 1 HIV status-neutral care cascade, modified from Grimsrud et al

in Table 1 to avoid presenting possibly identifying informa-
tion. Focus group participants included health care provid-
ers working in HIV testing services and treatment who had
experience working with mobile men as patients. The first
focus group included five clinic nurses. The second focus
group included three administrative clerks, one cleaner, one
pharmacy assistant, one HIV testing services worker, and
one clinic nurse.

Our data showed that moving to Johannesburg played a
significant role in shaping men’s lives and informing their
healthcare decisions. In addition, our data highlighted five
key stages of engagement in care, building upon the previ-
ously mentioned Grimsrud framework by adding two stages
prior to the experience of receiving care, as shown in Fig. 1.
These five stages are: (1) awareness and knowledge of HIV
and health services; (2) the decision to access HIV care; (3)
the experience of receiving care; (4) uptake of HIV preven-
tion or treatment; and (5) adherence to PrEP or ART.

Moving to Johannesburg

Our data revealed how the experience of moving to Johan-
nesburg informs men’s priorities and daily experiences.
Men described the excitement and anxiety they felt when
they first moved to Johannesburg, where “life is fast” and
different from the more rural locations from which some
had come (“I’'m alone and it was nerve-racking but also
exciting at the same time because it’s a new place, it’s a
new environment”). Language barriers, lack of social sup-
port, and stigma toward some cross-border migrants made it
challenging for some men to adjust to life in Johannesburg.
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Table 2 Representative quotations about how the experience of mov-
ing to Johannesburg informs Men’s daily lives

Factor Examples

Adjusting to “...when you get here you speak Pedi. Most of

Johannesburg the people they speak Zulu especially at the taxis
when you want to go somewhere it is difficult....
It was difficult and with making friends it is not
something that is easy.” (Man from Limpopo)

Finding “Most of the time I spend my time looking for

employment a job again. So, I will go to the internet café

sometimes or come to the mall.” (Man from
Free State)

Lack of resources “If I had money, I wouldn’t have to go queue
from 5 o’clock in the morning until 10 or 11
o’clock in the afternoon to get medical attention
or to get some help. If I had money I’d simply
just go to my doctor, wait maybe 2 or 5 minutes,
get a consultation, get my prescription.” (Man
from Limpopo)

Additionally, difficulties finding employment and the high
cost of living, including for food and medical care, were
major stressors shaping participants’ daily lives, priorities,
and healthcare decisions. Healthcare providers also cited
mobility-related factors as major deterrents to sustained
engagement in care for men. For example, short-term work
contracts and rental housing meant that men might need to
travel frequently and thus not be able to consistently got to
the same health facility. Representative quotes are presented
in Table 2.
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Stage 1: Awareness and Knowledge of HIV and
Health Services

Nearly all men agreed that media coverage about HIV has
decreased since the height of the epidemic. As one partici-
pant put it, “AIDS is slowly fading away but unfortunately
the disease itself is still here...it’s rare to see those kind of
TV shows now [about HIV].” They described a need for
more public HIV educational campaigns, including infor-
mation targeted to men specifically. Social media platforms
(e.g., TikTok, YouTube and Facebook) were highlighted as
especially “powerful tools” for HIV awareness and educa-
tion. Casual conversations in which men in Johannesburg
talk about HIV also emerged as an important source of
information, including about PrEP. Nonetheless, doubts
about PrEP among men were common, including a belief
that nothing “can prevent HIV [other] than a condom.”
Providers expressed concern that misinformation spread
through TV and social media has contributed to the gen-
eral public becoming “ignorant” about HIV. Providers also
perceived that cross-border migrants did not have the same
level of HIV knowledge as South Africans. Many men pre-
ferred HIV education “from doctors who have studied HIV,”
while a few men and providers described men’s preference
for traditional doctors. Representative quotes from men are
presented in Table 3.

Stage 2: The Decision to Access HIV Care

Men emphasized that privacy is a top priority when consid-
ering whether and where to access care. Some voiced fears
that “the nurse talks about you in front of people” and about
ongoing HIV stigma within the community. On the other
hand, some men who were originally from rural areas felt
more comfortable utilizing HIV services in Johannesburg
than in their rural home of origin, where social inter-con-
nectedness made privacy more difficult and HIV stigma was
felt to be greater. Worsening physical symptoms prompted
most participants to seek health care and obtain HIV testing,
even if they were “forced to test” by a doctor who needed
to know their HIV status to prescribe another medication.
Providers explained that very few men come to the clinic
to check on their health; rather “they come when they are
sick.” However, self-assessment of HIV risk also motivated
testing for some men. For example, men described height-
ened HIV risk when traveling and engaging with new sexual
partners. Table 4 presents representative quotations from
men about their decisions to access HIV care.

Table 3 Representative quotations about the need for increased aware-
ness and knowledge of HIV and services in their communities
Factor

Examples

Media cover-  “They must make an awareness campaign....

age about Make males to be aware that there are types of

HIV, targeted  disease like this and that, that you can catch up

toward men with and we can help you in this way.” (Man from
Limpopo)

PrEP knowl-  “You can ask around and you will find that people

edge, or lack  are still shocked....I didn’t know [about PrEP]

of until I was where it was [in Johannesburg] and then
I became exposed to it.” (Man from Mpumalanga)

Traditional

medicine

“Most of them, especially the men, they believe
in African medicines and they believe that they
are strong so they won’t get sick easily, so consult
traditional doctors and drink traditional medicine,
then everything will be fine.” (Nurse)

Table 4 Representative quotations about factors influencing Men’s
decisions to access HIV care

Factor Examples

“With some clinics...there is a room where
you state your problem. It’s where people
pass. It’s not easy for a male to talk about
his problem when somebody is passing. If
the room was secure a bit more, it would be
easier for me to voice out their problems.”
(Man from Limpopo)

“For me to go and test, I would like to see
my symptoms first.” (Man from Bulawayo,
Zimbabwe)

“You cheat with somebody....You get scared
a little and go get tested so that you don’t
infect another person.” (Man from Limpopo)

Privacy

Physical symptoms

Risk self-assessment

Stage 3: The Experience of Receiving Care

Men consistently cited staff friendliness and concerns about
stigma toward men as major factors in evaluating the quality
of their healthcare experience and the likelihood of return-
ing. Moreover, both men and providers described how men
do not want to spend time queueing at health facilities due
to the need to work (“at work it is no work, no pay”). For
these reasons, most participants preferred private facilities
(e.g., pharmacies or private doctors), despite their higher
costs. In contrast, public clinics were often characterized as
having rude staff and long wait times. Language was also
an important factor for men’s healthcare experience. Pro-
viders described how “we cannot get to a serious conversa-
tion because of the language,” and they worried that using
an interpreter could compromise migrants’ confidentiality.
Men’s use of their own language could also confer risks of
stigma. One provider described how nurses will hear peo-
ple from another province in South Africa and say to them,
“Why are you speaking Zulu here? This is not your home,
go back home to get help back home.” Additional quota-
tions are presented in Table 5.
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Table 5 Representative quotations about the experience of receiving
HIV care and its impact on their decision to do so

Table 6 Representative quotations from men about factors influencing
the use of HIV treatment and prevention methods

Factor Examples

Factor Examples

Preference for private facilities
Friendly environ-
ment, or lack of

“Government facilities are not the greatest
facilities. ..nurses can be a bit rude towards
patients.... I prefer to go to private coz I don’t
really wanna get ill-treated by other people.”
(Man from Western Cape)

Convenience “The reason why I prefer pharmacies most of
the times is because...they help you in time,
you see.... At clinics, at hospitals, you always
find queues.” (Man from Bulawayo, Zimbabwe)
Migrant-related
stigma

“There is a stigma of foreigners who are crowd-
ing the system at the public health. So now you
need to compete for scarce medical resources
with the locals...if you are a foreigner the
reception is a little bit unfriendly. That is why
you find most foreign people if they can afford
it they avoid the public healthcare.” (Man from
Bulawayo, Zimbabwe)

Language barriers “It is a challenge...They don’t understand.”
(Nurse)

Stage 4: Uptake of HIV Treatment or Prevention

For men living with HIV, difficulty coping with a new HIV
positive status was common and hindered ART initiation.
Providers felt that men need time to process the diagnosis
and are often not prepared to start treatment immediately.
They noted that some of these men would repeatedly test
despite having received a positive result previously, which
could delay their ART uptake. However, providers noted
that repeat positive testing also offers more opportunities for
men to connect with care and join a support group. In addi-
tion, masculine norms informed ART uptake. Many partici-
pants described not wanting to take a daily pill because pills
are for women. However, some felt that traditionally mascu-
line responsibilities, such as providing for their families and
children, motivated treatment uptake.

For men testing negative, the decision to start PrEP was
influenced in part by concerns around it causing mistrust in
intimate relationships. There were additional concerns about
the need for a daily pill, possible side effects, and access
due to cost, stockouts, or long queues. Limited knowledge
about PrEP also deterred uptake, including doubt about
its efficacy, mistrust of the medical system, and perceived
stigma toward its users. Health care providers described that
some male patients “believe that PrEP is just an experiment
done on them.” PrEP was sometimes conflated with PEP
(“you drink it before you sleep with that person or after”)
or perceived as something only for sexual assault survivors
to use (“that’s what’s going around in the township...this
one is on PrEP because they were raped...so there is judg-
ment against PrEP”). Providers felt that younger people are
more likely than older individuals to take PrEP, which they
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Participants living with HIV
Challenges
coping

“They asked me: do you know your status or don’t
you know it? I lied and I said I don’t know it. They
offered me this group that they offer people who are
HIV+....I'm a guy, I'm still young, everything is still
in denial. They offered me ARVs, I went to that group
once.... [ didn’t talk ‘cause I was still ashamed about
what was happening with me, I was confused. It’s not
easy to speak to someone.” (Man from Free State)
“For me to take the treatment is for the child that I
have. If I don’t take the treatment, who is she going
to remain with?” (Man from North West Province)

Participants not living with HIV

Masculine
norms

Mistrust “[PrEP] would not make [your partner] happy. First

between thing, they will think you are cheating or you are

partners positive.” (Man from Free State)

PrEP “Sometimes a pill doesn’t go well in your body. After

concerns taking it sometimes you vomit — you find that it’s not
ok.... but I don’t know about this PrEP that if you
take it, how your body will handle it.” (Man from
Free State)

Male peer  “My friends, they are not judgmental... we always

support advise each other... at the end of the day, all of us

want to be protected. We all want to be healthy.”
(Man from Bulawayo, Zimbabwe)

credit to school campaigns about HIV prevention methods.
For both ART and PrEP, conversations with male friends
helped some men to start the pill. Representative quotations
regarding uptake of HIV treatment and prevention methods
are presented in Table 6.

Stage 5: Adherence To PrEP or ART

Mobility was felt to be a barrier to sustained engagement in
care, as re-engagement could be difficult for men who find
it hard to transfer to a new clinic or get a refill on PrEP or
ART. As one participant noted, “moving around, it’s a big
issue because [...] when you go to another province you
have to go to a local clinic and start all over again because
they won’t have any record of your medication and stuff so
it’s gonna [make] matters worse when you are a foreigner,
you’re gonna need papers and all that stuff.” Services out-
side of traditional clinic settings could improve convenience,
reduce stigma, and facilitate adherence, such as with pop-up
clinics outside of soccer stadiums (“men are much more in
a relaxed environment”), taxi ranks, pubs, or even public
restrooms. Remembering to take a daily pill was a challenge
for PrEP and ART adherence, especially with social alcohol
use. Yet alcohol was also described as a facilitator to hav-
ing open conversations with friends about HIV (“normally
[they talk about PrEP] when they’re drunk...when they’re
sober...they wouldn’t even talk about such things”), which
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could encourage uptake and adherence. Quotations regard-
ing adherence to PrEP or ART are included in Table 7.

Discussion

This study has several important findings which add to the
existing body of literature on men’s engagement in HIV
care in South Africa. First, our results emphasize that inter-
ventions that seek to facilitate men’s engagement and re-
engagement in HIV prevention and treatment must address
not only individual-level health behaviors but must also
consider the impact of mobility for many low-income men
who migrate. For these men, socio-economic stressors, such
as finding housing, food insecurity, legal needs, lack of
local language skills, and the need for jobs, rise to the top
of their concerns [37-39]. Prioritizing healthcare, especially
for prevention, is a luxury many cannot afford [21, 40-42].
Interventions which have addressed such concerns (e.g.,
poverty alleviation, workplace programs) have found suc-
cess in reaching populations historically missed by health
services [43—46]. To our knowledge, such interventions are
still limited for mobile populations in sub-Saharan Africa,
let alone in South Africa. Moreover, lack of political sup-
port and ongoing stigma toward cross-border migrants pose
challenges to implementation [46, 47]. Nonethess, as South
Africa continues to work toward eliminating HIV, our data
highlight that addressing men’s socio-economic needs is not
only a moral but also a practical imperative for reaching
those who are still missing from HIV services.

Second, our data illuminate how the intersecting forces
of moving to Johannesburg, masculinity, and ongoing
mobility affect men throughout different stages of HIV pre-
vention and care. Factors related to adjusting to a new life
in Johannesburg, such as prioritizing employment, seem to
have a greater impact in our model’s first two stages of care
in which men must find the time to learn about existing ser-
vices in a new city (Stage 1) and make the decision to access
care admist competing demands (Stage 2). At the same time,
research has also shown that the experience of moving to a
new city may lessen the effect of social norms that might be
experienced in more rural communities, where there may
be greater HIV stigma [48], thus helping some men to feel
freer to choose to access HIV services in Johannesburg.
Masculinity emerged as a more prominent factor in men’s
experience of receiving services (Stage 3) (for example,
in regard to concerns around stigma toward men in clin-
ics) and their decision to start treatment or PrEP (Stage 4)
(such as the perception that pills are for women). Mobility
for work opportunities or other reasons may be especially
important as a barrier to initiation of (Stage 4) and adher-
ence to treatment or PrEP (Stage 5). Teasing apart how these

Table 7 Representative quotations from men outlining factors affect-
ing adherence to PrEP or ART

Factor
Mobility

Examples

“They came because of work. They came
here renting, then in few a months’ time they
get another contract somewhere and they are
gone.” (HIV testing services provider)
Community HIV
services

... make it easy to get. You see just like these
condoms that we find in public toilets. Then I
don’t have to make an appointment...if [ have
to go now and queue for it then it’s something
else because now everyone must know. So I
would rather if it’s available in public places.”
(Man from Bulawayo, Zimbabwe)

“Men forget [to take their pills] when they are
drinking and naturally men are careless and
they forget, they don’t have follow-up.” (Man
from Western Cape)

Alcohol use

forces affect different stages of HIV care engagement helps
ensure that interventions are effectively delivered when and
where they will be most useful. For example, for men who
are lost to care due to frequent travel or relocation, inter-
ventions to re-engage these men may benefit not only from
masculine-aware strategies within the clinical setting, such
as male peer support [49], but also mobility-aware strategies
to facilitate easier medication uptake and adherence, such as
easier transfer of medical records between clinical sites or
providing medication at convenient pick-up points through-
out the city. Our data also show that men coming from rural
areas may have particularly low awareness about PrEP and
lack information about where to seek services. An example
of a mobility-aware strategy may be to consider positioning
HIV awareness campaigns, such as a Gates Foundation and
Ogilvy South Africa project focused on new PrEP products
[50], in public areas with high traffic of mobile populations
(e.g., worksites, taxi ranks, and informal settlements) and in
multiple languages. In addition, social media has been used
as an effective health promotion tool in South Africa [51]
and in other contexts [52] and has the benefit of removing
geographical barriers for mobile populations. However, its
use must also be sensitive to issues such as digital access,
data costs, language, varying levels of health literacy, and
the potential spread of misinformation [51].

Third, our data found a strong preference for private over
public healthcare among men. A study among migrants’
health utilization patterns in South Africa also found a pref-
erence for private services among domestic migrants [53].
Our study adds to this literature by offering possible expla-
nations for this preference, despite the higher costs associ-
ated with private healthcare. Our findings suggest that men
may be willing to trade financial resources to access the
perceived benefits of private services (e.g., confidentiality,
convenience, friendliness) and/or avoid the perceived pit-
falls at public clinics (e.g., stigma, long wait times, stock
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outs.) For cross-border migrants without legal status, the
need to show documentation may be an additional barrier at
public facilities and favour the use of private services. Our
data also indicated a preference for community retail phar-
macies, which seem to be attractive to men, perhaps even
more so than traditional clinical settings [54]. However, to
our knowledge, no pharmacy-based HIV services programs
have been specifically designed for mobile populations. The
feasibility and cost effectiveness of scaling up HIV preven-
tion and treatment at private facilities for mobile popula-
tions should be further explored, as out-of-pocket costs
associated with these private healthcare may be a deterrent
to access despite this preference.

Lastly, our study also has implications for the future of
longer dispensing intervals and long-acting HIV treatment
and prevention options [55, 56]. Long-acting formulations
have been found to be favored among men [57], and they
are promising for those who are more mobile, potentially
reducing the need for more regular medication refills. None-
theless, our data highlight the potential for implementation
challenges for mobile men who may still need to access
refills at different locations, albeit less frequently, or for
men newly arrived in Johannesburg for whom long-acting
options may be unfamiliar.

Our study has some limitations. First, only about a third
of participants were men living with HIV or men who were
cross-border migrants, which may have limited our analyses
of these populations, although we did reach thematic satu-
ration within each of these groups. Further, we determined
HIV status through self-report, so it is possible that a partici-
pant’s status could have been misrepresented if men living
with HIV reported that they were negative or if they were
unaware of their positive status. Lastly, our target popula-
tion is heterogenous. We recruited from community sites
across Johannesburg, and our findings may not apply to all
mobile men in South Africa. While a greater proportion of
men reported being HIV negative, very few had actual expe-
rience using PrEP, so their feedback was hypothetical and
we were unable to draw conclusions about practical facilita-
tors of PrEP uptake.

Conclusions

For mobile men, being new to Johannesburg and ongoing
mobility shape their everyday lives, thus impacting their
healthcare priorities, decisions, and experiences. Incorporat-
ing mobility-aware strategies, alongside masculine-aware
strategies, is essential for creating more inclusive and effec-
tive HIV programs for men. These strategies may include
addressing socio-economic stressors such as food, housing
and work needs, facilitating transferability among health

@ Springer

services sites, increasing the number of convenient medi-
cation pick-up points, making HIV awareness campaigns
accessible to these populations, and scaling up affordable
private services. In parallel with these efforts, we must con-
tinue to generate the political and social will to include the
needs of low-income, mobile populations in health services,
thus strengthening health systems and improving health out-
comes for all [3].
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