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HIV testing among sub-Saharan African migrants in the Netherlands:  
a comprehensive analysis of barriers and facilitators
Oladipupo Shobowale a, Kai J. Jonas a and Sarah E. Stutterheim b

aDepartment of Work and Social Psychology, Maastricht University, Maastricht, the Netherlands; bDepartment of Health Promotion 
and Care and Public Health Research Institute, Maastricht University, Maastricht, the Netherlands

ABSTRACT  
In the Netherlands, sub-Saharan African migrants (SSAM) are disproportionately affected by 
HIV, and late HIV diagnoses remain a significant challenge. Using a socioecological 
framework, we explored barriers and facilitators to HIV testing from the perspectives of a 
diverse group of 32 SSAM and 13 key informants (KI) through semi-structured interviews. 
Interview data were analyzed using inductive thematic analysis. Identified barriers to HIV 
testing included risk perception, limited availability of HIV-related information and 
awareness of testing possibilities and opportunities, loss of social capital concerns, HIV 
testing-related stigma, intersectional stigmas, cultural norms, and difficulties in accessing 
HIV testing services at the primary care level. Our analysis revealed the prominent 
overarching influence of HIV stigma operating both directly and indirectly across 
socioecological levels. Identified gaps in community collaboration, mobilization, and 
ownership regarding testing interventions acted as barriers but, conversely, also as 
facilitators to HIV testing when implemented in practice. SSAM and KI perspectives 
aligned, except for views regarding the availability of HIV-related information. Our findings 
indicate a critical need for integrated, multi-level, community-driven interventions, 
including healthcare strategies and policies that foster increased testing uptake among SSAM.
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Introduction

Sub-Saharan African migrants (SSAM) in Europe are disproportionately affected by the HIV epidemic (Euro
pean Centre for Disease Prevention and Control/WHO Regional Office for Europe, 2023; WHO Regional 
Office for Europe, European Centre for Disease Prevention and Control., 2024). In the Netherlands, similar 
to other Western European countries, SSAM account for the highest prevalence of HIV among heterosexual 
individuals, ranking second to men who have sex with men (MSM), who have the most significant contri
bution to HIV prevalence and new HIV diagnoses (Op de Coul et al., 2015; van Sighem et al., 2023; van 
Sighem et al., 2024). At the end of 2023, SSAM accounted for 13% of all people with HIV in care (van Sighem 
et al., 2024), while representing less than 2% of the total population in the Netherlands (Centraal Bureau voor 
de Statistiek (CBS), 2022). SSAM face a risk for HIV infection before, during, and after migration (Alvarez-del 
Arco et al., 2017; Desgrées-du-Loû et al., 2015; Nöstlinger et al., 2022; Rice et al., 2012a). Thus, this population 
shows a substantial need for HIV testing and prevention interventions (Shobowale et al., 2024).

In the Netherlands, at the end of 2023, 94% of people living with HIV were aware of their HIV status (van 
Sighem et al., 2024). Despite this achievement, a large proportion of SSAM with HIV are diagnosed at late 
stages of HIV infection (Op de Coul et al., 2016; van Sighem et al., 2023; van Sighem et al., 2024), and are 
more likely to be diagnosed at secondary and tertiary healthcare levels (e.g., hospital/specialist care) (Op de 
Coul et al., 2016; van Sighem et al., 2019). This suggests that there may be gaps in the provision and uptake 
of relevant HIV testing services for SSAM, including missed opportunities for early diagnosis at the primary 
care level, such as through general practitioners (GP) and sexual health clinics (SHC), which are the main 
providers of testing services in the Netherlands. Therefore, there is a need for a better understanding of the 
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barriers and facilitators SSAM experience in accessing HIV testing in the Netherlands. Furthermore, to gain 
a comprehensive understanding, it is vital to investigate these barriers and facilitators from multiple per
spectives, including SSAM and key informant (KI) perspectives. In this study, we set out to explore the fac
tors influencing HIV testing among SSAM in the Netherlands.

Previous qualitative studies conducted among SSAM in other European countries (Adedimeji et al., 2015; 
Burns et al., 2007; Evans et al., 2016; Lindkvist et al., 2015; Manirankunda et al., 2009; Manirankunda et al., 
2012; Navaza et al., 2012; Thomas et al., 2010) have reported testing barriers such as low-risk perception, low 
HIV knowledge, cost of testing, general financial difficulties, stigma, cultural differences, location and organ
ization of services, discrimination in healthcare settings, and language difficulties. Furthermore, systematic 
reviews examining the factors influencing HIV testing among general populations in Europe (Deblonde et 
al., 2010) and globally (Leblanc et al., 2016), including among migrant populations in Europe (Owusu et 
al., 2023) and high-income countries (Alvarez-del Arco et al., 2013; Blondell et al., 2015), have also synthesized 
identified barriers and facilitators along socioecological levels (individual, interpersonal, social/community, 
healthcare provider, and structural levels). Nonetheless, there has been limited evidence on how these factors 
(barriers and facilitators) interact across the different levels to influence HIV testing. Although these reviews 
provide valuable insights into the barriers and facilitators to HIV testing, which, in many cases, may be similar 
across contexts, there is a need for studies exploring the specific barriers and facilitators unique to the Dutch 
context, taking into account the Dutch healthcare system (testing policies, service provision modalities, and 
health financing models), as well as other broader systemic characteristics and migration dynamics. SSAM 
demographics vary across European countries. For example, national statistics indicate that more than half 
of first- and second-generation SSAM in the Netherlands possess higher educational attainment (Centraal 
Bureau voor de Statistiek (CBS), 2023a, 2025), with approximately 49% in paid employment (Centraal Bureau 
voor de Statistiek (CBS), 2023b). Furthermore, recent disaggregated migrant data (Eurostat, 2024) show that 
non-EU citizens in the Netherlands experience comparatively lower levels of socioeconomic exclusion than 
their counterparts in other European countries, such as France and Spain.

With most of the available research in the Netherlands being of quantitative nature and focusing on people 
with HIV (Bil et al., 2019; Op de Coul et al., 2016; Schouten et al., 2013; van Bilsen et al., 2022), there is limited 
qualitative research specifically addressing SSAM and KI perspectives on the barriers and facilitators to HIV 
testing among SSAM. Prior qualitative studies investigating the reasons for late HIV diagnosis among people 
with HIV in the Netherlands (Bedert et al., 2021; Van Opstal et al., 2018) identified underlying factors such as 
low-risk perception, fear of HIV consequences, problematic client-provider communication, and the lack of 
recognition of HIV symptoms by healthcare providers. However, the incorporation of KI perspectives is 
absent in these studies. Perspectives from KI, including healthcare providers, migrant community leaders 
or representatives, policy officers, and researchers, are vital as they can provide additional practice-informed, 
cultural, social, systemic, and structural insights, thereby enriching our understanding of the underlying fac
tors for late testing (Marshall, 1996). To our knowledge, this is the first study explicitly focusing on SSAM to 
explore the factors influencing HIV testing from multiple perspectives within the Dutch context.

This study aims to improve our understanding of the factors influencing HIV testing by exploring both 
SSAM and KI perspectives using a socioecological framework. The socioecological approach posits that 
individual (health) behaviors occur within the broader context of a complex interplay among individual, 
interpersonal, community, societal, and organizational factors (Bronfenbrenner, 1977). Given the complex 
nature of health behaviors, such as HIV testing, and the vast array of determinants, we deem it appropriate 
to explore the factors influencing HIV testing across different socioecological levels. By integrating SSAM 
and KI perspectives and utilizing the socioecological framework to showcase various experiences and per
spectives, we strive to generate an in-depth and nuanced insight into the multi-layered barriers and facil
itators to HIV testing among SSAM in the Netherlands.

Methods

Study design and context

Our study was conducted within the Dutch context, given that in the Netherlands, late HIV diagnoses have 
remained high among SSAM over the last two decades (Op de Coul et al., 2016; van Sighem et al., 2023). 

AIDS CARE 1415



This study is part of a research project focusing on HIV testing and linkage to care among SSAM in the 
Netherlands that was approved by the Ethics Review Committee at Maastricht University Faculty of Psy
chology and Neuroscience (reference number: OZL_188-10_02_2018_S70). We adhered to the Consoli
dated Criteria for Reporting Qualitative Research (COREQ) guidelines (Tong et al., 2007) for this 
research, including the reporting of study findings (Appendix 1).

Sampling and recruitment

In total, 32 SSAM and 13 KI were recruited. SSAM were recruited purposively through social media plat
forms and community-based organizations with access to SSAM individuals and groups, and through 
snowball sampling. In recruiting, we sought to establish a diverse sample in terms of gender, sexual orien
tation, immigration/residence status, and HIV status, which, at times, intersected. Eligibility criteria for 
SSAM included having SSA origin or having at least a parent originating from SSA (second-generation 
migrant), being 18 years or older, and having a current residency of more than six months in the Nether
lands. Our consideration and inclusion of second-generation SSAM is grounded on the biosocial inheri
tance framework and the idea that social processes influencing health disparities can be transmitted 
across generations (Hoke & McDade, 2014). KI were recruited purposively through existing professional 
networks and collaborations. Eligibility criteria for KI included having substantial work experience in an 
HIV and migration context and familiarity or close contact with SSAM as a community member, leader, 
representative, and healthcare provider.

Participants who signified interest were sent detailed background information about the study’s purpose 
and procedure, as well as their rights to withdraw participation and measures for ensuring confidentiality, 
before the interviews and contacted via email or phone to schedule interviews. Seven SSAM recruited declined 
participation (three due to lack of interest in participating in HIV research, three cited time constraints, and 
one did not provide a reason), and four did not attend scheduled interviews. Three potential KI invited for the 
study did not respond to the invitation. Recruitment was discontinued once data saturation was reached.

Participant characteristics

Five diverse subgroups of cisgender SSAM (i.e., heterosexual male and female, MSM, undocumented indi
viduals, and people with HIV), which, at times, intersected, participated in the study (Table 1). Overall, par
ticipants were mostly men (65.6%) between the ages of 25 and 49 years, first-generation migrants, and 
residing in the Netherlands for less than five years. Two-thirds had a university education or were studying 
at Dutch universities. Fifteen had never tested for HIV, eleven had previously tested, and six were persons 
with HIV. Ten participants were previously in the asylum system, of which five were granted approval to 
stay in the Netherlands, four applications were rejected (now undocumented), and one was still in pro
cedure. Participants came from twelve African countries. KI participants in the study came from diverse 
professional backgrounds (see Table 1 for a full description); most were cis-male (61.5%), and 5 were 
cis-female (38.5%). Ages ranged from 34 to 54 years, with a mean age of 40.7 years (SD = 6.8). All KI 
had bachelor’s degrees or advanced (postgraduate) degrees. Years of professional experience in the Nether
lands ranged from 2 to 25 years (M = 11.2; SD = 8.4).

Data collection

Data were collected through semi-structured interviews between February 2021 and May 2023. Due to 
COVID-19 restrictions, most interviews were conducted via Zoom or telephone. Only one interview was 
conducted face-to-face at a location chosen by a KI after COVID-19 restrictions were lifted. All interviews 
were conducted in English and digitally recorded. Interviews with SSAM ranged from 40 to 87 min (M =  
63.2 mins; SD = 13.1), and KI interviews ranged from 37 to 141 min (M = 71.3 mins; SD = 28.2). The lead 
author or community interviewer conducted the interviews. The lead author (OS) is a cis-male, heterosexual 
physician with HIV program experience and a PhD candidate of Nigerian nationality. The community 
interviewer is a cis-female, heterosexual woman with Ghanaian nationality and extensive experience in con
ducting interviews with SSAM in the Netherlands. Participants provided informed consent and completed a 
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Table 1. Participant characteristics.
SSAM (n = 32) KI (n = 13)

Age
<25 12 0
25–49 18 10
50+ 2 3
Migrant Generation Status
First-Generation 30 Not assessed
Second-Generation 2 Not assessed
Gender identity
Cis-male 21 8
Cis-female 11 5
Educational background
Below high school 2 0
High school 7 0
University 20 13
Not disclosed 3 0
Sexual orientation
Heterosexual 17 Not assessed
Gay/Homosexual 10 Not assessed
Bisexual/Lesbian/Queer 5 Not assessed
Religion
Christian 21 Not assessed
Muslim 3 Not assessed
Other (Atheist/Indigenous/Spiritual) 5 Not assessed
Not Disclosed 4 Not assessed
Residence status
Documented 23 Not assessed
Undocumented 8 Not assessed
Asylum seeker 1 Not assessed
Countries of origin
Botswana 1 0
Cameroon 4 0
Gambia 1 0
Ghana 8 2
Kenya 6 0
Nigeria 3 2
Sierra Leone 2 0
South Africa 2 0
Tanzania 1 0
Togo 1 0
Uganda 2 0
Zimbabwe 1 0
Arubaa 0 1
Netherlandsa 0 8
Years of residence in the Netherlands
<5years 21 Not assessed
5–10 years 7 Not assessed
>10 years 4 Not assessed
Region of residence
North Holland 11 6
South Holland 8 4
Utrecht 1 1
Groningen 2 0
North Brabant 2 1
Limburg 5 0
Gelderland 2 1
Not disclosed 1 0
HIV testing history
Tested 17 Not assessed
Never tested 15 Not assessed
HIV status
HIV negative 11 Not assessed
HIV positive 6 Not assessed
Status unknown 15 Not assessed
Time since HIV diagnosis
<10 years 3 Not assessed
>10 years 3 Not assessed
Profession/Affiliation
GP (General Practitioner) na 2
HIV Specialist (Doctor/Nurse) na 2
Sexual Health Physician na 1
Researcher na 1

(Continued ) 
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short sociodemographic questionnaire before the interviews. Furthermore, participants were also allowed to 
ask questions about the study and participation at any point before and during interviews. Participants 
received a € 30 gift voucher as reimbursement for the time taken to participate in the study.

Interviews were conducted using interview guides developed based on the socioecological framework in 
collaboration with the research team (OS, KJJ, and SES). Interview guides (Appendix 2) were pretested at 
Maastricht University’s interfaculty HIV lab and adjusted after receiving feedback. Interview guides covered 
the following topics: (1) migration experiences, (2) access to healthcare in the Netherlands, (3) perceptions 
relating to HIV knowledge and views on HIV within SSAM communities (in the Netherlands), (4) aware
ness of HIV testing options and experience with HIV testing in the Netherlands, (5) barriers and facilitators 
to HIV testing on each socio-ecological level, (6) HIV self-testing, (7) barriers and facilitators to linkage to 
HIV care on each socio-ecological level and, (8) suggestions on increasing testing uptake and improving 
testing services and linkage to care for SSAM. KI interviews focused on research questions 5, 6, 7, and 8. 
In this paper, we restrict our report only to findings on HIV testing.

Data processing and analysis

Digitally recorded interviews were transcribed verbatim by three research assistants (one bachelor- and two 
master-level students) and through professional transcription services. Transcripts were reviewed 
thoroughly while listening to interview recordings and verified by OS. OS ensured that all personal infor
mation was redacted from transcripts. Atlas Ti 23.1.2 was used for data processing and analysis. The first 
transcript was coded and discussed by OS and SES. OS did the subsequent coding of study data in parallel 
with conducting interviews. All discrepancies in coding and analysis were iteratively addressed and resolved 
through consensus with co-authors (KJJ and SES). Inductive thematic analysis was performed to identify, 
analyze, and outline patterns of themes in our study data. We adhered to all the six stages of thematic ana
lyses outlined by Braun and Clarke (Braun & Clarke, 2006). First, we thoroughly reviewed the study data 
through repetitive reading of transcripts and creating notes of initial ideas. Second, we generated initial 
codes for potential themes across the study data. Third, generated codes were reviewed and clustered 
into identifiable patterns under potential themes. Fourth, we reviewed the initial themes and developed 
an analytic thematic map. Fifth, we defined and named themes by re-evaluating the meaning of themes 
and categories. SSAM and KI data were coded and analyzed independently and compared to identify 
areas of thematic convergence (similarities) and divergence (differences). Examples of our theme develop
ment and analytic approach can be seen in Appendix 3. Last, we drafted an analysis report for this paper. 
Pseudonyms were used to present quotes to protect participants’ identities, and in specific instances, 
selected quotes were reviewed and slightly adjusted grammatically to enhance reading and coherence.

Results

In this section, we describe the underlying barriers and facilitators to HIV testing and interactions under the 
socioecological framework (Figure 1), using illustrative quotes to expound on key concepts. Table 2 con
tains corresponding quotes to themes (and subthemes).

Barriers and facilitators of HIV testing

Risk perception: re-adapting to HIV/STI narratives in the Dutch context
At the individual level, risk perception emerged as a prominent barrier to HIV testing, and this was 
influenced by societal, community, and interpersonal level factors. First, many participants perceived a 

Table 1. Continued.
SSAM (n = 32) KI (n = 13)

Policy/Program Officer na 1
Testing service provider (Sexual Health Nurse/Outreach Manager) na 3
Community representative/Opinion leader na 3
Professional experience in the field of HIV
<5 years na 3
>5 years na 10
aKI country of origin; na: not applicable
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lesser likelihood of acquiring HIV due to the low prevalence of HIV in the Netherlands (quote 1). A funda
mental assumption among some SSAM participants was the belief that the perceived low risk of HIV within 
the SSAM community in the Netherlands still acted as a barrier to testing, despite the presence of indicators 
such as having symptoms indicative of HIV, multiple sexual partners, and engaging in condomless sex 
(quote 2). SSAM and KI also mentioned the lack of awareness, low visibility, and direct personal experiences 
with HIV in the Netherlands as influencing HIV risk perception within the community.

Second, there was evidence of self-categorization intertwined with stigma. Some participants shared the 
belief that certain groups in the Netherlands, such as gay men, were at a higher risk of acquiring HIV. Some 
even referred to HIV as a “gay disease,” thereby minimizing their own perceived risk. One participant’s 
reflection on this is particularly illuminating: “If I were sexually involved with other men, […] then I’d be 
like, “Hmm, this is first in the list. Everybody says this is the highest-risk group. So maybe I should test”. 
But, that’s not the case […]. I really don’t have a reason to.” (Etienne, heterosexual cisgender man, 23, 
Cameroon). Another participant raised a crucial point on how stigma significantly influences risk assess
ment: “I’ve generally been safe, and I’ve only had sex with women. You see the stigma there! (laughs)” 
(Lethabo, heterosexual cisgender man, 22, South Africa).

Third, interpersonal (partner-based) dynamics played a significant role in risk assessment and HIV test
ing. For example, one KI attributed better-informed risk assessment and the likelihood of seeking or accept
ing HIV testing to the higher acceptance of open relationships among gay couples (quote 3). Among 
heterosexual SSAM individuals, especially male participants, low perceived susceptibility to HIV was 
often linked to trust in sexual partners and, among older men, the belief in strict adherence to cultural 
norms that deterred engagement in certain sexual practices (quote 4), while women and MSM stated altruis
tic and responsibility motivations (quotes 5–6). The recognition of the benefits of (early) treatment and pre
vention played a role in facilitating testing, mainly in MSM and women.

Availability of information: low awareness of testing possibilities and opportunities
At the individual and organizational level, limited awareness of testing possibilities and opportunities 
emerged as a barrier to testing. Several participants were unaware of available testing options and empha
sized the lack of widely available HIV-related information in the Netherlands (quotes 7–8). In contrast, KI, 
working in public health facilities, mentioned that HIV-related information is exclusively available online 
and that the current modalities of available information present potential barriers, limiting accessibility to 

Figure 1. Socioecological framework depicting the barriers and facilitators to HIV testing on the individual, interpersonal, 
community, and organizational levels among SSAM in the Netherlands.
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Table 2. Barriers and facilitators to HIV testing among SSAM.

Sub-theme
Barrier/ 

Facilitator
Quote 

Number Quote Participant

Theme 1: Risk perception
Low prevalence of HIV in the 

Netherlands
Barrier 1 It’s just something that is not prevalent here in 

the Netherlands. […], when we think of STIs, 
we’re thinking more of chlamydia or other 
types of diseases or infections. […] HIV never 
really crosses my mind. I always assume it’s 
something back home.

Fredrick, heterosexual 
cisgender man, 22, Kenya

Low prevalence of HIV in the 
Netherlands

Barrier 2 There’s no imminent threat like there’s no, “Oh, 
this is a possibility.” There are so many other 
things that you could have here that are not 
HIV. […]. They could have symptoms but may 
not immediately connect the dots.

Mercy, heterosexual cisgender 
woman, 25, Kenya-Nigeria

Partner-based dynamics Barrier 3 When it comes to heterosexual couples, […] 
there’s this belief, […]. When we say, “Would 
you like to get tested?”, “No, I don’t need to 
because I’m married; I don’t need to get tested 
[…], I’m in a relationship”. With the MSM 
community, we noticed that even people in 
relationships tend to get tested because there’s 
more acceptance of open relationships within 
this.

KI 4, Testing Service Provider

Adherence to (preventive) 
sociocultural norms

Barrier 4 We see from ourselves, the African community, 
[…] people go to redlight (sex workers) or 
some places without protection, but our 
community, we know ourselves, and we trust 
ourselves, we don’t do a lot of these things.

Abronoma, heterosexual 
cisgender man, 56, Ghana

Desire to protect others Facilitator 5 I was thinking about having a child, but I did not 
know exactly […]. You just want to check 
yourself.

Nafissa, heterosexual cisgender 
woman, 31, Cameroon

Benefits of early treatment Facilitator 6 The decision to have a test is individual. And you 
make that decision regarding what has 
transpired within you, what you have done, or 
if you suspect you might be infected. You want 
to get medication early.

Kiserian, cisgender MSM, 33, 
Kenya

Theme 2: Availability of information
Perceived lack of HIV-related 

information, including for 
testing

Barrier 7 Information is not their strongest suit. I can tell 
you, if I go outside there, I can see the latest 
Samsung or whatever on the billboard or the 
tram, you know? I think this is important. […] 
because it is a mess, people don’t get tested!

Timothy, cisgender MSM, 
person with HIV, 46, Kenya

Perceived lack of HIV-related 
information, including for 
testing

Barrier 8 The information about HIV in this community is 
the information that they have from the 
countries they are coming from. They are not 
getting any information from the Netherlands. 
[…] Since I have stepped into the Netherlands 
in four years, I’m not sure that I’ve come across 
any [HIV information]. We do not get anything 
from [the National Public Health Institute and 
SHCs] about HIV or anything to remind us of a 
regular checkup or check for HIV. No, nothing is 
coming from there!

KI 1, Community Representative

Nature/characteristics of HIV- 
related information

Barrier 9 Yes, we are online. So, if you Google STD check, 
you will find us. […] You have to know that you 
have to Google the STD check. It’s not like we 
have all these big flyers or information on the 
streets […]. Online, there’s a lot of information, 
but you have to know. You have to come online 
to find information.

KI 9, Testing Service Provider

Nature/characteristics of HIV- 
related information

Barrier 10 The information on our website is a bit too 
complicated, and how we inform may be too 
complex.

KI 3, Sexual Health Physician

Nature/characteristics of HIV- 
related information

Barrier 11 It’s easy to access HIV information in the 
Netherlands. It’s just that it’s not in-depth. […] 
in the sense that newcomers are not put into 
consideration in that information. The 
information is disseminated mainly to benefit 
those already in the system.

KI 7, Migrant LGBTIQ +  
Community Leader

(Continued ) 
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Table 2. Continued.

Sub-theme
Barrier/ 

Facilitator
Quote 

Number Quote Participant

Nature/characteristics of HIV- 
related information

Barrier 12 The information is there and accessible. But, for 
our community members, one thing I see 
lacking is representation. When you have 
information about HIV/STI, then most times, it 
is in the Dutch language. […], the people in the 
video […] it’s all Dutch people and in Dutch. 
When the information reflects us, we can relate 
in a way.

KI 7, Migrant LGBTIQ +  
Community Leader

Knowledge of the Dutch 
healthcare system

Barrier 13 If your network is still very African and you don’t 
know a lot of Dutch people, and you don’t 
know the language, I can imagine that is 
another hindrance for why you wouldn’t get 
tested or at least have easy access to testing.

Mercy, heterosexual cisgender 
woman, 25, Kenya-Nigeria

Knowledge of the Dutch 
healthcare system

Barrier 14 English is still insufficient because our presence is 
online, but they need to know that the GGD 
(SHC) provides these services. And that’s a 
difficult thing. I think the first barrier is knowing 
that the GGD is the place you can go for STI 
testing.

KI 4, Testing Service Provider

Knowledge of the Dutch 
healthcare system

Facilitator 15 How do heterosexual migrants know they can go 
to GP or can go to GGD? It’s us, as healthcare 
professionals, who need to inform people 
better.

KI 10, HIV Specialist

Theme 3: Loss of social capital
Fear of social exclusion Barrier 16 They don’t want to do it (testing) because they 

feel like when they do it, people know they’ll be 
isolated.

Akwete, heterosexual cisgender 
woman, 30, Ghana

Fear of social exclusion Barrier 17 Community is everything for sub-Saharan 
Africans; they don’t want anything that can 
take them away from that or (cause them to) 
lose trust. […], anything that can make people 
not use the same cup or share things with you 
is something they try to avoid.

KI 1, Community Representative

HIV and lack of social benefits Barrier 18 High blood pressure, diabetes, they are welfare 
diseases, and it’s so widespread that you’re a 
bit of an outcast if you don’t have them, it 
sometimes gives you status as well, in the 
community,[…] they get certain benefits from 
having an accepted chronic disease. That’s not 
the case for HIV at all!

KI 13, GP

Theme 4: HIV testing-related stigma
Perceived norm violation Barrier 19 What is quite important in our culture is no sex 

before marriage, and when you are married, 
you are faithful to one, […] but if you are going 
for HIV testing, you are implying that you are 
having sex before marriage, or you are having 
sex outside your marriage, and people like that 
are not wanted in our community. We frown at 
that.

KI 1, Community Representative

Perceived norm violation Barrier 20 I cannot afford the neighbor knowing that I have 
tested for HIV. Like if I tested, it means there’s 
probably some reason why I tested, which is on 
the suspicion. I mean, I cannot. I can feel how 
our community works, and it’s just that people 
are in everybody’s business sometimes.

Etienne, heterosexual cisgender 
man, 23, Cameroon

Conflation of testing with 
diagnosis

Barrier 21 If people were to talk about it, and you know, 
bringing these ideas, then some people just opt 
not to or wouldn’t want to get tested because 
the thought about getting tested is associated 
with being sick, with having the virus.

Tumaini, heterosexual 
cisgender man, 20, Kenya

Theme 5: Intersectional Stigma
Stereotype confirmation 

concerns and avoidance
Barrier 22 I think just like that, “Oh, you come from a black 

country or an African country.” So that already 
is kind of like I am confirming a stereotype. It’s 
kind of like HIV is either a gay or an African 
thing. So I do not want to be coming into this 
community (country/society) where I am 
looking to be aware […], but if the community 
(country/society) is always kind of […], it is not 
like they would say it; it’s more like just a 
feeling, I feel myself that it is not welcoming for 
people to be aware.

Boipelo, heterosexual cisgender 
woman, 24, Botswana

(Continued ) 
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Table 2. Continued.

Sub-theme
Barrier/ 

Facilitator
Quote 

Number Quote Participant

Stereotype confirmation 
concerns and avoidance

Barrier 23 Some people feel that because they’re black, or 
they’re mixed (race), or whatever, the doctors 
view them differently. So, I think there’s 
sometimes a bit of distrust between the doctor 
and the patient.

Fredrick, heterosexual 
cisgender man, 22, Kenya

Stereotype confirmation 
concerns and avoidance

Barrier 24 I didn’t really want to go because it constantly 
felt like you were confirming someone’s bias 
every time you went, just people view you in a 
certain way. And then if you say you’ve had 
these many sexual partners, and you’re from 
the African continent […], I feel like a white 
woman would be granted the benefit of the 
doubt, like, “Oh, she was just having fun”[…]. 
But when you’re Black and African especially, 
you feel like every time you’re there, you’re 
ticking a box in their head. Then you just don’t 
want to go.

Mercy, heterosexual cisgender 
woman, 25, Kenya-Nigeria

Stereotype confirmation 
concerns and avoidance

Barrier 25 Then same with stereotypes, just the sexuality 
thing, but also the race thing. So like, oh, yeah, 
of course, like, all that, like, Africans do is like, I 
don’t know fuck around and stuff. And that’s 
why he wants to get tested, and so, shame in 
that regard.

Arthure, cisgender MSM, 19, 
Cameroon

Theme 6: Cultural norms
(Preventive) Healthcare- 

seeking behavior
Barrier 26 We don’t have this health culture of check-up 

[…]; we go to the hospital when we are sick or 
something is wrong. We don’t have this idea 
that maybe you have to see your huisarts (GP) 
at maybe after six months for a check-up.

Ngono, cisgender MSM, 41, 
Cameroon

(Preventive) Healthcare- 
seeking behavior

Barrier 27 We Africans, we believe in something when you 
really feel you’re sick

Namazzi, heterosexual 
cisgender woman, Asylum 
seeker living with HIV, 46, 
Uganda

(Preventive) Healthcare- 
seeking behavior

Barrier 28 You’re doing well if you’re feeling healthy; you 
don’t have any symptoms. Why should you do 
a test? No, you’re not sick. […] “we don’t need 
this test”.

KI 9, Testing Service Provider

Gendered norms and 
healthcare-seeking behavior

Barrier 29 With men […], they want to feel “Macho.” I know 
the men are more reluctant, […] but women, I 
don’t think they have difficulties; they will be 
more open to test.

Jean, heterosexual cisgender 
man, 51, Togo

Gendered norms and 
healthcare-seeking behavior

Barrier 30 A lot of toxic masculinity. I experienced among 
the youngster boys about how they talk; they 
always send the women to get themselves 
tested […] they don’t get themselves tested.

KI 3, Sexual Health Physician

Gendered norms and 
healthcare-seeking behavior

Barrier 31 With African women, I find there’s more the 
pressure of the community than in other 
populations, that load, or the stigma of having 
to be a proper virtuous woman who only sleeps 
with her husband and doesn’t have sex 
premaritally, but it happens. So it’s also a bit of 
a barrier to have that talk, okay, this is what 
you’re supposed to do, but what you actually 
do […]. So, the community is a much bigger 
part of the conversation between doctor and 
patient.

KI 13, GP

Gendered norms and 
healthcare-seeking behavior

Barrier 32 A lot of the time, women are more shamed for 
sex than men. There is a stigma about women 
being sexually promiscuous.

Ada, heterosexual cisgender 
woman, 20, Nigeria

Gendered norms and 
healthcare-seeking behavior

Barrier 33 What I notice is that […] rarely have African men 
coming, saying that they’re gay, […]. Whereas 
in another culture, they will come right out and 
say: “Okay, I’m a man having sex with other 
men; I’d like to protect myself or test.” That 
rarely happens in African men.

KI 13, GP

Lack of intergenerational 
discourse on sexual health

Barrier 34 If your parents don’t tell you, you don’t have this 
intimate link to the topic. So, since I was never 
taught about it by my parents or my dad, I 
never made the link between HIV and me.

Arthure, cisgender MSM, 19, 
Cameroon

(Continued ) 
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Table 2. Continued.

Sub-theme
Barrier/ 

Facilitator
Quote 

Number Quote Participant

Lack of intergenerational 
discourse on sexual health

Barrier 35 Sexual health is not a subject that is discussed at 
home. This is something you have to learn from 
school or maybe your friends […].

KI 12, Testing Service Provider

Theme 7: Community collaboration
Community Partnership Facilitator 36 You need to find people within the community 

[…] because it is people within the community 
that others will talk to, most of the time, not 
from the outside. […], church is a very big part 
of our community. So having a sort of alliance 
with the church leaders with regards to [testing 
interventions].

Nana Adua, heterosexual 
cisgender woman, 24, Ghana

Community Partnership Facilitator 37 Working together with the communities to get to 
the people you need to get to. So if we do it by 
ourselves, it’s not going to work.

KI 9, Testing Service Provider

Consistency in collaboration 
and interventions

Barrier 38 The best thing would be to ally ourselves with 
some churches […], but it’s very difficult 
because they don’t want to include us […] in 
whatever activities they organize. We got a lot 
of criticism that the [Sexual Health Clinic] 
always tries to start something, but nothing 
stays.

KI 4, Testing Service Provider

Consistency in collaboration 
and interventions

Facilitator 39 It’s important to keep a durable relationship with 
the community. Not like there’s a big thing 
(project), “okay, we are now going to target the 
community again,” […] and then after a few 
months or years, […] nothing happens again.

KI 5, Policy Officer

Consistency in collaboration 
and interventions

Facilitator 40 It needs to be sustainable – not just 
implementing or starting it. It has to be a 
sustainable process.

KI 7, Migrant LGBTIQ +  
Community Leader

Tokenism Barrier 41 There should be more of a co-creation process 
[…], that the municipal health service invests in 
relationships, […] not only contacting 
community leaders for a project […] because 
then it really feels a lot like tokenism.

KI 5, Policy Officer

Tokenism Barrier 42 If things need to be more successful, like more 
testing […], there will need to be more people 
from sub-Saharan Africa […], already from the 
start in intentions to work with and to improve 
it and not only at the end, when there are 
already programs; like sort of “excuustruus” (a 
form of tokenism related to gender diversity in 
workspaces) – we have one person from sub- 
Saharan Africa!

KI 10, HIV Specialist

Power imbalance Barrier 43 One of the most important things is that when 
policy about HIV testing is being formed, it 
usually has a top-down approach.

KI 5, Policy Officer

Power imbalance Barrier 44 When working for [organization], those are quite 
mainstream and privileged organizations, with, 
not only with all the power and the money, and 
the testing facilities, but because they are so 
mainstream and predominantly white, you see 
that there can be a big lack of cultural 
sensitivity as well.

KI 5, Policy Officer

Mismatched goals and 
expectations

Barrier 45 I hesitated because I said […], “What is he 
(pastor) expecting from me”? Because I have 
different feelings about sexuality and testing 
than he probably does.

KI 9, Testing Service Provider

Mismatched goals and 
expectations

Barrier 46 I have worked with a lot of Muslim people, and 
they are working a lot through the radio, doing 
all kinds of interviews. […], but you couldn’t 
discuss the sexual risk things because that was 
too much, and it was only for the older people 
[…] and young children shouldn’t be made 
happy about sexual contact because that was 
not a thing.

KI 12, Testing Service Provider

Theme 8: Community mobilization and ownership
Role and influence of faith/ 

religious groups
Facilitator 47 I think just the church, in general, has a 

significant huge impact […] on Africans in 
Africa and those living in Holland. […]. I think 
with the influence that the church has, if they 
encouraged people to do so (testing), they 
would.

Harriet, heterosexual cisgender 
woman, 20, Zimbabwe

(Continued ) 
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Table 2. Continued.

Sub-theme
Barrier/ 

Facilitator
Quote 

Number Quote Participant

Community positive role 
models and stories

Facilitator 48 Having successful stories of HIV-positive people 
would encourage more people to test.

Bitalo, cisgender MSM, 29, 
Uganda

Community positive role 
models and stories

Facilitator 49 I think having positive examples so that people 
can know that it’s not a death sentence […], I 
think we tend to be very fatalistic about HIV 
[…], it would be great to have role models with 
HIV.

KI 13, GP

Diversity and representation in 
service provision

Facilitator 50 We don’t resemble the environment. Yes, it’s still 
a pretty white clinic. I think people also want to 
find something that they recognize and that 
can maybe […] make it easier for them to come 
to us or to like, see, she or he or they 
(healthcare provider) understand where they’re 
coming from.

KI 9, Testing Service Provider

Theme 9: Community testing outreach services
Involvement with LGBTIQ 

community organizations
Facilitator 51 If you are part of the LGBTIQ community 

(organization), what they do is that, in every of 
their forum, everyone is taught health care. 
They teach you how to go for testing […].

Abdul, cisgender MSM & 
Asylum seeker, 39, Sierra 
Leone

Lack of outreach (for specific 
groups)

Barrier 52 We don’t have that focused testing for 
heterosexual migrants, to my knowledge, I 
don’t know where I can find that.

KI 10, HIV Specialist

Lack of outreach (for specific 
groups)

Barrier 53 There are Wijkpolis (satellite clinics) for youth 
under 25 […], but there’s no such thing for the 
adult community.

KI 4, Testing Service Provider

Lack of outreach (for specific 
groups)

Barrier 54 I think when you get older, or you pass the 26 age 
mark, it might get a bit more difficult.

Mercy, heterosexual cisgender 
woman, 25, Kenya-Nigeria

Integrated community testing/ 
health screening programs

Facilitator 55 […] programs like “Your Health is Your Wealth 
(community health promotion program),” […] 
normally, you test for high blood pressure, you 
test your diabetes, you test for your HIV. So, 
making it logical.

KI 13, GP

Theme 10: Accessibility of HIV testing services
High-threshold services Barrier 56 In the past, […] when you came from […] South 

America, Africa, or Asia, you also had a reason 
to come to the (SHC). But nowadays, we say, 
“Well, you can also go to your GP.”

KI 12, Testing Service Provider

High-threshold services Barrier 57 If (you) have some symptoms of sexual disease, 
you can have an appointment very fast. 
However, if it is for normal tests, maybe it will 
take time like maybe sometimes three weeks, 
one month.

Ngono, cisgender MSM, 41, 
Cameroon

High-threshold services Barrier 58 If you call, you have to be tricky. […] I think you 
don’t have to be honest because if you’re 
honest, they’ll say they are busy. But then, if 
you mentioned symptoms you’re getting […], 
they will get them quickly to come and test. For 
somebody who doesn’t have symptoms, you 
have to wait.

Bitalo, cisgender MSM, 29, 
Uganda

Culture & Communication 
Challenges

Barrier 59 The first question they asked me was like, “Are 
you a sex worker?”, and then, to me, I think like, 
“strange that he asked me about that because 
it’s not a nice way”[…], it’s like, you mean that 
when I have sex, it’s like I’m going in for money. 
[…] Not every gay person is a sex worker!

Bitalo, cisgender MSM, 29, 
Uganda

Culture & Communication 
Challenges

Barrier 60 A lot of my colleagues in (city) don’t speak 
English. They don’t know how to address these 
people […]. I think that for this group, it’s very 
difficult to pick up the phone, make an 
appointment, and answer all these open 
questions. We have a lot of direct questions 
about your sexual health and what kind of sex 
you have, and asking someone on the phone if 
he has sex with men or if he has had a risk […].

KI 12, Testing Service Provider

Cost (limited health insurance 
coverage)

Barrier 61 At the huisarts (GP), it is hard; my insurance has 
to pay. If my insurance doesn’t pay, I have to 
pay.

Ngono, cisgender MSM, 41, 
Cameroon

Cost (limited health insurance 
coverage)

Barrier 62 My group, of course, is limited to being in a 
refugee center, […] they don’t have the same 
kind of health insurance package that we all 
have here. It’s very limited, mostly only for 
emergencies […], very basic care.

KI 2, Migrant LGBTIQ +  
Community Representative

(Continued ) 
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only those who proactively seek such information (quote 9). Additionally, the information presently avail
able may pose a challenge for specific groups due to its complexity (quote 10).

Some participants indicated using the Internet to seek sexual health information or seeking information 
from the GP if needed. However, regarding the former, further discussions revealed that a particular subset 
of SSAM were not privy to such information. A community representative further validated this obser
vation: “There are a lot of assumptions that everything’s on Google, but not everybody’s going to Google. 
Our community does not really use Google.” (KI 1, Community Representative). In some cases, available 
information did not fit the needs of specific groups, such as newly arrived migrants (quote 11) and was 
unrepresentative of SSAM (quote 12).

Few participants cited linguistic difficulties, with some further suggesting how this challenge can be 
exacerbated by the lack of access to pertinent information from acquaintances and social networks familiar 
with the intricacies of the Dutch healthcare system (quote 13). While information is available online in Eng
lish, KI noted that SSAM were still not sufficiently aware of testing services at SHCs (quote 14). To combat 
this lack of awareness, participants articulated the need for HIV-related information to be presented in a 

Table 2. Continued.

Sub-theme
Barrier/ 

Facilitator
Quote 

Number Quote Participant

Cost (bureaucratic healthcare 
arrangement)

Barrier 63 If you don’t have a BSN (Social Security number), I 
cannot even send you online to the laboratory. 
[…] The referral is very difficult. […], going to 
the lab is also very difficult; usually, the 
laboratories bill the patients and let the 
patients do the paperwork. […], it’s very 
difficult.

KI 11, GP

Bureaucratic burden Barrier 64 It’s more work, that’s all. It’s not much more work, 
but it is; if you don’t have that many 
undocumented people and you don’t have this 
setup for it, it’s just a matter of it being more of 
an effort. […] but can’t be bothered to put in 
the extra effort.

KI 13, GP

Theme 11: Sexual health is not general health(care)
Fragmentation of sexual 

healthcare provision
Barrier 65 In our society, we have developed an idea that 

sexual health is not part of general health. […] 
a lot of people consider it to be not their 
territory, “go to the SHC.”

KI 11, GP

Fragmentation of sexual 
healthcare provision

Barrier 66 Even if I want to do the test, my doctor cannot do 
it for me. My doctor will also refer me to either 
(SHC) or another facility.

KI 1, Community Representative

Fragmentation of sexual 
healthcare provision

Barrier 67 They don’t dare; they’re not thinking of it. They 
feel like that’s the role of the (SHC). And maybe 
they would mention it, “Oh, maybe you should 
get tested”; “Oh, you have a sexual health 
issue”. Okay, maybe you should get tested at 
the (SHC).

KI 4, Testing Service Provider

Perceived lack of healthcare 
provider sexual health skills

Barrier 68 We hope that most of our group eventually gets 
status and get to stay here, which then, we 
come to a whole other set of new challenges 
and issues, because then they get a general 
practitioner … , which is just like […] Russian 
roulette in this country, like you either get a 
really good one, or you can get a really bad 
one, let alone, somebody who really 
understands HIV, PrEP, the multitude of 
challenges that come with an LGBTIQ +  
community. Sadly, we have great doctors. […], 
but some of them just are terrible!

KI 2, Migrant LGBTIQ +  
Community Representative

Theme 12: Distrust in healthcare institutions
Perception of healthcare 

facilities/institutions as 
governmental agencies

Barrier 69 For those who are still in procedure or who are 
undocumented, […] They feel all government 
institutions communicate with each other.

KI 7, Migrant LGBTIQ +  
Community Leader

Perception of healthcare 
facilities/institutions as 
governmental agencies

Barrier 70 We are still the government, the (SHC), within the 
municipality. And I know in a lot of African 
countries, they don’t trust the government.

KI 9, Testing Service Provider

Allaying confidentiality 
concerns

Facilitator 71 We have to work harder to make people believe 
in us, rely on us, and feel they can trust us with 
their information. And that we keep it in our 
system, and it doesn’t go anywhere else.

KI 12, Testing Service Provider
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manner that is accessible and understandable to diverse audiences. Specifically, SSAM stressed the impor
tance of using visual and graphic forms such as flyers, pamphlets, leaflets, videos, and phone applications to 
convey relevant information in multiple languages beyond English to different SSAM nationalities in the 
Netherlands. In addition, KI emphasized the need for healthcare providers to play a proactive role in dis
seminating relevant information (quote 15). In summary, while SSAM focused on the lack of visible HIV 
information as a barrier to testing, KI responses highlighted information dissemination modalities and 
characteristics that may not be suitable for SSAM. Overall, these interview responses indicate limited aware
ness of HIV testing options.

Loss of social capital
Interviews revealed that HIV stigma is strongly interwoven with individual apprehensions of receiving a 
positive test result and its consequences on interpersonal and community-level factors, such as social 
exclusion, which posed significant barriers to HIV testing. SSAM significantly rely on the community’s 
social capital to adequately navigate day-to-day life and migration trajectory. A shared view among 
both SSAM and community representatives (KI) was that any disruption to this support system is deemed 
detrimental by SSAM (quotes 16–17). Although some participants viewed HIV as a chronic health con
dition, it was not regarded in the same light as other chronic health conditions. Specifically, HIV did not 
provide the same level of social benefits as those offered within the community to individuals with other 
chronic conditions (quote 18). These responses highlight the profound impact of HIV stigma on the 
acquisition of vital social capital at both interpersonal and community levels, posing a substantial barrier 
to HIV testing.

HIV testing-related stigma: perceived norm violation and conflation of testing with diagnosis
On the interpersonal level, the stigma attached to HIV testing was a prominent barrier that emerged in 
interviews. Cultural interpretations of HIV testing largely influenced this, with participants expressing 
concerns regarding norm violation assumptions attached to HIV testing within the community (quote 
19). This is further exacerbated by the prospect of gossip and the spread of rumors within the com
munity (quote 20). Furthermore, conversations about HIV testing were often conflated with the possi
bility of being infected with HIV (quote 21). This participant specifically mentioned that his 
involvement in our study led to suspicions of being HIV positive: “It’s also the immediate assumption 
after hearing that I was doing a study for it was that I had the virus.” (Tumaini, heterosexual cisgender 
man, 20, Kenya).

Intersectional stigma: stereotype confirmation concerns and avoidance
Participant narratives revealed that HIV stigma was linked to various social identities, such as race, gender, 
and sexual orientation. Specifically, younger SSAM participants expressed concerns regarding the possi
bility of validating racial biases and stereotypes surrounding HIV (quote 22). This perceived racial bias 
was further noted as generating a distrustful client-provider relationship with healthcare providers 
(quote 23). Interviews revealed that a significant number of participants, both cis-male and cis-female, 
were apprehensive about the impact of intersecting stereotypes on their decision to undergo HIV testing. 
Female participants reported the detrimental impact of the hypersexualization of Black women in Western 
societies as a stereotype threat that influenced their HIV testing decisions, citing intersecting racial and gen
der stereotypes (quote 24). Conversely, cis-male participants, especially those identifying as MSM, articu
lated their shame and a sense of burden due to the double stereotypes they faced based on their race and 
sexual orientation (quote 25).

Anticipated stigma solely based on sexual orientation also influenced testing decisions, with the same 
participant reflecting on his hesitations: “I can talk about why I keep not wanting to go […]. There are mul
tiple things – there’s a shame just because it’s a taboo topic. […] Something that would bother me is not want
ing to fall into a stereotype. So yeah, of course, like the gay guy who goes to get tested for STDs, like, yeah, 
right!” (Arthure, cisgender MSM, 19, Cameroon). Participant responses highlight the intricate impact of 
stigmatized identities and the range of intersectional stigmas based on race/ethnicity, gender, and sexual 
orientation on HIV testing.
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Cultural norms: HIV testing as healthcare-seeking behavior, gender, age, and sexuality
Participants pointed out that routine healthcare-seeking behavior, including preventive sexual healthcare, 
was not a prevalent norm among SSAM (quote 26). Both SSAM and KI commonly expressed the perception 
that many SSAM tend to delay seeking care until they experience severe symptoms or debilitating illness 
(quote 27), with the absence of symptoms and the perception of good health posing notable barriers to test
ing (quote 28). Participants with HIV indicated that they were diagnosed after falling very ill, at late-stage 
infection, and mostly cited the same reasons as responsible for delayed testing: “I never felt sick, or anything. 
So I always thought I was okay.” (Donkor, Undocumented, cisgender MSM living with HIV, 34, Ghana).

Additionally, some SSAM and KI framed generalizations around deeply ingrained gendered masculine 
cultural barriers to HIV testing (quotes 29–30). However, despite the narrative of women having a higher 
tendency to undergo HIV testing, one KI (GP) mentioned that cultural norms still hindered disclosure of 
sexual behavior and testing (quote 31), with female participants bringing attention to the existence of per
vasive and harmful gendered cultural norms existing beyond HIV stigma (quote 32). Furthermore, cultural 
norms regarding sexuality and sexual orientation also influenced disclosure and HIV testing among MSM 
from SSA (quote 33). Finally, both young SSAM and KI cited cultural norms as a factor influencing the lack 
of intergenerational discourse on sexual health with young SSAM (quote 34) and how this potentially poses 
a barrier to testing, especially if young individuals cannot access the necessary information from peers or 
social networks (quote 35).

Community collaboration: gatekeeper pushback and mismatched expectations
SSAM and KI widely acknowledged that community collaboration and partnership play a crucial role in 
facilitating HIV testing (quotes 36–37). However, SSAM interpretations of “community” varied, ranging 
from faith/religious and ethnic diasporan social groups to migrant LGBTIQ + groups, particularly among 
MSM, due to the discrimination experienced within the SSAM community.

Several barriers to community collaboration emerged in interviews. First, KI mentioned pushback 
from community leaders and gatekeepers due to inconsistent engagement and limited presence within 
the community (quote 38), highlighting the need for consistent engagement and interventions to nur
ture trust (quotes 39–40). However, policy-driven challenges affecting budgets and human resource 
capacity hindered the development of sustainable partnerships, as most collaboration opportunities 
were limited to short-term projects. Second, KI mentioned that a dearth of co-creation engendered a 
perception of tokenism, which diminished the meaningful participation of the SSAM community 
(quotes 41–42) and highlighted existing power imbalances (quote 43). This was perceived as contribut
ing to cultural insensitivity (quote 44) and insufficient intersectionality in care approaches for SSAM 
and other migrants. Lastly, KI noted that misaligned goals and unclear expectations complicated collab
orations, especially with religious SSAM communities (quotes 45–46). While participants were optimis
tic about the potential of community collaboration in facilitating HIV testing, KI acknowledged that 
improvements were needed in current collaborative efforts.

Community mobilization and ownership
Participants overwhelmingly emphasized the importance of SSAM community-oriented and community- 
owned interventions in facilitating HIV testing among SSAM: “Give resources to African communities to 
take care of themselves.” (Ngono, cisgender MSM, 41, Cameroon). Community-led approaches were seen 
as most effective when grounded in cultural relevance and trust, with both SSAM and KI mentioning 
the pivotal role of influential faith communities (quote 47) and the active involvement of people with 
HIV from the community as “positive role models” in correcting the fatalistic misconceptions about 
HIV to promote testing (quotes 48–49).

Participants also stressed the importance of diversity and representation in both decision-making and 
service delivery processes, underscoring the need for cultural humility, sensitivity, understanding, and 
empathy in healthcare interactions. However, the current health workforce did not reflect some priority 
groups (quote 50). While a few participants expressed concerns about confidentiality, especially within 
tightly-knit communities, the majority of participants viewed culturally concordant care (through SSAM 
and Black healthcare professionals) as essential for the provision of HIV testing interventions within the 
community. These views were shaped by negative experiences such as discrimination and othering, as 
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well as perceptions of cultural insensitivity within mainstream public services, including the Dutch health
care system.

Community testing outreach services
SSAM and KI mentioned outreach services outside conventional facility-based settings as a facilitator of 
HIV testing. One participant explained: “No, I didn’t choose it. […] they bring their services to you […]. I 
didn’t willingly wake up and say, “I’m gonna do this.” They came to me; it’s easier when you go to people 
than people taking themselves.” (Kiserian, cisgender MSM, 33, Kenya). However, interviews further revealed 
that outreach services predominantly target MSM, with only MSM from SSA who participate in LGBTIQ +  
community activities accessing such services (quote 51). KI mentioned the lack of outreach testing services 
for heterosexual individuals (quote 52), with SHCs only providing outreach services to young individuals 
under 25 years as a barrier to testing in older heterosexual SSAM (quotes 53–54). Furthermore, incorpor
ating HIV testing into general health promotion interventions in community spaces was mentioned during 
interviews to lower the testing threshold and facilitate uptake (quote 55).

Accessibility of HIV testing services
Participants reported multiple barriers to accessing HIV testing, citing a high threshold and a complex test- 
seeking process. First, difficulties in securing appointments at SHCs were identified as a significant obstacle 
to HIV testing. SHCs offer free testing services to specific groups such as MSM, individuals from high HIV/ 
STI prevalence countries, people exhibiting STI symptoms, those notified for an STI, and individuals under 
the age of 25 years. However, SSAM and KI noted inconsistent implementation of eligibility policies in some 
SHCs (quote 56). Some SSAM believed symptomatic individuals were prioritized (quote 57), with some 
admitting to exaggerating symptoms to secure appointments (quote 58). KI also corroborated these 
findings: “It’s not easy to make an appointment with us. I have to be honest. It’s not easy.” (KI 9, Testing 
Service Provider). Communication difficulties further impeded access, with a participant recounting: 
“They have so many intrusive questions […] And I’m like, ‘yeah, you’re making it way too difficult.’” 
(Nafissa, heterosexual cisgender woman, 31, Cameroon). In some instances, interactions were perceived 
as discriminatory (quote 59). KI attributed these challenges to language barriers and cultural differences 
in communication styles (quote 60).

Second, interviews revealed that some participants considered testing costs through GPs without insur
ance reimbursement as a major obstacle to HIV testing (quote 61). Specific groups, such as refugees and 
asylum seekers, are only provided with limited health insurance coverage (quote 62). Furthermore, KI men
tioned out-of-pocket payments for HIV testing among undocumented individuals due to bureaucratic 
healthcare arrangements (quote 63). While mechanisms exist to cover such costs, KI noted that healthcare 
providers often find these bureaucratically burdensome (quote 64). In summary, these responses illustrate 
the perceived complexities of the Dutch healthcare model and the obstacles it presents to HIV testing in 
various ways.

Sexual health is not general health(care)
There was a common perception among participants, especially KI, that sexual health is not considered a 
part of general healthcare (quote 65). For example, participants highlighted the challenges associated with 
accessing HIV testing through GPs (quotes 66–67). Furthermore, some participants perceived that GPs 
lacked the requisite skills to provide adequate care for sexual health-related issues, including those relevant 
to LGBTIQ + migrants with more specific sexual healthcare needs (quote 68). From a provider perspective, 
challenges in initiating and establishing meaningful dialogue with SSAM on HIV testing were found to be a 
significant impediment: “It’s bringing up the conversation, and especially for people from the African commu
nity, it’s even more difficult” (KI 13, GP).

Distrust in healthcare institutions
At the individual and community level, healthcare services and SHCs were predominantly perceived as gov
ernment-oriented institutions with the potential to share information with other government agencies. KI, 
who were community representatives, suggested that this perception led to a lack of trust, fear of deporta
tion, confidentiality concerns, and apprehension about the consequences of testing outcomes on migration 
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status, such as failed asylum applications (quote 69). Furthermore, another KI attributed this collective 
skepticism on the community level towards healthcare services to government distrust in African countries 
(quote 70). This led to the avoidance of contact with healthcare institutions. Building trust and addressing 
confidentiality concerns within communities was highlighted as crucial to facilitating HIV testing (quote 
71). The interview responses highlight the profound influence of longstanding apprehensions regarding 
government agencies on the utilization of HIV testing services in SSAM. Further, these findings implied 
a lack of understanding of confidentiality principles and practices within healthcare settings.

Discussion

This study explored the barriers and facilitators to HIV testing from the perspectives of both SSAM and KI 
in the Netherlands. Utilizing the socioecological approach, our research elucidates the multi-level factors 
impacting HIV testing and their interactions among SSAM within the Dutch context. This study identified 
risk perception, low awareness of testing possibilities and opportunities (availability of information), HIV 
testing-related stigma, intersectional stigmas, cultural norms, and limited accessibility to testing services as 
barriers to testing among SSAM. Furthermore, difficulties with community collaboration, mobilization, and 
ownership were found to act as both barriers and, conversely, facilitators to HIV testing when implemented. 
From interviews, our analysis revealed the prominent overarching influence of HIV stigma acting directly 
(concerns with loss of social capital) and indirectly on other barriers (risk perception, testing stigma, and 
intersectional stigmas) at all socioecological levels. SSAM and KI perspectives largely overlapped but 
diverged on organizational-level barriers to HIV testing (availability of information). Furthermore, 
SSAM mainly highlighted individual, interpersonal, and community-level barriers and facilitators, while 
KI further emphasized interpersonal and organizational (health system- and policy-level) factors influen
cing HIV testing among SSAM.

Our finding on risk perception as a barrier to HIV testing is corroborated by existing research literature 
on SSAM in the UK and Belgium (Burns et al., 2007; Evans et al., 2016; Manirankunda et al., 2009), other 
migrant populations (Alvarez-del Arco et al., 2013; Blondell et al., 2015; Owusu et al., 2023), and studies 
done in the Netherlands (Bedert et al., 2021; Van Opstal et al., 2018). We extend this finding by highlighting 
how low individual risk perception in many SSAM participants in our study was influenced by the epide
miological context in the Netherlands, stigma-based self-categorization, and partner-based (interpersonal) 
dynamics. This first finding is in line with the study done by Evans and colleagues (Evans et al., 2016) on 
HIV testing mHealth interventions for African communities in England, reporting a lower perception of 
HIV susceptibility based on place of residence. In addition, we further identified instances of stigma-driven 
HIV risk misclassification based explicitly on HIV stereotypes associated with social identities, such as gay 
men, within the Dutch context. This misclassification stems from beliefs and mechanisms used among het
erosexual individuals to avoid HIV stigma by attributing HIV to marginalized groups (Gwadz et al., 2018) 
and other norm-violating behaviors (Burns et al., 2007; Manirankunda et al., 2009). Lastly, our study also 
highlighted variations in risk perception between heterosexual individuals and MSM within relationships, 
and this aligns with prior research reporting that heterosexual SSAM often exhibit diminished risk percep
tion, primarily attributed to their belief in the exclusivity of their relationships or marital status (Aidoo- 
Frimpong et al., 2021; Loos et al., 2016).

Similar to previous studies done in Belgium (Manirankunda et al., 2009), Ireland (Adedimeji et al., 2015), 
the United Kingdom (Shangase & Egbe, 2015), and Canada (Mitra et al., 2006), our study identified the low 
awareness of HIV testing options as a prominent barrier to HIV testing. Interestingly, SSAM and KI held 
differing perspectives on this finding. SSAM emphasized the lack of HIV-related information. In contrast, 
KI noted that information was available but highlighted the nature/characteristics and modalities (delivery 
methods) of available information as barriers to testing, illustrating how incompatible information and dis
semination modalities at the organizational level drove the perceived lack of information among SSAM. 
Despite the availability of online information, most participants were more acquainted with and relied 
on non-Internet-based traditional sources and informal intra-community communication exchanges. 
This finding aligns with a previous study by de Gee and colleagues (de Gee et al., 2022), exploring the sexual 
health experiences of youth with a migration background in Amsterdam, reporting that participants com
monly sought sexual health information through trusted social networks (friends, family) and only turned 
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to online sources after experiencing serious symptoms. Furthermore, some SSAM may lack the skills to 
navigate and acquire relevant online information effectively and prefer to acquire information directly 
from healthcare providers such as GPs (Koschollek et al., 2020; Yakubu et al., 2010).

Considering the vast research literature on HIV stigma (Alvarez-del Arco et al., 2013; Blondell et al., 
2015; Burns et al., 2007; Leblanc et al., 2016; Manirankunda et al., 2009; Sullivan et al., 2020), our 
finding on the pervasive influence of HIV stigma as a barrier to HIV testing is not surprising. Although 
not directly reported in the majority of studies on HIV testing among SSAM, the cultural perceptions 
and interpretations of HIV testing often revolved around the notion that testing or the decision to undergo 
testing is associated with the violation of social norms, particularly concerning engaging in sexually pro
miscuous behavior. Furthermore, participants experienced the conflation of HIV testing with living with 
HIV (diagnosis) as a barrier to testing, echoing findings from other studies done among SSAM in Sweden 
(Lindkvist et al., 2015), Black MSM in the U.S. (Lott et al., 2022), and ethnic minority groups in Australia 
(Ziersch et al., 2021). Altogether, these findings highlight how cultural beliefs and the fear of the potential 
repercussions of HIV stigma hinder SSAM from seeking HIV testing.

Our findings on intersecting stigmas and the different pathways (race/ethnicity, gender, and sexual 
orientation) through which they act as barriers to HIV testing corroborate research on HIV-related inter
sectional stigmas (Earnshaw et al., 2022; Logie et al., 2011; Logie et al., 2021; Lott et al., 2022) and align with 
previous studies highlighting the negative impact of stigmas associated with intersecting identities on HIV 
testing among SSAM, such as race/ethnicity (Adedimeji et al., 2015) and gender, immigration status, and 
sexual orientation (Daniel et al., 2022; Nnaji & Ojikutu, 2022). Interestingly, at the organizational level, 
none of the participants in our diverse sample reported experiencing any specific instances of enacted 
stigma from healthcare providers. Consequently, our findings largely reflect perceived, anticipated, and 
internalized stigma at the individual level, which negatively influenced HIV testing decisions.

At the community level, we also highlighted the negative impact of gendered and age-related cultural 
norms regarding sexuality on testing in women, MSM, and young individuals. Sociocultural norms that 
stigmatize female and adolescent/youth sexuality, including same-sex relationships, served as a barrier to 
HIV testing uptake in this subset of our study sample. Cultural expectations regarding chastity in 
women and young individuals, and those that uphold heteronormativity, hindered disclosure to healthcare 
providers, exacerbated HIV-testing stigma, and the lack of HIV awareness in young individuals (Clark et al., 
2017; Tirado et al., 2022). Young individuals, including young MSM from SSA, may lack social support net
works to effectively navigate the multifaceted challenges associated with their racial/ethnic identity and sex
ual orientation (intersecting stigmas). This may lead to the inability to communicate their sexual behavior to 
healthcare providers openly and hinder adequate access to essential sexual health information and requisite 
services such as HIV testing (Martinez & Hosek, 2005; Threats et al., 2021). This study also highlighted the 
influence of masculine ideologies on HIV testing among migrant men (Blondell et al., 2015), a trend con
sistent with existing literature reporting that heterosexual SSA men often “test by proxy” (reliance on a sex
ual partner’s HIV test result as a measure of one’s serostatus) (Camlin et al., 2016; DiCarlo et al., 2014; 
Lavender et al., 2019; Loos et al., 2016; Mak et al., 2016), and raises noteworthy concerns as we found in 
our study that a prevailing rationale cited by male participants for never testing is trust in sexual partners.

Our research revealed that implementing community-level strategies, such as community collaboration, 
mobilization, ownership, and community testing outreach, potentially facilitates HIV testing and corrobo
rates existing literature on HIV testing among SSAM in Ireland, Belgium, and the UK (Adedimeji et al., 
2015; Burns et al., 2007; Evans et al., 2016; Loos et al., 2016; Shangase & Egbe, 2015). The meaningful invol
vement of communities is critical to developing effective, culturally appropriate interventions and initiat
ives, as evidenced by experiences in the UK and France (Evans et al., 2019; Gosselin et al., 2019), and 
reiterates the need for power and resource balances in collaborative health sector engagements, which 
put communities in the driver’s seat. Our findings also further highlighted the need for SSAM and Black 
community representation in the Dutch HIV workforce. This aligns with a previous study conducted in 
the UK (Shangase & Egbe, 2015), which identified the lack of Black community healthcare providers as a 
barrier to accessing HIV services among SSAM. In our study, we also identified a demographic mismatch 
that potentially underscores this dynamic within the HIV healthcare sector. A significant majority of inter
viewed healthcare professionals working within the HIV/healthcare sector were non-SSAM (n = 8/10). Par
ticipant responses on the importance of cultural competency and non-discriminatory healthcare 
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environments in facilitating HIV testing reinforce conclusions drawn from a prior study (de Gee et al., 
2022), reporting that the Dutch healthcare service continuum is structured to favor White Dutch individ
uals, with the potential for implicit biases against individuals who do not conform to the White cultural 
norm. This can lead to SSAM inherently perceiving testing services as unwelcoming.

The findings from this study on access challenges at the organizational (healthcare facility) level indicate 
that perceived and experienced testing barriers do not stem from availability but primarily from the ease of 
accessing these services at the primary care level. This finding aligns with a previous study from the Nether
lands (Bedert et al., 2021), citing testing eligibility misconceptions and long waiting times as barriers to test
ing. Our analysis revealed that these challenges were also driven by problematic interactions with healthcare 
providers, which stemmed from language and cultural differences in communication, reinforcing existing 
SSAM literature in other European countries (Adedimeji et al., 2015; Burns et al., 2007; Evans et al., 2016; 
Lindkvist et al., 2015; Manirankunda et al., 2012; Navaza et al., 2012; Shangase & Egbe, 2015). Interestingly, 
studies from the Netherlands have only reported provider-side language barriers (Twisk et al., 2023) and 
among migrants accessing general healthcare (Bil et al., 2019). Our findings further highlight access chal
lenges, including the additional burden of financial costs due to the lack of reimbursement for HIV testing. 
This finding confirms other studies conducted with SSAM in Ireland, Belgium, and England (Adedimeji et 
al., 2015; Manirankunda et al., 2009; Thomas et al., 2010) and other regions (Mitra et al., 2006), reporting 
HIV testing cost as a barrier. Altogether, our findings suggest that these experiences with navigating HIV 
testing within the Dutch healthcare system can instill frustration and apprehension, potentially compound
ing the impact of intersectional stigmas and creating a significant barrier to testing.

Implications for policy and practice

This study has several practical implications and recommendations for improving HIV testing among 
SSAM. First, our findings on HIV stigma and intersectional stigmas as a prominent barrier to HIV testing 
underscores the critical need for multi-level HIV stigma reduction interventions. Intervention models 
incorporating intersectionality, exemplified by the work of Stutterheim and colleagues (Stutterheim et 
al., 2024) in reducing internalized stigma among people with HIV, present a potential framework for adap
tation in future research among SSAM. Second, considering our findings on risk perception and cultural 
norms that hinder HIV testing, we recommend the development and implementation of tailored HIV 
awareness and sensitization campaigns with SSAM communities based on the core principle of HIV des
tigmatization and the normalization of HIV testing as an integral component of both individual and com
munity health promotion (Van Landeghem et al., 2024). This can be bundled with HIV testing and 
incorporated into general health screening/check (outreach) services (Aidoo-Frimpong et al., 2021; Kwakwa 
et al., 2017; Nnaji et al., 2016; Roberts et al., 2019; Twisk et al., 2023; Woyah et al., 2014). Notably, there 
should be an enhanced focus on reaching older heterosexual SSAM, especially men who may not have equi
table access to testing opportunities compared to women and MSM (Colvin, 2019; Dovel et al., 2015; Leal et 
al., 2015; Shand et al., 2014). Broader community-based testing initiatives targeting the African diaspora 
have demonstrated effectiveness in reaching SSAM men in precarious situations who often lack access to 
healthcare services in France (Gosselin et al., 2020) and among older SSAM in Belgium (Loos et al., 
2016). Adapting and implementing similar approaches in the Netherlands may enhance testing uptake 
within this underserved SSAM subpopulation. However, these initiatives must be community-driven, led 
by community leaders, influential figures, and health professionals within the SSAM community, and exe
cuted in close collaboration with community members (Kingori et al., 2016). Third, to effectively address 
the information gap on testing opportunities and possibilities among SSAM, it is essential to explore comp
lementary approaches for information dissemination, moving beyond relying solely on web-based/online 
platforms to tailoring dissemination strategies that align with the (health) information source norms of 
SSAM. Potential strategies can include distributing informational materials, such as posters and flyers, 
through trusted (peer-led) community organizations, community events/spaces, community television 
and radio programs, text messaging (SMS), and actively disseminating information through GPs to enhance 
testing uptake (Alvarez-del Arco et al., 2013; Bouaddi et al., 2023; Evans et al., 2016; Gray et al., 2019; Rice et 
al., 2012b). In addition, expanding comprehensive insurance coverage to include full reimbursement for GP 
HIV testing costs, as implemented in France (Champenois et al., 2024), may serve to eliminate financial 
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barriers to testing among SSAM. Lastly, healthcare organizations need to prioritize non-discriminatory, cul
turally inclusive, and sensitive care for SSAM (Kamenshchikova et al., 2024).

Strengths and limitations

To our knowledge, this is the first socioecological study from the Netherlands to examine the barriers and 
facilitators of HIV testing among SSAM from both a SSAM and KI perspective. Our study findings contrib
ute to the scarce literature by demonstrating the multiple interacting and intersecting socioecological factors 
influencing HIV testing among SSAM within the Dutch context, which may be applicable and relevant to 
other contexts and settings with similar SSAM subpopulations. Furthermore, including a diverse and inter
secting sample of SSAM in terms of gender, sexual orientation, immigration/residence status, and HIV sta
tus, including triangulation with KI data, enabled us to uncover multiple perspectives relevant to our study 
objectives. In addition, the first author and the community interviewers’ ethnic/migration background and 
healthcare professional status may have enhanced rapport building and trust in encouraging participants to 
share their experiences and views. Nonetheless, this study also has some limitations. First, a significant por
tion of our sample consisted of relatively young and highly educated SSAM, which, while matching the 
SSAM demographic in the Netherlands, may have facilitated more nuanced reflections and engagement 
during interviews, as well as their decision-making regarding testing. Consequently, this may limit the 
applicability of some of our findings to broader SSAM populations, particularly older SSAM (50 years 
and above) and those with lower educational attainment. There were additional methodological limitations. 
Notably, our study only recruited two second-generation SSAM participants, potentially limiting the 
robustness of our findings for this subgroup, despite their responses on the barriers and facilitators to 
HIV testing aligning with those of first-generation SSAM. Furthermore, we were unable to recruit transgen
der SSAM, which would have further increased the diversity of our sample. Lastly, our SSAM sample pre
dominantly comprised individuals from Anglophone (English-speaking) African countries. As interviews 
were exclusively offered and conducted in English, this may have led to selection bias and limited the repre
sentativeness of our study sample. Altogether, the applicability of our findings may be most relevant to 
countries with similar SSAM demographic characteristics, and extrapolation beyond these contexts should 
be approached with caution. Although markedly different findings are not anticipated among these SSAM 
subgroups, future research should prioritize the inclusion of more demographically diverse SSAM partici
pants and build upon our findings in these subgroups. Second, religious leaders as KI declined participation 
in the study. Their inclusion would have enriched our understanding of the reluctance to collaborate with 
healthcare organizations. Similarly, we encountered several challenges during recruitment, with many 
SSAM not engaging with our call for participation or declining to participate. Future research may be 
needed to investigate the underlying reasons for SSAM participation and non-participation in HIV-related 
research. Third, most MSM in our study were part of LGBTIQ + organizations that have contact with 
healthcare organizations or outreach services. While we could not directly inquire about the perceptions 
and experiences of MSM not reached by these services, our interview guide and discussions with MSM 
from SSA and KI offered an indirect avenue to explore shared and collective experiences through those 
who participated in our study. Fourth, data collection occurred during COVID-19 restrictions, which led 
to an extended interview phase and associated difficulties in recruiting participants. Furthermore, most 
interviews were conducted online, which may have led to us missing out on nonverbal cues and behaviors. 
Based on the sensitivity around HIV, conducting online interviews could have influenced participant 
responses due to the lack of perceived unsuitable environments for discussions (Varma et al., 2021). On 
the contrary, this could also have stimulated participation by reducing geographical barriers and facilitating 
flexible interview scheduling (Gillespie et al., 2022; Johnson et al., 2021; Sah et al., 2020).

Conclusion

SSAM in the Netherlands experience several multi-level barriers to HIV testing. HIV stigma was a promi
nent testing barrier operating directly and indirectly across different levels. Other testing barriers included 
risk perception, cultural norms, access challenges to HIV-related information and testing services at the 
community and organizational (healthcare) level, and the lack of community-driven activities and strategies 
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such as collaboration, mobilization, and ownership. Overall, our study highlights the need for integrated, 
multi-level interventions to enhance HIV testing uptake in SSAM. It is crucial to develop evidence- 
based, community-driven interventions that reduce stigma and increase awareness of HIV and HIV testing 
opportunities in collaboration with SSAM. Additionally, healthcare system interventions and policy 
changes promoting, normalizing, and alleviating the financial burden of HIV testing are needed to increase 
testing uptake among SSAM.

Acknowledgements

We thank all study participants from the sub-Saharan African community who took the time to share their experiences 
and perspectives despite the sensitivities surrounding HIV and the occurrence of the COVID-19 pandemic. Without 
your contributions, this research would not have been possible. We also extend our profound gratitude to all key infor
mants who participated in this study. Additionally, we would like to acknowledge the following individuals who sup
ported this research study at different stages: Linda Boateng, the community interviewer, and the research assistants 
Paloma Pitsillides, Patricia Laura Maran, and Kathrin Adamietz, who recruited participants and transcribed some 
of the digitally recorded interviews.

Author contributions

CRediT: Oladipupo Shobowale: Conceptualization, Data curation, Formal analysis, Funding acquisition, Method
ology, Project administration, Writing – original draft, Writing – review & editing; Kai J. Jonas: Conceptualization, 
Formal analysis, Funding acquisition, Methodology, Supervision, Writing – review & editing; Sarah E. Stutterheim: 
Conceptualization, Formal analysis, Funding acquisition, Methodology, Supervision, Writing – review & editing.

CRediT statement

Conceptualization: OS, KJJ, SES.
Funding acquisition: OS, KJJ, SES.
Methodology: OS, KJJ, SES.
Data Curation and Investigation: OS.
Formal analysis: OS, KJJ, SES.
Project administration: OS.
Supervision: KJJ, SES.
Writing – original draft: OS.
Writing – review and editing: OS, KJJ, SES.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

This work was supported by Gilead Research Grant Program NL2020-00372.

Data availability statement

Participants did not consent to data sharing. Consequently, supporting data is unavailable.

ORCID

Oladipupo Shobowale http://orcid.org/0000-0002-3371-4515
Kai J. Jonas http://orcid.org/0000-0001-6607-1993
Sarah E. Stutterheim http://orcid.org/0000-0001-9336-5022

AIDS CARE 1433

http://orcid.org/0000-0002-3371-4515
http://orcid.org/0000-0001-6607-1993
http://orcid.org/0000-0001-9336-5022


References

Adedimeji, A. A., Asibon, A., O’Connor, G., Carson, R., Cowan, E., McKinley, P., Leider, J., Mallon, P., & Calderon, Y. 
(2015). Increasing HIV testing among African immigrants in Ireland: Challenges and opportunities. Journal of 
Immigrant and Minority Health, 17(1), 89–95. https://doi.org/10.1007/s10903-014-9986-x

Aidoo-Frimpong, G., Agbemenu, K., & Orom, H. (2021). A review of cultural influences on risk for HIV and culturally- 
responsive risk mitigation strategies among African immigrants in the US. Journal of Immigrant and Minority 
Health, 23(6), 1280–1292. https://doi.org/10.1007/s10903-020-01138-8

Alvarez-del Arco, D., Fakoya, I., Thomadakis, C., Pantazis, N., Touloumi, G., Gennotte, A.-F., Zuure, F., Barros, H., 
Staehelin, C., Göpel, S., Boesecke, C., Prestileo, T., Volny-Anne, A., Burns, F., & del Amo, J. (2017). High levels 
of postmigration HIV acquisition within nine European countries. Aids (London, England), 31(14), 1979–1988. 
https://doi.org/10.1097/QAD.0000000000001571

Alvarez-del Arco, D., Monge, S., Azcoaga, A., Rio, I., Hernando, V., Gonzalez, C., Alejos, B., Caro, A. M., Perez- 
Cachafeiro, S., Ramirez-Rubio, O., Bolumar, F., Noori, T., & Del Amo, J. (2013). HIV testing and counselling for 
migrant populations living in high-income countries: A systematic review. European Journal of Public Health, 
23(6), 1039–1045. https://doi.org/10.1093/eurpub/cks130

Bedert, M., Davidovich, U., de Bree, G., van Bilsen, W., van Sighem, A., Zuilhof, W., Brinkman, K., van der Valk, M., & 
de Wit, J. (2021). Understanding reasons for HIV late diagnosis: A qualitative study among HIV-positive individuals 
in Amsterdam, The Netherlands. AIDS and Behavior, 25(9), 2898–2906. https://doi.org/10.1007/s10461-021- 
03239-3

Bil, J. P., Zuure, F. R., Alvarez-del Arco, D., Prins, J. M., Brinkman, K., Leyten, E., van Sighem, A., Burns, F., & Prins, M. 
(2019). Disparities in access to and use of HIV-related health services in the Netherlands by migrant status and sex
ual orientation: A cross-sectional study among people recently diagnosed with HIV infection. BMC Infectious 
Diseases, 19(1), 906. https://doi.org/10.1186/s12879-019-4477-2

Blondell, S. J., Kitter, B., Griffin, M. P., & Durham, J. (2015). Barriers and facilitators to HIV testing in migrants in high- 
income countries: A systematic review. AIDS and Behavior, 19(11), 2012–2024. https://doi.org/10.1007/s10461-015- 
1095-x

Bouaddi, O., Zbiri, S., & Belrhiti, Z. (2023). Interventions to improve migrants’ access to sexual and reproductive health 
services: A scoping review. BMJ Global Health, 8(6), e011981. https://doi.org/10.1136/bmjgh-2023-011981

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in Psychology, 3(2), 77–101. 
https://doi.org/10.1191/1478088706qp063oa

Bronfenbrenner, U. (1977). Toward an experimental ecology of human development. American Psychologist, 32(7), 
513–531. https://doi.org/10.1037/0003-066X.32.7.513

Burns, F. M., Imrie, J. Y., Nazroo, J., Johnson, A. M., & Fenton, K. A. (2007). Why the(y) wait? Key informant under
standings of factors contributing to late presentation and poor utilization of HIV health and social care services by 
African migrants in Britain. AIDS Care, 19(1), 102–108. https://doi.org/10.1080/09540120600908440

Camlin, C. S., Ssemmondo, E., Chamie, G., El Ayadi, A. M., Kwarisiima, D., Sang, N., Kabami, J., Charlebois, E., 
Petersen, M., Clark, T. D., Bukusi, E. A., Cohen, C. R., R. Kamya, M., & Havlir, D. (2016). Men “missing” from popu
lation-based HIV testing: Insights from qualitative research. AIDS Care, 28(sup3), 67–73. https://doi.org/10.1080/ 
09540121.2016.1164806

Centraal Bureau voor de Statistiek (CBS). (2022). Population; sex, age, generation and migration background, 1 Jan; 
1996-2022. https://opendata.cbs.nl/statline/#/CBS/en/dataset/37325eng/table?ts = 1684994992486

Centraal Bureau voor de Statistiek (CBS). (2023a). Inwoners met herkomst sub-Sahara Afrika – Werk en inkomen. 
https://www.cbs.nl/nl-nl/longread/rapportages/2023/inwoners-met-herkomst-sub-sahara-afrika/3-werk-en- 
inkomen

Centraal Bureau voor de Statistiek (CBS). (2023b). Inwoners met herkomst sub-Sahara Afrika – Onderwijs. https:// 
www.cbs.nl/nl-nl/longread/rapportages/2023/inwoners-met-herkomst-sub-sahara-afrika/2-onderwijs

Centraal Bureau voor de Statistiek (CBS). (2025). Dashboard Statistiek Wet Inburgering (SWI) 2024. Onderwijs in het 
buitenland. https://dashboards.cbs.nl/v5/statistiek_wet_inburgering/

Champenois, K., Sawras, V., Ngoh, P., Bouvet de la Maisonneuve, P., Valbousquet, J., Annequin, M., Gatseva, Y., 
Michels, D., Lydié, N., Maguet, C., Aïna, E., Le Hô, E., Plenel, E., Touitou, I., Deuffic-Burban, S., Lert, F., & 
Pugliese, P. (2024). Facilitating the access to HIV testing at lower costs: “To the laboratory without prescription” 
(ALSO), a pilot intervention to expand HIV testing through medical laboratories in France. PLoS One, 19(10), 
e0309754. https://doi.org/10.1371/journal.pone.0309754

Clark, K. A., Keene, D. E., Pachankis, J. E., Fattal, O., Rizk, N., & Khoshnood, K. (2017). A qualitative analysis of multi- 
level barriers to HIV testing among women in Lebanon. Culture, Health & Sexuality, 19(9), 996–1010. https://doi. 
org/10.1080/13691058.2017.1282045

Colvin, C. J. (2019). Strategies for engaging men in HIV services. The Lancet HIV, 6(3), e191–e200. https://doi.org/10. 
1016/S2352-3018(19)30032-3

Daniel, N. A., Hassan, S. A., Mohamed, F., Sheikh, N., Basualdo, G., Schwartz, R., Gebreselassie, B. T., Beyene, Y. K., 
Gabreselassie, L., Bayru, K., Tadesse, B., Libneh, H. A., Shidane, M., Benalfew, S., Ali, A., Rao, D., Kerani, R. P., & 
Patel, R. C. (2022). Harambee! 2.0: The impact of HIV-related and intersectional stigmas on HIV testing behaviors 

1434 O. SHOBOWALE ET AL.

https://doi.org/10.1007/s10903-014-9986-x
https://doi.org/10.1007/s10903-020-01138-8
https://doi.org/10.1097/QAD.0000000000001571
https://doi.org/10.1093/eurpub/cks130
https://doi.org/10.1007/s10461-021-03239-3
https://doi.org/10.1007/s10461-021-03239-3
https://doi.org/10.1186/s12879-019-4477-2
https://doi.org/10.1007/s10461-015-1095-x
https://doi.org/10.1007/s10461-015-1095-x
https://doi.org/10.1136/bmjgh-2023-011981
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1037/0003-066X.32.7.513
https://doi.org/10.1080/09540120600908440
https://doi.org/10.1080/09540121.2016.1164806
https://doi.org/10.1080/09540121.2016.1164806
https://opendata.cbs.nl/statline/#/CBS/en/dataset/37325eng/table?ts=1684994992486
https://www.cbs.nl/nl-nl/longread/rapportages/2023/inwoners-met-herkomst-sub-sahara-afrika/3-werk-en-inkomen
https://www.cbs.nl/nl-nl/longread/rapportages/2023/inwoners-met-herkomst-sub-sahara-afrika/3-werk-en-inkomen
https://www.cbs.nl/nl-nl/longread/rapportages/2023/inwoners-met-herkomst-sub-sahara-afrika/2-onderwijs
https://www.cbs.nl/nl-nl/longread/rapportages/2023/inwoners-met-herkomst-sub-sahara-afrika/2-onderwijs
https://dashboards.cbs.nl/v5/statistiek_wet_inburgering/
https://doi.org/10.1371/journal.pone.0309754
https://doi.org/10.1080/13691058.2017.1282045
https://doi.org/10.1080/13691058.2017.1282045
https://doi.org/10.1016/S2352-3018(19)30032-3
https://doi.org/10.1016/S2352-3018(19)30032-3


among African immigrant communities in Seattle, Washington. AIDS and Behavior, 26(S1), 149–164. https://doi. 
org/10.1007/s10461-021-03396-5

Deblonde, J., De Koker, P., Hamers, F. F., Fontaine, J., Luchters, S., & Temmerman, M. (2010). Barriers to HIV testing 
in Europe: A systematic review. The European Journal of Public Health, 20(4), 422–432. https://doi.org/10.1093/ 
eurpub/ckp231

de Gee, F., Manuels, C., Boerwinkel, E. K., Yap, K., & Muntinga, M. E. (2022). ‘They say “I did it”, but they don’t say “I got 
an STI from it”’: Exploring the experiences of youth with a migration background with sexual health in Amsterdam, 
The Netherlands. Global Public Health, 17(9), 2095–2110. https://doi.org/10.1080/17441692.2021.1970207

Desgrées-du-Loû, A., Pannetier, J., Ravalihasy, A., Gosselin, A., Supervie, V., Panjo, H., Bajos, N., Lert, F., Lydié, N., & 
Dray-Spira, R. (2015). Sub-Saharan African migrants living with HIV acquired after migration, France, ANRS 
PARCOURS study, 2012 to 2013. Eurosurveillance, 20(46), 31–38. https://doi.org/10.2807/1560-7917.ES.2015.20. 
46.30065

DiCarlo, A. L., Mantell, J. E., Remien, R. H., Zerbe, A., Morris, D., Pitt, B., Abrams, E. J., & El-Sadr, W. M. (2014). ‘Men 
usually say that HIV testing is for women’: Gender dynamics and perceptions of HIV testing in Lesotho. Culture, 
Health & Sexuality, 16(8), 867–882. https://doi.org/10.1080/13691058.2014.913812

Dovel, K., Yeatman, S., Watkins, S., & Poulin, M. (2015). Men’s heightened risk of AIDS-related death: The legacy of 
gendered HIV testing and treatment strategies. Aids (London, England), 29(10), 1123–1125. https://doi.org/10.1097/ 
QAD.0000000000000655

Earnshaw, V. A., Jonathon Rendina, H., Bauer, G. R., Bonett, S., Bowleg, L., Carter, J., English, D., Friedman, M. R., 
Hatzenbuehler, M. L., Johnson, M. O., McCree, D. H., Neilands, T. B., Quinn, K. G., Robles, G., Scheim, A. I., 
Smith, J. C., Smith, L. R., Sprague, L., Taggart, T., … Kerrigan, D. L. (2022). Methods in HIV-related intersectional 
stigma research: Core elements and opportunities. American Journal of Public Health, 112(S4), S413–S4S9. https:// 
doi.org/10.2105/AJPH.2021.306710

European Centre for Disease Prevention and Control/WHO Regional Office for Europe. (2023). HIV/AIDS surveil
lance in Europe 2023–2022 data. Stockholm: ECDC. https://www.ecdc.europa.eu/sites/default/files/documents/ 
HIV-AIDS_surveillance_in_Europe_2023_%28_2022_data_%29_0.pdf

Eurostat. (2024). Migrant integration statistics – at risk of poverty and social exclusion. Eurostat Luxembourg. Migrant 
integration statistics – at risk of poverty and social exclusion. Eurostat Luxembourg. https://ec.europa.eu/eurostat/ 
statistics-explained/index.php?title=Migrant_integration_statistics_-_poverty_and_social_exclusion

Evans, C., Suggs, L. S., Turner, K., Occa, A., Juma, A., & Blake, H. (2019). Mobile phone messaging to promote uptake 
of HIV testing among migrant African communities in the UK. Health Education Journal, 78(1), 24–37. https://doi. 
org/10.1177/0017896918785928

Evans, C., Turner, K., Suggs, L. S., Occa, A., Juma, A., & Blake, H. (2016). Developing a mHealth intervention to pro
mote uptake of HIV testing among African communities in the UK: A qualitative study. BMC Public Health, 16(1), 
656. https://doi.org/10.1186/s12889-016-3278-4

Gillespie, D., Wood, F., Williams, A., Ma, R., de Bruin, M., Hughes, D. A., Jones, A. T., Couzens, Z., & Hood, K. (2022). 
Experiences of men who have sex with men when initiating, implementing and persisting with HIV pre-exposure 
prophylaxis. Health Expectations, 25(4), 1332–1341. https://doi.org/10.1111/hex.13446

Gosselin, A., Carillon, S., Coulibaly, K., Ridde, V., Taéron, C., Kohou, V., Zouménou, I., Mbiribindi, R., Derche, N., & 
Desgrées du Loû, A. (2019). Participatory development and pilot testing of the Makasi intervention: A community- 
based outreach intervention to improve sub-Saharan and Caribbean immigrants’ empowerment in sexual health. 
BMC Public Health, 19(1), 1–10. https://doi.org/10.1186/s12889-019-7943-2

Gosselin, A., Coulibaly, K., Ravalihasy, A., Carillon, S., Ridde, V., Derche, N., Mbiribindi, R., & Desgrées du Loû, A. 
(2020). Finding the missing link: When community-based outreach in public space is key to engage migrants in 
health prevention programmes in Paris, France. Journal of Epidemiology and Community Health, 74(8), 668–675. 
https://doi.org/10.1136/jech-2019-213394

Gray, C., Lobo, R., Narciso, L., Oudih, E., Gunaratnam, P., Thorpe, R., & Crawford, G. (2019). Why I can’t, won’t or 
don’t test for HIV: Insights from Australian migrants born in sub-Saharan Africa, Southeast Asia and Northeast 
Asia. International Journal of Environmental Research and Public Health, 16(6), 1034. https://doi.org/10.3390/ 
ijerph16061034

Gwadz, M., Leonard, N. R., Honig, S., Freeman, R., Kutnick, A., & Ritchie, A. S. (2018). Doing battle with “the mon
ster”: How high-risk heterosexuals experience and successfully manage HIV stigma as a barrier to HIV testing. 
International Journal for Equity in Health, 17(1), 1–18. https://doi.org/10.1186/s12939-018-0761-9

Hoke, M. K., & McDade, T. (2014). Biosocial inheritance: A framework for the study of the intergenerational trans
mission of health disparities. Annals of Anthropological Practice, 38(2), 187–213. https://doi.org/10.1111/napa.12052

Johnson, D. R., Scheitle, C. P., & Ecklund, E. H. (2021). Beyond the in-person interview? How interview quality varies 
across in-person, telephone, and Skype interviews. Social Science Computer Review, 39(6), 1142–1158. https://doi. 
org/10.1177/0894439319893612

Kamenshchikova, A., Peters, C. M., Nöstlinger, C., Rice, B., Ford, N., Ravasi, G., Burns, F., Parczewski, M., Hoebe, C. J., 
Dukers, N., & Seedat, F. (2024). Interventions to ensure access to and continuity of HIV care for international 
migrants: An evidence synthesis. The Lancet HIV, 11(12), e873–e884. https://doi.org/10.1016/S2352- 
3018(24)00175-9

AIDS CARE 1435

https://doi.org/10.1007/s10461-021-03396-5
https://doi.org/10.1007/s10461-021-03396-5
https://doi.org/10.1093/eurpub/ckp231
https://doi.org/10.1093/eurpub/ckp231
https://doi.org/10.1080/17441692.2021.1970207
https://doi.org/10.2807/1560-7917.ES.2015.20.46.30065
https://doi.org/10.2807/1560-7917.ES.2015.20.46.30065
https://doi.org/10.1080/13691058.2014.913812
https://doi.org/10.1097/QAD.0000000000000655
https://doi.org/10.1097/QAD.0000000000000655
https://doi.org/10.2105/AJPH.2021.306710
https://doi.org/10.2105/AJPH.2021.306710
https://www.ecdc.europa.eu/sites/default/files/documents/HIV-AIDS_surveillance_in_Europe_2023_%28_2022_data_%29_0.pdf
https://www.ecdc.europa.eu/sites/default/files/documents/HIV-AIDS_surveillance_in_Europe_2023_%28_2022_data_%29_0.pdf
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Migrant_integration_statistics_-_poverty_and_social_exclusion
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Migrant_integration_statistics_-_poverty_and_social_exclusion
https://doi.org/10.1177/0017896918785928
https://doi.org/10.1177/0017896918785928
https://doi.org/10.1186/s12889-016-3278-4
https://doi.org/10.1111/hex.13446
https://doi.org/10.1186/s12889-019-7943-2
https://doi.org/10.1136/jech-2019-213394
https://doi.org/10.3390/ijerph16061034
https://doi.org/10.3390/ijerph16061034
https://doi.org/10.1186/s12939-018-0761-9
https://doi.org/10.1111/napa.12052
https://doi.org/10.1177/0894439319893612
https://doi.org/10.1177/0894439319893612
https://doi.org/10.1016/S2352-3018(24)00175-9
https://doi.org/10.1016/S2352-3018(24)00175-9


Kingori, C., Esquivel, C. L., Hassan, Q., Elmi, A., Mukasa, B., & Reece, M. (2016). Recommendations for developing 
contextually relevant HIV/AIDS prevention strategies targeting African-born immigrants and refugees in the 
United States. AIDS Patient Care and STDs, 30(10), 476–483. https://doi.org/10.1089/apc.2016.0171

Koschollek, C., Kuehne, A., Müllerschön, J., Amoah, S., Batemona-Abeke, H., Dela Bursi, T., Mayamba, P., Thorlie, A., 
Mputu Tshibadi, C., Wangare Greiner, V., Bremer, V., & Santos-Hövener, C. (2020). Knowledge, information needs 
and behavior regarding HIV and sexually transmitted infections among migrants from sub-Saharan Africa living in 
Germany: Results of a participatory health research survey. PLoS One, 15(1), e0227178. https://doi.org/10.1371/ 
journal.pone.0227178

Kwakwa, H. A., Wahome, R., Goines, D. S., Jabateh, V., Green, A., Bessias, S., & Flanigan, T. P. (2017). Engaging 
African and Caribbean immigrants in HIV testing and care in a large US city: Lessons learned from the African dia
spora health initiative. Journal of Immigrant and Minority Health, 19(4), 818–824. https://doi.org/10.1007/s10903- 
016-0431-1

Lavender, T., Wakasiaka, S., Chimwaza, A., Wood, R., Omoni, G., Mukhwana, R., McGowan, L., Chimala, E., Omari, J., 
& Edozien, L. (2019). A qualitative study of partner engagement in HIV testing in Malawi and Kenya. Culture, 
Health & Sexuality, 21(10), 1131–1145. https://doi.org/10.1080/13691058.2018.1542509

Leal, A. F., Knauth, D. R., & Couto, M. T. (2015). The invisibility of heterosexuality in HIV/AIDS prevention for men. 
Revista Brasileira de Epidemiologia, 18(suppl 1), 143–155. https://doi.org/10.1590/1809-4503201500050011

Leblanc, N. M., Flores, D. D., & Barroso, J. (2016). Facilitators and barriers to HIV screening: A qualitative meta-syn
thesis. Qualitative Health Research, 26(3), 294–306. https://doi.org/10.1177/1049732315616624

Lindkvist, P., Johansson, E., & Hylander, I. (2015). Fogging the issue of HIV – barriers for HIV testing in a migrated 
population from Ethiopia and Eritrea. BMC Public Health, 15(1), 82. https://doi.org/10.1186/s12889-014-1333-6

Logie, C. H., James, L., Tharao, W., & Loutfy, M. R. (2011). HIV, gender, race, sexual orientation, and sex work: A 
qualitative study of intersectional stigma experienced by HIV-positive women in Ontario, Canada. PLoS 
Medicine, 8(11), e1001124. https://doi.org/10.1371/journal.pmed.1001124

Logie, C. H., Okumu, M., Kibuuka Musoke, D., Hakiza, R., Mwima, S., Kyambadde, P., Abela, H., Gittings, L., 
Musinguzi, J., Mbuagbaw, L., & Baral, S. (2021). Intersecting stigma and HIV testing practices among urban refugee 
adolescents and youth in Kampala, Uganda: Qualitative findings. Journal of the International AIDS Society, 24(3), 
e25674. https://doi.org/10.1002/jia2.25674

Loos, J., Manirankunda, L., Platteau, T., Albers, L., Fransen, K., Vermoesen, T., Namanya, F., & Nöstlinger, C. (2016). 
Acceptability of a community-based outreach HIV-testing intervention using oral fluid collection devices and web- 
based HIV test result collection among sub-Saharan African migrants: A mixed-method study. JMIR Public Health 
and Surveillance, 2(2), e33. https://doi.org/10.2196/publichealth.5519

Lott, B. E., Loveluck, J., Benton, A., Golson, L., Kahle, E., Lam, J., Bauermeister, J. A., & Veinot, T. C. (2022). The impact 
of stigma on HIV testing decisions for gay, bisexual, queer and other men who have sex with men: A qualitative 
study. BMC Public Health, 22(1), 471. https://doi.org/10.1186/s12889-022-12761-5

Mak, J., Mayhew, S. H., von Maercker, A., & Colombini, M. (2016). Men’s use of sexual health and HIV services in 
Swaziland: A mixed methods study. Sexual Health, 13(3), 265–274. https://doi.org/10.1071/SH15244

Manirankunda, L., Loos, J., Alou, T. A., Colebunders, R., & Nostlinger, C. (2009). “It’s better not to know”: Perceived 
barriers to HIV voluntary counseling and testing among sub-Saharan African migrants in Belgium. AIDS Education 
and Prevention, 21(6), 582–593. https://doi.org/10.1521/aeap.2009.21.6.582

Manirankunda, L., Loos, J., Debackaere, P., & Nostlinger, C. (2012). “It is not easy”: Challenges for provider-initiated 
HIV testing and counseling in Flanders, Belgium. AIDS Education and Prevention, 24(5), 456–468. https://doi.org/ 
10.1521/aeap.2012.24.5.456

Marshall, M. N. (1996). The key informant technique. Family Practice, 13(1), 92–97. https://doi.org/10.1093/fampra/ 
13.1.92

Martinez, J., & Hosek, S. G. (2005). An exploration of the down-low identity: Nongay-identified young African- 
American men who have sex with men. Journal of the National Medical Association, 97(8), 1103–1112. https:// 
pmc.ncbi.nlm.nih.gov/articles/PMC2575973/pdf/jnma00189-0057.pdf

Mitra, D., Jacobsen, M., O’Connor, A., Pottie, K., & Tugwell, P. (2006). Assessment of the decision support needs of 
women from HIV endemic countries regarding voluntary HIV testing in Canada. Patient Education and Counseling, 
63(3), 292–300. https://doi.org/10.1016/j.pec.2006.04.005

Navaza, B., Guionnet, A., Navarro, M., Estevez, L., Perez-Molina, J. A., & Lopez-Velez, R. (2012). Reluctance to do 
blood testing limits HIV diagnosis and appropriate health care of sub-Saharan African migrants living in Spain. 
AIDS and Behavior, 16(1), 30–35. https://doi.org/10.1007/s10461-010-9871-0

Nnaji, C., & Ojikutu, B. O. (2022). Intersecting stigmas: Being Black African, immigrant, and living with HIV in the 
United States. American Journal of Public Health, 112(S4), S367–SS70. https://doi.org/10.2105/AJPH.2022.306734

Nnaji, C., Slopadoe, S., Rao, T., Babirye, J., & Pwamang, A. (2016). Safety net party: A group-based program to prevent 
HIV/STDs in African-born women in the United States. Journal of the Association of Nurses in AIDS Care, 27(5), 
731–739. https://doi.org/10.1016/j.jana.2016.04.009

Nöstlinger, C., Cosaert, T., Landeghem, E. V., Vanhamel, J., Jones, G., Zenner, D., Jacobi, J., Noori, T., Pharris, A., 
Smith, A., Hayes, R., Val, E., Waagensen, E., Vovc, E., Sehgal, S., Laga, M., & Van Renterghem, H. (2022). HIV 

1436 O. SHOBOWALE ET AL.

https://doi.org/10.1089/apc.2016.0171
https://doi.org/10.1371/journal.pone.0227178
https://doi.org/10.1371/journal.pone.0227178
https://doi.org/10.1007/s10903-016-0431-1
https://doi.org/10.1007/s10903-016-0431-1
https://doi.org/10.1080/13691058.2018.1542509
https://doi.org/10.1590/1809-4503201500050011
https://doi.org/10.1177/1049732315616624
https://doi.org/10.1186/s12889-014-1333-6
https://doi.org/10.1371/journal.pmed.1001124
https://doi.org/10.1002/jia2.25674
https://doi.org/10.2196/publichealth.5519
https://doi.org/10.1186/s12889-022-12761-5
https://doi.org/10.1071/SH15244
https://doi.org/10.1521/aeap.2009.21.6.582
https://doi.org/10.1521/aeap.2012.24.5.456
https://doi.org/10.1521/aeap.2012.24.5.456
https://doi.org/10.1093/fampra/13.1.92
https://doi.org/10.1093/fampra/13.1.92
https://pmc.ncbi.nlm.nih.gov/articles/PMC2575973/pdf/jnma00189-0057.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC2575973/pdf/jnma00189-0057.pdf
https://doi.org/10.1016/j.pec.2006.04.005
https://doi.org/10.1007/s10461-010-9871-0
https://doi.org/10.2105/AJPH.2022.306734
https://doi.org/10.1016/j.jana.2016.04.009


among migrants in precarious circumstances in the EU and European Economic Area. The Lancet HIV, 9(6), e428– 
ee37. https://doi.org/10.1016/S2352-3018(22)00032-7

Op De Coul, E. L. M., Schreuder, I., Conti, S., van Sighem, A., Xiridou, M., Van Veen, M. G., & Heijne, J. C. M. (2015). 
Changing patterns of undiagnosed HIV infection in the Netherlands: Who benefits most from intensified HIV test 
and treat policies? PLoS One, 10(7), e0133232. https://doi.org/10.1371/journal.pone.0133232

Op De Coul, E. L. M., van Sighem, A., Brinkman, K., van Benthem, B. H., van der Ende, M. E., Geerlings, S., & Reiss, P. 
(2016). Factors associated with presenting late or with advanced HIV disease in the Netherlands, 1996–2014: Results 
from a national observational cohort. BMJ Open, 6(1), e009688. https://doi.org/10.1136/bmjopen-2015-009688

Owusu, M. W., Krankowska, D. C., Lourida, P., & Weis, N. (2023). Late HIV diagnosis among migrant women living in 
Europe-a systematic review of barriers to HIV testing. IJID regions, 7, 206–215. https://doi.org/10.1016/j.ijregi.2023. 
03.006

Rice, B. D., Elford, J., Yin, Z., & Delpech, V. C. (2012a). A new method to assign country of HIV infection among het
erosexuals born abroad and diagnosed with HIV. Aids (London, England), 26(15), 1961–1966. https://doi.org/10. 
1097/QAD.0b013e3283578b80

Rice, R. E., Wu, Z., Li, L., Detels, R., & Rotheram-Borus, M. J. (2012b). Reducing STD/HIV stigmatizing attitudes 
through community popular opinion leaders in Chinese markets. Human Communication Research, 38(4), 379– 
405. https://doi.org/10.1111/j.1468-2958.2012.01436.x

Roberts, D. A., Kerani, R., Tsegaselassie, S., Abera, S., Lynes, A., Scott, E., Chung, K., Yohannes, E., Basualdo, G., 
Stekler, J. D., Barnabas, R., James, J., Cooper-Ashford, S., & Patel, R. (2019). Harambee!: A pilot mixed methods 
study of integrated residential HIV testing among African-born individuals in the Seattle area. PLoS One, 14(5), 
e0216502. https://doi.org/10.1371/journal.pone.0216502

Sah, L. K., Singh, D. R., & Sah, R. K. (2020). Conducting qualitative interviews using virtual communication tools amid 
COVID-19 pandemic: A learning opportunity for future research. Journal of Nepal Medical Association, 58(232), 
1103. https://doi.org/10.31729/jnma.5738

Schouten, M., van Velde, A., Snijdewind, I., Verbon, A., Rijnders, B., & Van der Ende, M. (2013). Late diagnose van hiv- 
patiënten in Rotterdam. Risicofactoren en gemiste kansen. Nederlands Tijdschrift voor Geneeskunde, 157(15), A5731.

Shand, T., Thomson-de Boor, H., van den Berg, W., Peacock, D., & Pascoe, L. (2014). The HIV blind spot: Men and 
HIV testing, treatment and care in sub-Saharan Africa. IDS Bulletin, 45(1), 53–60. https://doi.org/10.1111/1759- 
5436.12068

Shangase, P., & Egbe, C. O. (2015). Barriers to accessing HIV services for Black African communities in 
Cambridgeshire, The United Kingdom. Journal of Community Health, 40(1), 20–26. https://doi.org/10.1007/ 
s10900-014-9889-8

Shobowale, O., Schmidt, A. J., Meireles, P., Rojas Castro, D., Detandt, S., Stutterheim, S. E., Weatherburn, P., & Jonas, 
K. J. (2024). Determinants of HIV testing among migrant men who have sex with men from sub-Saharan Africa and 
other regions residing in 10 European countries. AIDS and Behavior, 28(2), 488–506. https://doi.org/10.1007/ 
s10461-023-04239-1

Stutterheim, S. E., van der Kooij, Y. L., Willems, R. A., Schenk, L. G., Elsenburg, L. J., Jansen, H. S., Lammen, J., Den Daas, 
C., & Kleene, M. J. (2024). Reducing internalized HIV stigma with intervention mapping: The design, implementation, 
and evaluation of RESET (RESilience and Empowerment Training). https://osf.io/preprints/psyarxiv/wx5k9

Sullivan, M. C., Rosen, A. O., Allen, A., Benbella, D., Camacho, G., Cortopassi, A. C., Driver, R., Ssenyonjo, J., Eaton, L. 
A., & Kalichman, S. C. (2020). Falling short of the first 90: HIV stigma and HIV testing research in the 90–90–90 era. 
AIDS and Behavior, 24(2), 357–362. https://doi.org/10.1007/s10461-019-02771-7

Thomas, F., Aggleton, P., & Anderson, J. (2010). “If I cannot access services, then there is no reason for me to test”: The 
impacts of health service charges on HIV testing and treatment amongst migrants in England. AIDS Care, 22(4), 
526–531. https://doi.org/10.1080/09540120903499170

Threats, M., Boyd, D. T., Diaz, J. E., & Adebayo, O. W. (2021). Deterrents and motivators of HIV testing among young 
Black men who have sex with men in North Carolina. AIDS Care, 33(7), 943–951. https://doi.org/10.1080/09540121. 
2020.1852161

Tirado, V., Engberg, S., Holmblad, I. S., Strömdahl, S., Ekström, A. M., & Hurtig, A. K. (2022). “One-time interven
tions, it doesn’t lead to much”–healthcare provider views to improving sexual and reproductive health services 
for young migrants in Sweden. BMC Health Services Research, 22(1), 668. https://doi.org/10.1186/s12913-022- 
07945-z

Tong, A., Sainsbury, P., & Craig, J. (2007). Consolidated criteria for reporting qualitative research (COREQ): A 32-item 
checklist for interviews and focus groups. International Journal for Quality in Health Care, 19(6), 349–357. https:// 
doi.org/10.1093/intqhc/mzm042

Twisk, D. E., Watzeels, A., & Gotz, H. M. (2023). Community-based HIV testing through a general health check event 
in a high HIV-prevalent multicultural area in Rotterdam, The Netherlands: A pilot study on feasibility and accep
tance. Pilot and Feasibility Studies, 9(1), 101. https://doi.org/10.1186/s40814-023-01327-w

van Bilsen, W. P. H., Bil, J. P., Prins, J. M., Brinkman, K., Leyten, E., van Sighem, A., Bedert, M., Davidovich, U., Burns, 
F., & Prins, M. (2022). Testing and healthcare seeking behavior preceding HIV diagnosis among migrant and 
non-migrant individuals living in the Netherlands: Directions for early-case finding. PLoS One, 17(3), e0264435. 
https://doi.org/10.1371/journal.pone.0264435

AIDS CARE 1437

https://doi.org/10.1016/S2352-3018(22)00032-7
https://doi.org/10.1371/journal.pone.0133232
https://doi.org/10.1136/bmjopen-2015-009688
https://doi.org/10.1016/j.ijregi.2023.03.006
https://doi.org/10.1016/j.ijregi.2023.03.006
https://doi.org/10.1097/QAD.0b013e3283578b80
https://doi.org/10.1097/QAD.0b013e3283578b80
https://doi.org/10.1111/j.1468-2958.2012.01436.x
https://doi.org/10.1371/journal.pone.0216502
https://doi.org/10.31729/jnma.5738
https://doi.org/10.1111/1759-5436.12068
https://doi.org/10.1111/1759-5436.12068
https://doi.org/10.1007/s10900-014-9889-8
https://doi.org/10.1007/s10900-014-9889-8
https://doi.org/10.1007/s10461-023-04239-1
https://doi.org/10.1007/s10461-023-04239-1
https://osf.io/preprints/psyarxiv/wx5k9
https://doi.org/10.1007/s10461-019-02771-7
https://doi.org/10.1080/09540120903499170
https://doi.org/10.1080/09540121.2020.1852161
https://doi.org/10.1080/09540121.2020.1852161
https://doi.org/10.1186/s12913-022-07945-z
https://doi.org/10.1186/s12913-022-07945-z
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1186/s40814-023-01327-w
https://doi.org/10.1371/journal.pone.0264435


Van Landeghem, E., Arbier, A., Pratt, C. S. A., Senga, M., Scheerder, G., Reyniers, T., Hensen, B., & Nöstlinger, C. 
(2024). PrEP among sub-Saharan African diaspora communities in Belgium–a participatory action research 
study. Journal of Community Health, 49(1), 156–165. https://doi.org/10.1007/s10900-023-01269-7

van Opstal, S. E. M., van der Zwan, J. S., Wagener, M. N., Been, S. K., Miedema, H. S., Roelofs, P. D. D. M., & van Gorp, 
E. C. M. (2018). Late presentation of HIV infection in the Netherlands: Reasons for late diagnoses and impact on 
vocational functioning. AIDS and Behavior, 22(8), 2593–2603. https://doi.org/10.1007/s10461-018-2082-9

van Sighem, A. I., Wit, F. W. N. M., Boyd, A. C., Smit, C., Jongen, V. W., & Boender, T. S. (2024). Monitoring report 
2024. Human Immunodeficiency Virus (HIV) infection in the Netherlands. Amsterdam: Stichting HIV monitoring. 
https://www.hiv-monitoring.nl/application/files/8117/3212/3792/STICHTING_HIV_MONITORING_REPORT_ 
2024.pdf

van Sighem, A. I., Wit, F. W. N. M., Boyd, A. C., Smit, C., Jongen, V. W., & Matser, A. (2023). Monitoring report 2023. 
Human Immunodeficiency Virus (HIV) infection in the Netherlands. Amsterdam: Stichting HIV monitoring. 
https://www.hiv-monitoring.nl/application/files/5717/0066/1002/NL_HIV_MONITORING_REPORT_2023.pdf

van Sighem, A. I., Wit, F. W. N. M., Boyd, A., Smit, C., Matser, A., & Reiss, P. (2019). Monitoring report 2019. Human 
Immunodeficiency Virus (HIV) Infection in the Netherlands. Amsterdam: Stichting HIV monitoring. https://www. 
hiv-monitoring.nl/application/files/4115/7616/1682/HIV_Monitoring_Report_2019_update_dec_2019.pdf

Varma, D. S., Young, M. E., Kreider, C. M., Williams, K., Vaddiparti, K., Parisi, C., & Semeah, L. M. (2021). Practical 
considerations in qualitative health research during the COVID-19 pandemic. International Journal of Qualitative 
Methods, 20, 16094069211043755. https://doi.org/10.1177/16094069211043755

WHO Regional Office for Europe, European Centre for Disease Prevention and Control. (2024). HIV/AIDS surveil
lance in Europe 2024 – 2023 data. Copenhagen: WHO Regional Office for Europe. https://www.ecdc.europa.eu/ 
sites/default/files/documents/HIV_Surveillance_Report_2024.pdf

Woyah, A., Nnaji, C., & Bova, C. (2014). Planning and implementing a statewide soccer HIV awareness and health 
promotion intervention for African-born men living in the United States. Journal of the Association of Nurses in 
AIDS Care, 25(6), 675–681. https://doi.org/10.1016/j.jana.2014.01.004

Yakubu, B., Simkhada, P., Van Teijlingen, E., & Eboh, W. (2010). Sexual health information and uptake of sexual health 
services by African women in Scotland: A pilot study. International Journal of Health Promotion and Education, 
48(3), 79–84. https://doi.org/10.1080/14635240.2010.10708186

Ziersch, A., Walsh, M., Baak, M., Rowley, G., Oudih, E., & Mwanri, L. (2021). “It is not an acceptable disease”: A quali
tative study of HIV-related stigma and discrimination and impacts on health and wellbeing for people from ethni
cally diverse backgrounds in Australia. BMC Public Health, 21(1), 779. https://doi.org/10.1186/s12889-021-10679-y

1438 O. SHOBOWALE ET AL.

https://doi.org/10.1007/s10900-023-01269-7
https://doi.org/10.1007/s10461-018-2082-9
https://www.hiv-monitoring.nl/application/files/8117/3212/3792/STICHTING_HIV_MONITORING_REPORT_2024.pdf
https://www.hiv-monitoring.nl/application/files/8117/3212/3792/STICHTING_HIV_MONITORING_REPORT_2024.pdf
https://www.hiv-monitoring.nl/application/files/5717/0066/1002/NL_HIV_MONITORING_REPORT_2023.pdf
https://www.hiv-monitoring.nl/application/files/4115/7616/1682/HIV_Monitoring_Report_2019_update_dec_2019.pdf
https://www.hiv-monitoring.nl/application/files/4115/7616/1682/HIV_Monitoring_Report_2019_update_dec_2019.pdf
https://doi.org/10.1177/16094069211043755
https://www.ecdc.europa.eu/sites/default/files/documents/HIV_Surveillance_Report_2024.pdf
https://www.ecdc.europa.eu/sites/default/files/documents/HIV_Surveillance_Report_2024.pdf
https://doi.org/10.1016/j.jana.2014.01.004
https://doi.org/10.1080/14635240.2010.10708186
https://doi.org/10.1186/s12889-021-10679-y

	Abstract
	Introduction
	Methods
	Study design and context
	Sampling and recruitment
	Participant characteristics
	Data collection
	Data processing and analysis

	Results
	Barriers and facilitators of HIV testing
	Risk perception: re-adapting to HIV/STI narratives in the Dutch context
	Availability of information: low awareness of testing possibilities and opportunities
	Loss of social capital
	HIV testing-related stigma: perceived norm violation and conflation of testing with diagnosis
	Intersectional stigma: stereotype confirmation concerns and avoidance
	Cultural norms: HIV testing as healthcare-seeking behavior, gender, age, and sexuality
	Community collaboration: gatekeeper pushback and mismatched expectations
	Community mobilization and ownership
	Community testing outreach services
	Accessibility of HIV testing services
	Sexual health is not general health(care)
	Distrust in healthcare institutions


	Discussion
	Implications for policy and practice
	Strengths and limitations

	Conclusion
	Acknowledgements
	CRediT statement
	Disclosure statement
	Data availability statement
	ORCID
	References

