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Abstract 

Background Adolescents and young people face social, structural, and systems-level 

barriers which prevent them from accessing facility-based HIV testing, leading to delays 

in knowledge of HIV diagnosis and subsequent linkage to care. The World Health 

Organization (WHO) recommends oral mucosal transudate HIV self-testing to augment 

HIV testing services, and it may serve as an entry point for young people to engage with 

the HIV prevention and care cascade. However, presently young people across sub-

Saharan Africa lack access to HIV self-test kits, which are available only at facility-based 

testing sites, through piloted distribution, or for purchase at prohibitive costs in private 

pharmacies.  Youth-friendly distribution models for HIV self-testing are required. This 

study assessed 1) young people’s experiences of, and preferences for, campus-based HIV 

self-test distribution at tertiary level colleges in Zimbabwe; and 2) provider perceptions 

of the feasibility of scaled campus-based HIV self-test distribution across Zimbabwean 

tertiary schools.   

 

Methods In depth interviews (n=26) and focus group discussions (n=4) were conducted 

with adolescents and young people (n=52), and key informant interviews (n=5) and focus 

group discussions (n=1) were conducted with nurses (n=14). Participants were recruited 

from nine universities and technical vocational colleges in Harare, Bindura, Masvingo, 

and Gweru, Zimbabwe. Data was recorded, transcribed, and coded for emergent themes 

using NVIVO 12 qualitative data analysis software package.    
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Results Overall, campus-based delivery of HIV self-tests was highly accepted by young 

people at tertiary level colleges. Participants reported enhanced feelings of privacy, 

confidentiality, autonomy, and empowerment with campus-based self-testing compared 

to facility-based self-testing. They found that the public nature of the campaign-style 

testing station generated a social acceptance of HIV testing amongst students on campus. 

Participants raised concerns about experiencing social coercion to test, lack of emotional 

support when testing alone, and adequate linkage to care systems. Participants agreed that 

campus-based HIV self-test distribution programs should be led by lay counselors, offer 

both on-site and off-site testing, provide links to prevention services including VMMC 

and PrEP, integrate comprehensive sexual and reproductive health education, and have 

continuous post-test counseling. Nurses cited limited human resources, clinic licensure, 

and low uptake of campus clinic services as factors affecting the feasibility of scaling 

campus-based HIVST distribution in tertiary schools across Zimbabwe. 
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1. Introduction 

1.1 Global Burden of HIV/AIDS  

 
In 2018, 37.9 million people across the globe were living with HIV (PLHIV), with 1.7 

million new HIV infections and 770,000 AIDS-related deaths [1]. Despite substantial 

efforts to scale-up HIV testing services (HTS), as of 2019 UNAIDS estimates that 21% 

of PLHIV still did not know their status [1]. Adolescents and young people (AYP), along 

with men and key populations, disproportionately contribute to this testing gap; globally, 

UNAIDS 2019 data reports that only 19% of adolescent women and 14% of adolescent 

men ages 15 –19 in East and Southern Africa tested for HIV in the last 12 months [1]. 

Within this age group, the risk of HIV is disproportionately higher among young women; 

globally; new infections among women ages 15–24 were 60% higher than among young 

men of the same age [1].   

 

1.2 Burden of HIV/AIDS in Zimbabwe 

These global trends reflect the contours of the persisting epidemic in Zimbabwe; the 

country continues to have one of the highest HIV prevalence rates in sub-Saharan Africa 

at 12.7%, with 1.3 million Zimbabweans currently living with HIV and 22,000 AIDS-

related deaths reported in 2018 [2]. While the epidemic is generalized, AYP are 

disproportionately affected. Notably, HIV prevalence among young women increases 

with age, with 2.7% of women age 15-17 living with HIV increasing to 13.9% of women 

age 23-24. Among young men, HIV prevalence remains consistent at 2.5% until the age 

of 23-24, when it increases to 6% [3]. Despite this, only 64% of young women and 47.5% 

of young men age 15-24 in Zimbabwe have ever tested for HIV [3]. Lack of awareness of 
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HIV status drives onward transmission of the virus, and leads to delayed initiation of 

treatment [4], [5]. It is critical to improve testing uptake and frequency, as well as 

improve early diagnosis, all of which are linked to decreased HIV-related morbidity, 

mortality, and transmission [6], [7].   

 

1.3 AYP Barriers to HIV Testing Services 

Social, structural, and systems-level barriers inhibit AYP from accessing facility-based 

HIV testing services, contributing to low uptake of HTS. On the social level, individual 

and household-level barriers include feared emotional burden of dealing with a positive 

result, perceptions of limited support from family and friends, and stigma surrounding 

familial discussion of sexual health and HIV prevention [8], [9]. In Zimbabwe, only 46% 

of young women and 47% of young men have comprehensive knowledge about HIV 

transmission and prevention methods [3]; this limits their ability to take control of their 

sexual health. On the health systems level, barriers such as perceived stigma and lack of 

privacy associated with clinic-based HIV testing, fear of disrespect by healthcare 

providers, and concerns about patient-provider confidentiality can prevent young people 

from accessing HTS  [8]–[10]. On the structural level, AYP are disproportionately 

affected by actual and perceived costs of accessing services as they are rarely financially 

independent. As a result of these barriers, late HIV diagnosis, delays in antiretroviral 

therapy initiation and high transmission rates have resulted in poor clinical outcomes 

among this age group [11], [12]. Expanded delivery options for HIV testing are needed to 

improve knowledge of serostatus and reduce new infections among AYP [13]. 
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1.4 Closing the Gap in Diagnostic Coverage  

After two decades of global health programming which expanded HIV testing through a 

multitude of modalities in communities and facilities, UNAIDS estimates show that as of 

2019 only 79% global diagnostic coverage was achieved [1]. Reaching the remaining 

undiagnosed individuals with significantly decreased donor funding will depend on the 

evolution of innovative, cost-effective approaches that can be strategically deployed to 

amplify the impact of current HIV programming [14]. Many of the remaining 

undiagnosed individuals – of whom AYP are disproportionately representative [1] – are 

less likely to engage with traditional HTS. Innovative testing options that overcome 

social, structural, and systems-level barriers are needed. 

 

1.5 HIV Self-Testing 

HIV self-testing (HIVST) is one such option that may increase AYP uptake and 

frequency of testing, both which are linked to decreased HIV-related morbidity, 

mortality, and transmission [15], [16]. In 2016, the WHO released the first global 

guidelines for HIV self-testing, recommending oral mucosal transudate HIV self-testing 

(herein known as HIVST) as an approach to augment existing HIV testing services for 

key populations [17]. Since then, HIVST has emerged as an approach that is well 

accepted, potentially cost-effective [18], and empowering for those facing barriers to 

standard HIV testing services [19]–[21]. There is well-documented evidence on the 

enablers to HIVST for young people reported in the literature [20], [22]–[24]. 

Convenience, increased privacy, enhanced sense of autonomy, feelings of self-
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empowerment, use of oral fluid instead of blood-samples, and perceived control over 

one’s sexual health choices are examples of key factors motivating young people to self-

test [23]–[28]. Evidence of increased uptake and frequency of testing among AYP 

suggests that this approach has the potential to overcome the distinct age-related barriers 

youth face when trying to access standard HIV testing services [24], [29]. 

 

In light of this encouraging evidence, implementation of HIVST has grown rapidly both 

globally and regionally; since 2016, 17 sub-Saharan African countries, including 

Zimbabwe, released national policies supportive of HIV self-testing [30], and public 

sector procurement costs decreased to $2 USD per self-test due to a negotiated financing 

agreement between the Bill and Melinda Gates Foundation and OraSure, the producer of 

the OraQuick Rapid HIV-1/2 Anti body self-test® [31]. 

  

1.6 Barriers to HIV Self-Testing  

Despite the substantial progress made on HIVST product costing and the enabling 

HIVST policy environment, a limited number of countries are implementing HIVST at 

scale, with many still conducting smaller, targeted pilot programs [32]. In most sub-

Saharan countries including Zimbabwe, HIVST kits are only accessible to AYP through 

facility-based voluntary testing, provider-initiated testing, or for purchase in private 

pharmacies at the cost of $7 –10 USD  [14, 15]. Various delivery models have been 

considered: distribution through vending machines, secondary distribution to one person 

for use by another, door-to-door community distribution, facility-based distribution, and 

distribution through integration into community outreach campaigns such as VMMC 
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[24], [34], [35].  While each model garnered varying levels of youth acceptance, there is 

a paucity of evidence on youth-specific distribution models. Research into the feasibility, 

acceptability, and preference of youth-friendly distribution models are required to ensure 

that all AYP enjoy unfettered access to HIVST when it is rolled out at scale in 

Zimbabwe, and across sub-Saharan Africa.  

 

1.7 Campus-Based HIV Self-Testing Distribution Models  

HIVST distribution on tertiary-level college campuses is one option of a youth-friendly 

distribution model. Formative studies investigating the feasibility of both blood-based 

and oral HIVST distribution programs at universities or vocational colleges in South 

Africa and the Democratic Republic of Congo found provision of unsupervised HIVST 

on tertiary-level campuses was highly accepted by students. Factors associated with 

uptake of HIVST through campus-based distribution programs included being sexually 

active, having tested for HIV in the past year, and having multiple sexual partners [36], 

[37].  

 

Given the increased risk of HIV acquisition for AYP as they progress through 

adolescence, more research is needed to inform optimal youth-centered HIVST strategies 

that facilitate uptake of testing, increase knowledge of disease status, and provide 

seamless linkage to prevention and treatment. This paper assesses young people’s 

experiences and preferences of campus-based HIVST distribution, and explores the 

feasibility of this distribution model at tertiary-level colleges across Zimbabwe.  
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2. Methods  

The current research was nested within the FAST study (Feasibility and Acceptability of 

HIV Self Testing), a peer distribution of oral-fluid HIV self-test kits (OraQuick Rapid 

HIV-1/2 Anti body self-test®) funded by the European and Developing Countries 

Clinical Trial Partnership. 10,000 HIVST kits were distributed to AYP aged 16-24 years 

at nine tertiary level colleges in order to assess uptake, acceptability, feasibility of 

campus-based HIVST distribution programs, and to observe linkage to care among those 

with a reactive test.  

 

A qualitative study design was used to inquire about young people’s experiences and 

preferences of campus-based HIVST distribution, and to explore provider perceptions of 

the feasibility of scaling this distribution model across tertiary-level colleges across 

Zimbabwe. The qualitative study was conducted between June 2019 and January 2020.  

The research team consisted of the lead qualitative researcher (AK), the qualitative 

research assistant (DM), and eleven fieldworkers who were trained and supervised by the 

FAST principal investigator (GM). Ethical approvals were obtained from the Biomedical 

Research and Training Institute IRB, Medical Research Council of Zimbabwe, Research 

Council of Zimbabwe and the Duke University Campus Institutional Review Board. 
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2.1 Setting  

This study was conducted among 52 AYP and 14 nurses recruited from three universities, 

three training colleges, and four technical vocational colleges in Harare, Masvingo, and 

Bindura, Zimbabwe. The study sites differed in level of resourcing, size of study body, 

and whether or not HIV testing was offered on campus. 

 

Universities were the best resourced study sites, enrolled between 10,000 and 18,000 

students, and offered HIV testing and ART distribution to students through their 

respective campus clinics. Teacher training colleges were relatively well-resourced, 

enrolled between 1,000 – 10,000 students, and offered HIV testing at campus clinics with 

the exception of Morgan Zintec Teaching College. With the exception of Harare Institute 

of Technology (HIT), technical vocational colleges were the least resourced among 

distribution sites, and did not offer HIV testing on-site for students. HIT, conversely, was 

well-resourced and offered HIV testing at the campus clinic. Total number of enrolled 

students at vocational college sites varied between 1,000 – 10,000 students.  
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Table 1: Description of FAST Study Distribution Sites  

 

 

At each institution a common area was selected for the location of the HIVST distribution 

campaign station; common areas were large fields or central gardens that had high 

student traffic, were easily accessible, and large enough to accommodate high numbers of 

testers. The HIVST distribution campaign station included a registration table, an open-

air covered tent where interviews and surveys with participants were conducted, four 

private booths for testing, and a private, covered tent for confirmatory blood-based 

testing. 
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2.2 Participants  

AYP Participants 

AYP aged 16–24 years were eligible to participate in the study if they were able to read 

at a Standard 1 level, had not tested for HIV in the past three months, were not known 

HIV positive, and were not taking antiretroviral therapy. AYP participants were eligible 

if they opted for or against taking the HIVST. Twenty-six young adult participants 

completed IDIs (n=26), and twenty-six participated in four FGDs (n=4).  Four 

participants had reactive test results which were confirmed as positive after blood-based 

testing, six participants opted not to test, and 42 participants had negative test results.  

 

Nurse Participants 

Nurse participants were eligible to participate in the study if they had experience 

providing adolescent sexual and reproductive care in facility-based settings. Five nurse 

participants completed IDIs (n=5) and nine participated in one FGD (n=1).  

 

2.3 Procedures  

Phase 1: Social Mapping 

Ethical and administrative approvals required to distribute HIVST at the university and 

technical college campus study sites were received prior to beginning distribution and 

data collection. Prior to setting up the distribution station at each study site, the study 

team conducted rapid formative assessments using a social mapping methodology. Social 
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mapping is a participatory method of visualizing where and how people interact with the 

environment and infrastructure of a given location [38]. Study team members worked 

with tablets outfitted with Maps.me, an open street map software application. The study 

team convened groups of students, and invited them to engage with an interactive map of 

their campus by adding notes and comments onto the map. These annotations included 

information about the movement of students across the campus landscape during any 

given day. The information was used to inform the location and set-up of the distribution 

station at each respective site.   

 

In addition to rapid formative assessments, study team members identified key 

influencers in the administration, student body, and the campus health clinic and 

mobilized them to advertise the distribution campaign to the students. Brochures, posters, 

and flyers were distributed to alert the student body to the location and schedule of the 

distribution station. 
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Figure 1: Flowchart of FAST study procedures 
 

 

 

Phase 2: HIVST Distribution 

The distribution station was set up so that study participants would progress through a 

streamlined set of steps required before receiving a self-test kit. All students who 

presented at the distribution setting were assessed for interest and eligibility. Eligible 
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participants who opted in were given the option to review an informed consent form in 

English, Shona, or Ndebele. They were given time to review the form, ask questions of 

the study team member, and provide their signature. After informed consent was 

provided, participants completed a structured survey administered by a study team 

member in a private location near the distribution station. Afterwards, a study team 

member certified in HIV counseling by the Zimbabwe Ministry of Health administered 

pre-test counseling, demonstrated how to use the OraQuick Rapid HIV-1/2 Anti body 

self-test® kit, and distributed kits to participants who opted in. 

 

Participants could choose to perform the test onsite, unassisted by the study team 

members, or offsite at a location of their choosing. Participants were asked if they were 

interested in participating in an in-depth interview (IDI) or focus group discussion (FGD) 

upon completion of their test. Eligible participants who opted out of taking the test were 

asked if they consented to giving an IDI. All participants were encouraged to return their 

results in person or via a mobile application platform called Ithaka, and they received a 

$2 USD airtime voucher as an incentive if they returned the results of their test. Due to 

low uptake of Ithaka as well as concerns around future feasibility of incentives for 

implementers, the mobile application and the incentive were removed after the first 

distribution site.  

 

Linkage to Care  

Participants who self-reported reactive test results were offered confirmatory blood-based 

testing by an on-site provider with the study team. Each person with a reactive test took 

https://ithaka.avirohealth.com/
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two point of care rapid diagnostic test kits, one Standard Q HIV ½ Ab 4-Line® and one 

Chembio HIV ½ STAT-PAK®, which were administered in a private booth by one of the 

study team members certified in HTC. Participants who received a positive blood-based 

result received counselling and referrals to nearby clinics. Participants self-reported 

linkage to care through telephone call follow up and were followed up for an IDI if 

interested.    

 

Phase 3: In-Depth Interviews and Focus Group Discussions with AYP 

Of all the AYP participants who consented to an interview, a sample of 52 individuals 

were purposively selected. For those selected participants, the qualitative research 

assistant scheduled appointments for the follow-up IDIs or FGDs within three days of 

receiving their test kit. AYP participants returned to the distribution site for the interview. 

Upon arrival, participants reviewed the FAST qualitative informed consent form, which 

detailed the procedures of the IDI or FGD, the topics that would be covered, and possible 

risks. 

 

Participants took part in either a semi-structured IDI or an FGD that included five to ten 

individuals. All IDIs and FGDs were conducted by a Zimbabwean qualitative researcher. 

They were conducted in English in a private location at each distribution site, lasted 

between 45 – 90 minutes, and were audio recorded. IDI and FGD questions followed a 

semi-structured topic guide with open-ended questions and probes related to: 1) 

experience of self-testing, and 2) preferences for campus-based HIVST programs, and 3) 

perceptions of socio-structural factors driving AYP preference for youth-friendly HIVST. 
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Participants received 5 USD in airtime vouchers as compensation for their time and 

related travel costs.  

 

Phase 4: Key Informant Interviews and Focus Group Discussions with nurses 

After preliminary analysis of the data collected from AYP participants, nurse participants 

were conveniently sampled at six of the nine HIVST distribution sites. Key informant 

interviews (n=5) and a focus group discussion (n=1) were conducted by AK or DM. IDI 

and FGD questions followed a semi-structured topic guide that included open-ended 

questions and probes related to nurses’ perceptions of: 1) the feasibility of campus-based 

HIVST for AYP enrolled in tertiary schools, and 2) challenges with scaling up campus-

based HIVST distribution. Focus group participants received 5 USD as compensation for 

their time and related travel costs.  

 

2.4 Analysis 

Audio-recordings of the IDIs, KIIs, and FGDs were transcribed, and key identifying 

information (e.g., names and places) redacted. The first author drafted individual 

narrative memos to summarize the content of each transcript into its main themes and to 

begin to extract meaning from the data. Quotations were incorporated into the memos to 

ground the emerging themes in the participants’ own voices. Each transcript and memo 

pair were read by the qualitative research assistant and the principal investigator. The 

three parties met on a biweekly basis to discuss the themes emerging in the data. 

Preparing the memos enabled the authors to explore relationships in the data.  
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All data were analyzed through an interpretive, thematic coding [39] process using 

NVIVO 12. The first author generated a codebook including detailed definitions and 

exemplary quotes for each structural domain, which were derived from the category 

topics in the IDI and FGD guides. To begin coding, the first author deductively applied 

structural codes to the data. They inductively determined emergent codes within each 

structural domain. The first author and the qualitative research assistant independently 

coded 25% of the data using the preliminary codebook, and ran an interrater reliability 

query to determine consistency in the application and segmentation of codes. The first 

interrater reliability yielded a kappa score of 0.2. Upon revision of the codebook and 

discussion of coding practices, the first author and qualitative research assistant recoded 

the previously coded text using the updated codebook, and yielded an interrater reliability 

kappa score of 0.78. The first author continued coding the remaining data, and ran 

queries to further determine relationships, patterns, and themes in the data. 

Representative quotations were identified to support each of the primary themes, and the 

corresponding memos and transcripts for each quote were revisited in order to 

contextualize participants' words within their overall narratives.  
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3. Results  

This section presents the analysis of the AYP and nurse participant data in relation to 

their experience of campus-based self-testing, their recommendations for future 

distribution models, and their perceptions of the feasibility of scaling this distribution 

model at tertiary-level colleges across Zimbabwe. 

 

3.1 Description of Sample  

The AYP participant sample (n=52) was comprised of 28 young adult women and 24 

young adult men, of which 26 participated in in-depth interviews (female n=15, male 

n=11), and 26 participated in focus group discussions (female n=13, male n=13). Of the 

total AYP sample, three women and one man (n=4) had reactive self-test results which 

were confirmed positive. Forty-four young people had non-reactive results. Thirty-two 

individuals who used the HIVST tested on-site at one of the FAST distribution sites; 13 

tested off-site at a location of their choosing, and two chose not to test. AYP participants 

ranged in age from 16 to 24.  

 

The nurse participant sample was comprised of 14 nurses with experience providing 

sexual and reproductive health care to AYP, in both campus and community clinics. 

Nurse participants ranged in age from 30-65. 
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Table 2: Demographic characteristics of participants (n=66) 

  

AYP IDI 

Participants  

(n=26) 

 

AYP FGD 

Participants  

(n=26) 

 

Nurse KII 

Participants 

(n=5)  

 

Nurse FGD 

Participants 

(n=9)  

Age, years          

   Range 18 – 24 18 – 24 30 – 65 25 – 38 

          

Gender         

    Female 15 13 5 6 

    Male 11 13 – 3 

          

Place of study or employment         

   Harare Polytechnic  7 9 1 – 

   Parirenyatwa Nursing College 1 – 1 9 

   Morgan Zintec Teaching College 1 – 1 – 

   Young Africa  4 11 – – 

   Harare Institute of Technology 3 6 – – 

   Belvedere Technical Teacher Training 

College 2 – 1 – 

   University of Zimbabwe  1 – 1 – 

   Masvingo University  1 – – – 

   Bindura University  1 – – – 

   Great Zimbabwe University  5 – – – 

          

Testing location*         

   On-site 11 20 – – 

   Off-site 9 6 – – 

   Did not test 6 – – – 

          

Test Result*         

  Negative 15 26 – – 

  Reactive (positive) 4 – – – 

  False-reactive 1 – – – 

          

Place of residence*         

   Off–campus 5 – – – 

   Campus hostels 15 – – – 

          

Relationship status*          

   Married 3 – – – 

   Partnered  12 – – – 

   Single 11 – – –  

*Indicates that all participants did not complete this item. AYP FGD participants were not asked their 

relationship status or place of residence, and nurse participants were not asking questions relating to recent 

testing history, place of residence, or relationship status. 
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3.2 AYP Experience of Campus-Based HIVST Distribution 

Program 
 

 

Privacy and Confidentiality  

In the FGDs and IDIs, young people agreed that campus-based HIVST afforded them 

more privacy than facility-based HTC. Participants discussed two major factors that 

contributed to increased privacy and confidentiality while using HIVST: 1) the 

discreteness of the testing site; and 2) control over who has access to test results.  

“No one will know that you guys [the study team] are testing people, so the environment 

here is conducive, its easy. Unlike when you’re at the clinic…when someone sees you at 

the clinic, he or she knows that you’re sick. They know you are going there to find out 

something about yourself. So, with you guys, it’s not tense.”  

(21-year-old male, HIV-, FGD) 

 

The participant here notes that campus-based HIVST testing offered a way to overcome 

issues of access, privacy, and perceived stigma associated with facility-based HTC. 

Participants reported that the very act of going to test at a clinic signals to the public that 

they have engaged in sexual activity outside of socially-accepted forms of adult 

partnership. The privacy afforded in campus-based HIVST programs encouraged 

individuals who had previously not tested due to fear of being seen, to test themselves 

and learn their HIV status. 

 

Young people across study sites agreed that the flexibility of the campus-based HIVST 

modality allowed them to determine what level of privacy they wanted, and to control 

who, if anyone, had access to their test results.  
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“When I took that test, I did feel it was a bit more private because I didn't have a nurse 

or someone from the lab being there with me to analyze my results, or to you know, to 

look at me funny, or to you know, to sympathize with me if I had a positive result. I felt 

that I was more in control of my situation. I decided to go there and get tested, and I was 

going to be able to make my own decision about my own results.” 

(19-year-old female, HIV-, FGD) 
 

The majority of young adult participants expressed a strong distrust in health care 

workers who provided facility-based services. FGD and IDI participants from all study 

sites felt that access to HIVST on campuses would motivate young people to routinely 

test for HIV because they felt confident their patient confidentiality would be maintained 

by the study team distributors.  

“Sometimes you are scared that the officials at the clinic…they might know you, and you 

are scared that sometimes they will disclose your status. So, when you're here [at the 

campus HIVST distribution station], you're given that self-testing kit and you allowed us 

to go test wherever, like in the hostels, in our classrooms, or at home. So, I think that self-

testing is safer.” (23-year old female, HIV-, IDI) 

 

Autonomy and Empowerment 

Most FGD and IDI participants agreed that managing their public image was essential to 

maintain their position within social networks, and to safeguard future opportunities for 

marriage, reproduction, and employment. Having the autonomy to decide how, when, 

where, and with whom the test was reported as a potential facilitator to the uptake of 

campus-based HIVST by participants. 

“I just wanted to get feeling of when I'm testing on my own and in my own room without 

anyone saying “let's do this, let's do that”, and then without anyone saying “okay these 

are your results”. I had to go through the process on my own: seeing how the colors 

change, you know. It was quite an experience and it was exciting for me.” 

(20-year-old female, HIV-, IDI) 
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One participant discussed how her feelings of autonomy and self-empowerment while 

self-testing on campus influenced her to take a more active role in managing her sexual 

health through routine HIV testing:  

“But I was very happy [to take the self-test] and…let's just say that I'm negative right 

now, I now know what I have to do protect myself…it's sort of like, now a responsibility 

to continue to be negative and not stumble upon getting HIV. So, it's now work to me. The 

experience was it was an eye-opener because I'm negative, now I have the responsibly to 

now carry on my life in a straight manner so I don't become a victim of HIV.” (20-year-

old female, HIV-, IDI) 
 

Social Acceptability  

IDI and FGD participants across all distribution sites discussed at length about how 

campus-based HIVST generated a sense of social acceptability around HIV testing. 

Testing with their age cohort in a familiar environment appeared to reduce perceived 

stigma typically associated with testing uptake in traditional venues accessed or staffed 

by adults.  

 

IDI and FGD participants discussed how the distribution station – with its short queues, 

quick registration, and flexible options of locations to take your self-test – indicated to 

those passing by that this was a convenient testing option that could be incorporated into 

their schedule as they saw fit. Similarly, participants discussed how the open layout of the 

distribution station projected an image of student buy-in, which influenced individuals to 

join the crowd and take a self-test.  

“Self-testing at college, everyone was doing it…at Bindura university everyone was 

doing it. There is no one who will go around saying I saw so and so getting a self-test kit. 

No, because everyone was getting them. It wasn’t something that was unique.” 

(22-year-old female, HIV+, IDI) 
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Additionally, several IDI participants discussed how the familiarity of the environment in 

which they were testing helped to ease feelings of anxiety associated with testing for 

HIV. This participant notes that while he associates the clinic with death, illness, and 

perceived social isolation, he associates his campus environment with familiarity and 

social inclusion. 

“Ok, I think going to the clinic, it’s something else. Like, telling yourself you’re going to 

the clinic where you know there are patients there, there are people who are treated 

there…it’s kind of scary, somehow. It’s different than coming here [the campus-based 

distribution booth], where it’s not a clinic. It’s some place where you are used to. Here 

it’s your school, you are always here on campus, there are some people here giving out 

self-test kits, you feel free. Probably the percentage of fear is less now, testing here 

instead of going to the clinic.” (19-year-old male, HIV-, IDI) 
 

Acceptability of this testing modality among AYP was high due to reported experiences 

of increased privacy, confidentiality, autonomy, and social acceptability; however, it is 

important to note that a small number of participants who opted out of self-testing cited 

the open layout of the distribution station, perceived lack of support, and fear of testing as 

factors motivating their decision not to self-test through the campus-based program.  

 

Social Coercion  

Social coercion emerged as a cross-cutting theme related to participant experiences with 

campus-based HIVST. The first commonly discussed type of coercion, involving young 

women pressuring their male partners to test, was described as well-intentioned and 

empowering. Young women indicated that campus-based HIVST empowered them to 

promote testing with their male partners, because it offered an immediate, convenient, 

and accessible option that they would not be able to refuse.  
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When asked if she thought her partner would also use the HIVST on campus, this female 

participant shared her perspective on how HIVST kits could increase her negotiating 

power within her relationship: 

“I will have to force him to do it. The thing is that, if he refuses to get tested I'll have to 

force him, because a self-test is only him and me. So, there's no need for him to refuse, 

because no one will be watching him getting tested. So, it should be fine.” (20-year-old 

female, HIV-, IDI) 

 

The second commonly discussed type of coercion occurred between groups of friends. 

Given the social nature of campus-based distribution, most young people were 

encouraged to test by their friends, approached the distribution station in groups or pairs, 

and often decided to test together regardless if they tested on-site or off-site.   

 

This participant who tested reactive and was later confirmed HIV positive discusses how 

while they were originally motivated to test from the encouragement of their friends, they 

felt pressured to disclose their results to their friends who tested with them. 

“Ok, after getting this self-test kit, I think it was the next day, my friend came to me in the 

morning… she said, “Umm ok I tested and I think you should do it.” Then I am like, “I 

don’t think I am ready yet” because probably I wanted to do it later on, I was going to 

save it. Then she was like “No, just do it…just close the doors and make sure that no one 

is around” …and then I did it.” (19 year-old-female, HIV+, IDI) 

 

3.3 Recommendations for youth-friendly campus-based 

HIVST distribution  

 
Participants offered three major recommendations to improve the quality of youth-

friendly, campus-based HIVST distribution programs: 1) programs should be led by 

youth-friendly lay counselors; 2) programs should offer secondary distribution kits; 3) 
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programs should integrate comprehensive sexual and reproductive education, referrals to 

prevention services, and continuous post-test counselling to facilitate linkage to care.  

 

Campus-based HIVST programs should be led by youth-friendly lay counselors 

 

First, lay-counselor delivery was seen as a facilitator to increased uptake of testing in 

campus-based HIVST program settings. Participants remarked that the friendly, non-

threatening, and non-medical demeanor of the study team encouraged them to access the 

HIVST services being offered. Participants recommended that future campus-based 

HIVST services be provided by lay-counselors who are trained in youth-friendly 

communication skills. 

PART: The second thing which is the most important thing was I have always wanted to 

test myself, but going to the clinic…I thought it is a more complicated issue for me to go 

to the hospital, and say I want to get tested…so it was a no. 

 

INT: Why? 

 

PART: I don’t know why, I can’t explain it but those people with white clothes… just 

going there, they are serious people…So, when I came here and saw people dressing 

casually in ways that I can relate to, I told myself this is a good thing, this is a good 

opportunity, so I came to get tested. 

(20-year-old male, HIV-, FGD) 

 

One participant who tested reactive and was later confirmed HIV positive discussed the 

importance having a well-trained, youth-friendly study team member that provided 

continuous emotional support and counselling:  

“If everyone was like them [the lay counsellor staff], the world would be a better place 

because it is just like… nothing changed. He explained and started counselling and then 

went out. He didn’t treat me differently. The same way that we went inside the tent was 

the same way that we came out. Nothing different, even in the tent it was like all 

smiles…it wasn’t something like when you would say this person was counselling me, but 
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hey it felt like he was making it sound like it was my fault. …Yeah, if people were like that 

all over no one would be stressed over having it [being HIV +] because there is no 

different treatment. It just the same… it’s just counselling.”  (22-year-old female, HIV+, 

IDI) 

 

Campus-based HIVST programs should offer secondary distribution kits for partners  

Second, both HIV positive and HIV negative study participants recommended the 

provision of self-testing kits for partner referral. Several participants discussed how 

having an extra HIVST kit to give to a partner would provide them a powerful tool to 

negotiate couples testing. This was seen as a highly acceptable recommendation both by 

participants who were in monogamous and non-monogamous partnerships. The prospect 

of offering a referral test to a partner was seen by some participants as an opportunity to 

build trust within an established relationship; by others, it was seen as a powerful tool to 

safeguard one’s own sexual health within relationships where trust was not established or 

had been compromised.  

 

Campus-based HIVST programs should incorporate sexual and reproductive education, 

referrals to prevention services, and continuous post-test counselling  

Third, many participants advocated for integrating comprehensive, sexual and 

reproductive health education and referrals to HIV prevention services, like VMMC, into 

campus-based HIVST delivery. Participants also raised concerns about access to 

adequate HIV counseling services in campus-based HIVST distribution programs, and 

the possible implications on the linkage to care and mental wellbeing of individuals who 

receive reactive test results. Many recommended incorporating continuous post-test 

counseling as an essential component of campus-based HIVST programs.  
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This participant discusses their preference for their partner to take a self-test at a clinic, 

where they anticipate that she will be able to have the private, autonomous experience of 

self-testing while remaining safely embedded within the support network of a health 

facility.  

“Well, I would like her to do a self-test at a clinic if she's comfortable to do it alone. I’m 

considering that maybe she might not like the results and she might decide to do a suicide 

of some sort...I've heard so many cases of when people come out positively and think 

that's the end of it. They think they would rather die than live with HIV. So, if you are 

around qualified people who can tell you that it is not the end of life, people who 

encourage you to continue to take the medication that they give you after the test that 

help maintain your healthy body, I would prefer for that person to go to a clinic and do 

the self-test there.” (24-year-old male, HIV-, IDI) 

 

This participant, who found out they were HIV positive using the self-testing services at 

the campus-based HIVST program, felt that counselling approaches that integrated 

family and partner counselling should be provided with campus-based HIVST programs.  

“Another thing for young people… the kind of support that we need… we might need help 

telling family members and partners, and they need that counselling on how to accept us 

so that they don’t treat us differently. So, someone who can check up on you will be 

normal…in a normal way, not treating me like a baby, no. Just be there, like hi, how are 

you? How are you doing? You are good? Anything…any problem? No, I'm fine. That’s 

good” (22-year-old female, HIV+, IDI) 

 

Although participants consistently mentioned concerns about the trade-off between 

having autonomy or receiving adequate support services while self-testing, most 

participants agreed that the benefits of campus-based HIVST outweighed the drawbacks: 

“I heard that it's a something that enables you to know your HIV status without exposing 

it to anybody. That's one of the things that I am considering, to keep it is a private thing 

to myself, to do it on my own. Though I know there are risks if the results turn out to be 

positive, that you might react in a negative direction, as for me I'd like to do it at my own 

pace, in the comfort of my home.” (24-year-old male, HIV-, IDI) 
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4. Discussion 

This is the first study to explore young people’s preferences for campus-based 

distribution of HIVST in Zimbabwe, and it comes at a time when many countries that 

have started to scale–up HIVST are considering the value of alternative delivery models 

to better reach untested populations that are unlikely to seek facility-based or community 

distributed HIVST [32]. Young people’s preferences around HIVST delivery 

characteristics have been described in other settings across sub-Saharan Africa [24], [25], 

[40], however these studies provided limited information on youth preference and 

recommendations for future campus-based distribution models.  

 

We found campus-based delivery of HIVST was highly acceptable among tertiary-level 

students, consistent with findings from two campus-based HIVST distribution studies in 

South Africa and Democratic Republic of Congo [36], [37]. Favorable attitudes towards 

this distribution model were largely attributed to HIVST’s ability to circumvent age-

related barriers associated with facility-based testing, including increased 1) privacy, 2) 

confidentiality, 3) convenience, and 4) autonomy [19], [20], [28]. Study participants 

across all distribution sites valued the decision-making autonomy and control that 

campus-based HIVST afforded them. As students, many participants discussed their 

anxiety around maintaining academic success, while navigating new relationships and 

managing their sexual health. For many, issues such as demanding exam schedules and 

increasing city bus fare were cited as factors that took precedence over testing for HIV. 

Taking charge of one’s own health motivates young people to test for HIV [9], [41]; this 
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resonates with our findings that a youth-friendly campus-based HIVST delivery option 

enabled participants to more easily uptake testing. 

 

Young people’s preferences for home delivery of HIVST over facility-based delivery has 

been described elsewhere [25]. Our study additionally found that participants preferred 

campus-based testing to home-based testing, reporting that campus-based delivery of 

HIVST offered a way for them to overcome issues of access and visibility associated with 

facility-based HTS [8], [9], [41], as well as fear of negative reactions from parents and 

perceived familial stigma associated with home-based testing [10]. Participants reported 

that the open layout of the distribution station projected an image of broad student buy-in 

for HIVST, generating a sense of social acceptability around HIV testing within the 

student community. While a small minority of students cited the open-layout of the 

distribution station as a factor deterring their decision to self-test, the majority of 

participants reported that the sight of their fellow students waiting in a queue to receive 

an HIVST normalized the experience and further motivated them to test. This finding 

starkly contrasts with the well documented evidence base attesting to the distinct stigma 

young people perceive when waiting in facility queues to uptake HIV testing [10], [26], 

[42]. A significant body of literature attests to the impact the built environment has on 

health outcomes [43], [44]. Specifically, the effect of hospital design on patient outcomes 

and provider performance is well-documented [45]. Furthermore, research in the United 

States found that youth-friendly structures of care impact retention in case of adolescents 

living with HIV [46].  Further research on the impact of the built environment and 

physical layout of youth-friendly testing programs is required.  
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Despite the positive views about campus-based HIVST distribution models, participants 

expressed various noteworthy concerns and recommendations regarding future campus-

based delivery of HIVST. First, both male and female participants who opted to self-test 

off-site strongly recommended that campus programs offer secondary distribution kits for 

partners, friends, or family members. Female participants in particular discussed how 

partner-delivery of HIVST would be a valuable extension to campus-based programming, 

as it would offer them an empowering tool to negotiate testing with their male partners. A 

notable concern with this or other network-based distribution approaches that encourage 

individuals to offer HIVST kits to sexual or social contacts is the possibility of socially 

coerced testing. While a recent study examining social harms incurred from partner-

delivered HIVST found that coercion to test between adult partners in established 

relationships was seen as well-intentioned and socially appropriate [47], presently it is 

unclear if coercion to test would be interpreted similarly between young people.  

 

Among the study participants, several individuals raised concerns about social coercion 

with campus-based HIVST among partners as well as friends. Given the social nature of 

the distribution sites, students approached the recruitment table in large or small groups. 

Often, participants that decided to test on-site but did not elect to use the private testing 

booths would conduct their test on the grounds near the distribution station. In cases such 

as these, several participants reported feeling subtly coerced by their friends to disclose 

their status after completing their self-test.  It is important to note that coercive or 

mandatory HIV testing is never advised, including with HIVST [48]. It is imperative that 



 

29 

non-facility based HIVST delivery models, including campus-based testing, develop 

clear protocols and communication materials so lay distributors can effectively sensitize 

self-testers against coercing partners, friends, or other social contacts into using HIVST.   

 

Second, participants expressed concerns about the lack of in-person support during 

HIVST, particularly for those who test alone or receive reactive results. Participants’ 

perceptions around the value of privacy while testing ranged from the desire for total 

privacy with no support from staff, to partial privacy with easily accessible in-person 

support close on hand. Participants who opted to test on-site reported that their decision 

was motivated by a fear of conducting the self-test improperly, and the anxiety that 

testing positive while alone could lead to suicide or other self-harm; consistent with 

findings from previous research on HIVST acceptability in both adults and AYP [29], 

[49], [50]. For both on-site and off-site testers, easily accessible in-person support was 

reported as crucial if additional information was needed or linkage to a confirmatory test 

was required in the case of a positive screening result.  

 

4.1 Study Limitations  

This study has a number of limitations. First, this study is based on a small sample size; 

as a result, we cannot guarantee that our results are generalizable beyond study 

participants. Second, study participants were conveniently sampled among those who 

approached the distribution station, and agreed to participate in an interview. Therefore, 

views expressed during focus groups and in-depth interviews may not be generalizable to 

all young people attending tertiary colleges in Zimbabwe. Finally, we did not confirm the 
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HIV status of focus group participants, which could potentially shape views regarding 

HIVST distribution.  

 

5. Conclusion  

Our study adds to the evidence on preferences for HIVST delivery among young people. 

Our findings indicate that distribution of HIVST on tertiary-college campuses in 

Zimbabwe is highly acceptable among young male and female participants attending 

vocational college or university. Findings from this study have potential implications for 

reducing current testing gaps among age group. Uptake of HIVST through campus-based 

distribution is most promising if it offers adequate pre and posttest counseling and 

provides strong referrals to prevention services or linkage to care. 
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