SUPPLEMENTARY FILE 2
1. Definitions Used to Measure Acceptability and Use Of HIVST
Table S1: Summary of studies on acceptability of HIVST
	S.N
	Author, year
	Definition of acceptability
	Proportion and percentage (or Mean)
	Remark 

	1
	I. Inwani et al., 2021
	Willingness to self-test 
	649/1198=54.2%
	Extracted from a table with the primary objective is not about acceptability of HIVST

	2
	Babayemi O. Olakunde et al, 2022
	Willingness to use HIVST in the future
	263/349=75.4%
	Authors have not defined the findings as acceptability but willingness to use

	3
	Smith P et al., 2016
	Preference for using the device and was operationalized by asking participants to rate their preference for self-testing
	Mean=4.18/5; Median =4.3 measured in a Likert scale (3 items in a 5-point scale)
	The study primarily investigated acceptability but used a composite measure from three items unlike the other studies which defined acceptability from a single item. 

	4
	Tonen-Wolyec S et al., 2019, 

	Consenting to and using the provided self-test in the participants’ homes
	597/628=95.1%
	This study defined acceptability as both consenting and using the kits unlike many studies that considered only wiliness as acceptability.  

	5
	Tonen-Wolyec S et al., 2019,

	Choosing HIVST as a testing option
	824/1012=81.4%
	

	6
	Wilson et al., 2021
	% accepted HIVST, among eligible
	274/315=87%
	The paper has described acceptability (Acceptability Intervention Measure), using Likert scale from 4 items (reporting that they somewhat or completely agreed that
HIVST met their approval, was pleasing, was welcomed,
and was liked). 
However, I have used the acceptance rate that has been reported as proportion of YP who accepted among those who were eligible. 

	7
	Birdthistle I et al., 2022
	Proportion of YP who were willing to screen self for HIV
	ntotal/Ntotal, (690+1143/(871+1342)
=1833/2213=82.8%
	The primary objective of the study is not acceptability of HIVST. However, there is a report on demand/willingness to use HIVST. 

	8
	Matovu JKB et al, 2020
	Willing to receive kits if kits were available
	168/168=100%
	Acceptability was defined as 80% of social network members (including adults above 24 yrs) receiving the kits and 80% of them using the kits at their homes. Since this definition is used for the whole of YP and others and includes those that used the HIVST, I we have used the willingness to test that is presented for YP alone (as it is like other articles’ definition). 

	9
	Mavodza CV et al., 2021
	Proportion of YP who accepted to test HIVST out of the eligible.
	951/1924=67.2%
	The primary objective of the study is not to assess acceptability of HIVST. However, there is a report on HIVST acceptance over the last twelve months

	10
	Ucheoma Nwaozuru et al, 2019
	Proportion who preferred or chosen blood or oral HIVST among those enrolled in the study
	53/113=48.67%
	The acceptability data is extracted from the results section where preference to OralQuick HIVST and blood based HIVST was summed up as nominator and eligible participants were included as denominator. 

	11
	Abdulhammed Opeyemi Babatunde et al., 2022
	Willingness to use HIVST 
	97/155=62.60%
	The study has calculated average general acceptability from 8 items, and it is 56.9%. To align with the other definitions, we have taken willingness to test (one of the items) and that is equal to 62.6%. Sampling was made by convenience. 

	12
	Hloniphile R. Mthiyane et al., 2023
	Willingness to consider using HIVST in the future
	158/227=69.6%
	The study’s primary aim is to assess KAP on HIVST. However, there is a data that aligns with the definition for acceptability, and I have used that figure.  Sampling was made by convenience.

	13
	Segawa et al.2022
	Willingness to use HIVST in the future
	444/479=92.7%
	The study assesses use and willingness to use as an outcome variable. Even if it did not study it as acceptability, I have used the willingness to use concept. 

	14
	Nakalega et al., 2023
	The proportion who accepted peer delivered HIVST at 6 months after enrolment
	28/30=93%
	This is a follow up study. At baseline, acceptance was considered 100% for the participants were simply willing to participate in the study. Thus, we have used those who completed as accepted at 6 months. 






Table S2: Summary of studies on use of HIVST

	S.N
	Author, year
	Definition of HIVST use
	Proportion and percentage
	Remarks

	1
	Hector J et al., 2018
	Post-invitation attendance to directly assisted HIVST
	299/496=60.3%. 
	The primary objective of the study is to assess acceptability and performance (use ) of HIVST. 

	2
	I. Inwani et al., 2021
	Those who completed self-testing out of those who participated in the study
	250/1198=20.9%
	The primary objective of the study is not to assess use or utilization of HIVST.

	3
	Birdthistle I et al., 2022
	Proportion of YP who reported that they have used HIVST in the last 12 months
	268/2689=10%
	The primary objective of the study is not to assess use of HIVST. However, there is a report on use of HIVST over the last twelve months 

	4
	Mavodza CV et al., 2021
	Proportion of YP who accepted to test using HIVST among those who are eligible 
	53/1415=3.7%
	The primary objective of the study is not to assess use of HIVST. However, there is a report on use of HIVST over the last twelve months

	5
	Juliet Iwelunmor et al., 2022
	Proportion of participants who reported to have self-tested for HIV at 6 months.
after baseline.
	 289/324= 89.2% after 6 months follow up 
	Even if the primary objective of the study was to assess use of HIVST, the uptake measured at 6 months after an intervention was taken.  


	6
	Ucheoma Nwaozuru et al, 2019
	Proportion of participants who ever used HIVST
	1/113=0.8%
	The primary aim of the study was to assess hypothetical preferences of HIV testing modalities among young people in Nigeria (HIVST being one among the options). The authors have incidentally assessed anyone who has ever used HIVST, and one among the participants reported that they have used HIVST. 

	7
	Kate S. Wilson et al., 2021
	Self-reported self-testing within 30 days among participants who were eligible. 
	266/315=84.4%
	The study defined completion as those who completed testing from those who accepted and reported 97%. To align it with the definitions in the other studies, we have calculated this from those YP who were eligible.  

	8
	Amstutz A et al., 2020
	The proportion of AYA who have tested themselves for HIV among those to whom an HIVST kit was put at their home (total of those who were absent at home or refused to test in the first visit)
	487/785 =62% in the intervention arm. 
	We used the report in the intervention arm as HIVST is given to this group. 

	9
	Abdulhammed Opeyemi Babatunde et al., 2022
	Ever use of HIVST 
	26/155=16.8%

	Sampling was made by convenience. 

	10
	Hloniphile R. Mthiyane et al., 2023
	“Have you ever used HIVST before?”.
Responses were rated on a nominal scale with “yes” or “no”

	34/227=14.9%
	The study’s primary aim was to assess KAP on HIVST.  Sampling was made by convenience.

	11
	Segawa et al.2022
	History of HIVST use (Ever used HIVST), Yes/No question
	93/479=19%
	The study assessed use and willingness to use as an outcome variable. 

	12
	Nakalega et al., 2023
	Proportion who performed HIVST and interpreted their results
	30/30=100%
	This is a pilot follow up study where all participants performed HIVST and interpreted their results


 



Table S3 : Characteristics of the included studies with their overall quality
	Studies
	Country
	Population
	Type of study
	Design
	Outcome assessed
	Quality

	Quantitative 

	(Hector J, 2018)
	Mozambique
	adolescents 16 to 20
	Quantitative study
	Cross-sectional
	Uptake or use of HIVST
	*

	(Imani et al, 2021)
	Kenya
	Adolescent girls and young women: 15-24 yrs
	Quantitative study
	Cross-sectional,
	Acceptability of HIVST, Uptake or use of HIVST
	****

	(Iwelunmor et al, 2022)
	Nigeria
	 Young People 14-24
	Quantitative study
	Quasi experimental cohort
	Uptake or use of HIVST
	****

	(Nawazuru U et al, 2019)
	Nigeria
	Young People 14-24
	Quantitative study
	Cross-sectional
	Uptake or use of HIVST
	***

	(Olakunde et al, 2022)
	Kenya
	High risk young adults, 18-22
	Quantitative study
	Cross-sectional
	Acceptability of HIVST
	****

	(Smith et al, 2016)
	South Africa
	young adults, 16-25
	Quantitative study
	Cross-sectional
	Acceptability of HIVST
	***

	(Serge Tonen-Wolyec et al, 2019), PloseOne
	DRC
	adolescents 15-19
	Quantitative study
	Cross-sectional
	Uptake or use of HIVST
	*****

	Tonen-Wolyec et al, 2019 PanAfricanMedJ
	DRC
	Young students 15-24
	Quantitative study
	Cross-sectional
	Uptake or use of HIVST
	**

	Wilson et al, 2022
	Kenya
	Adolescents and young adults, 15-24
	Quantitative study
	Cross-sectional
	Acceptability of HIVST, Uptake or use of HIVST
	*****

	(Abdulhammed Babatunde et al, 2022)
	Nigeria
	University students 16 and above, 87.8% are between the ages 16-25
	Quantitative
	Cross-sectional
	Knowledge and acceptability of HIVST
	**

	(Hloniphile R. Mthiyane et al, 2023)
	South Africa
	University students 
	Quantitative
	Cross-sectional
	Knowledge, attitude and practice for HIVST
	**

	
	
	18 to 29, 83% between 18-24, 17% between 25-29
	
	
	
	

	(Segawa et al.2022)
	Uganda
	Female university students 15-24
	Quantitative
	Cross-sectional
	Factors associated with use and willingness to use HIVST
	****

	Qualitative 

	(Iwelunmor et al, 2020  )
	Nigeria
	Youth 10-24
	Qualitative study
	Qualitative evaluation
	Description of response to a crowdsourcing contest aimed at 
soliciting ideas on how to promote HIV self-testing (HIVST)
	*****

	(Andrea L. Koris et al, 2021), Qualitative study in RCT
	Zimbabuwe
	Teritary school students,18-24
	Qualitative study
	Qualitative study in RCT
	Perceived acceptability, challenges, and recommendations of young adults for HIVST
	*****

	(Robert Lapsley et al,2020)
	Kenya
	Adolescents and young adults, 15-24
	Qualitative study
	Descriptive qualitative
	Experiences of YP after completing oral HIVST through community-based distribution and recommendations for future HIVST programs among high-risk AYA in Kenya
	*****

	(Carmen H Logie et al, 2021)
	Uganda
	Urban refuge youth, 16-24
	Qualitative study
	Descriptive qualitative
	Experiences and perspectives towards HIV testing strategies, including HIV self-testing
	*****

	(Joseph K. B. Matovu et al, 2020)
	Uganda
	Young people in fishing community, 15-24
	Qualitative study
	Descriptive qualitative
	Generation of data on the perspectives of youth that helps to design a peer-led HIV self-testing (HIVST) intervention intended to improve HIV testing uptake and linkage to HIV care
	*****

	(Chisom Obiezu-Umeh, 2021)
	Nigeria
	Young people, 14 to 24
	Qualitative study
	Descriptive qualitative
	Examination of HIVST preferences among Nigerian youth.
	*****

	(Crissi Rainer, 2020)
	Zimbabuwe
	Adolescents, 16 to 18 years
	Qualitative study
	Descriptive qualitative
	Examination of adolescents’ perceptions of HIVST 
	*****

	(Tiarney D. Ritchwood, 2019)
	South Africa
	Youth 18-24 
	Qualitative study
	Formative qualitative research
	Elucidation of concerns and issues regarding HIVST rollout among South African youth
	*****

	(Kadija M. Tahlil, 2021)
	Nigeria
	Youth 14-24
	Qualitative study
	Qualitative, Croudsourcing, Designathon
	Developing ideas on how to promote HIV self-testing (HIVST) services among youth
	*****

	(Dennis Aizobu et al, 2023)
	Nigeria
	Sexually active youth between 21-25 years
	Qualitative
	Descriptive qualitative
	Enablers and barriers to effective HIV
self-testing in the private sector
	*****

	(Mason S et al, 2022)
	Nigeria
	YP 10-24 years living in Lagos city
	Qualitative
	A crowdsourcing contest
	Soliciting ideas surrounding HIV self-testing promotion among young people
	*****

	(McGowan M et al, 2022)
	Kenya
	Young women 16-24 
	Qualitative 
	Formative qualitative research
	 Understanding AGYW’s potential
willingness to engage in a model in which trained adolescent girls and young women using PrEP deliver HIVST kits to their close friends and refer them to PrEP
	*****

	(Neiloy R Sircar, and Allan A Maleche, 2022)
	Kenya
	Young women 18-24, FSW, MSM and people who inject drugs (PWIDs)
	Qualitative
	Exploratory study based on grounded theory
	Identifying Key and Affected Populations’ (KAP) perspectives on self-testing and place the findings within Kenya’s human rights and legal context
	****

	(Nambusi K et al, 2023)
	Botswana
	Young people 18-24 years and health care workers
	Mixed method
	Pilot study 
	Description of dual self-testing for HIV and STIs among YP and health care workers in Botswana, and                                                                                                                         understanding their experience of accessing SRH services as well as their perspectives and attitudes towards self-testing
	*****

	Mixed method study

	(Amstutz et al, 2020)
	Lesotho
	Adolescents and young adults,Mean , Intervention=18, control=17 Range intervention: 15 to 21
	Mixed method study
	Mixed method study nested in CRCT
	 Effectiveness and perception of secondary oral HIVST distribution with a follow-up by village health workers (VHWs)
	****

	(Birdthistle et al, 2022)
	South Africa
	Young people 15 to 24
	Mixed method
	Triangulation design
	Examination of the effect of DS2 exposure on awareness, willingness, and uptake of HIVST                                                                                                                    
	*****

	(Indravudh et al, 2017)
	Malawi and Zimbabwe
	Young people, 16 to 25
	Mixed methods
	Mixed methods
	 Young people’s preferences for HIV self-testing
(HIVST) delivery, relative strength of preferences and underlying behaviours and perceptions to inform youth-friendly services in southern Africa.
	*****

	(Matovu et al, 2020)
	Uganda
	Young people in fishing community, 15-24
	Mixed methods study
	Cross-sectiona study and qualitative guided by theory of change
	Identifying modes of interventions designed for future interventions.
Assessment of the effect of peer led HIV self-testing on HIV testing uptake and linkage to HIV care
	**

	(Mavodza et al, 2021)
	Zimbabwe
	Youth 16-24
	Mixed method
	A mixed-method study nested in CRCT: explanatory sequential design
	Uptake and acceptability of different HIV testing options for youth 
	*****a

	(Rita Nakalega et al, 2023)
	Uganda
	Young women 18-24
	Mixed method 
	Pilot study (acceptance rate, use and feasibility of HIVST)
	Assessment of the feasibility and acceptability of peer delivered HIVST and PrEP
	*****a




Table S4:  Rating score and overall quality for each included study
	[bookmark: _Hlk170993932]Studies
	Country
	Criteria from the Mixed Methods Appraisal Tool

	
	
	1.1
	1.2
	1.3
	1.4
	1.5
	2.1
	2.2
	2.3
	2.4
	2.5
	3.1
	3.2
	3.3
	3.4
	3.5
	4.1
	4.2
	4.3
	4.4
	4.5
	5.1
	5.2
	5.3
	5.4
	5.5
	Overall quality

	
	Quantitative studies

	(Hector J, 2018)
	Mozambique
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	0
	0
	0
	0
	1
	
	
	
	
	
	*c

	(Imani et al, 2021)
	Kenya
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	0
	1
	1
	1
	1
	
	
	
	
	
	****a

	(Iwelunmor et al, 2022)
	Nigeria
	
	
	
	
	
	
	
	
	
	
	1
	0
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	****a

	(Nawazuru U et al, 2019)
	Nigeria
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	0
	0
	1
	1
	1
	
	
	
	
	
	***b

	(Olakunde et al, 2022)
	Kenya
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	0
	1
	1
	1
	
	
	
	
	
	****a

	(Smith et al, 2016)
	South Africa
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	0
	0
	1
	1
	1
	
	
	
	
	
	***b

	(Serge Tonen-Wolyec et al, 2019), PloseOne
	DRC
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	1
	1
	1
	1
	
	
	
	
	
	*****a

	Tonen-Wolyec et al, 2019 PanAfricanMedJ
	DRC
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	0
	0
	0
	1
	1
	
	
	
	
	
	**c

	Wilson et al, 2022
	Kenya
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	1
	1
	1
	1
	
	
	
	
	
	*****a

	Abdulhammed Babatunde et al, 2022)
	Nigeria
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	0
	0
	1
	1
	0
	
	
	
	
	
	**c

	(Hloniphile R. Mthiyane et al, 2023)
	South Africa
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	0
	0
	1
	0
	1
	
	
	
	
	
	**c

	(Segawa et al, 2022)
	Uganda
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	0
	1
	1
	1
	1
	
	
	
	
	
	****a

	
	

	(Iwelunmor et al, 2020  )
	Nigeria
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(Andrea L. Koris et al, 2021), Qualitative study in RCT
	Zimbabuwe
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(Robert Lapsley et al,2020)
	Kenya
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(Carmen H Logie et al, 2021)
	Uganda
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(Joseph K. B. Matovu et al, 2020)
	Uganda
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(Chisom Obiezu-Umeh, 2021)
	Nigeria
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(Crissi Rainer, 2020)
	Zimbabuwe
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(Tiarney D. Ritchwood, 2019  )
	South Africa
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(Kadija M. Tahlil, 2021)
	Nigeria
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(Dennis Aizobu et al, 2023)
	Nigeria
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(Mason S et al, 2022)
	Nigeria
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	(McGowan M et al, 2022)
	Kenya
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	Neiloy R Sircar, and Allan A Maleche
	Kenya
	1
	0
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	****a

	(Nambusi K et al, 2023)
	Botswana
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	*****a

	
	Mixed method studies

	(Amstutz et al, 2020)
	Lesotho
	1
	1
	1
	1
	1
	1
	1
	1
	0
	1
	
	
	
	
	
	
	
	
	
	
	0
	1
	1
	1
	1
	****a

	(Birdthistle et al, 2022)
	South Africa
	-
	-
	-
	-
	-
	
	
	
	
	
	
	
	
	
	
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1
	*****a

	(Indravudh et al, 2017)
	Malawi and Zimbabwe
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	-
	-
	-
	-
	-
	1
	1
	1
	1
	1
	*****a

	(Matovu et al, 2020)
	Uganda
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	1
	1
	1
	1
	1
	0
	1
	0
	0
	1
	**c

	(Mavodza et al, 2021)
	Zimbabwe
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1
	
	
	
	
	
	
	
	
	
	
	1
	1
	1
	1
	1
	*****a

	(Rita Nakalega et al, 2023)
	Uganda
	1
	1
	1
	1
	1
	
	
	
	
	
	1
	1
	1
	1
	1
	
	
	
	
	
	1
	1
	1
	1
	1
	*****a



NB:1=yes,0=No/can’t tell, 1.1…5.5=the numbers aligning to each criterion under each type of study designs available in the MMAT version 2018(44).  
*=1 (20%), **=2(40%),***=3 (60%),****=4 (80%),*****=5(100%)
1-2=low quality (c), 3 studies; 3=moderate quality (b),2 studies and 4-5=high quality(a), 18 studies
“--"=Mixed method study with either of quantitative or qualitative findings not relevant for the review question. 


Table S5: Summary of characteristics and findings from the included studies
	Author, year
	Country/countries
	Study population
	Study design
	Study type
	Sample size
	 Main findings

	Hector J et al., 2018
	Mozambique
	Adolescents 16 to 20 years
	Cross-sectional
	Quantitative 
	496
	· 60.3% of adolescents used (performed) the HIVST. 
· Majority (over 80%) preferred directly assisted HIVST and 76% preferred to do it at the health centre while 20% preferred to do it at their homes.
· Novelty, confidentiality, privacy and being pain free were reasons for choosing HIVST while increased security, counselling and privacy were the reasons for choosing to do the test at the health centre. 

	I. Inwani et al., 2021
	Kenya
	Adolescent girls and young women (15-24 years)
	Cross-sectional
	Quantitative
	1198
	· 54.2% of adolescent girls and young women accepted (willing to test) HIVST. 
· 20.9% completed HIVST out of those who participated in the study.
· Participants did not trust that HIV status can be investigated from saliva samples.


	Juliet Iwelunmor et al., 2022
	Nigeria
	Adolescent and Youth (14-24 years)
	Quasi experimental cohort
	Quantitative
	388 enrolled and completed the baseline.
324 completed 6 months follow-up
	· A significant increase in HIVST uptake between 3 months to 6 months follow-up (20% vs.89.2%) (p-value <0.001)

	Nwaozuru et al, 2019
	Nigeria
	Young people (14-24 years)
	Cross-sectional 
	Quantitative
	113
	· 48.67%of YP preferred or chosen blood or oral HIVST 
· Only one (0.08%) ever used HIVST.
· 83.3% preferred HIVST be free of charge.
· Oral self-testing is the least preferred type of testing (20%) and blood based is the most preferred (48.8%)

	(Babayemi O. Olakunde et al, 2022)
	Kenya
	High risk young adults (18-22 years)
	Cross-sectional
	Quantitative
	350
	· 75.4% of young adults were willing to use HIVST in the future.
· Female, older young adults, and those in secondary education level were more likely to be willing than their male, younger and primary education counterparts respectively. 
· Young adults with recent high risk sexual behaviour were less likely to be willing than those having no risky behaviour. 

	(Smith P et al., 2016)
	South Africa
	Young adults 16-25
	Cross-sectional
	Quantitative
	225
	· The mean acceptability score was 4.18/5 from a 5-point Likert score from 3-items that measured acceptability of HIVST (preference for HIVST, put off HIVST and likelihood of telling others about HIVST)
· Younger and debut testers had higher probability of testing 

	Tonen-Wolyec S et al., 2019, https://doi.org/10.1371/journal.pone.0218795
	DRC
	Adolescents (15-19 years)
	Cross-sectional
	Quantitative
	628
	· Acceptability of HIVST (consented and used the test at their homes) was high (95.1% accepted; 95% CI: 93.1%–96.5%)
· Majority of participants declared that HIVST is easy to perform whilst having a confidentiality concern.
· The rate of acceptability for recommending the test to others was higher after testing as compared with before testing. 
· Willingness to pay for HIVST was generally low. 
· Post-test counselling especially face-to-face counselling was believed as essential 

	(Tonen-Wolyec S et al., 2019), doi: 10.11604/pamj.2019.33.83.18586
	DRC
	Young students 18-24
	Cross-sectional
	Quantitative
	1012
	· 81.4% accepted HIVST (have chosen HIVST as a testing option)
· Younger students, those who were single, those having prior knowledge about HIVST and those with no prior HIV test were more likely to self-test than students who were older, marrier or partnered, have not had prior knowledge and those having prior HIV testing history. 
· Unsupervised HIVST was highly accepted than supervised HIVST among the students 

	(Kate S. Wilson et al., 2021)
	Kenya
	Adolescents and young adults (15-24 years)
	Cross-sectional
	Quantitative 
	315
	· 87% and 97% accepted and completed HIVST respectively.


	
(Abdulhammed Opeyemi Babatunde et al., 2022)
	Nigeria
	Young students aged 16-25 years
	Cross-sectional 
	Quantitative
	155
	· 62.6% of young students accepted to test HIVST (willing to test) while 16.8% of them ever used HIVST. 
· The mean knowledge score is slightly above average. 


	(Hloniphile R. Mthiyane et al., 2023)
	South Africa
	Students 18-29, 83% between 18-24 years
	Cross-sectional
	Quantitative
	227
	· 69.6% were willing to consider using HIVST in the future. 
· 14.9% ever used HIVST.
· Older students were more likely to use HIVST than younger students.
· Most of the students agreed to recommend HIVST to their family members or friends (80%), conform their results if tested positive (99%) or negative (68%).
· Students cited its privacy, being quick, user-friendly, affordable, free of stigma and their consistent risk of HIV exposure as reasons for use of HIVST.

	(Segawa et al.,2023)
	Uganda
	Female university students aged 15-24 years
	Cross-sectional
	Quantitative
	483
	· 92.7% accepted (willing to self-test for HIV in the future).
· 19% had history of HIVST use (ever used HIVST).
· Being from science-based college, with at least one partner, history of alcohol or drug use, having had history of sexually transmitted infections in the past 12 months or HIV testing experience in the last 12 months or more were factors significantly associated with willingness to use HIVST while increasing age was associated with increased likelihood of using HIVST. 

	Birdthistle I et al., 2022)
	South Africa
	Young people (15-24 years)
	Mixed method: triangulation design
	Quantitative and qualitative (mixed)
	Quantitative: 3431, 2213 never used HIVST before Qualitative: IDI:31 (18 F and 13 M)
FGD: 6 (M&F) groups with 4-6 participants
	· 82.8% of those who have never used HIVST before accepted HIVST (demanded to screen or willing to test). 
· Nearly 10% of YP reported that they have used HIVST in the last 12 months of the study. 
· Qualitative findings do not align with our review objective.

	(Indravudh PP et al., 2017)
	Malawi and Zimbabuwe
	YP aged 16-25 years
	Mixed method study 
	Quantitative and qualitative (Mixed)
	Qualitative: 15 IDI (n=15), 3 FGDs (n=23) in Malawi and 9 FGDs (n=84) in Zimbabwe
Quantitative: DCE samples of 245 in Malawi and 96 in Zimbabwe
	· HIVST is highly acceptable to young people in the two countries.  
· HIVST is perceived as empowering YP to choose the location and timing of the test
· HIVST is perceived as it controls disclosure around their results. 
· YP welcomed the new technology, wanted it to be at their homes, free of charge or at low cost.
· Concern on precision of the oral HIVST
· Lay community distributors were preferred over health providers because an expressed lack of trust in health providers.
· Quantitative findings do not align with the objectives of this review. 

	(Matovu JKB et al, 2020)
	Uganda
	YP and adult men, median 21[IQR: 20-24]
	Cross-sectional study and qualitative guided by theory of change
	Quantitative and qualitative (Mixed)
	Quantitative: 168 YP/298 total at baseline Qualitative: 6 FGDs, N=47,M=31 and F=16
	· 100% of YP were willing to use HIVST if it were available to them in the future.
· Nine out 10 who tested positive on HIVST linked to care. 
· YP (YM) are also ready to use HIVST because it is private.
· YP assert that peer-led distribution of HIVST kits would avoid transport costs and long queues.  
· YP advised thorough education and counselling before provision of HIVST kits. 
· YP perceived lack of counselling and risk of not linking into care as concerns associated with HIVST. 

	Mavodza CV et al., 2021
	Zimbabwe
	Youths 16-24, Median 19, IQR= 17-22
	A mixed-method study nested in CRCT: explanatory sequential design
	Quantitative and qualitative (Mixed)
	Qunatitative: 1415
Qualitative:5 FGDS: 1 Health care providers, 4 client FGDS; 8 IDIs: 2 female same sex paired and 6 In- IDIs     
	· 67.2% of YP accepted to self-test for HIV out of those who are eligible.
· 3.7% of YP accepted and used HIVST out of those who are eligible. 
· Provider delivered testing was highly preferred to HIVST (client-initiated or off-site) for they lacked confidence in the expertise of use and for fear of finding out results being alone.
· YP asserted that HIVST has limited benefit to themselves and will only be helpful to YP who do not have private spaces. 

	Amstutz A et al., 2020
	Lesetho
	Adolescents and young adults (Intervention:15 to 21 and control 14 to 21)
Qualitative: AYA 12 to 24 years
	Mixed method study nested in CRCT
	Quantitative and qualitative (Mixed)
	Quantitative 3204
Quali: 21 IDI participants, 11 refused to self-test and 10 use HIVST
	· 62% of adolescents and young adults tested themselves using HIVST out of those who were absent or refused to test during a home visit. 
· Secondary distribution of HIVST living it at the homes for AYA who by living it at home to those who were absent and refused to test was acceptable.
· HIVST is deemed as convenient and that avoids being missed, with no visit to doctors, private and easy.
· Unclear instructions, lack of counselling and fear of infection and its subsequent stress were concerns of YP for HIVST.
· Leaving kits at home for those absent or refused to test in a routine home-based campaign makes them ready and gives them time for thinking and preparation. 

	Nakalega et al., 2023
	Uganda
	Young women 18-24
	Mixed method study
	Quantitative and qualitative (Mixed)
	30 Young women were followed for the pilot quantitative study,  2 FGDSwith young
women, and 5 IDI with peers and health workers
	· 93% of YP accepted peer delivered HIVST.
· 100% of YP performed HIVST and interpreted their results. 
· YP perceived that peer delivered HIVST helps to avoid transportation cost and time spent in long queues, meets their needs since peers give them more time, private and confidential, avoids stigmatizing encounters at the clinic, and ensures autonomy, 
· Young women perceived that they are at risk of HIV infection and hence motivated to use HIVST. 
· Peer-delivered HIVST has challenges like unpunctuality of adolescents and young women, inadequate staffing at central institutions that supply HIVST kits and frequent stockouts of kits. 

	Iwelunmor J et al., 2020
	Nigeria
	Youth 10-24
	Qualitative evaluative design: online crowdsourcing contest 
	Qualitative
	903 initial entries (550 online and 353 paper version); 769 eligible
	· Peer to peer distribution and use of existing institutions like schools and religious institutions to harness HIVST were suggested as feasible ideas for HIVST.
· YP suggested re-branding, repackaging, and lowering the cost for HIVST as desirable idea for HIVST.
· YP recommended the use of technological advancements (eg. mobile applications and social media technology) to promote HIVST in an impactful way.

	Koris AL et al., 2021
	Zimbabwe
	Tertiary school students 18-24
	Qualitative study in RCT
	Qualitative
	26 IDIs and 4 FGDs (n=26)
	· Most students favoured campus based HIVST (73%), perceived it as convenient, autonomous, and socially acceptable compared with the routine health facility or community-based HIV testing services. 
· Some of the challenges mentioned were lack of privacy and post-test counselling, and perceived social coercion. Some participants (11.5%) opted out from self-testing because of their perceived concerns. 


	Robert Lapsley et al., 2020
	Kenya
	Adolescents and young adults 15-24
	Qualitative analysis based on the health belief model
	Qualitative
	9 FGDs
	· AYA valued HIVST for its autonomy and convenience. Besides, they have taken the experience with HIVST (testing negative) as promotive for behavioural change for prevention of HIV infection (eg. use of condom) in the future.  
· AYA suggested HIVST be with an ongoing support or counselling and individualized. 

	Logie GH et al., 2021
	Uganda
	Youth 16 to 24 years
	Descriptive qualitative study
	Qualitative
	5 FGDs and 5 KIIs
	· Youths have a high interest and acceptability to HIVST. 
· Youths were in favour of peer supported HIVST and regarded it as a reliable source of knowledge and trustworthy. 
· Peers will reduce stigma that would come from families for being sexually active and for confidentiality reasons. 
· Youths were concerned about sexual and gender-based violence that would be in favour of men and that it would lead to distrust among couples. 


	Matovu JKB et al., 2020
	Uganda
	Young people 15-24 and adult men 25+
	Descriptive qualitative
	Qualitative
	6 FGDs, n=47 (31 men and 16 women)
	· HIVST was highly accepted among YP who were ready to use and perceived that their fellows or friends will also use it for they do not have time to go to the health centre and they liked that it ensures their privacy. 
· Counselling and linkage to care for those testing positive was a concern with HIVST.
· Peer-led HIVST distribution is deemed to reduce transport cost and avoid long queues. 
· YP had concerns on social harm after testing positive and inaccurate performance and wrong interpretation of results. 

	Obiezu-Umeh et al., 2021
	Nigeria
	Young people 14 to 24
	Descriptive qualitative
	Qualitative
	65 IDI
	· HIVST is perceived as easy to use, reduces stigma and discrimination around testing for HIV, accessible, autonomous, time saving, and alternative form of prevention against STI.
· Little awareness, absence of counselling, suicide, or personal harm after testing positive, previous bad experience at facilities and high cost of testing kits were perceived as deterrents to HIVST. 
· The oral-based HIVST was preferred for it is painless. 
· YP suggested re-branding the kits so that they can be youth-friendly and discreet. 
· YP feared cross-infection arising from repeated use of sharp materials with the blood-based HIVST.
· YP perceived private health facilities as testing centres with accurate results and high-quality setups. 


	Crissi Rainer et al., 2020
	Zimbabwe
	Adolescents 16-18 years
	Descriptive qualitative
	Qualitative
	31 Individual Interview
	· HIVST has added privacy and autonomy over disclosure and seeking treatment.
· Adolescents were concerned that reactions to positive and home-based Unfavourable reactions to positive results in home-based HIVST might be unfavourable (fainting, high blood pressure, strokes, and suicide).  
· The participants were concerned about precision and sought proper training from health care providers.
· A slight majority preferred health facility based HIVST over home-based HIVST and linked it with accuracy and safety or acceptance of a positive test result.  
· Home based HIVST was chosen to avoid health providers mistrust and get time for decision about one’s status and seek care. 

	Ritchwood et al., 2019
	South Africa
	Youth aged 18 to 24
	Formative qualitative research
	Qualitative
	8FGDs;35 participants, 19 young men and 16 young women 
	· HIVST was highly acceptable and preferrable compared with the traditional facility based HIVST. 
· Most participants preferred the oral saliva-based HIVST kit over blood-based HIVST kit. 
· Participants perceived independence, ease of use and confidence in performing HIVST as enablers and invalid, needing a confirmatory test, might lead to suicide, and costly as perceived barriers.
· Mixed feelings were reflected on choices of oral versus blood, and testing in presence of someone versus not.

	Tahlil et al., 2021
	Nigeria
	Adolescents and youths between 14 to 24 years
	Participatory qualitative research
	Qualitative
	13 youth teams
	· Youths suggested the integration of HIVST service with other sexual and reproductive health services.
· Participants believed the importance of having someone closer to them during HIVST.
· Before being informed, AY were concerned about how to perform the test accurately. 
· AY appreciated the privacy, reduction of stigma and discrimination, and convenience associated with HIVST.
· Concerns about HIVST included lack of pre-and post-test counselling and specifically the importance of support during a positive test for they feared that some may harm themselves.
· Many participants had concerns on the validity of the oral self-test kits.
· Some men voiced their concern about elevation of distrust among couples if they are expected to test alone.
· Intimate partner violence was a concern of all genders in the FGDs and in some KIIs, though it was also felt as navigable.
· The need for designing strategies to navigate psychological support for those who test positive and on how to allay fears of intimate partner violence was also suggested.

	Aizobu D et al.,2023
	Nigeria
	Sexually active youth 21 to 25 years
	Descriptive qualitative
	Qualitative
	80 sexually active males and females in 45 IDIs and 7
FGDs
	· A journey map study presented a constellation of enablers and barriers along the cascade of stages of attraction, purchase, use, confirmatory testing, linkage to care and treatment, link to HIV prevention, and at the reporting stages for HIVST in a private pharmacy setup. 
· With focus on unique findings in this study, the following are presented at each cascade of the stages. 
· Curiosity on presence of options for testing and youths’ avoidance of being seen as sick respectively were perceived as enablers and barriers at the attraction stage.
· Bundling kits with other health products and insincere or untrustworthy pharmacists respectively were perceived enablers and barriers at the purchase stage.
· Previous experience with other self-test kits and perceptions of doctor’s abilities respectively were perceived enablers and barriers at the use stage.
· Seriousness of reactive results and delays caused by shock and denial respectively were perceived enablers and barriers at the confirmatory testing stage. 
· Seamless linkage to care after confirmatory testing and fear of status definition respectively were perceived enablers and barriers at the link to care and treatment stage.
· Awareness of need for HIV prevention and perceived knowledge of HIV prevention strategies respectively were perceived enablers and barriers at the link to HIV prevention stage.
· Easy to link to HIV treatment or prevention and concern on data privacy respectively were perceived enablers and barriers at the reporting stage. 

	Mason S et al., 2022
	Nigeria
	Young people 10 to 24 years
	Croudsourcing Contest
	Qualitative
	30
	· YP’s positive perceptions that HIVST is convenient, discreet, reduces travel times and cost, and HIV related stigma, discrimination or stress caused by being regarded as promiscuous person, and that HIVST has had added autonomy and self-empowerment were perceived enablers for HIVST acceptability and uptake. 
· Low awareness, concerns on stigma while testing and breach in privacy of results, high cost of kits and lack of access to linkage to care services for those who test positive, and influence of partners and family were perceived barriers for HIVST acceptability and uptake.

	McGowan et al., 
	Kenya
	Young women 16 to 24 years
	Formative qualitative research
	Qualitative
	30 IDIs
	· Nearly all the PrEp experienced young women expressed high confidence in assisting and instructing their friends with HIVST.
· Most of the PrEP naive young women anticipated that they would be able to use HIVST kits currently should there are clear instructions and nearly all liked the idea of testing themselves for HIV infection.

	Nambusi K,et al., 2023
	Botswana
	Young people aged 18 to 24 years and health workers
	Qualitative data from a mixed methods study
	Qualitative
	25 young people for IDI
	· Risk perception for HIV was a motivator for YP to test frequently using HIVST. 
· YP valued that HIVST is convenient, has privacy and the ability to avoid stigma and judgment, and that it empowers them. 
· YP advised wide scale distribution of HIVST kits in places where youth congregate (schools, bars, shopping malls), and in remote and rural areas.
· The study participants (YP and health care workers) highlighted the importance quality counselling and support for they were concerned about handling a positive test result. 
· Health care workers had concerns on increase in demand and subsequent work burden and suggested that health care workers need to be prepared and be receptive of this.  
· Health care providers were concerned about misconception that YP might consider HIVST as an end by itself or self-diagnosis and hence may not seek expert advice. 

	Neiloy R Sircar, Allan A Maleche, 2022
	Kenya
	Young women 18 to 24 years
	Exploratory study based on grounded theory
	Qualitative
	8 FGD and 2 IDI
	· Young women liked the privacy of HIVST as it avoids social discrimination associated with HIV testing in a testing centre in rural communities.
· Most of them preferred to test in the health facilities where counselling and assistance is available even for HIVST for they had concern on self-harm and suicide. 









