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Abstract

Background:

HIV, the virus thatesults inAIDS, is one of the most gerehealth and development challenges

the world faces today'he continent most affected by HIV/AIDS is Africatrategies to fight
HIV/AIDS have beenmplemented by governments, international agencies and NG@se
strategies arenost apparent in thé"@lillennium Development Goal anti¢ 3¢ Sustainable
Development Goal. The Ea&frican countryof Uganda has successfully managedeiduce

its HIV-prevalence from the early 1980s to 2005 through a multifaceted approach that has been
hailed as a success story. However, since 2005g#Valence and incidence hr&sen Critics

are asking if Uganda is losiriig fight against HIV.

Objective:

The objective of this studwast o expl ore health worketheyd perc
feelcontri buted to the Asuccess storyo of HIV
believe are the factors explaining current trends in HIV incidandeisk factors in the Ruhiira

cluster, western Uganda.

Method:
| conducted servstructured irdepth interviews witmine purposefully selected health workers
involved in the management sévenhealth centers in the Ruhiira clustsponsored through

the Millennium Villages Project.

Results:

| found that health workers have different opinioegardingthe Ugandan story. Factors such

as disclosure, openness about the disease and public initiatives from the President were
considered as importantherole of foreign donors and funding weasosaid to have been
crucial. There were disagreements among health workers as to whether there had been an
increase in HIVincidence. However, the majority argued that Hi¢idence was on the rise.
Healthworkers found that there had been changes in pépkxual behavior and that people

did not follow the principles of Abstinence, Be faithful and Condoms as well as hdéakh

workers had concrete suggestiomdhiow HIV-prevention could be improved. Theyaed that

the government should strengthen and design accurate public campaigns, target groups at risk
and continue the prevention of moth&rchild infection initiatives Finally, health workers

wanted better funding of the health sector and trainingedlth workers.
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Prologue

Uganda had been of special interest for me for quite some time. Not only because it was the
first country | visited in Africa (2001), b
response to the HIV epidemic. How Uganda had managed to curb fafdetians where other

of its African neighbors failed, was quite intriguing. However, what really got my attention was

after | read that the HIV incidence had started to increase. This was at a time when the issue of
Uganda was heavily debated in Norwegmadia, particularly because of the strict ayay

bills that were introduced in the country. As it happened, | started to discuss Ugandan politics

and HIV-related matters with a classmate from MIS who happened to come from Uganda.

It became clear to mtbat the issue of the rising Hivicidence was something that | wanted to
investigate further, though I did not know how to approach it. My classmate was due to travel
back to Uganda a few months later where he would participate in-geldtéd program
intending to work with TB and HI\felated topics, in Mbarara Weldganda. He suggested that

| come down there to work with him and the team of the organization which was called
Millennium Villages Prgect He would handle the practical arrangements necefsanye to

be able to conduct a field study.

| believe this experience has been beneficial to me as a person and | hope it can contribute to
future research in the domain. | believevauld bepossiblefor another researchér conduct

this studyagainandcome up withcomparable results

As promised | am going to forward the thesis to my partners in the field and | hope they will

find the results interesting.

| have followed the advice of my supervisors. pditential mistakes are my fault.

Petter AsplinSarlie, May14™ 2017
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Chapter 1: Introduction

1.1 Statement of the problem

HIV, the virus thateads toAIDS, is a devastatinglevelopment antealth challengglobally
(PEPFAR/AiIdsgoy2036,1; ICAD, 20151). The virus was i denandfi ed i
by 1985 the World Health Organizatigqd/HO) had begun developing strategy for coping

with the growing problem of HIV/AIDSHardee etl., 20122). TheWH OO0 s s demtemed e g ¥
aroundthree strategies the prevention of HIV infectiog, a diminishing of the social and
personalmagnitudeof HIV infection and the unification of national and international esfort
against AIDS. Sincehen the virus hadaken the lives of an estimated 34 millioaople
According to WHQaround36.9 milion people gldally were living with HIV towards the end

of 2014. Moreover2 million peoplewere infected withthe virusand 1.2 million people
succumbedo AIDS-relatedcausesn 2014 (UNAIDS, 2013). Accordingto Higgins et al.

(2010) women are momexposedo infection than men.

The biggest number afidividuals infected by HIMive in low- and middleincome countries
(LMICs) and thecontinentmost affectedy HIV/AIDS is Africa (Aidsgov, 2016). According
to the WHO, Sub-Saharan Africahad 25.8 million infected peoplein 2014 (WHO, 2015).
Moreover,SubSaharan Africa accounts for almost 70 percéribhe global total of new HIV
infections In 2014 1.5 million new HIV infectionsvere calculatedn the region UNAIDS,
2014). The HIV prevalence for SuBaharan Africa is 4.7% but fluctuatgpeatlybetweersub
regions as well awithin individual countries UNAIDS, 2014) Swaziland has the highest HIV
prevalence of any country worldwide (27.4%) while South Africa accopraportionally for

thelargestepidemic of any countryith 5.9 million people living with HIV.

Several steps to curb and potentially eradicate HIBB\have been takeaspecially in Africa,

The Caribbean, Latihmerica and Soutlicast Asia (Gayle & Hill, 2001)//hen countries from

all regions camengetheiin New York at the beginning of this century to carve out agiebal
development agenda, one of the most significant outcomes was to include health (Kaiser Family
Foundation, 2015). The sixth Millennium Development Goal recognized the historical impact

of the AIDS epidemic and called for global effortstow and eventuallreversehe spread of

the virus. Thisgoali nspi red sever al agenci es, donor 6s,
(UNAIDS, 2013). By arrangingeveralhigh-profile meetings, the United Nations General
Assembly created goals, strategies and targets to eateetbe progress of MDG 6, with the

intention of achieving the following 10 objectives by 2015 (UNAIDS, 2013):



1. Reduce sexual transmission of HIV by 50% by 2015

2. Halve the transmission of HIV among people who inject drugs by 2015
3. Eliminate HIV infections among children and reduce maternal deaths
4, Reach 15 million people living with HIV with lifesaving antiretroviral treatment by 2015

5. Halve tuberculosis deaths among people living with HIV by 2015
6. Close the global AIDS resirce gap

7. Eliminate gender inequalities and gendmsed abuse and violence and increase the

capacity of women and girls to protect themselves from HIV

8. Eliminate HI\frelated stigma, discrimination, punitive laws and practices
9. Eliminate HI\frelated restrictions on entry, stay and residence

10.  Strengthen HIV integratiolUNAIDS, 2013).

There has been substantial progress when it comes to the mobilization of HIV/AIDS funding
worldwide, though funding is still short of the targ@®2-24 billion dollarsyearly. In 2012,
about 18,9 billion dollars were available for programs in low and middle income countries

(Kaiser Family Foundation, 2015).

The Sustainable Development Goals (SDGs) i@nadedat the United Nations Conference

on Sustainable Development in Rio de Janeiro in 2012. The SDGs replace the Millennium
Development Goals (MDG$WUNDP, 2017) Theaimwas tocreateseveraluniversal goals that

will counter theenvironmental, political and econonddficulties in our world.SDG 3 covers

the challenges and goals retite HIV/AIDS. It argues that Goal 3 should work Bnsure
healthy lives and promote wdiking for all at all agegUN, 2017). Furthert argues that the
world should strive to;

1 .By %030, end the epidemicsAIDS, tuberculosis, malaria and neglected tropical diseases

and combat hepatitis, watdrorne diseases and other communicable dis@ases

2AAchieve universal heal th coverage, incl udi
essential healtitare sevices and access to safe, effective, quality and affordable essential

medi cines and vaccines for all o.



3. A Support the research and devel opment of
and noncommunicable diseases that primarily affect developimgtroes, provide access to
affordable essential medicines and vaccines, in accordance with the Doha Declaration on the
TRIPS Agreement and Public Health, which affirms the right of developing countries to use to

the full the provisions in the Agreement drade Related Aspects of Intellectual Property

Rights regarding flexibilities to protect public health, and, in particular, provide access to

medi ci nes for all o.

4 . ASubstantially increase health financing
retention of the health workforce in developing countries, especially in least developed

countries and small i sland devel oping States

5. AStrengthen the capacity of al |l countrie
warning, risk reductionandmang e ment of nat i on al(UniéedMatiomd, o b al
2017)

UNAIDS (2013) argues thathe attention that has been devotedHIY/AIDS must be
maintained in the years and decades to come. Measures that have been successful should be
built upon andprotected in future health and development goals. Further, there is a need to
revise and consider those strategies that have not been up to mark and set new goals to aim for.
Finally, the world should consider both negative and positive elements of fsinaiegies, to

provide a clearer way forward when it comes to curbing and eradicating HIV, espectlb

Saharan Africaaccording to Besie(2012).

The context and focus of this thesis is the Edstan countryof UgandaTheinitial incidents

of HIV/AIDS in Ugandaoriginate t01982in the Rakadistrict. Since then, the epidemic has

had a devastating effect leaving over two million people infedtadf of these have died,
making it one of the most heaviaffected countries in the worl@kware etal., 2005 625;
Kiweewa, 200853, UNAIDS, 2015).Moreover, the annual incidence of new AIDS cases was
140 000 in 2013 and that year there were 1,6 million people living with HIV and 63,000 AIDS
related deaths the country(Avert, 2015) In 2016 theincidence dropped slightly according

to UNAID (2016).Notwithstanding, the case of Uganda is oftermeda success story. Since

the first cases of AID$ el at ed deaths in the early 19806:
Museveni took swift action to combat the increasing epidemic in the country. Scientists agree
that strategies related to the ABC model (AlpstBe faithful, Condoms) he brought success

in reducing the burden of the disease in Ugahdthis light, Uganda has often begrewedas

an example to follovior countries with similadIV/AIDS pr ob | e ms . Moreover, L
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againstHIV is oftenhailed as a success story (Kiweewa, 28 Okware et al., 2005%25).
However, since 2005 Uganda has experienced a significant rise in the yearly amount new HIV
infections throughout the country.

Throughconductinggualitative interviews witminehealth workers in the district of Ruita in
Western Ugandand thercomparing the data with a targeted literature reyteig study has
sought to shed light dmealth worke@s perceptions of HIVhcidence and risk factors in Ruhiira
thefour mainresearh objectives will be presented section 1.2.

This study is relevant because it explores h
HIV reduction in Uganda in the past, as well as current trends in HIV incidénaa.be argued

that it fills a gap in research, as very few qualitative studies have focused on this specific topic
ofheal t h wor kdarUgandaper cepti ons

Knowledge offactors that influence HIV incidencas crucial, as it can provide useful
information that can be used irfferts aimed at combating HIV. Theealth workersn this
gualitative studyhave important experiensdealing with HIV on an everyday basis and thus
their views could potentially baterestingto policy makersHealth workers hae knowledge

about key epidemic factors such as what constitutes risk behawibrisk groups on a
grassroot$evel and can contribute their thoughts on what is being and what should be done in
HIV -preventionin their setting | believe this makes the nature of my study relevant in its

context.

1.2 Study objectives

The gener al objective of t hipecepdidnofdhge factosss t o
theyfeelhave contributed to t he iildgandairetsegpassand r y o
what they believe arthe factors explaining current trends in HIV incidemteahe Rubhiira

cluster.
The specifiaesearclobjectivesvere

1. To expl or eerdepiandftthe factoosrthiatdhave dontributedtofthe uc ce s s

storyo of HIV prevention in Uganda in the pa

2. To explore their views on current trends in HIV incidence in their setting (including high

risk groups)

3. To explore their views on recent changes in 4\ated risk behaviors or in prevention

strategies in their setting



4. To explore their views on what can be done to improve HIV/AIDS prevention in their setting

1.3 Structure of the thesis

This thesis is divided into 7 chapters. A brief overview of chapt@rssZrovided below.

Chapter 2 presents a review of relevant literature in the context of HIV in Uganda. It starts out
by defining key concepts thhtisein the thesisNext, it moves on to descriltiee nature of the
HIV/AIDS epidemic andts consequencesn sustainable devepment in Suksaharan Africa

| thenprovide a detailed overview of what many scholars believe to be key epidemic drivers in
SubSaharan Africa and connect thematbat is happening UgandaFurther,| describe the
Ugandarhealth systenmlhenthe readeis introduced to the history of HIV in Uganda and what
many refer to athe Ugandariisuccess stopyof HIV -prevention Finally, the chapter finishes

by describing the current HIV situation in Uganda and how there has been an increase in HIV

incidence andnevalence.

Chapter 3 presents the Methodology for the qualitative study in Ruhiira, tRgsteader is

given short facts about geography, history, demography and economy in UGaedal
presentthe researctsettingalong with the duration of the resel and research partners.
Further,l explain mychoice of method befolalescribanethodological steps such as sampling
strategy and data analysis in detail. The chapter finishes by reflecting on ethical issues
connected to the study and a section waftexivity.

Chapter 4 presents the theoretical framework for the thesis; namely The Modified Social

Ecological Model. Chapter 6 discusses several aspects of this theory further.

Chapter 5 presents the results of the qualitative interviews. This sergemzes the most
important findings into categories and themes and presents quotes from the nine health

workers who patrticipated in the study.

Chapter 6 provides a discussion of the most important findings from the qualitative study and

brings in relevat literature to anale them.

Finally, chapter 7 provides a conclusion of the study and gives suggestions and

recommendations for further research



Chapter 2: Literature review

A targeted literature review has been an integral part of this study.rAtlite review is an
organized way of reviewing or assessing documents that are both printed and in electronic
edition (Bowen, 2009). Given thaffélt | was not able tanterview as manynformantsas |

would have likedthe importance of obtaining relevaliterature grew in strength. | have
supplemented the data from my interviews with a targeted literature relvieal that this

process has allowed medbtain an adequate amount of data to discuss my objectives.

During the timeline of this proje¢@©cdober 2014 to May 20371 have been looking for existing

research on the topic. | have looked at articles, journdi®moks, and online newspapers.
Among the most commonly used s eaSrachha rtaenr misf rwec
AHIV gl@BlaVIiyon, Ugandao, AHI V prevalence/inci
HI Vo, AABC in Ugandao, AHIV Stigma Ugandao, |
Ugandao, fiThe Health System in Ugandao etc.
andPhD studies that | accesgldough the university library and a few research databases such

as Research Gate and Medscdpeen that most of the data searches have been focused on
Uganda and/or HIV/AIDSelated topics the literature review has beenetadand specific.

| have used various databases to access literature about myltbpie used pubmed.org,
which is an online archive with access to medical journals and articles. | have also looked
through the online University Library portal calledbBys where | have managed to find
relevant information. Bibsys has given recommendations to other online archives such as
unaids.org, who.org, un.org, avert.org, globalis.no and afrik&inally, Google scholar has

proven to be a useftor finding relevant literature

Printedbooks concerning HIV in Uganda have been difficult to find in Nonwidye books
have often been broad and generalizing and with an emphasis-SaBatan Africa in general.
The printed books | have been using hawestly related to field studies and methodology,

thought | have also used books covering Africa and sociological topics.

| have been critical in terms of looking atithorship the target group angublishers After
completing data analysis of tirgerviews that conducted! lookedat matchng key themeso

existing literature.

There are instances where | have used grey literature. Grey literatliteratire thatis
producedby all levels of government, academics, business and industry in print and electronic

copies, not supervised by commercial publishelesa{th Knowledge, 2017). | feel using grey



literature has benefited my study, as | hageessethformation from various sources such as
government health agencies, Nprofit organizations, universities,esearch centers,
international agencies, health institutions and professional organizations and groups interested
in topics regarding the HIV/AIDS pandemic.

The studiedncluded in this literature review araostly quantitative in nature and did not
investgate the views and perceptions of health workéos the most part, they explored social
phenomena connected to key epidemic drivers and-sgoieomic and cultural factors related

to the HIV/AIDS epidemic. They also assessed policies, such as the ékustjrBe Faithful

and Condoms campaigns and other initiatives in Ugahdaund that galitative studies

specific to health workés perceptionsoh e al t h wor ker 6s percepti ons

risk factorswere limited

2.1 Key concepts: Incidencand Prevalence

Incidence and prevalen@e two terms closely related to trends and statistics in the HIV
pandemic. These aggatigical terms, and although | am conducting a qualitasitely,they

are important t@xplainfor the reader. Since both wile used regularly in this thesipresent

their definitions below.

2.1.1 Incidence

Incidence is:
fithe number of i nstances of il l ness comme
being hurt 6é6during a given period in a sp

Usually, the incidence rate, points to the rate at which events occur in a population Qast 20
Hence, incidence usually measures something within a set number of people angheriacet
(Rothman 2002). With incidence, we can be told how many new cases of a certain illness have
occurred in a population, or it can explain how patterns of diton within a population
fluctuate over time. For example, if we want to uncover how many people were infected with
HIV in Uganda in 2016.

2.1.2 Prevalence

Prevalence gives an estimate of a number at a specific point in time (Jekel et al 2001). We may
want to know how many people are infected with HIV in a country at a given time. However,
prevalence can only tell us what is happening tahe point Accordingly, the prevalence of

HIV -infected people in Uganda in 2016 accounted for the number ofassg during a given

time as well as those already infected.



2.2 Key epidemic drivers in SubSaharan Africa and Uganda

The SubSaharan region has become a higk environment for the spread of infectious
diseases, such as HIV/AID&bolaand Malaria (Lau& Muula, 2004, 403)According to
UNAIDS (2014, the HIV epidemic has affected the masipoverished parts of the world.
Inungu & Karl (2006) suggest thabyerty, disease, famine, political and economic instability,
and widespread inequalities are cdmiting to spread the HIV epidemiGlobally HIV
infection is most common in the marginalized grolpSub Saharan countriesllV is present

in the general population as well as marginalized grodp®lowo (2007)arguesthat Sub
Saharan Africabds vul nehmaslbeen impaced saverat faceors.HI V p
Throughout history, SuBaharan Africa has been in a unique state of ssmmomic turmoil.
There has been a combination of sustained political disruptionjtiglo and bad governance
since the end of colonial rul&hese factors have led income inequality and a lack of social
cohesionas well asinfair organization of international trade according to Lau & Muula (2004,
403).

Mah & Halperin (2010) suggethat concurrent partnerships compared to serial partnerships
can increase the size of an HIV epidemic, the speed at which it infects a population, and its
persistence within a population. Multiplecanoncurrent partnershiggcur when a person is
involved in more than one sexual partnership at the same time. Concurrent relationships can
take different forms such as people having a steady partner with affairs on the side,
intergenerational and transactional sexual relationships and polygamy. Concutrershars

enable HIV to spread quickly within large sexual netwdBesyrer, 2007).

Associated with the HIV/AIDS pandemic are rising rates@fmorbidity and mortality that

have major economic and social implicatitimst area threat to developmeiondal & Shitan

(2013) argues. Further, Hove, Ngwerume & Muchemwa (2013) claim @katty and hunger

is increasing, children become orphans, the education sector is deteriorating, people are isolated
and life expectancy is decreasifi@raphdarGuha & Haldar(2011) argueshat reatment of
HIV/AIDS patients should be accompanied with other means to strengthen their physical,

mental, and social wellbeing

Cultural and socioeconomic features apparent in mosiSahlaran African countries have
played, andtdl play a part in the spread of the HIV infection. (Buvealet2003 2011). Epstein
& Morris (2011) argue that tonprove HIV prevention in southern Africa, we need a better

understanding of the key epidemic drivers.



This section of the thesiwill look at socieeconomic and cultural factors, some of the key

drivers of the HIV/AIDS epidemic in SuBaharan Africa. The aim is to show how these factors
relate to the HIV/AIDS situation in Uganda, following the increasing HIV incidence in the
country Later in thethesis,l will use these factors to frame the context of incidence trends in

Uganda

2.2.1 Stigma

Stigma in general was described Gpffman (1963) as a strong discouraging attribute that
changes the infected from acknowledged to an estdamgbvidual prone for rumors and
mockery This corresponds withink & Phelan 001, 363-385). Up until recent times, many
subSaharan African governments have hesitated to acknowledge the comprehensiveness of the
continent's HIV epidemiaccording to Inagu & Karl (2006). Moreover, many governments
have considered AIDS as an obstacle to investment and tourism. Further, the lack of political
stability in some sut$aharan African countries has alsade it difficult tospearhead an
effective public respondge HIV/AIDS. The silence regarding the HIV/AIDS epidemic has led

to insufficient public debate and continued stigmatization of infected individeatsding to
Goliber 002).

Initially, the official response to HIV/AIDSn Swb-Saharan Africavas influenced by several
factors such asuttural and religious customs and taboelated to sexuality. This héimited

the ability to holdopen discussianabout an epidemic that primarily runs through sexual
contactFor examplelnungu & Karl (2006) clan thatvarious religious factions of staharan
Africa believe that AIDS is a divine penalty for those who have acteds@xaalway that is

not approved by their religion.

Kouyoumdjian, Meyers & Mtshizana (2008fgue that stigma, inadequateolriedgeand
emotional distress may preverdrents, kin and othefsom discussing HIV withchildren.In
addition,fear of infection hasmfluenced how healthcare providers treat Hidsitive patients.

As a result, HIVtreatmentoften does not meatequiredstandads. If people have AIDSike
symptoms theyvould rather claim to suffer from a less stigmatized illness, such as cancer or
tuberculosis. Stigma further delays HIV testing, a vital first step to treatment and other
preventative measures (Inungu & Karl, BpOt can alsgrevent pregnant women from going

for HIV testing, leading infected mothers to make their children vulnerable to HIV infection
through labor or brea$éedingsuggests WHO (2009).

HIV stigmatizatiorpersists despite better access to antiretroviral therapy (ART), according to

research from Uganda published in the online edition of AIDS (Carter, 2014). Levels of stigma
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among people in Uganda initiating ART went up between 2007 and 2012. Charhad al.
similar findings in their 2015 stud2015 87). Many people reported they generally expected
people with HIV to face stigma (Carter, 2014). Prejudices and social discrimiaatisome

of the main causes for specifjartso f Ugandads p eepwdrkars andmmenwhse u c h
have sex with men, to avoid seeking health care or HIV testing. Moreover, many people in

Uganda living with HIV are targets of negative judgement.

A quantit at i ThePeasplk uidng with &IV Stgma Ifdéx f 20a3weprted
experiences of both external and internal stigma (UNAIDS, 2013). The iadestedthat the

most common forms of external stigma and discrimination targeted towards people living with
HIV are gossip 60%, verbal harassment, insults and or threatsaBif$exual rejection 21.5%.
Outlining the commoiformsof internal stigma faced by both men and women living with HIV,
the index lists low selésteem 67%; selilame 50%; shame 50%; guilt 50%; and blaming
others 50% (UNAIDS, 2013). Experiences of alinig of internal stigma were higher among
females compared to males in Uganda. The prevalence of adult women ag@dwhd
reported meeting some form of discriminatory attitude was lst&0.3% in 201laccording

to UNAIDS (2013).

Lastly, Shapiro et a2003) & Thorne & Newell (2003) propagate thasifgma associated
with HIV/AIDS is not acknowledged and approached appropriately, prevention efforts to halt
its spread will not succeed

2.2.2 Poverty

According to the 2016 Poverty Assessment by The World Bank, Uganda has managed to reduce
its financial poverty. The amount of the Ugandan populditvorg beneath the national poverty

line decreaseffom 31.1% in 2006 to 19.7% in 2013. Moreover, the cgumianaged to reduce

the share of its population living on $1.90 per day or less, from 53.2% in 2006 to 34.6% in
2013. This economic development was amongst the most positive in the domain in-the Sub
Saharan region (World Bank, 2016).

Povertyis a crucialfactor in the transmission of HIV/AID® SubSaharan Africa according

to Buve, BishikwabeNsarhaza & Mutangadurg2002). For about 20 years, several Sub
Saharan countries have experienced slow or stagnant economic growth, says Mufune (2014).
According tothe World Bank (1993)the average annual growth of GDP in this region was
negative 1,2%etween 1980 and 199h the same periodirsictural adjustment programs from

the World Bank and the IMF tried to limit ngoroductive spending alsodluding cutsn social

services.Buve, BishikwabeNsarhaza & Mutangadura (2002) suggtsit unemployment
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followed privatization of public sectors, and that this policy lead to further im@bweant of
subSaharan countrieRemaining public sector workers experienaatiminishing purchasing
power and the provision of social services went down. As a result, during the 1990s the total of
public expenditure on health represented only % of the African gross domesfroduct

(Buve, BishikwabeNsarhaza & MutangaduraQ@2, 2015)

A low GDP, is often linked to increased HIV infection levels. However, that is not always the
case as demonstrated by Buve, Bishikwhlsarhaza & Mutangadura (2002). Some of the
countries in sutbaharan Africa such as Botswana, Namibia andiSAirica that have the
highest GDP also account for the highest rates of infections. It could be important to take into
consideration the level of inequality in these countries. In Namibia for example, white people
enjoy access to prestigious universitesl enjoy a standard of living comparable to European

standards whereas the black population in general are very poor, according to Jabbar (2011).

Buve, BishikwabaNsarhaza &Mutangadura(2002) argue that under conditions of severe
poverty, the risk of HIM nf ect i on assumes a position of
Desperate womesell their bodies in exchange for food, money and further commodities.
Moreover, young people who grow up poverty have limited access to schools and their
prospects for the future alienited. Moreover,they lack recreational facilities. As a resiifit,

was found thatsex becomes an opportunity to kill tinfBuve, BishikwabeNsarhaza &
Mutangadura, 2002).

As a rule the decline of health, education and other social services due to financial constraints
implies weaker opportunities for HIV prertion (Buve, BishikwabdNsarhaza & Mutangadura

2002). Lagarde, Caraél & Glynn (200drgues that people with little educatiand access to

health services have an inadequate knowledge oksafenformation, and the use of condoms

is associated with a certain amount of educattoguantitative studypy Maharaj & Cleland

(2005) showed that having secondapy tertiary-level edication influenced the use of
condoms. The lack of basic health services also weakens the opportunity to manage sexually
transmitted diseases, provide reproductive health and quality care for the already infected
groups says Buve, Bishikwaldsarhaza & Mungadura (2002).

Even though Uganda has managed to reduce poverty, it is still a big pr@id#tper capita
was estimated to be $21002015 according tthe CIA Factbook 2015). It is one of the most
heavily indebted countries in the world and has Itetemard by structural adjustment programs
(Stock, 2004)Cuts in the public sectaffectedthe health and education sectegatively A
Ministry of Finance and Uganda AIDS Commission study funded by U{2DP4)stated that
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Ugandads econewmukcdgsbwghatatbkby 1. 2% because

labor force and the costs that households bear in caring for infected members.

Finally, the costs of longer hospitalizations, the purchase of drugs, the depletion of personal
savings for treatmermosts, loss of productive hours while caring for the sick and the expens

of Ugandan funerals force individuals and households down the poverty ladder in Uganda due
to HIV/AIDS (SAFAIDS, 2012).

2.2.3 Migration

Mi gration is oftenpouvestgerewhar a&f pegptefl ecE
country (Mbirimtengerenji, 2007). HIV infection rates are often higher in urban areas than in

rural. Hence, it does not come as a surprise that HIV infections in rural areas often come from
urban sources, andigration is regarded as a major risk fag®eyrer, 2007)(Lagarde et al.,

2003 744-752). People changing residence is associated with a higher risk for HIV infection in

the rural population, further resulting in riskier sexual behavior among thosemignate

(Nunn et.al, 199503-506).

This kind of migration began during the colonial times (Jochelson et al., 1991). Such a
migration disrupts habitual social limits on and the control of sexual behavior. When married,
people travel without their spousethey can increase their risk for extramarital sex with
commercial sexorkers thatisually have a higher rate of HIV infection (Inungu & Karl, 2006).
Military personnel, transport workers, mine workers, construction workers, agricultural farm
workers, nformal traders, domestic workers, and refugees are the most vulnerable groups at

risk of contracting HIV in terms of migration (Lagarde et al., 2003:732).

Green (2015) identifies two migratory groups in Ugandat aisk fishermen and truck drivers.
According to the International Organization for Migration (IOM), the HIV infection rates of
fishing communities in Uganda are as much as four times higher than the national average.
With a HIV prevalence of 7.@ercentthis puts HIV rates for fishing comumities at 20 percent

to 30 percent (Russo & Zimmerman, 2015). Further, national estimates put the number of long
distance truck drivers in Uganda at more than 31,500 and their HIV prevalence as high as 32
per cent following an article published in The &h®r in by Ninsiima(2014). Behaviors

among longdistance truck drivers contribute to a high prevalence of HIV.

Factors noted in the report from the HIV/Aids knowledge management and communication
capacity building initiative, include inconsistent condose and hesitation to seek treatment
for sexually transmitted infections (Ninsiima, 2014). Further, thertepates that althoughe
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majority of long- distance truck drivers are aware that engaging in unprotected sex and having
multiple sexual partnersncreases the risk of acquiring HIV, protected sex is largely
inconsistent. This may be due to factors such as truck drivers having money to spend, working
irregular hours and high consumption of drugs and alcohol that lead to risky sexual behavior
(McCree, Cosgrove & Stratford et al., 2010). Also, truck stops usually do not have facilities
that offer condoms and healthcare services for treating STIs and HIV. In additias,been

found thatsex workers and impoverished women gather at truck stop# sesealcohol and

food (de Vries, van de Klunde& Wagelmans, 2013).

2.2.4 Commercial sex

Mbonye, Nalukenge & Nakamanyd012) claim that various young women on the African
continent become sexually intimate with different male friends or clienesxahange for
financial supportBambgbose (2002, 5&885) argues thahe prevalence of HIV throughout
Africa is substantially higher for commercial sex work#éran the general populatioA.
guantitative study bivlorison, Weiss & Buve et al. (200fgundthat the frequency of HIV in

the sex work industry was 75% in Kisumu, Kenya, 69% in Ndola, Zambia, 55% in Cotonou,

Benin and 34% in Yaounde, Cameroon.

The trend is similar in Uganda. Since HIV/AIDS was identified, commercial sex workers have
been found tde ae of the biggest groupsragk of HIV infection (UNAIDS, 2004; UNESCO,
1999; Nyanzi & Nyanzi, 2004; STD/AIDS control program, 2003).

Wabwire (200620) argued that the number of people involved in commercial sex is increasing
in Uganda, especiallpiKampalaThe research showed that this was due to increasing poverty
and unemployment. Sentumbwe & Nantege (2002) reported that in a sample of 500 commercial
sex workersn Kampala a majority admitted that they earned their living primarily through sex
work. Other small scale studies have indicated that the number of sex workerbgatitan
capitalof Kampala is considerably high and estimated to be between 2500 and 5000 in 2002
(New Vision, 2002).

HIV prevalenceincreasedamong sex workers from 28,2% in 2001 to 47,2% in 2003
(STD/AIDS Control Program 2003). Wabwir00620) argues that there are several possible
explanations, relating to a study from the STD/AIDS Control Rrmgoublished in2003.
Condom use is largely inconsistent for this group even though 99% reported to ever have used
a condom. 19,7 % of the commercial sex workers participatirtigeistudy reported having
children two years and belowhis putschildren aigreaerrisk of infection from birth. Further,

82% of the commercial sex workers reported consuming alcohol regardless of their religious
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affiliation and 12,4 % had conswahdrugs such as marijuana and cocaine. Commercial sex
workers have also been foufid the study) to be a driver of the epidemic, especsitige
12,3% eported to have stable partn€s3 D/AIDS Control Program, 2003).

A parallel to commercial sex/prostitution is the notion of transactional sex among females.
Transactional sex involvdle trading of sex for presents and other favors (Wabwire, 2006:19).
Some families in Uganda often go as far as being the initiators of the arrangementcaderst
scenario could be that girls are forced into marriages with such men after suffering serious
sexual exploitation. This often results in unprotected sex and unwanted pregnancies
(Kyaddondo Nakkazi, & Siu, 2005 Asiimwe, Kibombo & Neema,2005; Bukuluki &
Walakira,2005).

2.2.5 Concurrent relationships and polygamy

In various corners of Africgypolygamy is a sociocultural custom practidedstrengthen the
status and survival of widows and orphans inside a strong family structure (SAhistory, 2006).
In urban contexts and other places where polygamy ishatdommon, men may have
extramarital sexal partnersand sex with sex workers. Epstein & Morris (2011) argue that
formal polygamy shouldideally not be dangerouysif no member of the polygamous
arrangemenhas outside partners. However, Mitsunaga et, 005,478 488) & Caldwell
(2000,117135)found thathat men having three or more wives haadiglerrisk of practicing

extramarital sex

A similar kind of social ritds prevalent in parts of Ugandas reportedy Mbirimtengereniji
(2007). Apparently,tiis believed thatvhen a man has only one wife, he is a bachelor. Thus,
people consider that it is beneficial to have more than one wife, since if one goes away to visit
her parents, another will stiyehind.In Uganda, polygamizas been normalized and diseases
connectedd sex can even be considered as male status symbols, partiquldndy Muslim
society says Mbirimtengerenji (200Nevertheless, President Musevarrnedin 2000that

there may be a danger Iraving multiple sex partners. He aladded that although l&smic
scriptures encourage polygamy, it contradicts the approved international AIDS control

measures putting more people at risk of contracting HIV.

2.2.6 Widow inheritance

Widow inheritance is another custom that has been blamed for the growing raté¢ of H
infection It is theconcepthat a widow neeskociceconomicsuppoda f t er her husban
(Lau & Muula, 2004). In many suBaharan Africartountries,a man's belongings, including

his wife, arepassed on to his adult sons or brothers aftedéath The fate of such widows
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ranges from disinheritance and deprivation of property by force to the obligeidigipation
in risky rituals finds Luke (2006). In this custom, widows agree to marry their husband's
younger brother to continue being a member of the family (Widow's Rights International,

2006). If she refuses, she is expelled and left to care for her children by herself.

Widow inheritance iprevalent among the Baganda group in Uganda, which is the largest ethnic
group making up 16.9% of the population. With an absence of state provision or a welfare
system of any sort, this cultural institution exists to protect both the widowed and theeatpha
However, sexual rituals related to the widow inheritance ceremonies are often forcefully put
upon widows and go against their health and reproductive rights (Nyanzi & Mbodu, 20@8).
Ugandan Succession Act does not guarantee equal inheritancd rghts wo men, so a
access to land and property rights depends on her marital status (Loftspring, 2007).

Research has shown that these customs are gradually disappearing in Ugémaiad bg
Loftspring (2007). When people have a reason to beliatehle husband died of AIDS, most
are aware that a sexual relationship with the widow couldtteadection (Loftspring, 2007;

39). However some still engage in relationships with the widows/widowers even though they
know that the husbands died of HMDS, putting themselves aisk.

2.2.7 Circumcision

Halperin & Bailey (1999354) argue that mass male circumcision is viewed as a method of
halting the AIDS pandemic in suBaharan Africa. Data from their study has shown that
countries in which fewethan 20% of males are circumcised, have a higher prevalence of HIV
infection. On the other hand, countries in which more than 80% of males are circumcised, have
a lower prevalence of HIV infection. Moreover, preliminary results from a South African
randomezed trial showed that male circumcision could reduce the risk of infdntiopto 70%.

Inungu, Malone & Betts (2005) indicates that 70% ievel of protection far better than the

30% risk reduction set as a target for an AIDS vaccine

Notwithstanding, Bollinger edl. (2011) argue that mass circumcision campaigns may divert
resources from proven prevention programs, result in more complications, increase risk
compensation behaviors, and put women at higher risk for Hi¢y arguehatadult males

could believehat circumcision offers them immunity from HIV, raising ethical concerns about
promoting adult male circumcision. Still, the national target for Uganda was to circumcise 4.2
million adult maledy 2015(Galukande et al., 2015).ddlth workers in Kampala reported in

2010 that an increasing number of women wanted their men to be circumcised. Even so, many

women feared that if their men were circumcised, thieyld go out and have unprotected sex
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with others having the false belidfat they were immune to HIV. That is a fear that medical
authorities share, according\gakabi (2010).

2.2.8 Alcohol and injection drug use

The use of alcohol limits a person's ability to make reasonable choices about safe sex and
protection from HIV infetion, it was found in a study yenter for Substance AbuSeeatment

Alcohol (2000). Further, Simbay2004,434-442) & Morojele et al.Z006,217-222) claim that

using drugsas been found to be associated with greater numbers of sex partners in the month
before, history of condom malfunctions, and long lasting history of sexually transmitted

infections, as well as practicing ris&duction skills to a lesser degree

While sautinizing the relation between alcohol consumption and HIV positivity in a rural
community in UgandaMbulaiteye et al. (20Q@17-227) found that HIV prevalence fgrown
peoplein alcohotsellinghomes vas 15%. On the contrary, the numbers were 8% artihmsg

living in households not selling alcohol. Individuals who had abused alcohol at any point

experienced an HIV prevalence twice tageof those who had never done so: 10% vs 5%.

2.2.9Armed conflict and its aftermath

The relationship between AID®@darmed conflict is complicated. Armed conflicts can hamper
economic and social infrastructuré$eshman (2006khowed that armed conflicts can result

in the internal displacement of people, loss of livelihoods, the splitting up of families,
breakdownsof health and education services, and increases in cases of rape and prostitution
Also, HIV/AIDS increases the defragmentation on weak health structures, destroys public
revenues, and increases the race for resources, which may increasal politigonisy and
brutality claims Roderick2006). Displaced people mayndure dife in poverty, hopelessness

and social frailness thagnites their vulnerability to HIV/AIDS Another significant factor
occurswhen military or peacekeeping forces are involdedshman (2006) indicates that i
conflict contexts, main contributors of sexual abuse and exploitation are armed forces or armed

groups

On the African continent, the rate of HIV in the military and uniformed populations often
exceed the rate in the genal population Machel(2006)& Tripodi (2004)found thatsome
ministries of defenseom variousSub-Saharan countries report HiMevalenceaup to20%

for military groups Hence, it is not surprising that a high prevalence of HIV/AIDS exists in
African countries that recently faced war or civil unrest, such as South Africa, Zimbabwe,
Mozambique, Ethiopia, Uganda, Rwanda and Coagoording to Yeager (19950-12).
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Almost dl African militaries have initiated the "best practice” model providing troops with
voluntary testing and counseling. Unfortunately, only a minority can afford to provide such
senices, according to Yeager (199%)}-12).

Agiresaasi (2011glaimedthat therecent War ifNorth-Ugandahaslead more HIVinfections.
Dr. Zainabu Akol, manager of the AIDS Control Progrdramed bythe Ministry of Health
stated:

"HIV prevalence in northern Uganda is higher than the national average because of the

insurgency. Peaade were made to live in camps, and sex became the only source of
entertainment.”

The lack of education and the wish to arrange early marriages by pasgritdy women who
looked for a man to protect them during the Wwaiso led to an increasdcquency of HIV
transmission (Agiresaasi, 2011).

2.2.10 Sexually transmitted diseases

Sexually transmitted infections (STIgye a significant public health problem. STIs have
negative social and economic effects and are facilitating the spread of Hibvag@e 1998).

The WHO has claimed that around 340 million incidences of the four major curable STIs
(gonorrhea, chlamydia, syphilis and trichomonas vaginalis) appear annually, witim 8% |
industrialized countriefMayaud & McCormick2001).

Whilst SubSaharan Africa accounts for 20% of the global STI estimates, it has the highest
prevalence and incidence rates. Each year incidence rate of curable STls in Africa have been
estimated at 254 per 1000 people in reproductive agédqlyears), where it is ogiderably

less (7791 per 1000) in industrialized countries (Gerbase, 1998).

In the1980s,it was observed that HRgositive patients often reported a history of past STI or
had serological evidence of past STI. These studies reported the emergence of an

Aepi demi ol ogi cal synergyo between HIV and ot

Even though various casffective measures such as condoms and drugs are alrgaldgen
solutionsare needetb help solvgproblemssuch as vaginal protection, vaccines and behavior
change interventions (Mayaud & McCormick, 20@preover, even when tools are present,
effective utilization of thesecan be hindered. Such barriers include unavailability or
unsuitability of STI servicescultural aspects of sexual and heal#ine seeking behavior,
inadequate provision of drugs, inadequate political will to develop appropriate policies, and

financial support for STI control progranisxact estimatesn the prevalence of individual STIs
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are not available in Ugand@assjo 2006). However, a study from Atukunda et al. (2015) show

that STIs are a public health problem.

2.2.11 Mother to child transmission

An HIV-positive womancan transferthe virusto her child during pregnancyabor and
breastfeeding. Motheto-child transmission (MTCT) is the reason for over 90% e#/HIV
infectionsin children,asdemonstrated by De Cock et @000). Prevention of moth¢o-child
transmission (PMTCT) progranmovide antiretroviral treatment (ART) tpregnant women
that are HI\/positive to prevent their newborn from being infected. The probability of HIV
passing from mothetio-child is 15% to 45% if treatment is not giveStudies fronthe WHO
(2016) show thafRTs and other effective PMTCT interventis can decrease transmission to
below 5% Since 1995approximatelyl.6 million new HIV infections among children have
been avoided due to the availability of antiretroviral medicie$ot of resources are put
towards the effort of curtailing the spread HIV transmission from mother to child
(WHO,2015)

AIDS-related mortality among children below 15 years of age dropped by 53% between 2009
and 2015, in some countries as much as 65% according to reports from UNAIDS (2016).
Despite this, research showsttikamplicated challenges exist. In 2015, 1.8 million children
below the age of 1&ereliving with HIV globally. Adding to that, 150 000 children acquired

HIV throughout the world in 2015 (2 800 a week), and 110 000 children dietD&-related
causes (30 a day) (UNAIDS,2016).

Research shows that mother to child transmission of HIV has been and is still a challenge in
Uganda (WHO, 2015)The First Lady of Uganda, Janet Kataha Museveni, who is also the
AChampiono of t he eradi cnassionoEMT®@T) of M@/AIDSe r t o
campaign, has strongly encouraged men to be increasaugiye in the battle against
HIV/AIDS (WHO, 2015). This wasinnouncedt the launch of the campaign for the Western
Region heldn Boma Hoima district in 2015.

2.2.12 Dscrimination and Criminalization

Criminalization of keyat risk populationssuch as injection drug usessa big problenup to
60% of all countriegylobally report having laws thaimpactsan effective HI\fresponse
Globally, discriminatorypenalties andaws are commoiand limit access to vital health and
treatment services (UNAIDS, 2013).
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Examples of discriminatory practicesnclude criminalization of HI\ttransmission,
establishment of drudetention centers, laws that invade privacy, the prosecuio
homosexuals and transgender people, not providing health services for prisoners and not

offering health services for migrants. (Cardoso et al., 2913).

Further, adegradingpractice thats challenging irthe fight against HIV is the discrimination

and inequalities between the sexes. One example is that women who have experienced intimate
partnerrelated violence are 50% more likely to be infected with HIV (UNAIDS, 2(A®&}her,

itis found that@indingofor gani zati ons f i ght i ng isihadequateo men 6 s
It is recommended by Avert (2016)at there should be a broad integration of HIV and sexual

reproductive health services

Knowingly transmitting HIV is not yet a crime in Uganda, but the governmertidestrying
to changehis for years.Often this is the situatiofor LGBT- people. In 2009t was proposed
to make transmitting HIV punishable by 14 years in prison (Peté&$tamfil, 2014).

This part of the chapter has shown that the HIV epidemic has affected the most impoverished
parts of the world (UNAIDS, 2014). Poverty, disease, famine, political and economic
instability, and widespread inequalities are contributingptead the HIV epidemic globally.

This section has tried to highlight the key epidemic drivers, which are both cultural and socio

economic.

2.3 The Health System in Uganda

The WHO argues that good health is vital to human Wwelhg. Good health can influence
economic development in a positive way, as healthy populations live longer and are more
productive (WHO, 2017). The Ugandan nation has felt the consequences resultiranfrom
extensive HIV/AIDS epidemic. This section willesenfacts about the Ugandan health system
and how it has gone from one of the best in the region to near colldmseeselaborated in

this sectiorwill be utilized in Chapter &vhen | discuss the mafindings of the study.

2.3.1 Background of the health system in Uganda

Around independendéet he 1@@gaOMHdag 6 s h e arégarthed asyesotthe bestwna s
the region with welequippedospitalsandstaffand intertwined health departments. However,
because of political conflictbetween 1970 and 1985 the health systesarly collapsed
(Mukasa, 20122). By1986,the Health Sector had very poorly equipped public health facilities.

The collapsewas aggravatd by the reemergence of diseases that had been previously
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controlled such as sleeping sickness, tuberculosis, guinea worm and measles as well as the
emergence of HIV/AIDS (WHO, 20064 ) . Suddenly Ugandads heal't
the worst in the regn and globally (Okech, 2014). It became a tendency that the government
would fund services at health facilities including salaries of health workers whilst donor
projects endorsed primary health care services and some maintenance and improvement of
infragructure (Okech, 2014).

From 1986, Uganda initiated major reforms in the health sector. As in other developing
countries at the time, bilateral and multilateral donors stepped up funding for health sector
purposes and spearheaded alternative ways of fimahealth services (Okech, 2014). In the

early 1990s, public institutions were structured differently and became stronger as part of wider
Structural Adjustment Programs (WHO, 20D& Okech, 2014). This fostered improved access

to safe water, improved tgatrine coverage and better nutrition at the household level
contributing to an i mprovement ,d)fIntbegsamed a 6 s
period, Uganda effectively managed to reduce the burden of itsgdivtlemic by initiating

major campaignslirected to encourage behavior change in terms of abstaining from sex and

being faithful (See section 2.5).

Through the years, the public health care system has undergone dramatic changes due to
proactive government policies. The health infrastructurebkas expanded and rehabilitated
to achieve greater coverage. This has continued human resource development to improve skills

for effective and coordinated management of the national and district health system.

2.32 Current situation for the health system

Even though the development has been positive, health indicators are still poor. ThHe/ender
mortality réio is 134 per 1000. Moreover, the life expectancy2s3 years and aizable
percentagef the population is less than 15 years (Muk&€d,2, 3), largelybecause othe

HI V/ Al DS epi demi c. Ugandan fertility rates
fertility rate was 6,24 children per reproductive lifetime compared to 7,02 children in 1995. The
fertility varies per cultural, socieconome and place of residendeertility fluctuatesbetween

rural and urban areasAccording to Population Reference Bureau (2015), Ugandan women in

rural areas have on average 3 more children than women in urban areas.

Currently, public and private sectors oge along with donons the Ugandan health system
The private part has private not for profit organizations (PNFPs), private health practitioners
(PHPs) and the traditional and complementary medicine practitioners (TCMPs). The public part

on the other &nd, is constituted of central government and district health services under the
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Local Government Authorities. Overall, the public system is divided into National and Regional
referral hospitals, District health services, General hospitals, Healtdistibt levels and
Health centers for the sub country, paasiu vilage levels (Mukasa, 2012, 6kech, 2014).

Uganda only has one doctor and 13 nurses for every 10,000 pehyiasa (2012, 6) argues

that this leavesapacity far short of the minimum of pBysicians ratio for every 10,000 people

in line with the recommendations of WH®here areplenty of challengesOnly half of the
necessary nursing positions are filled, and an imbalance between coverage for urban and rural
areas. Moreover, many physicians have opted for more lucrative podiiioegample,in

politics or have migrated to other countries, paittrly in Europe (Mukasa, 2018, This also
contributes to a situation where traditional healers still play an integral part in mental health,
broken limbs and social problems, doing social work and counsegdangcularly for the poor
(Okech, 2014). Thesehallenges come on top of a-emergence of an increase in HIV

incidence (see part 2.5).

Through later years, health expenditure in relation to overall public expenditure has stayed at
about 9,6 % thus remaining below the Abuja Declaration (by members @ffitican Union)

target of 15% to the health sector from 2001. Hence, with Uganda not going past 10% of public
expenditure, less than 1% of GDP of public resources are availabtbefdrealth sector
(Mukasa, 201%8). Okech (2014) argues that political aortment in strengthening government
spending on health care in line with the Abuja Declaration is vital. In a 2000 analysis by the
World Bank institute of development studies, Uganda was the highestdkpwrdentountry

from a group of other selectedwrdries (Mukasa, 2012).

Access to health services is still constrained by geographic inaccessibility, especially in rural
areas and due to financialrdensfor the poor (Mukasa 2018)kech, 2014). The government

and partners have agreed on The Nationaifdfum Health Care Package (UNMHCP) focusing

on areas such as health promotion, disease prevention and community health #itiative
maternal and child health, control of communicable diseases and controladmominicable
diseases (Mukasa, 2012). The divide between required and available funds to accomplish
these targets is significant and therefore affects availability of drugs and physicians in several

health units.

Nevertheless, there is political will to strengthen the Ugandan health systegroncrete
strategies. These are the extension of services to the grassroots, acknowledging poverty as an
obstacle to quality healthcare and wellbeing, increased access to basic healthcare and

introduction of universal primary education and universal secgrathication (Mukasa, 2@1
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8). Priority isbeinggiven to further decentralize the health care delivery system and provide
guality care, improve research targeted to the poorest parts of the population in rural areas and
maintain an effective and accoubli& local government while also focusing on capacity
building for local health workers. However, Uganda still needs to improve the coverage and
quality of its health system, especially asniistdeal with the rising HIvincidence in the
countryaccordingto Mukasa (2012) & Okech (2014).

2.4 History of HIV in Uganda: AThe suc
The first cases of HIV/AIDS in Uganda date from 1982 in the southwest district of Rakai where
HI'V was initially known as Nt2be Sicdthennthedi s e as
epidemic has had a devastating effect leaving over two million people infgotesbwa, 2008,

53). Half of these have died, making Uganda one of the most heavily affected countries in the
world. NotwithstandingUganda has often beeggardedsuccess story when it comes to HIV
prevention and control (Okware et,&005,625). President Museveacted swiftlyto cope

with thegrowingproblems of HIV and in 1986, Heundeda Natioral AIDS Control Program

(NACP) (Kiweewa, 200853). There hadeen considerable interest in understanding what may
have | ed to Ugandabés significant decline in

impressive AIDS successes in Hprevention (Green et al., 2006).

2.4.1 Abstinence, Be Faithful and Condom

Literature showthat Uganda handled the HIV/AIDS pandemic differentigrt neighboring
countrieg(Genuis & Genuis, 2015, 615; Parkhurst, 2010; Green et al., Rd@éewa, 2008).

An adaptable strategy intended to reach all the various parts of thapaptirough what has
been known as an ABC approach to sexual behavior cheagehosenABC is known as
Abstinence, Be faithful and Condoms implying the delayed sexual debut for the youth, partner
reduction for the sexually active amformationwith condom use for the ones who were
infected or involved in risky behaviorafdstyles (Genuis & Gensj 2015,615). Green et al
(2006) suggests thaath supporting the effectiveness of the ABC approach have come from
USAID, the Joint United Nations Prograon HIV/AIDS (UNAIDS), the World Health
Organization (WHO), the Harvard Center for Population and Developmental Studies, the
Ugandan government, and numerous independent studies published in medical. jdhenals
outcomes were that fewer people were infeéeted that the overall HRgrevalence went down
dramatically through the 1990according to Allen & Heald2004; Green2003; Parkhurst

2002; Stoneburner & LovBeer, 2004 ; Wawer et al.2005.
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Parkhurst2010,244) ar gues Uganda ampdata/faor dagoss polibyeandii e v i d

programnatic intervention strategiedlonethelessHardee et al. (2012) argu#sat Uganda
achieved the outcomes of ABC in different combinatiorseparate timesvithout having an

official ABC policy. However, currendiscussions often link the ABC definition with Uganda

as if it originated there (Hardee et 2012. Evidence, however, shows that it vilmplemented

in the Philippines, probably before Ugandans used it. Investigation by Parkhurst (2010)
confirms this vew, as there seemed to be a lack of a written ABC policy in Uganda during the
early years. A report by Hardee et al. (2012) demonstrates that the point of departure for the
ABC approach have existed for many years and was introdiiffeicentlyin variouscountries.
Programs that have aimed to prevent the sexual transmisditi bhve quickly endorsed the
elements of ABC in different comhations using different approaches.

Notably, ABC messages have been the outcomes of public schemes and strategieg. Wh
became evident in the 1980s that HIV was sexually transmittable, public strategies to prevent
infection had to be in place and include three methods. These methods were not having sex, a
reduction of sexual partners and using condoms (Hardee, 20&PR,2). Information about

these methods were included in manuals meant for what was considerehigtoups or

core transmitters (Green, 2Q0838-341). This group consisted of sex workers and their
partners, truck drivers, men who migrate for wonkl gay men. From the very beginning, the
international community addressed A, B and C (without terming tiesrway) as separate
elementsUntil the epidemic had spread as extensively as it later would, particularly-n sub
Saharan Africa, partneeduction and condom use were given the most attention. However, as
the global community realized that the epidemic was fueled by heterosexual intercourse,
initiatives that focused not only on sexual transmission were started, namely factors that
influence the aaptability of risky behaviors. This includatie ability of womento stay

protectedrom infection (Hardee et al2012,2).

Around the same period, USAID came up with a response to HIV/AIE&wo large projects
coinedthe AIDS Public Health Communication Project (AIDSCOM) and the AIDS Technical
SupportProject (AIDSTECH) (USAID, 20180-75). Through AIDSCOM running from 1988

92, the Agency for Educational Devel opment
and straegic national campaigns for behavior change (Hardee 0412,3). From the outset,
AIDSCOM would promote behaviors considered relevant to prevent sexual transmission of
HIV. An Applied Behavior Change scheme incorporated behavioral and social psycholog

social marketing and communication through campaigns. These campaigns focused on
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abstinege, fidelity and condom usseparatelyor in groups of two. They did however not
include all threesimultaneouslfUSAID, 2015 10-75).

In Uganda, AIDSCOMendorde t he production of theamavie Al
to aid people in the discussion of sexual behaviors, dissolve myths and misleading information
about HIV/AIDS, promote acceptance of HIV/AIDS infected individuals and encourage less
high-risk s2xual behavior. In the early 9A$SAID intertwined the AIDSCOM and AIDSTECH

prgects into the AIDSCAP Project according to Hardee et al. (201& 4)ission was to figure

out extensive country approaches to decreaserfgglbehavior, improve controlf @exually
transmittable diseases (STDs) and increase access and the use of condoms. The project
showcasedhat what influenceshigh-risk behaviorhave attributes of both individual and
psychosocial factors as well as environmental and interpersonal cdasagain, the unique

needs of women in relation to HIV were considemttouraging AIDSCAP to incorporate a

special initiative on women and AIDS (Hardee et2012).

Atthe sametimeintheg0sand early 90s Uganda stuck to ter
faithfullyo rather than ABC according to Ha
Ugandads first program to address AIDS in 19
bloodsupply, marketed AIDS information, Education and Communication and control of STDs

with no sign of the ABC message people would later associate with Uganda. Sometime later
social marketing of condoms was added to existing programs happening simultangbuesly

multispectral strategy for AIDS control programs in various minis{davare et al. 2001).

Promotion of condom use was incorporated in a wider HIV prevention str&legpitethat,

Hardee et al. (2012) argue that early messages and activities would often avoid addressing
condoms directly, instead advocating messagesilikeo n 6t f or get (@Hardee ar r y
et al, 2012:11;Trinitapoli & Weinreb, 2012). Further, young Igirwere warned against-so

cal |l ed A s u g specialdighdsk groais aimiddle-agedmen that would go out with
younger women (Hardee et al., 2012). In many countries, there was a hesitance to address
condoms by peopli@& high positions at therhe. This would change in the late 1980s in Uganda
when a religious leader came to the forefront and advocated strongly for the use of condoms in
HIV prevention. Bishop Kawuma became the first religious leader to connect the B and C
messages statingthdét;l f you are foolish enough to have
not t o us &headishopchapgersomally. withessed his son dying fréfibS (Hardee

et al, 2012,11).
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As mentioned, many believe President Museveni had a big part to plagisingvthe negative
trend of HIV infections by addressing the HIV/AIDS topic openly leading tstdgnatization
and spearheading a program that included a wide range of organizations. In 2001, Parkurst

refl ected on the i mporadtsaucha eriticaltimeMiesvote;eni 6 s ac

ARThe President has taken on HIV/AI DS as
throughout the country and internationally as well, to highlight the problem AIDS
represents. Not a stated policy initiative at the time, nadfigials in Uganda see this

as one of, if not the most important aspects of what the government has done in the fight
agai ns tParRursDZ®01:75 in Hardee et al., 2012:12).

Hardeeetal. (2012 2) argue that ©part oftotatinmg Eeyi 0S S L
came in the aftermath of years with civil unrest and war. Then suddenly, Uganda was at war
with a new disease. He advocated for behavior change from the very beginning underlining the
importance of partner reduction (zero grazing) gmoke in favor of abstinence for younger
people. Gradually the government would also promote the use of condoms. However, condoms
have never been considered the sole answer by Museveni. Hardee et al. (2012) argue that this
may be due to the influence of tbatholic church. Museveni was quoted in Schuettler (2004)
as stating that:

AThe government of Uganda did not push. f o

a fnqui et promotion of condoms o, and inv
discussionsofecodoms as a state policyo.

Allen & Heald (2004) argue that the fact that condoms were not initially introduced, in line
with the presidentds negative attitude towar
sexual behavioral change messages.

According to Green et al (2006) reseasblowst h at Ugandads ABC strateg
The government and churches would often put the emphasis on risk avoidance behaviors of
abstinence and being faithful. These A and B messageslinkedresultingin aco-promotion.

Hardee et al. (20)argues thathe efforts ofBishop Karuma made an important contribution

to the much more sensitive link between B and C, attempting to focus on safety. Hence,
although A, B and C were not tied together into a spestfategy in the early years of the

epidemic in Uganda, national plans of the country have included both risk reduction and

avoidance.

Interestingly,Halpein (2004) hasrgued thapartnefreductionmade the biggest contribution
to thefall in prevalee in Uganda, beginning in the 1dt@80s He further moves on to claim
that there has been an over emphasis on the importance of A (abstinence) and C (condoms).

Finally, Green et al. (2002) argue that despite different approaches, reports at least¢ ahagr
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one central fact: Abstinence and reduction in the number of sexual partners, not condoms, were
the most important behavioral changes linked to HIV prevalence and incidence decline in
Uganda.

In conclusion,tiseems, according to Parkhurst (2010) @nelen et al. (2008hat Uganda has
achieved ABC outcomes. ABC messages might also have been used from time to time.
However, Parkhurst credits a multilayered response as the most important inltiaoldition,
community mobilization, fear, educatiompenness and political wilere importantAll these

efforts made significant contributions in the battle against HIV/AIDS in Uganda and
dramatically decreased the overall HIV prevalence in the country, which is why Uganda has so

many times been hailexs a success story in effective Hpvevention.

2.5 HIV in Uganda: current situation

Reportsfrom 2005 showed a levellingf prevalence and incidence, after ttear fallin the

1990s. Shafer et al. (2008) through a quantitative study showed that prevalence fell from 8,5%
in 1990/1991 to 6,2% in 1999/2000 while incidence per 1000 person at risk fell from 7,5 in
1990 to 4,1 in 1998 before increasing 10 i 2004. FurtherShafer et al. (2008) indicates that
incidencewent down remarkablipy 2005 before rising again in 2006. Statistics showed that
sexualbehavior trends indicated more risky behavior around this time as compared to the 1990s
though this fluctuated from regido region. Shafer et al. (2008) concluded that all known HIV
prevention measures had to be employed to solidify the previous success Uganda has had in

coping with the epidemic.

However, Uganda has seen a rise in prevalence and incidence in the pedhssaféport was
compiled.Further, per UNAIDS (GAP Report 2014gn countries, including Uganda, stand

out with 81% of all people being infected in the region. Uganda and Angola are two countries
where the number of new HIV infections intensified betw@005 and 2013. The number of

new HIV infections in Uganda went up 21% between 2005 and 2013. In 2832 UNAIDS

official in Uganda said that the country was losing the fight against HIV/AIDS, with the
infection rates steadily rising. Musa Bungudue tHNAIDS Country Director, stated that
Uganda was the only country in the Eastern and Southern Africa with rising HIV/AIDS
infection rates. Up to 145,000 new infections have been recorded each year leaving a heavy
burden on the whole society already deatest by the pandemic (avert, 2014).

The rising incidence of new HIV infections in Uganda is confirmed by a quantitative report put

together bya group ofscientists calleds G| obal , regi onal, and nati or
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for HIV, tuberculosis, and ataria during 19962013: a systematic analysis for the Global

Burden of Di s euwlshkedi®The ldycet R01Ay3Viairray et alSome people

argue that the negative development is fueled by an abstiwehcepproach to AIDS

prevention of theGeorge W. Busiera, a policy going against patterns of sexual behavior in

Uganda. This was warned against by Human Rights Watch back in 2005 as they stated;
WSfunded Nnabstyonemograms are jeopardi zin
against HIV/AIDS .

It was argued that Abstinencaly programs provide young people with insufficient

information about any method of HIV prevention other than sexual abstinence until marriage

(Human Rights Watch, 2005). More recently many experts blame the risinganfeate on

that clear strategy to promote abstinence only until marriage, without an encouragement of

using condoms (Parkhurst, 2012).

With the rate of new HIV infections rising fastest among married couples (Uganda National
Progress Report, 2015), sotmey seems to have gone wrong with the abstinence only strategy.
Ugandan researchers say the virus has been spreading particularly fast among married couples,
fueled by the phenomenon of "side dishes," the popular term for secret lovers or mistresses
(IRIN, 2010).Many of those mistresses tend to be vulnerable teenagers who are targeted by

wealthy, but often HIVinfected, men (Muhumuza, 2014).

The U.S. President's Emergency Plan for AIDS Relief (PEPFAR) UsS. Government

initiative to lessen the HAburden globally. It is the largest initiative by any nation to fight a

single disease internationally (PEPFAR, 2017). However, PEPFAR has been criticized for
focusing less on the provision of condoms, instead allocating funds for abstinence and
faithfulnessmitiatives. Eran Bendavid (2016), in an article published by Stanford, said a wrong
prioritization or onesided allocation of funds has a human cost as it may channel money away
from other crucial, riskeduction efforts, such as male circumcision and ousho prevent
transmission from mothers to children (Richt
approach has diversified to include encouraging condom use while the importance of
contributing to decrease mother to child transmission and Ipetteision of ARVs is vital.

Undercircumstances of an increasing Hizvcidence Uganda has been forced to reevaluate the
strategies in place for HIV prevention. Uganda has been reporting to worldwide HIV targets
since the start of the epidemic (Ugka HIV & Progress Report, 2014ij). The HIV prevalence

in the general population of Uganda rose from 6,4% in 2004/05 to 7, 3% in 2011. An Aids

inductor study of 2011 indicated a prevalence up to 10% in the central region with 4,1% as the
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lowest in mideasternUganda, (Ugara HIV & Progress Report, 20L4The prevalence has
increased in all regions and has even doubled in the West Nile region going from 2,3 to 4,9 %.
The median prevalence ranged from 4,4 to 13,5 % in urban sites while in rural areas the median

was 7%.

HIV prevalence was found to be greater among women (8,3%) compared to men (6,1%). In
general, 3,7% of young women and men from the age of 15 to 24 were found to be HIV positive.
The lowest prevalence rate was among children under the age obfivethéng that may be a
result of Ug anda 0 sto-clld transmisssons t(UspaacHIVr & Progress h e r
Report, 2014 8). Groups athigh risk were people from fishing communities, female sex
workers and their partners, mobile populations and ungdiservice peopleln addition, key

drivers of the epidemic are high risk sexual behaviors coupled with limited knowledge about
oneds status. This includes early sexual deb
transactional sex. Further, theepalence rate is higher in areas with lower antenatal care and
delivery services and where patients have not been put on ART. A concern is also sexual and
gender based violence, a result of gender inequalities. Those with a high consumption of alcohol
also tend to engage in risky sexual behawaocording todganda HIV and AIDS Country
Progress Report (2014, 11 has also been shown that poverty has a big part to play, and so
does the behavior of truck drivers operating on long distance routes, caneyingection from

one place to another (Uganda HIV and AIDS @ioy Progress Report, 20141).

Recently, a new strategy has been put forward by UNAIDS (2014). Efforts to eliminate HIV
shouldbe intensifiedvith thegoal ofworking:
ATowar ds infeatiang zero ellwW/AlD$elated mortality and morbidity and zero

discrimination, the 90,90,90 targets, towards and A[DE e e g e UNAIRS, i on O
2014).

There is a call for a revitalization of the prevention strategies responsible for the remarkable
progress achieved in the 1990s. However, efforts to meet MDG 6 téwaetsbeerslow,
stagnant or in reverse except one. That was to grant universal acttessment for all those

who are in need (Uganda HIV and AIDS Country Progress Report, 2014).

In addition, the country has recently received negative attention for inductingegriaws. It

is argued that a key component of HIV prevention programmiliggavimissing for men who

have sex with men (Semugonieyrer, & Baral2012,173). The anthomosexuality bill was
introduced in parliament in 2009 to make existingdavere robust. The bill strongly increases

puni shments for @i mmoo as$obehlavedr di aode d zad
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professionals are mandated to report on homosexuals in treatment. It is argued that this will
further increase stigma and discrimination for this already vulnerable gBaupugoma,
Beyrer, & Baral (2012, 173rgued that the government of Uganda should review guidance
documents from the World Bank and WHO to develop and bring forward Human rights to
consolidate HIVprevention, treatment and care responses. Gay men carry a disproportionate
level of HIV infection inUganda. This makes it crucial to have adequate prevention services
and treatment for this group.

The government of Uganda is hopeful to achieve the sustaidabopmengoalsand has
showcased substantial progress in various SDG indicators and focus areas. This entails health
care access for the population, especially for women and girls, and improved access to water
and sanitation sources (PMA, 2015). Howevershort HIV-incidence in Uganda remains
unacceptably high. Quantitative studies suggest that if efforts are not strengthened, HIV
incidence will rise from 140,000 in 2014 to 340,491 in 2025. This will result in a cumulative
2,890,569 new HIV infections by the year 202%Bere is a lot of work to be done (Uganda
AIDS Commission, 2015).
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Chapter 3. Methodology

At the core of social science lies the intention to generate knowledge about how social reality
is constructed. Social sciem usually differentiates between twdistinct methodlogies
guantitative and qualitative. Common for the two approaches is that they seek to explore one
or several phenomena. The quantitative seeks to generalize and the qualitative intends to add to

existing knowledge in a domain (Bryman, 2012).

It is my impression thatwglitative methodarea valuable tool for researchers in the quest for
exploring social phenomena and are recognized for the value anpekwantributions they can

make. A strengthof qualitative methods is the way they can contribute to give advanced
interpretations of how people relate to a research ssgdewksbury, 2009) Qualitative

methods are suitable when the researcher aims todgpih in a phenomenon, or understand
apecific culturebds t acqaiatreandikctve apgraach wastlthosen, r e s e
with the aimof exploiing health worker8perceptions of HIV/AIDS incidence/prevalence and

prevention in the Ruhia cluster.

| will start this chapter byresening Uganda before | move on to describe the methodological
steps taken in the research process. The chapter finishes with a section devoteal teseisc
encountered during the study.

3.1 Country profile: Uganda
3.1.1 Geography

Uganda is located in BaCentral Africa bordering Kenya, The Democratic Republic of the
Congo, Rwanda, Tanzania and Se8tidan. The country is 241,038 square kilometers in total
and has a population of 33 425 000 people. The capital is Kamipadalnited Nations
Association ®Norway, 2013.
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3.1.2 History and Politics

(Source: World Atlas, 2017)

In 1890, a deal waseachedbetween England and Germany to make Uganda a British
protectorate. Ugandaods status as a British
independence in 1962 (Stock, 2004, 44P)e following years were politically unstable and in

the end Colonel Idi Amin seizggower i n a coup dé®tat in 1971
2004, 442).Not abl vy, Ugandads economic stardfing p
independence. Idi Amin becanaalictatorand hisregime was responsible for human rights
abusesThroughout his oppressive rule, he was responsible for the deaths of roughly 300,000
people (Stock, 2004, 42). The economy declinedause oén inconsitent economic policy,

the ousting of noncitizen Asians in 1972, dhdrejecton of foreign aid.To draw attention

away from the countryds problems Amin sent t
to be a failure and in early 1979 he was oustewh fpower and replaced by Obadte July 1986

Obote was deposday a coupd 6 ® This tvas followed by two other regime changes. Finally,

Yoweri Museveni seized power and has been in control §8toek 2004, 442).

For many years, Museveni was considered an example to follow by the West. This has changed
and in the latteryears,he has been the source of critique, especially because democratic
procedures have not been followd@thé United Nations Association of Norw&014. Despite

the introduction of a multiparty system in 2005, Ugandan politics is still dominated by
Museveni and his party. Elections are arranged every fifth year but put nedirtiow long

the state leader can rule. The police have been heawiigized for their interference in
demonstrations and congregations arranged by the opposition. Importantly, aftgear 20
period of terrorizing the northern popul atio
driven out of the countryThe Unied Nations Association of Norway, 2014

In February 2018Museveni was reelected as President with 60,8% of the votes. However, the
opposition strongly disagrdevith the result and stadeéhat there hdbeen extensive rigging of
the votes (Klassekampe2016). When he seized powerlia86,Museveni wrote:
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AThe problem of Africa in general and Uganda
want to overstay in power 0.

Now, in 2016, Museveni has become exactly that authoritarian leader he wgaiest 80
years ago (Dowden, 2016).

3.1.3 Demography

(Baganda people. Source: Uganda Tourism Center, 2017)

Uganda has a rich variety and coexisting of ethnicities, religion and langéagesding to

The United Nations Association of Norway (20téhsus from 2002 counted baganda 16.9%,
banyakole 9.5%, basoga 8.4%, bakiga 6.9%, iteso 6.4%, langi 6.1%, acholi 4.7%, bagisu 4.6%,
lugbara 4.2%, and bunyoro 2.7% as the main ethnic groups. 41.9% catholics, 42% protestants,
12.1% muslims and 4% other oaditional religions Further, the most spoken languages are

English, Ganda, Luganda, Nig€ongo languages, Ni8aharan varieties, Swahili and Arabic.

According to the latest WHO data life expectancy in Uganda is: Male 60.3, female 64.3 and
total life expetancy is 62.3 which puts Uganda on a World Life Expectancy ranking of 150
(World Life Expectancy, 2016). In terms of demography, a population pyramid (s®@ bé
Ugandashowsthatmostthe population are young people and children under 20 years of age:
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Male Uganda - 2016 Female

4 3.2 2.4 16 0.8 0 0 0.8 16 2.4 3.2 4

Population (in millions) Age Group Population (in millions)

(CIA World Factbook, 2017)

War, famines and the devastating impacts of HIV/AIDS and other diseases in Uigaehidt
many children orphaned and leftdarefor themselves. Often the hessaf a household may be

childrenthemselvegleft to take caref siblings instead of attending school.

3.1.4 Economy

Lurgia sy

(Source: About Uganda, 2017)

Currently about 70% of UNMostofdhe agiculjure [s baselon on a
selfsubsstence though there is export of substantial amounts of coffegsantiganda is still

considered a very poor country, with 37, 8% of the population in extreme poverty with a GDP

of 1,766$ per capitélThe UnitedNations Association of Norwag014) The country hakad

steady economic growth over the last decade, aeck tis hope that this can improve the

situation of the poorest segment of the populafidre lack of energy and electricity is still a

major obstacle for the promotion of industry. The same goes for extecwingtion that
influencesthe delivery of pulic services and the ability to attract foreign investment. Despite

that, there has been a great deal of optinmegrardinghe substantial discoveries of oil in Lake

Albert (The United Nations Association of Norw&014).
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3.2 Research timeline

| beganplanning this qualitativstudyin January 2014l completed theeasearchn Rubhiira,
Ugandafrom mid-October 2014 to early December 2014. Further, the first stages of analysis
were completed chronologically after each interview in the data collectioagsdacompleted

the las stages of data analysis 2 months after | arrived back in Norway.

From January to May 201#developed the protocol for this study which detailed the methods
| was going to uséuring thistime, | also decided on the location bitresearch and contacted
local health projects with the help of a classmate.Mitiennium Villages Prgect(MVP) was

selected as the research &iyeearly spring 2014

In the months leading up to ndgparture) had several makxchanges with the team leader
and chiefcoordinator othe Millennium Villages Prgect | explained the rationale behind my
research and what | intended to do in Mbarbpaovidedmy researciproposal and the consent
form intended foinformants participating in the studydid thisto give them an idea of both
my background and ideas for the stuBgrmissionwas grantedo access the field, aradjreed
to facilitate transportation around the Ruhiira cluster. Research clearancétam®d from
the health coordinator at the MMW##fice (seeAppendix2).

| arrived at Entebbe airport just outside Kampala on the third of October 2014tHerainport,

it took approximately 6 hours by car to arrivetla¢ research sité securd accommaation at

an American guest house very close to the headquarters of MVP. | decided that | would stay in
Uganda for nearly 11 weeks accommodate potential delay@ve weeks were spent waiting

for research clearance and 6 for data collection purposes.

3.3 Research setting
Mbarara is a town in the Western Region of Uganda. It is the main municipal, administrative,
and commercial center of Mbarara Distremdthe site of the district headquarters. Further, it

is the largest urbacenterin the Western Bgion.

A few days after my arrival in Uganda, | was told by my classmate that | could come to the
MVP headquarters to meet the staff, the team leader and the chief coordinator. | was expected
to provide a detailed insight as to what my intentions wererawthich ways | felt they could

be of assistance. In the end, it was agreed that they would fully cooperate and facilitate me with
transportation into the field. Ireturn,| was expected to have a presentatisplayingmy

findings, conclusions and remonendations. In that way, both parties could benefit. In the end,

34



limited time and resources would mean that | was not able to have the presentation, something

| will address later in this chapter.

3.4 Partners in the research process: Millennium VillageBroject

My partners wha@rantedaccess to the field were employees at The Millennium Villages Project
in Mbarara. The Millennium Villages were established by the United Nations to show how the
eight Millennium Development Goat®uldbe accomplished in rar Africa within five years

through communityed developmentor more information segtp://millenniumvillages.org/

3.4.1 Study sites

The MVP office in Mbarara has established several health centers aroURdhiir@ area,in

Ruhiira Kabuyanda, Kanyamaizi, Kabugu, Nyakitunda, Ntungu. The Ruhiira cluster is 40km

from Mbarara and stretches out over several hundred square kilometers with extremely poor
roads. This makes travel between the six villages and neighboring commercial centers very
difficult, especially with heavy rains. Most of the facilities offer-poeinselling and pr&esting,

then testing of HIV, postestcounselling, ARVprovision especially for pregnant mothers

lactating and treat TB amongst HPpoOsitive in addition tdollow-ups but also safe male
circumcision and provide ARVOs. Prevention s
basic health education (MVP, 2016).

| visited all the health centers in the Ruhicluster and did one interview at each, expect for
Kabayandavhere | could interview two health workers. The health centers were all similar in
appearance made of concrete and with a waiting area just outside the main building. They all
had offices, operation facilities and halls, rooms where health workers atlutd patients in

private and places to park cars and ambulances. In addition, some of the health centers had areas
where presentations where held as well as places where training of midwives where conducted
and pregnant women were taught all practieditand given information about delivering a

child and breastfeedingn generalthere were on average three health workers working with

HIV related services at each health center.
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HEALTH CENTRE

Photo caption
3.5 Choice of method

Afterdecidingt o expl ore health workersod perceptions
Afsuccess storyo of HIV prevention in Uganda
explaining current trends in HIV incidence in the Rubhiira clystedoecame lear from the

process of planning that the most suitable way to approach the objective was to conduct
interviews. | chose to conduitt-depth semstructured interviews with health workers at the

various health centers in the Ruhiira clusterthis case | would be working from data of

specific cases, to be able to draw general conclusions about my research objectives (Schwandt,
2007, 147). As | will discuss later no research assistants were employddliathere was no

need for translation.

3.5.1In depth semstructured interviews

For most social researchers, interviews are considered a practical and effective way to generate
rich and insightful data (Becker at, 2012 294). Kvale (1997) in Johannessé@nfte &
Kristoffersen (2003 131) charactézes the qualitative interview as a conversation with a
structure and a purposecdnductedsemistructured interviews. In a sessiructured interview,

the interviewer uses an interview guide based on key areas of interest.

| consideredmnany aspecboth before the interviews and while | was interviewing. First, my
interviewrguide was based on a set of questions that were predetermined with the aim to cover
the topics that | wanted to explore during the interview (Beckel.eP012 292). Second, |

knew | had the freedom to adjust the guide. This might mean changing the order and wording
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of the questions, clarifying the meaning of questions, adding or omitting questions ang vary

the amount of time devoted to each topic. During the process, tduithased and added new
guestions to the guide. In that way, | could explore other aspects of the topics of interest as they
arose. This proved useful. Third, | feel that sstnuctured interviews can be challenging as

they can be timeonsuming and requé stamina and strong social and communicative skills.

| decided that | would use a voice recorder to record the interviews several tests to make

sure that it was working properly so that | would not be having trouble with malfunctions in
Uganda. lalso kepta notebook at hand in cage recorder failedThat proved to be a useful
strategy not only during the interviews, but also after they were finished, especially as | made
notes while waiting for transport back to Mbarara.

The interviews wereanducted and recorded during a period efeeks, as well as an online
follow up interview with one participant. The interviews weoaductedt all the health centers

in theRuhiiracluster (Ruhiira, Kabuyanda, Kanywamaizi, Kabugu, Nyakitunda, Ntungu). F
each health center, those in charge of the team would introduce me to the appropriate health
workers who would be available for interviews. In that manner, they worked as gatekeepers. A
gatekeeper is a person in a field who can eventually grant resemittess to the setting
(Chambliss& Schutt,2013 187). | felt this was the best waydampleas this meant the health
workers would initially deal with someone they knew and trusted. The intent was that this trust
would lead to them trusting me as Ww@&efore eachnterview, | kindly asked the informants

for permission to record.

| did not feel that therevere any issues about languageroblems of communication as the
level of English was reasonably high for all the health workers. There were however times |
had to rephrase questions if an informant did not interpret the question as intended.

The gqualitative interviews a professionatonversation with an exchange of personal views
and knowledge while human relations and body language also play an importékvaker
Brinkmann, 2009 Having this in mind, | wanted the interviews to have the shape of a
conversation. | decided to camtt interviews with one informant at a time instead of focus
groups. The conversations were private-tmmene. This choice was made based on the belief
that informants would talk and express themselves more freely about their opinions and

experiences whel in isolation and without the influence of other peers.

The interviews lasted about half an hour on average and were mostly without interruption from

the outside. Six of the interviews took place in an office while three were conducted outside. In
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retrogpect, it would perhaps have been better if they were all conducted in an ersglased
as this would shut out possible distractions that could have interrupted the informant and myself

during our conversations.

3.6 Patrticipants

This qualitative study wasased on irdepth interviews witmine health workers in different
health facilities in the Ruhiira cluster, supplemented with a follow up interthiesugh mail
exchange and skype with 1 participafithese health workers are associated with the
Millennium Villages Program:

Description of participants

Age range of nine health workers | 29-407 Median age 32.

Gender 5 males
4 females

Work Experience Work experience ranges from 1 to
years.

Educational background Diploma holder.

Nursing school.

Health certificate.

Diploma in health services,
management and comprehensive
nursing.

Nursing school diploma.

Medical school.

Health Certificate

Clinical Medicine
Masterds degree
Professions and position Nurse.

Midwife.

Health Worker.

Nursing Officer.

Nutrition Enumerator.

Midwife.

Clinical Health Worker.

Health Assistant & Coordinator.
Midwife.
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3.7 Sampling

| used purposive sampling to select participants for this reseBnehrationale was that the
research questions will give the researcher an idea of who should be sampled (Bryman, 2012
416). It alsogave an idea of the contextsom which to samplePurposive sampling in
gualitative research is the oppositepobbability sampling. The researcher does not look to
sample research participants on a random basis. The goal is to sample participants that are
relevant to the research questions (Bryman, 2@18). | purposively sampled from health

workers employed ahe six-millenniumvillage clinics.

According to Onwuelguzie and Collins (200289) inBryman (2012425) it is a general rule
that sample sizes in qualitative research should not be so small that it becomes difficult to
achieve data saturation. Simuléusly, it is a goal that the sample size is not too big, as it can

make it difficult to undertakanalysis.

To answer my research questions, | developed inclusion criteria for participants. According to
Bryman(2012 419 criterion sampling is a samplj of units that meetaiterion My inclusion

criteria for this studyvere
1. The participants had to lgealified health workergfor example nurses or doctars)
2. The participants had to be affiliated with MVP health centers in the Ruhiira cluster.

Those not meeting such criteria were not a part of my stualgo aimed to achieve an equal

sample of men and women.

After | completednine interviews | started to observe similarities in what the respondents
answeed. My aim prior to thestart ofdata collection was toonductaround 15 interviews
However, due to lack of time and a sudden financial constraint in the MVP organization | was
not able toachieve this Qualitative interviews should normally be conducted until data
saturation is reaclle Data saturation means that you carry on sampling until a category within
the data has been saturated (Bryman, 202P). According to Bryman (2012, 421)is means
that

fia) no new or relevant data seem to be emerging regarding a category, b) thergate

is well developed in terms of properties and dimensions demonstrating and c) the
relationships among categories are well established and validated
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Saturation does not mean that the researcher has a sense of déja vu when listening to the
participantsn the study, and this was not the case for me either. Each health worker had unique
contributions of his/her own. Moreover, as suggested by Bryman ,(2212 when new data

no longer suggeshew insights into an emergent theme or no longer suggestdimensions

of thematic categories data saturation has been reached. In that respect, | note that | did receive
extensive information on each topic covered by the interview guide. However, as | did not
manage to sample as many health workers as intendethbtbe 100% sure that | have not
missed out on details that could have been provided by additional informants. In the end, the

sampling ended after | had completed interviews witie health workers.

3.8 Data analysis
JohannessefMufte & Kristoffersen(2003 153) argues that@hallenge in qualitative research
is to deduct reasonable information from a big pile of unstructuredid#te following section

| will describe how | analyzed my data.

| would often write down notesboutthe interviews whilevaiting for my transportation from

the Ruhiira cluster to Mbarara. When | arrived back togtiesthousérom the field | would
transcribe the interviews. | also spent some time reflecting on what the informants had said and
considered if there was anwtigi | could have dondifferently. These thoughts were loosely

collected in the same field journal. (Holsti, 1969).

In the process of my data analysis the data was analyzed using content analysis through phases
and steps. (Berg, 2001)

In the firstphasethe data was collected and made into interview transcripts. In this prbcess
gotto know the material better and foedha complete understanding by reading through and
looking for interesting and central themes that emerged. Hence, | feel that my knowledge about
the data was strengthened. Naturally this process influenced my initial views on the material
but as Johannessefufte & Kristoffersen(2003 159) suggests the opinions about your data

will often change throughout the rest of the process of finishing the research.

In the seconghase] tried to look for themes and statements that gave meaning to the research
guegions. | would circle them with a yellow marker so | knew where to find them later. Such
a process of coding the interviews was comprehensive and time consumaagberty helpful

later. Notunexpectedlyl would change the names of the codes as | wengdo be even more

specific.
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In the thirdphase) coded the data. In qualitative data, coding is the part of analysis where the
data is broken down into component parts (Bryman, ZD1@). | extracted the parts that were
coded and organized them ifti@ackets in Microsoft Word under thematic descriptions in tables
as described byohannessemufte & Kristoffersen (R03, 162). During this phase, | put the

guotes chronologically and thematically.

In the last phase, | had a look at the codenames, ¢sdltizem, and decided it they were
appropriate. then made summary of all the interviews to highlight the content. The summary

was also thematically divided. Eventually, firecess of coding influenced how | would write

out the results and in whatthemt i ¢ or der | put the quotes fro
chapter.

3.9 Study strengths and limitations

This section will discuss strengths and limitations of the study and in what ways it is replicable.

Anderson (2010) argues that quality in quakttresearch can often lefluenced by the
researcher's personal biaséke interview guide was made prior to the trip and was to some
extent influenced by what | wanted to focus on and what | considered to be important in the
context of the HIV successtory in Uganda, recent incidence trends, frigk groups and HIV
prevenion. In that respect, it might have been a bit biased in what was my focus and research

in general always strives for objectiveness.

As the interview guide was quite flexible | could adjust it and add various new probes if |
needed clarificationswhich may be considered a strength. The interview guide was also
constructed building on existing theory and findings, the result being that | received a lot of
relevant information. The interview guide was constructeavimy that allowed many of the
guestiongo cover the same type of information. The questions were quite open and various
parts of the information appeared without me having to ask prepared questions. My experience
was that the informants articulated themselves freely and gave me a balancadezhsdei of

insights and experiences

At the end of thenterviews,| would often ask if the informants had anything else to say that
they felt was important regarding the main topics of the interview. Frequently that led to
additional information beingdded, some that was relevant and other that was not. | also asked
them if they felt that my questions were relevant to what | wanted to investigate. It is a strength
that the interviews took place over a short duration of time and that they were condwacted

environment where we were not easily distracted from interference.
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An adequate amount of time was put aside to do the interviews and on average they lasted half
an hour, some longer, some shorter. Sinfge| that the informants were confidenttttizeir
anonymity was preserved, it seems plausible to suggest that the information | got was

trustworthy.

Albeit, | should be aware that the informants could tend to be more positive about the epidemic
than what is perhaps the case. Perhaps due toasiGituvhere they would want to please me

or present the best possible picture of their region and cotltdwng that in mind, | structured

the interview guide in a way where the questions were open for different so that the informants

did not feel compédd to answer the questions in certain ways.

| feel that the fact that all health facilities were accessed, brought a diversity to the

participants ad is a strength of this study.

As mentioned, the composition of informants satisfied my predetermined inclusion criteria. It
is however important to stress that | would ideally have h&dmbre informants, but that
proved challenging to accomplish. | feel that it would have been ay@mis to have more
informants from similar backgrounds and positions adding different perspectives to the
guestions asked. Nevertheless, | also believe that the gealdeice of the informants made

the results more diverse. When comparing answers andhteofrom the interviews, they do
differ from each other, even though similarities are also apparent. | feel that the informants were

open about their challenges when dealing with HIV.

Given that one of the informants was approached later in a foifonterview online the nature

of the answers is a bit more complex as the informant had longer time to think. However, due
to the informantds academic background and t
compared to other interviews | find n@ason to doubt the validity of the answers.

A question to ask is to what extent have what | have done corresponds with what | wanted to
observe or measure. In other words, can the findings be argued to be true and certain. Further,
was my choice of methaappropriate? Do the findings accurately represent the phenomena to
which they refer and are they backed by empirical knowledge? Are there good grounds for not
doubting the findings? (Schwandt, 20309). | believe that | got relevant information and the
method has been appropriate.

A drawback of using only one method is thataes not allow fodata triangulationAccording

to Bryman (2012,717)iangulation entails the use of more than one method so it is possible to
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crosscheck findingsAs explained | only used one method in nsyudy, whichcan be viewed
asa limitation With better planning ancbordinationconducting focus group interviews could
have been an option to further strengthen the results. | could also have used observation as a

method,somethinghatcould have been possible given the time that was available in the field.

As explained, research has been generated from a remote part of Western Uganda, which should
be taken into consideration. The HIV prevalence and incidence in Udantiefes to a certain

degree from region to region and from urban to rural aféass,it is not possible to generalize

and expect identical results for the rest of Uganda in any way, as this is a small qualitative study
looking at specific aspects incertain location. The results caerhaps be comparable

similar settings, and can serve as important starting points for future quantitative studies that

can provide generalizable results.

3.10 Ethics

Bryman (2012, 130) argues thataijtative researcposesspecific ethical questiong&thics is

about rules, principles and guidelines that determine whether actions are right or wrong and as
Johannessefmufte & Kristoffersen(2003,87) underlinesuch rules, principles and guidelines

are just as importauwiuring the process of research as in other parts of society. People can affect
each other irdiverse ways both directly and indirectly, and that raises ethical questions.
According to Johannessemufte & Kristoffersen (2003)research enters the pictunere.

Ethical questions touch upon all types of research, but are important in qualitative research as

they concern individuals and the relations among them in such a direct manner

The World Medical Association (WMA) has created the Declaration of Helsirguideline of
ethical principles for medical research that involves humans, including research on identifiable
human material and data (World Medical association, 2013). This section will touch upon the

most important principles of the declaratioratet to my research.

3.10.1 Ethical clearance
It is important for a researcher to have permission to conduct research from relevant authorities.

The Helsinki Declaration states that;

AThe research protocol must be ascedéndappravadd f or
to the concerned research ethics committee before the study begins. This committee must be
transparent in its functioning, must be independent of the researcher, the sponsor and any other
undue influence and must be duly qualified. It ntake into consideration the laws and
regulations of the country or countries in which the research is to be performed as well as
applicable international norms and standards but these must not be allowed to reduce or
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eliminate any of the protections fore sear ch subj ects sefWorldort h i
Medical Association, 2013).

My Masterods program did not explicitly addre
an ethicbébs committee and it di d B back frone c 0o me
Uganda.

It is however important to note that | received a research clearance from MVP before my data
collection started. My Master thesis proposal was submitted to the Team Leader and Health
Coordinator of MVP for consideration, comment, guickaand approval. They did not find that

| would conduct a research that would cause any harm to participants, and that it was within the
scope of their ethical requirements as well as subscribing to national guidelines. The letter

approving my research cée found in Appendix 3.

3.10.2 Informed consent

It i s i mportant to respect participantsd cho
withholding information is often initiated through a process of seeking informed consent
(Becker et.al, 201,59). Researchers have a responsibility to explain to participants in a study
what the study is about, the risks and benefits of taking part. It is crucial to obtain the consent

of participants prior to the start of data collection.

My process of obtaing informed consent started prior to my departure to Uganda. Before |
left for Uganda | was told by MVP that consent forms were not needed. | did however want to
comply with standards in qualitative research and therefore chose to create informed consent

forms. (see Appendid).

It is important that participantre aware that they are participating in research, and what is
expected of them during the process (Lund, 2015). Participation by individuals able to give
informed consent as subjects in research must be volagatatedh the Helsinki Declaration
(2017). A situation where respondents are given wrong or inadequate information about the

project should be avoided, and | was careful about this.

Before each interview, | explained the nature of my research and what | expected from each
informant. | explained # purposes of the research, how it was financed, and how they would
be involved in the research. | told them how long the interviews were going to take and that
their participation was voluntary. Moreover, | explained that their data would form the

backbor of my Master thesis. Further | informed the participants of his/her rights and this
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entailed the right to withdraw from the inte

would be assured and confidentiality preserved.

| brought informed conseériorms to the research sites before meeting each informant. In the
end, it became clear that oral consent was sufficient to move forward with the interviews and

each participant consented orally.

3.10.3 Anonymity

According to the Helsinki Declaration;

i Eery precaution must be taken to protect the privacy of research subjects and the
confidentiality of (WdrléMedicapAssocsation 2d17)i nf or ma

Any personal information that | might have got from the participastbeekept confidentia
Further, the Resultés chapter does not invol
each informant is coded with a numbany information given by informants that does not

relate to the researdcijectiveshas been omitted from the thesigspreserve their anonymity.

3.10.4 Compensation

None of the informants asked for compensation, perhaps because | was out in the field together
with representatives of their employers. Naturally, it would be wrong to assume that this would
likely have bem the case anyway. | took an early stand and instead focused on showing my

deep gratitude for their time and reiterated the importance of their participation.

3.10.5 Dissemination of findings
It has from the very beginning been a promise from my sigeibmit a copy of the thesis to
the stakeholders involved in the proce@d¥P. After submission, | will move forward with this

and all relevant sources such as recipients and -@aidibsses are at hand.

3.11 Reflexivity

Reflexivity is a reflection by resezhers on the social processes that impinge on and influence
data. Itis necessary to have a critical attitude towards the data and recognilzgtinotfactors

might have influenced how | as a researcher acted, how my actions influenced the data
collecton and the interactions with different stakeholders and participants in the field (Becker
Bryman & Ferguson2012 408).

My academical background is mostly from social science. Throughetirs,l have studied

Globalization & Development, Development Studies and finally International Social Welfare
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& Health Policy. | have an avid interest in topics such as globalization, demography, geography,

politics and history.

My part in this studyl believe, has been that of curiosity, eager to observe and learn from what

| have read, seen and investigated. | am very much an outsider, coming from a very different
culture, from one of the most prosperous nations in the wollthgmda, whichranks among

the most heavily indebted countriegccording to the World Bank (201®ue to my former
experiences in other African countries and the fact that | had visited Ugandalldetbey el

that seeing all the poverty and a totally different environment wouldffextt me that much.

That belief proved to be very wrong as my first encounter with Uganda driving from the airport
gave me a lot of impressions to digest and as it turned out | spent days to settle down. The
feeling of being so different from everyoneeeuirely left a mark and it would also be evident

that many Ugandans saw me as something they were not used to, especially schoolkids |

encountered in the field.

The guesthouse in which | was staying was owned by Massachusetts General Hospital of the
United States and famostthe time it is the residence of American citizens. The place of
residence was chosen first and foremost because of its convenient location as it was located
only a few 100 meters from the MVP headquarters. The fact that it had 24shéu s ecur i t vy

counted in its favor.

Being closely associated with medicine and health, many of the pecpkbitmg with me
proved to be -paltablteseofnapdr woofgd al so give
during my stay in Mbarara. As ititned out, | would also be associated with one of them in
MVP as she would be working with logistics both at the headquarters and in the field. We
formed a fruitful understanding, and through her company I felt more at home and was also

able to benefit frm her experience.

| knew that it was important to give a good first impression as | had been told before that there
had been cases of people coming in that had not been considerate and to some extent had taken
advantage of the assistance they had received when cooperatimgoval Ugandan
organizations such as the MVP. | had been told that often people in those circles focus on titles
and achievements. | am not sure to which extent this is true, but it made me consider how |
should introduce myself. From my experienceeaesh should be of an honest and transparent
nature. Instead | opted to be very precise and to the point when explaining what my intentions

were for my research.
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Due to logistics and practical arrangements that had to be made, it took a couple of feeeks be

| could initiate my first visits to the field. | had made the first step by being granted permission
to accompany MVP on the visits to the field and conduct interviews with health workers. The
second step was approaching the health workers and g#ieingrust and attention. | did not

know how accustomed the identified informants were with giving interviews and how confident
they would be talking to me. Thus, | made the decision to talk to one of the field officers of the
MVP and ask him to introdecme to the right people. My belief was that it would probably be

a convenient way of approaching the informants. | would be accompanying someone they knew
and trusted. In thend,this was a strategy | would use in all my initial interactions with my

informants and | believe it worked out well.

Naturally, I introduced myself more thoroughly when | was-on@ne with the informants. |

opted to stick to some of the same principles as | had in my first encounter with MVP, in a bit
shorter manner. In additido explaining the goals and targets of negearch| was quick to

ensure the confidentiality and anonymity the informants. | was careful to do this before | even
touched the tape recorder as | was unsure how the informants would react if | did so before
explaining how their identity would hgrotected| believe my appearance may have influenced
them in many ways, ways that could have been both positive and negative. Perhaps some of
them would think; AWho does t hiasl umahiet eu sg?uwy
not there to evaluate them, but that was perhaps an impression | could have made. On the other
hand, some might have found it exciting to talk to me, which is somethingfietlsams many

were very eager to provide information, oftem ather topics than | had foreseen but also
valuable insights | had not predicted. As previously mentioned my informantoneveomen

and5 men. | am not sure if gender played its part in influencing answers from the informants.
Nevertheless, regardless gender | found that both male and female informants gave similar

answers on many topics.

Thankfully, all participants agreed to the use of a recording device. Naturally | cannot be sure
if and how the voiceecorder affected their behavior and resparsess, nor can | know if my
appearance as a white European had its part to play in influencing their answers. Nevertheless,
the informants willingly cooperated very well, appeared eager to talk and answered my

guestions the best they could.

To some exnt |believe mypreunderstandings of the topic might have influenced me before |
went to Uganda, basexh what | knew about the countrgndwhat | knew about the topic of

HIV from studying articles and reports. Sometime before | left for Uganda a source of debate
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was the strict antgay bills that were about to be passed in parliament. As this thesis will show,
sexuality plays its part in the transmission of Hivid hasa significant impacton HIV
prevention. In retrospect, | have wondered how my informants had acted if | had included

guestions about this topic. Nevertheless, this issue was not raised by any health worker.
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Chapter 4. Theory: The Modified Social Ecological Model

4.1 Choice of theory

Social and structural factors as determinants of HIV vulnerabilities are now widely
acknowledged. Such factors are representative of social, economic, political and organizational
inequities. In the decades that have passed thereekasan improved understanding of the
multiple levels of HIV risk. Associated with this has been the recognition of the need to
implement multilevel strategies for HIV preventiorAccording to Baral etl. (2013, 1)
scientific research and programs withe aim to decrease incidences of HIV require
epidemiological studies with collected data about multiple levels of risk to strengthen
combination HIV prevention packagekhe Modified Social Ecological Model (MSEM) is
considered a flexible modelsedto seer epidemiological studies within key populations
relating tothe risk of HIV in various sociocultural contextfiave choserhis modeko explore

the researcbbjectives presented in thisesis. All the factors that are likely to influence HIV
vulneraility have been taken into consideration when trying to understand the subject, while

developng the interview guide anghile discussing the findings.

4.2 Successful HIVprevention strategies

For HIV-prevention strategies to be successful, effective integration of evideased
biomedical, behavioral and structural interventions for HIV preveraieneededBaral et al.

(2013) argue that while the focus of epidemiological studies has traditionally been to describe
individual risk factors, it is necessary for data collection to characterize multiple levels of HIV
risk in the future. Modelsan be utilized to cover theoretcal processessocial structural
biological on influences orseveralprocesses. Moreover, they can serve as useful guides for
practice, research, intervention and policy development (Bashl(@013 1). Factors such as
associations between social atdictural, individual practices, the physical environments and

health, are explained by social ecological models.

Nevertheless, few models have been developed to guide the measurement of individual level
risks such as behavioral and biolagiand high oder risks in the context of HIV infection.
Notwithstanding it is vital to considerthat itcan be difficultfor one single model to describe
all risk factors across diverse domai(Baral et al.,, 2013,1)From a social ecological
perspectiveit is important to be specific and contextual and employ Al analyses that

consolidate social structure, social and community norms and biological factors.
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4.3 Five aspects of risk for HIV infection
Bard et al. (2013) argue that MSEMconsistsof five phasesof risk for HIV infection:

individual, network, community, policy and tpbaseof the HIV epidemiqsee Figure.1)t is
based on the premise that while individual level rissdto bepresent to transfer tliisease,
they are nosufficientto explain population level epidendevelopmentsThere ardarge scale
social and structurgdhasef risk in network, community, policy and stage of the epidemic.
The factors represent risks outside the control of any person. Policy nodilegr§ocus on
activationsat individual level risksNonethelessthis level merely appliesto one margin
influencingthe HIV transmission amongxposedyroups. Factors can reach many levels and

so the boundaries betweareporous rather than distinct. Next, these factors are examined.

Figure 1: The HIV Epidemic Stage
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Individual factors are biologic or behavioral traits related to the vulnerability to receive or
transmit illness or infection. When it comes to social ancuaefactors they consist of
interpersonal relationships including family, friends, neighbors and others that might directly
affect health and health behaviors in multiple ways (Bsatral, 20133) Networks that are not
limited to geography, socioeconarstatus, or cultural, racial or religious lines are many. They

include the rangef human relationships through which social and sexual exchange happen and
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social norms play a parthe Modified Social EcologicalModel definesetworks as a group

of people who are more likely and are more exposed to infectious diseases from one another.
This happens through sexual exposure, the shared use of needles, other drugs or increased
physical engagement. Apart from that, family and social networks can giad ssxurity and
re-strengthen social norms and behavior that act as protective elements and in fact reduces HIV

transmission risks.

The MEM model argues thabecnmunity environments can promote health and-iveilhg but

might also be a source of stigmaultiral, religious, economic, geography, prison walls or
combinations of such may bind communitiBaral et al. (2013) argudabat the sense of
belonging in urban and neighborhood communities can strengthen HIV prevention. The
opposite might however increa the susceptibility to HIV. Structures are shaped by larger
sociatstructuralforces,which influences interpersonal processes and individual behaviors. A
successful measure has been the establishment of condomommss thathave further
strengthened ecalom use. Stigma affecting groups at risk often appear at the community level

limiting the provision of HIV prevention, treatment, and care services.

Laws and policies of all states shape the general framework in terms of the risk of marginalized
as well & generapopulations. The financing of policies and their implementation can either
promote or hamper the communityds ability to
as needle exchangand condom handouts in prison. Legal and policy enviromsnieave a
crucial role in halting or encouraging HIV prevention programs among sex workerkeBara

al. (2013 cite several examples worldwide of laws such as criminalization of homosexuality,
sex work, substance use or vital prevention services anchrocedtural relativism mordity

and politicalactionrather than public health science research. Funteports showhat these
marginalized groups have substantialrisk of obtaining an HIV infection. Even so,
scientifically proven prevention and harm reduction strategies are miskingover such laws

and policies arenay effectnetworks, such as punitia@prehensiothat may either promote or
discourage new networks. Simultaneouphyicies can spire spearhead conflict and economic
pitfalls affecting the uptake of vital services. The highest impact is often upon already

marginalized populations.

Ultimately, the HIV epidemic stage consists of various layers and phases interactiogling
to Baral etal. (2013), eamples are lack of circumcision, tmeimberof sexual partners,
unprotected sex, stigma, lack of preventive services, ART access, criminalization, homophobia,

insufficient human rightsavailability condoms and sexual h#aleducation. Identifying and
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characterizing individual level risks of HIV transmission is crucial to gain knowledge and
understand the dyamics of an epidemic (Baral at, 2013 7). However, it is important to
consider higher order social and structleggls of risks that likely contribute to HIV infection
and transmission on a population level. Also, it is arguedsgietificepidemiological stuées

of HIV shouldhighlight social and structural factors tHat beneathigh-risk practices. This

will likely lead to a far more applicable data in guiding the HIV prevention sciences.
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Chapter 5. Results of the qualitative interviews

This chapter presents the resultshe qualitative study conducted Ruhiira, WestUganda.

The health workerthat werdnterviewsare associated with the Millennium Villages Program
Seven of the informants were health workers directly associated with the daily functioning of
the health facilities in th&uhiira cluster, whereas two wetesalth workersassociated with

Millennium Villages program.

First, | will present background information about the health facilities from which | recruited

study participants and the characteristics of patients visiting these services based on my
interviews with healtvorkers.Second| will present results related to tkey factorghat were
reported to have contributed to Ulhadndihdéds dec
present results on the views of health workers regarding current trends in Highiceidnd

their views on recent changes in Hi®lated risk behaviors or in prevention strategies in their
setting. Finally, | wonlwhatthpybelisveanbe done to address wo r k
the HIV problem in Uganda.

5.1 Facilities and patent characteristics

A At t hi, we offea &llV ltestingyand counselling, we give treatment for HIV
pati ent s arHeéalthwolkdr b femalep s 0

The respondents reported that different health facilities were involved in the provision of

severaHIV -related servicesThese services ranged from:

Counselling

Follow ups andurtherprevention

Treatment

Condom handouts

Dispersing vocal and written information about HIV and TB

Dealing with pregnant mothers and doing follow ups of lactating mothers.

= =2 4 A4 A4 A -

Safe male circumcision

Extra attentiorwas givernto young people and people living in discordant relationships (often
married couples). The health facilities would also call for ambulances in emergency matters

and the ambulances would take the patientsddiospital in Mbarara.

The kind of treatment offered could vary from one facility to another though the most basic
services were present in all e.g. counselling and the provision of ARVs. Some facilities dealt

more with Prevention of mother to child tramission PMTCT), pregnant and postnatal
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mothers, others dealt more with youth and one was focused on safe male circumcision. The

services included targeting pregnant and lactating mothers and prevention. Informants also

stated that condoms were provideul basic health education was given. People would come

regularly for testinghroughout the week at different health centers. Throughouttdreiews,

it was statedthat women camemore often than merMoreover, here are comprehensive

programs foinfected pregnant mothers and infants, as explained by one of the informants:
A(é) there is also a program for elimina
women who are positive are started on lifelong highly active retrovirals so to prevent
the inection from mother to child. When a child is born from an HIV positive mother it
also receives some services, we take ARVs for the first one and a half months and after
that we do a PCRD test to see whether this child was infected or not. If he is negative
by the first PCRD we maintain the child on ceptrin and do a second PCRD at nine
months. After that we do rapid tests on HIV used orptitic to see if the child has

gotten the infection at around 18 months. If the child is negative it is discharged as a
negat i vHealtltveoker 8, male

Further it was said that if a client is foutal be HIV positive he is quickly enrolled into
treatmentAn informant said that a prerequisitee treatment with ARVs is that the persons
CD4is below 500According toAidsgov (2017),he CD4 count is:

fia lab test that measures the number of CD4 Tlymphocytes (CD4 cells) in a sample of your

blood. In people with HIV, it is the most important laboratory indicator of how well your
immune system is working and the strongestlictor of HIV progressiam .

The saménformant went on to statlat:
AThey are remained in care and regul ar t e

moving on and when it goes below 500 CD4. The current guidelines tell us that when
somebodyfdls bel ow 500 CD4 wealtbwosker8, maldhe m on AF

The health facilities care weekly for those who are on ARVSs, a treatment that can be started at
any age. Newborn infected children can start the treatment after 6 weeks and ARVs are a
priority for children below 15 and pregnant mothers. As Kpdduallydestroys the immune
system many HIV positive patients also get infected with tubercu(@sdsinfo, 2016.
Accordingly, the health workersn the Ruhiira clustemwill often treat ceinfections @

tuberculosis for HIV positive patients.

Most of the informants agreed thatinyof the patients were youth with an age span from 15
30 though one also listed -¥%. When it comes tgenderthe answer would vary a bit though
the majority stated that feres were more likely to come for treatment. One informant stated
that;
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ACurrently we have on board those who ar
one is positive and one negative. Commercial sex workers and truck drivers who we
have identified ak i a b i Health Werlser 40male

Anotherinformant claimed thatne of the reasons why women were more likely to come than

men was attributed to stigma.
Al must say at the moment female are domi
becausanost men still have stigma and you know women are the ones who normally
|l i ke coming here (é) and when the males <c

maj ority of them are adolescents and 4 wh
Health Worker 5female

A couple of the mformants mentioned that there had been a rise in new infections among
married couples in Ugandarecent tims. Health workers were aware of this trend and as one

informant stated;

AWe nor mally capt urwienthéycane fomother servieed andib u p | e
one of them comes we request for the one being at home to come@adeaith worker
6, male

There were health facilities dominated bglmpatientdbut these facilities were more focused
on targeting males, likhe ones who offered safe circumcisigabayanda and Atchitunyja
An example of this came from a quote from an informant who said,;
AFor us here we deal with pregnant women

And even the babies that are born are the ones which we look after. Men we refer to
Kabayanda a nldealh tvarkieri7 tfamalegy a 0

Typically, you would find that the health centers that targeted males employed mostly male
health workers. Thus, health centers that were more focused on targeting femgleged
mostly female health workers and midwivese informant pointed out that Uganda hagery

young population, something that explains why so many of the patients are of the age-from 15
30.

5 2 Factors that have contributed to U
prevention

There were several reasons mentioned by the health workers as conttibutiaguccess of

HIV prevention in Uganda in the pa$hese will be presented in the following section.

5.2.1 Disclosure, openness and public campaigns
Many of the informants reiterated the importance of disclosure and openness as one of the
reasons winUganda has successfully fought new HIV infections. People have been encouraged

to disclose their status, according to participants. One informant said;
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AFor me what I t hink, why Uganda has bee
encourages peopletbi scl ose their status. |t has bec
fear it like a big curse. They are now free to have drugs, to have tests, to attend clinics,

and for that matter a per sonHdalthaevorierlf r ee t
female

Another informant stated;

Al't was i mportant that President Museveni
through USAID and PEPFAR, and in general there was political will. Uganda has
engaged in many preventive strategies championed bys@piportive organizations,

people have been circumcised to prevent HIV, we have the option of reducing the
Mother to child transmission of HIV where all pregnant mothers are now beginning
ARVs and lactating mothers and of course mediapaigns for Hivpree nt i on o .
Healh worker 4, male.

This was addetb by another informant who said:
AiHiv spread quickly in oupopulationduring the1980s President Yoweri Museveni
was different fronthe majority of otheAfrican leaders at the timsawthealarm bells
and acted quicklghowingstrong will The responseasforcefulandreached all layers
of the population. ggressive media campaigimvolving posters, radio messages and
rallies were initiated. ®acherswere taught howo employefficient HIV and AIDS

eduation. Perhapsmostthe most important thing they did was to engagemmunity
leaders, churcheand of coursehe public majoritydo Health worker 9, male.

As one informant reported, the issue of HIV/AIDS was discussed in schools and churches and
the infecton therefore no longer remained silent. Participants stated that teachers have been
trained to begin effective HIV/AIDS education and that community leaders ptalged role
This was highlighted by one informant who said that community leaders had:
Aspear headed aggressive media campaigns
r a | | Healtk worker 9, male.

The role of campaigns against HIV wasiterated by another informant:

Al't has been made many campaigns and mass
Health woker 6, male.
One of the informants underlined the messag:¢
populationin generalwith messages stating that people should stayfwithe gu |l ar par t ne
Anotechaw al S e X 0 . abdtain,theyhwerg encburaged rnoouse condoifs.
encourage people to take up the messages that werespreatb make them effective, several
actions were taken. One of the participants said:
i ( éopen talks and discussiarf HIV and AIDSwere usedjo lower rates ofstigma
andthe improvement @he status of women, kessen the burden eéxually transmitted

diseasesnd that those who wepositivereceivedgoodtreatmend Health worker9,
male.
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This was also related to what would later be known as the- &itoachmeaning Abstinence,

Be faithful and Use a Condom.
Fear was in the strategy of reducing HIV prevalence.

AA part of the strategyvas also fearbut the campaigns explained how to avoid or
reduce risk élealth worker 9, male:
However participants stated thaterallthe campaigns were mostly about the combination of
risk avoidance and risk reduction approaches. Asiwiormant remarked;
flt seems thatisk reductionand risk avoidancapproachesombined have been very
successful in Uganddt led toa drop in theyearly amountof new infections between
the late 1980s annhid-1990s whicheventually leado adecreasingHlV prevalencé .

The messages went through to peaple d I&te¥ )n timea reductionin infection
incidencearguablycontributedto further dopsi n  p r e \Haalthemorkee &) male.

5.2.2 ABC: The strategy of Abstinence, Be Faithful andau€®ndom
ABC refers to Abstinence, Be faithful and correct and consistent use of Condtntise
informants credited the ABC approach for contributing to the fall in HIV prevalence and

incidence in Uganda. One informant said;

AThe ABC ap ppreeeationthastoften héé&n\said to have started in Uganda,
and has been credited for being the rea
reducing t he Healthwopker®malé.e nce o .

One informant also added:
AWe encourage t he AaBeCeveaythipgrreqairechfor thea ABCwe h
s t r a tHeatthyworker 5, female.

Most health workers agreed that in general, people had stuck with the principles of the ABC

approach and that everything was in place to encourage people to follove ihealth worke

said;
iYes, peopl e hidealth wakercfdmalevi t h it o.

There were also suggestions how the ABC should be followed and as one informant stated;
Ailf one has got into a serious sexual rel
arealready in relationships should be faithful to their partners. If you cannot be faithful

or abstain be careful to use a condom consistently and very correctly. This is a strategy
t hat has r eal IHgalthwerkep& maleUgandao.

Further, when asked tiie ABGstrategy hadhangedpne participant replied;

AABC? 1t h a sHealtbworker3,analg e d 0 .
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5.2.3 The role of funding
Many informants underlined the importance of funding and aid from foreign donors in the battle
against HIV/AIDS. There haeen better provision of ARVs and better and more effective

ways of testing for HIV infection. One informant remarked,;

Al think in this way we are being hel ped
support in financehecausave are now able to havelfow-up plans in the communities,

and we have now started the system of AMCT, the nature of mother to child transmission

of HIV. I think those are the reasons why we are specialists in counseling and behavior
change, plus s afHealtmerkes3, malet cumci si ono.

This funding has also led tewer infectionsn babies, as another informant said;
AThrough provision of testing, t he ARVs,
this | must say have helped much especially to these young angstually since we

initiated treatment to these positive mot
Health worker 5, female.

Further, some participants stated the importance of testing more people rapidly, which had
made an impact in the preventiohHIV, and which was made possible by the availability of
funding. One participant said that finding had allowed:

(é) nAso manymassaastmandcamps testnfvhere it is easy to know

how many people are infected and there has been putfefibd on pregnant mothers,

so transmission to the newbolealthiwaker6been &
male.

The use of condoms was also said to have increased due to funding from abroad. One informant
said;

A ( énthel1990s,planseconomically supportebly USAID and other donoitead to

more people using a condonHealth worker 9, male.
However, despite the success Uganda has experienced through receiving aid from foreign

donors most informants agreed thatfineding should be evegreater in the years to come.

5. 3. Health workersdé vi ewsRuhilRout curre
Variousreports and scientific works indicate that the HIV prevalence and incidence has gone

up in Uganda for the last 10 years or(Stafer et.al, 2008 UNAIDS Gap Report, 2014),

(Avert, 2014), Murray etal,2014) 1t was therefore i mportant t
about HIV incidence in their setting. The views of health workers regarding HIV incidence
were mixed. Some of the participants bedd that there was no increase in incidence. This was

underlined by the following statement from a participant:

AWhen you | ook at the graphs you might th
not increased. The community is now aware and asuaecaf that more people are
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coming up and testing. That s why we are
opposed to before when people were fearing to go for testing. There are so many
organizations that are coming here to do HIV testing so that ismédiny people are

coming up. It is not that it has increased, but only that we have been able to do much
mor e testi ng Hedltaworker® malhe past o.

This argument wasrought further by the same informawho also pointed to increased
frequencis of testing and the training of health workers who could do the testing. The informant
stated that;

ABut to me, It is not increasing, only e
have now got the spirit to come up and do HIV testing because imshé¢hpre were

few health centers that could test HIV. Now, in every community people are testing.
Even now, people have started a commdnityed HIV initiative like testing at
community level and now wikabayandaor Millennium Villages we have community

heal th workers they are testing clients o
people have HIV. It has not increased it is only that more people are testing than in the
past, cause in the past it was AIC and maykes hospitals that were testing for HIV

but now all health centers are doing HIV testing. Community workers are doBw it.

it is now able to capt Healtawaker3male.y cl i ent s

Another informant stated:

AThe HI V mreduted The tast pagtgyears, in a month you could test like a
hundred, these days i tHeditraworkar 2 itrnatee d . Less

This was agreed upon by another informant who stated:

AYes, it has go-I0gead agpint. wWaesa rhsi g hiekre d8ealthi t has
worker 1, female.

On the other hand, other informants argued that the incidence had gdike ape informant

who said:

AYes, and that I's a statistic we agree
substantve while others are subject to proof. The recent demographic survey majority

of the people that are increasing HIV is the youth between 15 years and 35 who are still
sexually active. That is why prevalence is on the rise. But we now hope that this strategy
that people are not HIV positive at birth, that we can curb it from the people that are

beingborn.Sove have to reduce it fr élealthivorl@er per c e
4, male.

Another informant was very straigfdrward and said;

A Y gitdraschanged here iRuhiira | t h a s Haalth vorkersbsneale.o .
Another informant also stated that the incidence was increasing and said;

~

Al mu s t say that It i's I ncreasing, becau
clients we are giving cargince we started. Every month we get at least 5 new clients so
it i s i Healthevarlei 5pfgmals.

Further one informant explained the following;
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ANow people feel somehow confident that t
lot even in behai or and t hat has contributed i n
Health worker 8, male.

One informant said that okey factorwas the continuous mother to child transmission of HIV

and said that:

AHI V c a rsfertedfrom a raother to her baby during pregnancy, labor and
delivery, and | at eHealthvworker@ glle. br eastfeeding
5.4 Recent changes in HIV riskbehavioursand attitudes towards HIV

In this part of the interview guide it was important to deterrhieath workewiews on if and

how peopleds behavior and aChanges$ wedeein gerenala r d s
reported by all health workers, irrespective of theaws regardingcontemporary trendms
HIVincidenceFor exampl e; How were peoplebs attituoc
does the fact that people live longer (e.g. provision of ARVs) with HIV influence their behavior

and does male circumcision read to more riskiyaveor, were changes that health workers

reported.

5.4.1 People do not follow ABC as well as before

The questions and probes of the interview guide tried to make the informants consider how

ABC has workedWerethere regional differences in implementatiamsl had therebeen a

change in approach from the government in recent 8Apparently, many agreed that ABC

had worked more for people in urban areas than in the countryside. Like one informant put it;
fiSo,the ABC has worked for some people for example in towns more than in villages.
Here people do not see using a condom as a preventive measure. In villages in our rural
set up, people use faithfulness to their partners and | think that may be the reason why
married people are affected that much. The youth do not consider being faithful but in

towns are using condoms and are educated
Health worker 1, female.

The respondents stated t howtisky) was pldsadydedatedbte h a v i

how they followed the ABC. One informant felt that parts of the ABC was no longer followed

and said;
nl feel that abstinence has been poor, f a
Maybe because of otherldfet y | es t hat come in but. using
Health worker 5, female

Another informant agreed and elaborated the following;
Alnitially the ABC strategy was working Vv
has become a mode of lifeigtno longer a threat and people look at HIV as something
you can | ive | ongHealthworkerrdomthlect i vely wit ho.
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Further, it was said that;

Ail't 1 s we encourage them to abstain, be f
use of condoms t@duce the sexually transmitted diseases. Those one, when like when
you go out with many, it will cause more problerigalth worker 2, female.

It was also remarked by on informant that;
AThere hasndét been any seri owkensafeaalge onl

circumcision came people will maybe feel that they do not need to follow the ABC
strategy but it Heaalthwdrker8emmalai ns a priorityo

Some respondents impligbat the ABC strategy was no longer a key strategy and that the
govanment had moved on to other strategies. One of the reessadby some was that;
I think maybe because of what they watch on TV, maybe they need to practice and

explore what they see on TV, Health dorker6f eel t
male.

When asked about if and how people followed the ABC, many participants replied that this was
a question of education and awareness. One informant explained:
AWhen we have our patients educated they actually follow ABC very well. People stay
together, ad they do not infect each other. That shows me that these people remain

faithful and they use condoms. E dHeattha t i on
worker 1, female.

It was said by some participants that many use condoms but dftetn e maso .r ef us
Apparently, it was often the case that men have multiple wives. One participant said:

Alf a man is positive and is having one wife especially in this area of ours if we find a

man is positive one wife is negative, one wife is positive, the man oéiemat tell the

other woman. In Kabugo we have insisted that the woman comes with a man if pregnant

so both are tested. One man with many wives is not trustworthyets @ a woman
becomes I[dealth wdrken efamale.

Still, it was stated thahany know about the benefits of using a condom and marnheise

5.4.2 HIV is no longer a death penalty

Some of the informants in this st wsdkerdseai d t h
to the availability of hR&nvimtHIVIsaolengep seentas ci p a
a death penalty. They stated that as peopl e
was further elaborated by amformant who recalled seeing formerly very frail people

experiencing a revival and said;

fil think, because people that were once-lidden, you see them walk once they
start on ARVs t he yHeditteworker® femmater e r ec k!l es

The heal t h wor ker so wor k t o el i minate ri sk

communities. The health wkers inform people about the risks involved and they said that

61



most people were aware of the risks. Still, many would be involved in risky behaviors, like

going with multiple partners. Acecding to one participarit t hheayv en 6t f ol | owed p

The improved health care servidesvecontributed to an upsurge in prevalence it was said.

People live longer without symptoms and like one health worker said;

A(é) people who get the infection can now
know howthose individuals might livelespite the fact that they are being counselled

they might still infect more people compared to earlier years where people would end

up dying. Now people feel somehow conf i de
changed ot i n behavior and that has contri b
Health worker 8, male.

All'in all, I could see a pattern in what the health workers were conveying. As one said;
fiPeople are increasingly involving themselves in more risky behawlealth worker
6, male.
This change to askier behavior was said to be largely due to the notion that you can survive
this potentially deadly disease and people are not as afraid as before. One informant said in this

regard;

AHI V I s nmae alt dn gpHealtadotker d, female.
5.4.3Circumcision
A way of HIV prevention that has received a great deal of attention as has been subjected to a
lot of research over the last decades is male circumcision. Male circumcision has been
scientifically proven to lower the chancesinfection, though it is unclear tavhatextent. One
informant said that;

A( é people are beingnisledto believe that it is some form of vaccine and totally
protects you fHealtmwdikeri8mgle.i nf ect edo

5.5What do health workers think can be done to improve HIV prevention
A key aspect othis qualitative study and the questions asked from the interview guackto

find out what health workers thought could be done to improve HIV/AIDS prevention in their
setting These are discussed in the following section.

5.5.1 Disperse condoms and information about HIV and risky betravio
Most health workers agreed that drastic measugededo be taken to change the situation of
increased HIV incidence and prevalence in Uganda. One of sheggestedneasures was

increasing awareness about HIV by providing information. One participant said;
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fFirst among these is endorsing lasting awareneddlgfand how it can be spread.
Media campaigns and education in schools are good ways toisid Health worker
9, male.

That did not mean they were not optimistic and believed that the trend could be reversed. They
agreed that more information had to distributedto all segments of the populatio®ne
informant mentioned:

ACommunity sensiti zatlilke the coranuhity, everewith t h e

ARVs, we want to eliminate. People want to go with multiple partners. We tell them
thereisaisk.They know t hHealthworkdr 2, ferhalet hat o .

Moreover, an informant explained the importance of radio:

AWe have a man i n c¢har gieaamdfwhen aedgetmenkamdo a d ¢ a
women we advise them about condom use. It has brsught ¢ ¢lsakh.worker 7,
female.

However, itwasalsostated that at present, the information coverage was not equal throughout
the country. As one informant put it:
AThere is a difference in ABC, because ir

is in towns. It is a problem in the villages. Radio networks, newspapers and TV network
c oV er ag elealtrsworken 1y f'emale.

Moreover, it was said that widespread awareness of HIV had to be spread through media
campaigns and education in schools. Quagticipant noted a positive measure by the
government;
ACurrently you saw even over the weeken
coordinator. They were launching a program called guard your goal and they are
reemphasizing the ABC strategy and inforgnpeople that even if you are circumcised
you still have another 40 to add to the 6

workers are currently trying to do through mass media and through daily attendances
educat i ng Hedtleworker 8psake.s O .

The participants also stated the type of messages that should be spread. One participant stated
that
Awe encourage them to abstain, be faithfu

of condoms to reduce the sexually transmitted diseases. dhesehen like when you
go out with many, it will cause more problegalth worker 2, female.

One informant underlined the importance that health workers would also move around in the

communities and distribute condoms, especially to young pesplea said by one informant;

AYes, these days, |l i ke the youth could g
community and we tell t helAealiveorkeri2lfdmalgi ve vy
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The informants were eager to participate in campaigns butdjwity agreed that it was very
important to focus more on covering the countrysitleey were positive to new initiatives

taken from the government.

5.5.2 Targeting groups at risk
As mentioned earlier truck drivers are key transmitters of HIV andheaih worker stated
positively that more active targeting of this group had taken place;
ACurrently we have brought on board trea:
mostly the key transmitters of the virus. They come in our communities, théhestay
for the night as they rest. During their refftey engage in casual sex with their citizens
and they spread the virus, so the strategy of treating them we now treat for prevention,
to prevent transmission, and the commercial sex workers and thimggifi discordant

relationships. We hope that with the success of treatment then we shall reduce the HIV
transmi ssi on i n Heahhevorkeedxmalegener ati ono.

Some of the health workers specifically addressed this group as a liability, but aleercish
sex workers. Poverty was said to be a factor that would fuel the epidemic and one informant
said;
fiPovertyPeopl e believe that al | they can get
Health worker 6, male.
Many of the informantg&lentified the folowing groups as being at riskuck drivers, migrants,
commercial sex workers, cohabiting couples where the man gets the infection and does not tell
the wife.Personnefrom MVP would often repeat the importance of capturing as many clients
of all backgrounds as possible. The clear strategies were to educate patients and their families

well through hous#o-house visits and disperse general information. Like one infdraaaah,

AWe have to t el HealthwWwoeker2tfeémale.danger so.
It was often regarded as a problem that men would be much more reluctant to come for checkups

and testing. This was by some attributed to stignian informant remarked;

~

A | mu st the snanyepttemalsar e domi nating but I canb
exactly because most men still have stigma and you know women are the ones who
normally like coming here, and we normally drug them from here and when the males

are coming they come wuitheir partners. The majority of them are adolescents and 4

who are under 14 anHkalthwoeerb,éemdle. are above 1

Informants told me that they would sometimes more easily attract the men if they said they
could come with their wives or girlfriends or if they told the womefitor i ng yThisr men¢c

appeared to be one of the clear strategies.

64



5.5.3 Prevention afnother to child transmission

The prevention of mother to child transmission (PMCT) was put forward as a crucial means to
reduce the number of new HIV infections by many informants and this is a key aspect of what
the Millennium Villages Program woskvith. Several informants would refer to the big efforts
being maden this area during interviews and when they would show me around the clinics
after the interviews had been completed. Some of these clinics targeted pregnant ang lactati

mothers.

Looking ba& and remembering the very high prevalence of HIV in Uganda, one informant

underlined the importance tife prevention of mother to child infection.

A Why, the reason is this. At first, t he
pregnant mothers pwventing them from infecting the childiso, reducing stigma
among the couples, so it helped us in reducing the H&lth worker 2, female.
Further, the motheto-child prevention was lauded as crucial
AFrom my experience, from my unit since

positive child, only one which was referreditabayanda This procedure of bringing
drugs to mot HHealttswortkea B ferhadel pe d o .

Campmigns to reduce stigma wenghlighted as vitglalong withcomprehensive training of
health workers. The MVP had initiated a mentor mottregram thatoffered quality peer
support services for mothers living with HIV and their children according to a pamphlet handed
to me by a health arker. It is a goal that pregnant mothers living with HIV and their children
seek health care services quickly, that there is a reduction in stigma and discrimination and
improved male partner involvement. Key responsibilities for mentor mothers wersipnovi
oneon-one peer education and psychosocial counseling to PMTCT clients as well as PMTCT

support groups.

One informant felt it was instrumental that women were targeted and unwanted pregnancies

avoided.

5.5.4 Expanding the health sector amehlth education

The importance of educating health workers and expanding the healthngdctmatter funding

was emphasized by many. One informant said,;
AWe need to do more health education because most people do not listen to Radio and
TV. If we coulduse churches, health centers. But if there is one person with too much
responsibility we have little time to do health education. If we get more staff we shall

implement the health education. | believe it would be important. | think there should be
abiger focus on tHeathwoke 6, ndle. sect or 0.

Further it was said that inadequate resources lead to;
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AiThe chall enges we have, we dondét have fa
The other issue is training. | have the feeling that hir@ot here most of the time there

is a big challenge. Other workers\yebeen trained, but not Ruhigdlealth worker 5,

female.

However, another informant did not entirely agree on that argument, saying;
ACounselling servi ce bas hbeanvpeovidechand teeansnbders e dt
of health workers have increased. 8 years, digmas headed by nursing assistants, but
now it has a clinical officer. Before it was headed by one person and now we are

fourteen. There is a change and that change has btougprovement. We do
outreaches i n HeelthWorkérl,dedhalec at i on o .

The importance of a continued strengthening of HIV counselling and testing wasnauwer

One participant stated:

i ( éThe chances that those living with HPgnsmit the vius to otherswill be lower

if they know they araware that they are positiand if theyhave beegounsekkdabout

less riskybehavior. Importantly a pregnant woman who has HBAnnot see the
rewardsfrom interventions to protedter childif her infection isnot being diagnosed
The oneswho find outthey are not infected can alseap the benefitdy receiving
counsellingn how tostayH | V  n e ¢Haalth worked 9, male.

Further, when it comes to treatment, the importance of ARVs was Hitgdig
flt is essential to offeantiretroviral treatment. This treatmenén makepeople Ive
longer, healthier lives, anthus itis asa good reasorfior people tago for HIV testing
voluntarily. It is important thapeoplecome in touchvith health carevorkers whajive
information about preventioandtreatmentlt is also crucial thafpeopleknow about

thelimitations ofit, and thatrisky behaviodoes not follovbecausedf e s s f ear of
Health worker 9, male.

MVP play an important role in this matter as ARVs are provided throughoRuteacluster.
Moreover, it was said that safe transfusion of blood had to be prioritized;

AThe transfusion oblood or bloodparts is very effective, and probably the most
effectivewaythat leads to a transmission BiV. Neverthelesst can be reduced lot

by screening all bloodupportsfor the virus, and byreatingblood productswith heat
whereit can be done Health worker 9, male.

All in all, some informants were more optimistic than others. Many were worried as they
witnes®d more and more people coming for testing, especially young people. Some
complained about the lack of staff and resources as well as funding. They were however eager
to bea part ofthe Millennium Villages Project, a projetttat has shown promising results and
could prove to be a vital tool when the target is to reduce new infections in the battle against
HIV. This became evident when | received detailed explanations &botlter to Child

prevention services where several health workers reiterated how important that work was.
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When one health worker showed me around at the clinic he wanted me twsescthat was
held at the time to pregnant mothers and another for midwives related to how they should treat
babies after birth. It seems health workers are proud, and aware of the important job they are

doing for the community.

All in all, I feel that my firdings have touched upon a variety of topics that have been
meaningful and important. Most notably | have been able to uncover how the health facilities

in the Ruhiira cluster function, patient characteristics, views on the Ugandan success story,

: Be Fai
groups, and general views on Hprevention and what should be done to improve the-HIV

health wok er 6 s opi ni ons about Abstinence

prevention in Uganda.
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Chapter 6: Discussion

Due to the extensive impaat HIV/AIDS throughout the worldthis study chose timcuson a
specific region in apecific country Ruhiira,Ugandal conducted galitative interviews with

nine health workers at multiple health facilities in the Rwharea of Westganda. The
gualitative inteviews were complemented by an extensive literature reviemvestigatethe
researclobjectivesin this chapter | will discuss the general and specific objectives of the thesis
aspresentedbelow. This will be done by combining the outcomes of what e lpresented

in the background, the results of the qualitative interviews and the theoryobthiedsocial

ecological model.
Theresearclobjectivesof this studywere:

1.To explore health workersd perspectives of
storyo of HIV prevention in

2.To expl or e hveasl on lturremtotrerds in &8/ incidence in their setting

(including highrisk grours).

3. To explore health worké views on recent changes in Hi¥lated risk behaviors or in
prevention strategies in their setting.

4. To explore health workés views on what can be done to improve HIV/AIDS prevention in

their setting.

Based ortheliteratureincluded in this thesjst is my impression tha#lVV/AIDS has been one

of the most devastating epidemics to a sustainable development in our world, especialy in Sub
Saharan AfricaHowever, my study has focused on Ugafidau & Muula, 2004, 403; Inungu

& Karl, 2006; Awolowo, 2007 UNAIDS, 2014) The pandemidn Ugandais affecting life
expectang at birth, age and sex distribution, income, and economic growth. It is also
influencing education and knowledgappropriation,and other indicators like governance,
gender inequality and human rigliBoutayel 2009).However, experience from several parts

of the world shows that it is possible to effectively manage the disease, stabilize new HIV
incidences and drastically redutetHIV prevalenc WHO, 2014).l find that tis is the case

of the Ugandan success story.
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The following section will discuss the main findings from the interviews with health workers

and relate them to thigerature review anthe theory of the Modifie&ocial Ecological Model.

6.1Heal th workersod6 perspectives of the

Asuccess s treventoain Odanddih thle ppst

There has been considerable interest in unde
inHIV prevalence, one of t he wor | do-successes | | est
(Parkhurst, 20025reen, 2003Allen & Heald,2004);Stoneburner & LowBeer, 20040kware

et al., 2005625 Wawer ¢ al., 2005;Green et al.,, 2006 My impression fromreviewing

literature isthat Uganda has had tremendous success in coping @iti¥AIDS epidemic in

the past. This has beapparentin the decrease iRV prevalence and the number of new
incidences from t he .Shaferst al RE8)&duead thatr2Q0% Was theb o u t
year when the positive development turned aroding main findings of this objége from

the interviewsshowed that health workewgere particularly insisting on the following factors,

which were; initiatives from the President leading thisclosure, openness and public
campaigns, secondly the ABC st (Parhuesg2md,255 r ol e
in Hardee et al.201212; Kiweewa, 200853; Parkhurst, 201@enuis & Genuis, 201%15).

| feel that perceptions from health workemsrespondvith existing literature.

6.1.1 The Presidentodés role

Whenreflecting orkey factorghat can explaithe sucess story, many health work@inted

to theinitiativestaken up by PresideMuseveni. They leatb exposure and openness where
peoplewereencouraged to disclose their HBfatus and have felt free to do(slardee etl.,

2012. Mu s e v actionsin the mid80sdiffered from many other African leaders at the time
who avoided ad@ssing the problem openly, in fear of lack of investmantsa decrease in
tourismetc This was highlighted by health workeesdthat he HIV/AIDS epidemiaovas put

on the agend&rom the very beginningn line with arguments bihungu & Karl (200§ &
Pakhurst 00J). This is in line with what was describedthre literature reviewywhere it was

argued that religious, social and cultural taboos discouraged an open climate of discussion for

telling the dangers of getting infectddungu & Karl, 2006)

My impression ist h a t an i mportant p a rMmiessagef heandhaadt his ma d e
strategiesvork, was hisability to cooperate with religious leaders, address and change cultural
t a b gedutiagstigma(Hardee etl., 2012 11). Furtherit was crucial that messages went

through by involving schools, churches, mosques and other important institutions as well as
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readhing masses through radio, T\dvertisements and slogaiiBarkhurst, 2001)The

introduction of fear and workshops was also showetteneficial, as health workers would

argue, the infection became normal and not si@weérall it is my perception hat Museveni
initiatives spearheaded the start of a movementtbatd become internalized and embedded

i n peopl elbiswasnlisonndisated hy health workers.

6.1.2 Abstinence, Be Faithful and Condoms

A vast amount of literaturan this study included references to the ABC strategy, known as
Abstinencepefaithful and use a condof®kware et al.,2001Parkhurst2002 Green 2003

Allen & Heald 2004 Halperin & Epstein 2004Stoneburner & LowBeer, 2004 Wawer et al.,

2005 Green, 2006, 33811, Parkhurst, 2010, 244Genuis & Genuis2015, 615As such | am

not surprised that health workersintedto the ABC strategy as antegral part of the success

story. The ABC strategy has often been said to have started in Uganda, and this study has shown
both from the literature review ammkerceptions of health worketeat ABC has historically

been associated with Ugan@aen thoul it wasimplementedn other placesirst (Parkhurst,
2010,244 Hardee etl., 2012,1).

Moreover | have found through literatutbatvarious scholars have propagated thAC was

not a consistent part of government policy in Ugamigally. Instead messages likez e r o
gr azandigdbondét f or get wermprevaentParkhyst2010;Hardeaet.a,
2012)Hence, although A, B and C were reainnectedspecificallyin the early years of the
epidemic in Uganda, national plans have includetth bisk reduction and avoidan¢&reen,
2006, 338-341). Nevertheless, this did not prevent health workers from presenting ABC as
At hei dnterestingly isk reduction and risavoidance was also mentioneddmymeof the
health workes as importantAs Halperin(2004) arguedit was in fact partnereduction that
contributed the most to the decline in prevalence in Uganda, beginninglateteéghties. He
further movedon to daim that there has been an over emphasis on the importance of A

(abstinence) and C (condoms).

Finally, it is argued by Green at (2002)& Allen (2004),that despite different approaches,

reports all agree on at least one central fact: Abstinencesdundtion in the number of sexual
partners, not condoms, were the most important behavioral changes linked to HIV prevalence
and incidence decline in Ugandghis has been highlighted in the Literature review where

have shown that the government were asi in promoting condomd&he government of
Ugandainstead pursued A quomot pon of ¢ edrdigioosdeaderstmtake i n v i
part in discussions of condoms as a state pofldgrdee etal., 2012,12; Schuettler, 2004
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Halperin,2004 Green efal., 2002) Health workers would however speak strongly about the

importance of condoms.

| feelit wasan interesting finding that even though health workers reported to encourage ABC
and had everything in place to promote it, to abstain and be faithful was highli@mteke
other handmanyhealth workesemphasized that if you cannot abstain or béfialityou should

use a condom.

In conclusioneven though ABC has been strongly associated with Ugandaacied as an
explanationof h e A s u c Pakbuwst (28010) alayrtdis is only partly correctiterature

has instead suggested that Uganda has achieved ABC outcomes from spearheading campaigns
and messages focusing on other slogans, before adopting ABC and presenting it as its own
(Parkhurst, 2010Hardeeet al., 2012).Further,all healthworkers talked frely about ABC.

Even though ABC might not have been ttuncretemessageénitially, it has in later years

become aintegral part of health workés philosophy and strategies.

6.1.3 The role of funding

Another important finding from the interviews wastthaalth workers would also point to the

role of funding and aid from foreign donors as n&tnexplainU g a n durdess. Health
workersargued thatitere has been better provision of ARVs and better and more effective ways
of testing for HIV infection(USAID, 2013).It was said thatihancial backing has probably

made it easier and more convenient to do mass testing of larger crowaslahd HIV-status

of individual s s dasterand preuent marty om having uApRote@exl sex

if HIV -positive. My findings showed that financial support has also meant that tests can be
conducted more often and that health workers have become better equipped to cope with the
constant demands and do follow cipecksin the communitiesin my opinion this reiterates

that international donors and fundiaggcrucial in the fight against HIV.

Funding ges hand in hand with technological advancement as hkigklighted by health

workers,i n terms of the continuous i mpr alyttement o
development of efficient ways to prevent mother to child transmission of the(W8AID,

2013;WHO, 2015;WHO, 2016) As pointed out by health workers this means that no babies

are infected, a strategy that has really helped Uganda and contributed to the success story.

The role of funding has also lead to better provision of condoms and safe male circumcision.
Health wokersin Ruhira reiteratd thatthe accessibility of condoms means that health workers
canencourage theuse and hand them out in the communifiégimpression is thate impact
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of circumcision is contestealperin & Bailey, 1999, 354Wakabi,201Q Bollinger etal.,
2011) However health workers were quick to recognize how importaicumcision could be,
in the fight todecrease incidence and prevalence, manifested in the fathehistillennium
Villages Projectprovides clinics for males to undgr the procedureThe impact of

circumcision may however be tvgided, smething which will be addressed later.

The modified social ecological modehs been associated witke recognition of the need to
implement multilevel strategies for HI\preventionas was exemplified by Baral &t (2013)

in the theory chapter. It is mgnpressionthatUganda implemented mulvel strategies top

down, from the President himself, to churches and mosques, schools ajrds$reotsAs

such, it can bergued that Uganda has shown examples of achieving its success as targeting the
individual, networls, communities angromotingpolicieson line with thestage of the HIV
epidemic This isexemplifiedin whatBaral etal. (2007)identifies adive key agpeds of risk

for HIV infection. Moreover, these are factaepresernig risks outside the control of any

person.

6.2 Health worker@ views on current trends in HIV incidence in their

setting and high-risk groups

Various researchas shown the trend of amcreasing incidence and prevalence in Uganda for

the last 10 years or $8hafer et al.2008) It has @enbeenargued that Uganda has been the

only country in Eastern Africa to show an increase in both HIV prevalence and incitfence.

the literaturereview, | referredto a report put together bseverals ci ent i st s cal l e
regional, and national incidence and mortality for HIV, tuberculosis, and malaria during 1990

2013: a systematic analysis for the GlobaBur den of Di s erepereshodddudy 2|
a significant increase in HIV incidence in Uganida the last decaddn this study, | havalso
presentedmportant risk factors for the spreadHdiV as well as higkrisk groups, both through

literature and the perceptions of health woskkewill move on to discuss that shortly.

The resultsof the qualitative studyshowed that health workers had many views and
perspectivesn prevalence and incidence statistitise views of health workers regarding HIV
incidence were mixed. Some of tharticipants believed that there wasanslight increasén
incidence whereas were adamant that there waterestinglywhetherealth workers believed
there was a snfiasignificant or noincrease their opinions on why there is an increase or why

there might notbe,was quite differently debated from one health worker to another
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| will now discuss what health workebglieved to be current trends in HIV incidence in their
setting and what they identified to be higbk groups. Ultimately this wilbe compared to
important findings from the literature review and theory.

62 1 Health workerdés views on current trends
As indicated, the results showed that health workers held differing views regarding trends in
HIV incidence in their séihg. Interviews provided key points to consider whether the informant
pointed to an upward, stable or downward trend in incidence.

| found that variousealth workerslaimedthat more people atdeeingtestedfor HIV than
before Apparently,this can be Bowcased in mass testing on both national and community
levels, due to circumstances that allow people to have accessreoand bettdnealth centers.

As aresult,more HIV-patients aréreatedthan before which again leads to the notion that more
people have HIY a health worker statedSupposedly, thican give the impression that

prevalence and incidentaveincreased.

In my opinion, it is natural to assume that through technological advaest and more

funding in the battle against HIV it is possible to register more people than before and establish

a more reliable databasEhis might be a valid statement in the debate. Inopigion,it does

however raise some important questions to icensMight it be that due to lessophisticated

ways of registering HIMpositive people anbkss testing previously thdte HIV-success story

in Uganda has been exaggeratPa@Phaps ational registers on HAprevalence and incidence

might have been morbased on estimates and assumptions due to irnsuffimeans of

collecting data. If this is the case, Ifeele h ar gument s can support he
the rising incidence that has been reported can partly be explained by more and batettesti

a bigger numbeof health centersevealed by better statistical measures.

It is clear from the results of the qualitative interviews that there were also health workers who
believed that there was an increaseHiV -incidence in their setting, compared to previous
years. A health worker in charge of his division reported that it was a statistic he and others
agreed with. A current trend was that there was a current increase {iméidgnce amongst
young peoplerbm the age of 135, that were sexually active. It is notabletthany health
workerswould point to this age group when characterizing their patidiis. was in some
cases based on their experience of how many newly infected patients they saw ehch mon

Importantly it was remarked that every month new clients were enrolled in this age group.
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62. 2 Heal th wor kriskgbospsvi ews on hi gh

It was interesting tdearn what healthworkersidentified as higkrisk groupscompared to
existing literature ad research. In the Modified Social Ecologibdel, high-risk groups are
referred to ametworksthatare defined as a group of people who are more likely and are more
exposed to infadmus diseases from one anothecording to Baral et al. (2013)ealth workers

would highlight certairhigh-risk groups that were more prone to infection than others.

| feel it was notable thanostof the informants agreed thaiajority of the patients haah age

span from 180. This indicate that the individual isnore at risk from the age of 43, in the

period where people are commonly more sexually active. Notwithstahblggveit is natural

that this age group is more at risk as life expectancy in Uganda is no more than 60 years as
previously mentioned. Meover mostthe population are 30 years and youn@g®uth Policy,

2014; World Life Expectancy, 2016)ealth workers also added to this palating interviews.
Thisagegroup was patrticularly targeted by health workers who travelled around in theaRuh

cluster to disperse condoms and information.

't was highl i ght etdosdwno anediving ih discondant r&laionghips wihdrea t
one is positive and one negatigea grop that is given great attention. This is also reflected in
the literature review (Caldwell, 2000, 11-435; Mitsunaga etal, 2005 478488);
Mbirimtengerenji, 2007Mah & Halperin, 2010 & Epstein & Morris, 2011hlealth workers
stressed thanportance of using condoms as well as the need to be heitiestind faithfulto

your partner.

| feelit is worrying thatUgandan researchers say the virus has been spreading particularly fast
among married couples, fueled by the phenomenon of "side dishes," the popufar tercnet

lovers ormistresses as report¢ddganda Mtional Progress Report, 2015) @uhumuza,

2014). Not only would the man be at risk of obtaining the infection, he might also infect his

wi fe or his fAside Ithhkiho . wakdavinn g rtetsitd nign troi rfd
reported that thy had recently began to put more focus on capturing clients that were married
couples. Howewe it became clear that the women warere likelyto come for testing than

the men. | feel this situatioms something that should be addressed more clearly by
policymakers. Moreovet,think there needs to be strategies in place for ensuring that the couple

come together for testing afmlow-ups

Truck drivers and sex workers werthergrouys that weredentified by health workers asore
likely to be infectedand it was said that this group had been given attention recénibk

driversare mostly the key transmitters of the virlieey mme into the different communitigs

74



stay there for the night as they exband then move orHealth workers claimed thaluring
their rest they engage in casual sex hig localsandparticularlycommercial sex workers

The Iteraturesupports that these ahegh-risk groups, not only in Uganda but acrdSdo-
Saharan AfricgdNinsiima, 2014; Green, 2015}actorssuch as truck drivers having money to
spend, working irregular hours amchigh consumption of drugs and alcohaére noted as

posing a risky

Literature showed thatuck stopscommonlydo not have facilities that offer condoms and
sewices fortreating STIs and HIVwhich is a major concern in my opinidrurther literature

has shown thatex workers and impoverished wornssaek out truck stops sell sex, alcohol

and food.As mentioned it is based on supply and dem#gNdsiima, 2014; Green, 2015).
Other migratory groups such as fishermen and miners were not mentioned by health workers,
possibly because these groups stay at other places, close to mines or Lake Victoria.
Notwithstanding] believe these groups should lggven great attention by policymakers and
health workers, and basedlbre al t h wo r k dtrseeds imtiatives agwvieli om thair

way.

6.3Health workerés views on recent changes in HI¥elated risk behaviours
or in prevention strategies in their £tting.

6.3.1 Current changes HIV-related risk behaviars

One of the objectives was to tityinvestigaé whethehealth workersneant there had been a

change in HiVrelated risk behaviomr risk factorsn their settinglt was deemed important to
determinethevi ews on i f and how peopl e&/dadchamgbdavi or
in the past years, which was reflected through the questions asked friotettiew guide All

health workers, irrespective of their vievegarding contemporary trends in HIV incidence, in

general reported these changes

Firstly, health workersrgued that people did not follow ABC as well as before, especially in

a rural arealike Ruhira. Appareny, according to health workerpeople in the countryside

tend to focus more on part A and B rather than C (using a condom). They attributed this
difference to education; people in urban areas are more educated than those in the periphery.
Further, it was said that there is also aagational difference and thastablished couples are

more faithful and abstinent than younger people. It was not reported that much on the difference
in condom usage amongst young people in Ruhiira compared to young people in more urban

areas, but it was Imted that attempts to persuade young people to use condoms in towns and
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cities have been more successful. It did however become taah¢alth workers were
convincedto make changes to this situatidtowever, it is still a problem that the man will
refuse to wear a condom, as using it decreases the pleasure of having intercourse, something

which was | ectured i nirathe mot herdés program i

As mentioned health workes also found that there had been a declmeabstinence and
faithfulness.It wasindicated that new lifestyles had been developing possibly influenced by

TV and movies.Some health workers did not report on any specific changeghe
implementation of ABMut would continuously stress that ABC was still a key strategy to them

as wellas spreading awareness and educate the masses in the communities. However, others
would suggesthat the ABC strategy was no longer a key strategy and that the government had
moved on to other strategie8s outlined in section 2.550me blame PEPFAR fohis

development.

Secondly, kalth workeramoved on to state that HIV had become a mode ofdifehronic

disease)As ART treatment has improved over the last decagaeple increasingly live longer

and healthier lives despibeing infectedIt was pointed out that people once {veltien were
suddenlyout in the communityHIV is no longer a certain death penalty. It is a growing problem

t hat people |iving longer with contineetospréadct i on
the infedion. As previously mentioned fear was a key factor in the early days of the HIV
campaigns in Uganda. i my impressiorthatit seems likethe fear factorhas diminished.

Perhaps it is time for the government to come up with maentiveslogans.

Finaly, the resultsshowed that there was a great deal of focus on male circumcision in the
cluster of the Rulia health centers, as several of them offered safe male circumcision. As
mentioned male circumcisidras receied a great deal of attention amasbeen subjected to a

lot of research{Halperin & Bailey, 1999, 354nungu, Malone & Betts2005 Wakabi, 2010;
Bollinger et al. 2011 Galukandeet al., 2015Male circumcisionhas been scientifically proven

to lower the chances of getting infected, thoitgs unclear to which extentAs shown by the
literature review,countries in which fewer than 20% of males are circumcised, such as
Zimbabwe, Botswana, and Zambia, experience a high prevalence of HIV infection (greater than
19%), whereas countries irhih more than 80% of males are circumcised, such as Cameroon,
Gabon, and Ghana, have a lower prevalence of HIV infection (less thar{ih0%gu & Betts,
2005,130-138).
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Importantly, it was reported by health workers that the effect of circumcisiorbédes
exaggerated and that rumors and myths are surrounding it indicating that it is some form of
vaccine that will immunize you against HIV.believe this argumerinds spport in the
literature reviewwhere t was arguedby Bollinger et.al (2011jhata massive scale up of male
circumcision will divert resources from already proven Hikévention measurestill, the
national target for Uganda by 2015 was to circumcise 4.2 millioh adhles, so it seems this
strategy will be a key target for healtHiofals and policy makers in Uganffaalukande eal.,

2015); (Wakabi, 2010). Nonetheless| suggestit could be wise to thoroughly examine the

benefits of this rolout compared to the costs and possible negative effects.

The Modified Social Ecological Mtel argues that while the focus of epidemiological studies
hastraditionally been to describe individual risk factors, it is necessary for data collection to
characterize multiple levels of HIV risk indHuture (Baral eal, 2013 1). Multiple levels of

risk factors lave been described in Chapterag five aspects of risk for HIV infection:
individual, network, community, policy and the stage of the HIV epidemic. A trend has been
that policy makers have targeted interventions at iddadi level risks, not focusing that much

on other levels of risks. It is therefore interesting to reflect on what health workers highlighted

as important levels of risk of obtaining the HIV infection.

As presented irfChapter 4individual factors are biolgic or behavioral traits related to the
vulnerability to receive or transmit illness or infection. The oval graph presented would
high i ght f a cgemtal Wcsr disease (GUR) dack of circumcision, frequency of male
partners, high lifetime parntms, injection drug use arsb forth (Baral et.al, 20)3Health
workersdid not mention GUD as such but circumcision was clearly on the agEhnidatells

me that not being circumcised is considered an important individual risk factor for contracting
HIVby heal t h wimrMoreavdy,shis can alsk betapplied to the frequency of male
partners, or just partners in general, manifested in that health wetkessed the importance

of being faithful to your partner. In that regartiis could indicte thathealth workers
acknowledge the risks involved of not being faithful and have many sexual partnanghgps.

it comes to having high lifetime partnefsealthworkerstold me that bringing aboard the
married couples was of a high priority and this corresponds not only with the SEM but also
with what was presented in chapter 1.4 about the trend of hasidg dishesfMuhumuza,
2014).Substancer injectionusewasnohe nt i oned by heal ntdiviewsor ker 0

It is unsure whethethey did not give it that much importance or if they felt that there were
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other factors that should be given more attentideverthelesscglearly health workersvere

concerned aboumdividual risk factos as was reflected by the results.

What can be derived from the interviews when it comes to the issue of network and community
level risks? First, as presented such risks amount to the prevalence of sexually transmitted
diseases, yrotected receptive or insertive intercourse at tiveard level(Baral et.al, 2013).
Second, on the community level risks such as lack of preventive services, stqp@ss to
voluntary counselling and testing and ART access are influential.

As depicted irthe literature review,exually transmitted infections (STIs) is a significant public
health problem and can griatacilitate the spread of HI{Gerbase, 1998Accurate national

data on the prevalence of individual STlIs is not availabléganda, according to Rassjo (2006)
but epidemiological studies show that STls are a pthieladth problem. Health workedsd not
specifically mention STIs as a threat to HIV prevention during the interviews. It would however
be natural to assume thagatment was offered at the health centers, given that combatting and
treating STIs has been given such a high priority on tbbaglstage initiated by the UN
((Mayaud & McCormick, 2001)The topic should perhaps have beeliressed more clearly

during theinterviews.

The results have shown tHatalth workes did stress the importance of targeting patients and
other groups (from outreaches) and encourage them to protect themselves duriflgesex.
importance of using a condom and handing out condomsicdimmunities was mentioned
several times. It is clelgra priority for health workes and evidentlythey see it as crucial to
eliminate the risk of unprotected sé¥etworks between truck drivers and other migrants and
commercial sex workers is an examphs previously mentioned health workers were already

aware of the threats such networks represented.

Turning to community level risks the lack of preventive services is a major obstacle to adequate
HIV -prevention and could potentially lead to risky &elr and a shortness of information
aboutthe dangers of HIVHealth workersvere aware of this issuk is my impression, that

is a majoiproblemin Uganda that people do not have accebsisic preventive servicasealth
workerswere aware of the important work thiegd been trusted witlhut some were clearly
frustrated that funding was at times limited and that they were not able to do the follow ups that
were required for a holistic approach to patients.
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Community environmes can promote health and wbking but might also be a source of
stigma. As mentioned inchapter 2stigma is a big problem and an tdde to good HIV
prevention across StfBaharan Africglnungu & Karl, 2008. As previously mentioned Uganda

had a considerably different approach to addressing the magnitude of the HIV/AIDS problem
as it broke out in the first place as compared to difrezan governments at the time, andsth

led to a reduction of stigm#&s heath workers mentioned; the infection was not sil¢tdardee

et.al, 20122; Genus & Genuis 2015 615).

Literature has shown thalhe general population of people in Uganda living with HIV are
targets of substantial amounts of negajixgement on a national scd(@arter, 2014).There
are elements of two types of stigma; the stigma put onptiSitives themselves (internal), and
the stigma put on HI\positives by other (external). Health workexdid mention stigma as a
major obstad for HIV-prevention and #atment, especially amongst n{emert, 2014)In that
respectl feel it is interesting that health workeexplained thavomen were more likely to go
for testing than men due to greater levels of stigAwordingly, it is my impression that
fighting stigma is a key priority for health workelsis not clear if it is a tren@dcrosdJganda
that women are more likely to seek out treatment and counselling tharh soggest it could

be an interesting stamg pointfor a greater scientific study.

When it comes to accessible voluntary counseilimgmy impression that it isrucial for it to

be in placeto help thosen need Health workes did not address the issue of voluntary
counselling not being sufficiently available. Instead, many focused on the tools that were
present. As an examplié was mentioned that ABC was encouraged and that everything that
was required to implement this grgy was ready, and in useis vital thatpeople have access

to voluntary HIV counselling all over Uganda be better equipped for dealing with the negative
trend of the HIV incidence that has been on the rise, not only in urban areas but also in the
distant periphery.The public sector faces many challenges, one of which is prevalent

understaffing of health workers.

As described by White (2012) 45% of all positions in Health Centers are unfilled and the
shortages are worse in rural areas, resultingrig Waiting times for patientés of 2014 18%

of the Ugandan populatioresidedin urban areas according to the World Bank (2014). This
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leaves 82% in rural areas. Infrastructure is highly inadequate in vast stretches of the kcountry.
my opinion,it is imperative that money is invested to improve the infrastructure so more peopl
can traveto health centers, and that health wosleam find more convenient ways of reaching
out to the masse&oing hand in hand with this context is the provision of ARTettame clear

that health workersvere optimistic about this treatment, especially when it came to the
prevention of mother to child infection of HIV. Babies were put on treatment straiglytaawd

a successful treatment can make sure thatchild will not get infectedas previously
mentionedDe Cock, K.M. et al, 20Q0NVHO, 2015; WHO, 2016; UNAIDS, 2016lowever,

as of 2013 more than 60% of adults living with HIV were still not on treatmpenUNAIDS
(2014).This shows that ART coverage is far from good enough, and this is something that
shouldbe improvedand developedoth by Ugandan dubrities and international agencies and

donors.

The last level of risk is public policy and howcén affect the HIV epidemic. The SEM theory
suggests that criminalization, homophobia, human rigbtgexts, condom availabilityhat
people are excluded from national surveillance and sexual health education is inadequate can

greatly infltence theHIV epidemic negatively.

The situation for lesbian, gay, bisexual and transgender people iSababan Africa and
Uganda has already been described (Semugoma et al., 2012,173). The discriminatory practices
and legislation that this group faces contr@suto putting this group at high risk of HIV
infection. The practice of sexual activities by this group is punishable by prison, and once outed
individuals of this group face serious discrimination and stigma acrossS&haran Africa,

and in Uganda. Litature showed that it is still unclear to what extent new laws and bills will
affect LGBT-people in Uganda, and this is partly due to the vast amount of pressure Uganda
has been put under from other influential donors, NGOs and activists (Semugoma et al.,
2012,173). As previously mentioned healfirofessionals are mandated to report on
homosexuals in treatment. It became clear through the interview sessions that health workers
were not going to mention this group at all, albeit clearly a group at riskie Weze times |

felt it was tempting to do follow up questions to see the reactions it would garner. In the end,
such an approach was deemed too risky and | was not willing to jeopardize the whole project
by potentially turning the health workers againg, @ms this is clearly a very sensitive issue in
Uganda.ln a humanrights context,it is problematic. According to Amnesiynternational

(2017), theUniversal Declaration of Human Rights does not mention sexual orientation or
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gender identityper se. Notwitstandingnew interpretationsf international human rights law
provide a comprehensivérameworkto include the rights and the protection of the rights of
LGBT people around the world.

It did not come clear from literature or perceptions from hemdtikers if people are excluded
from national surveillance. It did however come clear that sex education is not sufficient,
although health workers were doing their best to provide information in the communities. It
was also clear that health workers wenend their best to provide condoms for those who

needed.

6.3.2 Prevention strategie®r health workers in their setting

From interviewing health workers about the daily functioning of the health centers and the
nature of their work some important poisteod out. Prevention strategies are both clinical,
psychosomaticandthe importances put on educating patients and their families and friends,
middle aged and adolescents. What stoodvwag the time and resources invested in the

prevention of motheotchild transmission.

It became evident thatfterent health facilities were involved in the provision of several HIV
related services ranging from counselling to follow ups and prevention, treatment, condom
handouts, dispersing vocal and written inforimatabout HIV and TB, dealing with pregnant
mothers and doing follow ups of lactating mothers. Extra attention was also given to young
people and people living in discordant redaships (often married couples). This on line with
what was highlighted imThe Uganda National Progress Report26fl5and byMuhumuza
(2014. Health facilities would also call for ambulances in emergency matters and the
ambulances would take the patients to the hospital in Mbaiageae factors tell me that health
centers are eeting the complex multidimensional problem of HIV with a multifaceted

response with several different strategies concentratéd/erse groupand sukgroups.

The strategy of preventing newborns of being infected is vital for Ugandan authorities and as
was indicated by health workers it is a strategy that has helped and is helping Wganda.
reflection that got my attentiocame from annformant whosaidthat from his experience
since they started with PMCTot a single child had got the infectidhseems clear that it is

crucial to invest money and dedication to this cause.
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Literature showed that Ugandansinly apatriarchal society where men will often have the

last say on bétimportant and trivial matte(&)ganda HIV and AIDS Caury Progress Report,
2014:11), and has often been associated with the aftermath of war, alcohol consumption and
culture(Mbulaiteye et.aR000:217227; Lau & Muula, 2004Fleshman, 2008ylorojele et.al,
2006:217222, Simbayi, 2004:434142; Luke, 2006;Widow's Rights International, 2006;
Nyanzi & Mbodu, 2008 Agiresaasi, 2011)This manifested itself somewhat during the
interviews and is something | have reflected on. The notion that the man refuses to wear a
condom and that the woman will often go alonetésting isproblematic It was indicated that

a clear strategy of health workers in the Ruahcluster aim to capture as many clients as
possible and to achieve that target important that the maaccompaieshis partner or even
goesby himself fortesting. It was clearly highlighted by health work#ératmen will often be

targets for more stigma than womefeel it is evident thathe reduction of stigmahouldbe

prioritized in the battle against HIV.

Ultimately, it can be argued that the ABfDrategy still has its part to play as was elaborated by
health workers. This goes hand in hand with educational measures and as stated during the
interviews Patients who are educated follow ABC very wedlealth workers strongly
condemned the fact thas @eople have more access to foreign TV they are inspired by lavish
lifestyles with people who are unfaithful and go with multiple partners. Thus, they find an urge
to practice what they see on TV. Health workers were aware of this trend and soughittoeconv
people to seek out the right information and raise awarelnfess$ that putting apecificfocus

on ABC strategy seemswilise choice in such circumstances.

6.4 Health workersbviews on what can be done to improve HIV/AIDS

prevention in their setting

The fourth objective of this study wasedrplorewhat health workers thought could be done to
improve HIV/AIDS prevention in their settinghe key findings from the qualitativeterviews

pointed to some important points highlighted by health worlkerst, the results showed that
health workers insisted thatedia campaigns should be strengthened andhéest should be

a handout otondoms and information about HIV and risky behav8®cond, it was stressed

that groups at risk should be target€ldird, the continued efforts aedat reducing mother to

child preventionwere seeras crucial. Finallythe results showed that health workers were
concerned about themportanceof expanding the health sector and health education. Important
arguments cahe drawn from the health workérs v i e wjpea comhined witthist hesi s 0

literature review.
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6.4.1 Strengtherand desigraccuratemedia campaigns

As mentioned ilChapter Smanyhealth workers agreed that measures had to be taken to change
the situatiom of increased HIV incidence and prevalence in Uga@ae of these measures
suggestetby health workersvas increasing awareness abid|V by providing information on

how to avoid risky behavior and eventually being infected with the virus as well as how to
prevent passing on the infection to others. It was said that the best way to manage this was
forceful mediacampaigns and education, much like in the pastemortsated in the literature

review (Okware et.al (2001Parkhurst, 200175, Parkhurst, 201,245; Hardee et.al, 2012,

Genius & Genius, 201615 USAID, 201510-75).

Health workersunderlined the importance of forceful media campaigre ey factor in the
fight against HIV This sectionof the interview guidexploredwhat could be dne toimprove
HIV preventionstrategiesTheir answers indicateithat health workers were not content with
the standards of cume media campaigns. Whethiiis is dueto regional differences is not
clear, and it is important to note that the situation ofiRatha rural cluster in the periphery
may be different from more urban settings where medisusllymore present anédio and
TV coverage is bettetugalambi(201Q 50) claimsthat the radio and TV coverage in Uganda
is very much concentrated in urban areas, especially around Kantpdlaat respectit was
interesting to find that one health worker argued tillgesdiffer from towns as information

is na aswidespread, and that is a major issue. It was saiddtat networks, newspapers and
TV network coverage is lowNeverthelesshealth workers explained that they had a man in
charge of radio services in the local areas and that it has broughtssutseems like they
should continue that process, and with better funding it might even be possible to recruit more
people and improve coverage further.

Messages that health wo rabstaim, be fdithdul, thangelbehaviod b e
toredice sexual t r a nToisnquate isaintdrestingdas i selis a kosoa that has
been pesented earlier ithis thesis byGreen et.al (2002; Allen (2004; Halperin (2004) &
Schuettler2004) that the role of condoms in the success story of reducing HIV prevalence and
incidence in Uganda has been heavily exaggerbfedlit makes you consider if condoms can

play an even bigger pam HIV-prevention in Uganda, given that it &ceptedthat their

contribution has not been as significant as assumed.

An exampl e of a campaign that had given hor
introduced by President Museveni during tiyie in Uganda. That campaign reiterated the

dangers of believinghait being circumcised will make you immune from obtaining HIV,
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arguing that it will only give you 60% protection and that you need to make sure that you
manage the remaining 40%. It is undoubtedly important that this is a message spearheaded by
the Presidet and follows dengthy lineof initiatives encouraged by him in the past, astiesn
elaborated byeveralstudies(Okware et.aP001 Parkhurst 2001; Parkhurst; 201®jardee,

2012).

However, if condoms could potentially play an even bigger part inpt&¢ention in Uganda
we can arguehat efforts shold be intensified. Further | doot disregard that many health
workers spoke highly about the use of condohtiey mentioed abstinencgfaithfulness and
awareness more oftehfeel that is an interestinggendto consider. Notwithstanding, the role
of media campaigns and the distribution of information explaining the daafjelly/ have

played a crucial part in the Ugandan context draikl still have and important part to play.

In future, these canagns could be expanded to includecial mediaToday, mobile health
information technologies aiatroducedaround the world t@ope with a varietyf obstacles
from disease surveilland® health systemstrengthening to health educatiancording to
Catalani et al. (2013])t would be interesting to study hasecial mediand other technologies.

can contribute to spreadiigalthmessages moi@oadlyfor both prevention and treatment

6.4.2 Target groups at risk

As mentioned earlier in chapter, there are many kegroupsdriving the HIV epidemic
globally, and more specificaliy Uganda.This study found thateéy groups that are at risk of
being infectedare; migratory groupgfishermen, miners and truck driversgpmmercial sex
workers people living in discordant armbncurrent relationsps, women subjected to idow
inheritance and dry sexyeople abusing alcohol and druggtims of war,children keing
infected by their mothers aitbmosexual, lesbian and transgender people. Added tarthat

also people that for various other reasons are discriminated against.

Health workers were focusing on specific groups at risk, and some of the groups that have been
mentioned earlie(chapter2) were not mentioned in the interview sessions. There might be
several reasonexplaining that. For example; fishermen are primarily foanound Lake
Victoria, victims of war reside mostly in the north and miners are found in other parts of the
country.Widow inheritance is a disputed practice andiais notclear whether this custom is
practiced in western Uganda. HoweMdrgelievethat there is stigma connected to this practice
which ould explain why health workedid not bring it up. Stigmaould bea reason why

health workers did not address the issue of homosexual, lesbian and transgender people. | will
now discuss the groups health workers browghthatthey feltshould be targeted by health
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officials and policymakers in Uganda, to reverse theson of a rising HIV incidence in the

country.

6.4.2.1 Truck drivers

Health workers eagerly described how they had put more emphasis on targeting truck drivers
asvital in circumventinghecontinued spread of HIV in the local communitiksvas said that

truck drivers were key transmitters of the virus and they were present oovernightrest

stops During their staytruck drivers will often engage in unprotected sex, very often with
commercial sex workers. Ameviously mentioned (Gipter 3 this phenomenois something

| withessed personally during my stay in Uganda. As mentioned in CHagteck drivers

have money to spend and wartegular hoursMany arebelieved to beinder the influence of

drugs and alcohol thatanlead torisky sexual behaviorTruck stops usually do not have

facilities that offer condoms and healthcare services for treating STIs and HIV.

Another factor that could be of importance is the state of the infrastructure. According to the

IMF (2015) atenyear,multibillion-d ol | ar pl an to upgrade Ugand:
and power generation isnderway.l received an explanation localthat this was a joint
investment strategy by both Ugandan and foreign investors, espéoelihineseNaturally,

a better infrastructure can haweany benefits. Perhaps most crucially, lifesaving goods such as
medicines and food supplies can reach those whotheetmore effectively and in a shorter

time. In addition economicbenefits,such as better telecom reach, and a better climate fo
business and tradee also possibl&keturning to the issue of truck drivers, there is a potential
negative side of better infrmgcture that may be overlooked (IRIN, 2018n increasing

network oft r u c towes birgding sub Saharan Africa together will make it easier for truck

drivers totravel further In this respect, it can be imagined that truck drivers are also able to

visit more communities and further aggravate the HIV epidemic by infectore people. This

makes it as important as ever to be able to reach out to this group and as suggested this implies

a scaling up of information and key healthvéegs along cruciarteries(IRIN, 2010).There

could for example be handouts of condomd wital informationas well as the potential to
receivetreatment for STIs and HIV. Facilities could perhaps be located close to places where
truck drivers stop for gas and other supplies and where they usuallthparkehicles for the

night. Inconcluson, | feel it is understandable why health workers were particularly arsist

that truck drivers were Abrought on boardo a

should be intensified in the years to come.
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6.4.2.2 Commercial sex workers

Hedth workers were particularly concerned widbmmercial sex workers who aa¢a high

risk for contracting HIVIn Uganda the sale of sex, to keep a room or premises where sex work
occurs or e off the earnings of sex work is illeg@ex work related crimes camntail a

sentencas high as seven years in prison (Amnesty International, 2016).

As Chapter 2has shownvarious young women on the African continent become sexually
intimate with different male friends or clients in exchafaefinancial support, to find a way

out of poverty The issue of poverty in these circumstansésiown by health workers to be a

key factor explaining why women were forced
in chapter2 the prevalence of i throughout Africa is substantially higher for commercial sex
workers in comparison with the general populataareportedn a bookby Sentumbwe,

Nakkazi & Nantegg(2006).

Another challenge ithat many commercial sex workers become pregnant arnkdegauthildren

at risk of contracting HIV. Further, many are in a stable relationship at the same time as
participating in the sex tradén the context of preventing the spread of HIV in Ugatids

target group should be the further focus of futumerventions First, it is important that
commercial sex workergeceive training in how to properlyse condoms. They shoultek
encouraged toarry condoms with them adught how to negotiate condom use with clients
Secondly, programs of mother to childepention should be specifically targeted towards
commercial sex workers. Again, as health workers reiterated, information and education is the

key.

Ways to reach out to this group ircanvenient and effective manner should be identified
commercial seworkers are in a relationshifner partner should be educated and made aware
of therisk. Programsshouldbe put in place to helppommercial sex workers find other sources

of income.Studies have found thatproportion oicommercial sex workers conseralcohol

and drugs(reference). Support programs should be made available to those suffering from
addictont o hel p in getting fAcleano.

Amnestylnternational(2015)reports that sex workeeseexcluded fronvital health services
by doctorsThey may also face stigma or mistreatment when visiting health faditiesesty
International, 20%). Amnesty suggests thasworkers should be empoweraadincluded in

policy makingto be active participants in influencing their everyday lives.
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6.4.3 Prevention of mother to child infection

Duringtheinterviews,many health workers were adamant thaistering initiatives to prevent
mother to child preventiowerecrucial for an effective HI\fesponse. Some would even credit

this method as one tie reasons behind the Ugandan success story. This strategy is an integral
part of the Millennium Villages Pjectaims and a key component in the fight against HtiV.

is now possible for an HIMnfected mother tearry, deliver and breastfeedbabywithout
transmitting the infectionMillennium Villages Project, 2016

In 2011, a Global Plan was launched to reduce the number of new HIV infections via-mother
to-child transmission by 90% by 201@idsportal, 2015). In 2015, six priority countries
(Botswana, Mozambique, Namibia, South Africa, Swaziland and Uganda) met the Global Plan
target of reducing motheo-child transmission by 90% (UNAIDS, 201@).that case, | believe

is evident that hetll workers in Ruhiira have a valid point when they look to the prevention of
mother to child infection as a means that have helped Uganda in the past, and will continue to

aid its progress in fighting the epidemic in the years to come.

6.4.4 Better fundig of the health sector and health education

In the literaturaeview | presentedn overview of the health sector in Uganda that pointed to

the various challenges Uganda is fac{Mukasa, 2012)Throughout thdanterviews, many
informants addressed these challenges and spoke of challenges related to inadequate training
and education of medical staff and nurses, lack of resourcedatae-upswith patients and

adequate counselling and testing.

Literaturehas argued thahe Ugandan health system has gone from being one of the best in
the region at the time of independence to being far from comprehensive enough to meet the
existing demands of a growimgppulation (Mukasa, 2012Health indicatorsarepoor. It was
arguedhat the reasons behittds downturraremultifaceted Especially important are political
unease and the-mmergence of diseases that had previously been under control and perhaps
most importarly the arrival of HIV/AIDS (Mukasa, 2012; Okech, 2014WHO, 200514). It

was therefore not surprising that health workesgced concerns over existing structures.
Firstly, it was implied that there should be alternative ways of reaching out to the masses other
than TV and radio. It was argued that an option cdiddo channel the message through
churches and health centers, where it is possible to reach ou#stogroups ofpeople

simultaneously.
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As argued by Mukasa (2012), Uganadialy has one doctor and 13 nurses for every 10,000
people, leaving capacity fanart of the minimum of 23 physicians ratio for every 10,000 people

in line with the recommendations of WHMukasa, 2012) Findings showed that health
workers wanted more resources, that more health workers were trained and employed and better
funding fromthe government. Moreovet was said that it was challenging for health workers

to conduct home visits and follow ups due to the lack of transport and facilitdipn.
impression ighat it is not only an issue of transport and facilitation. It is afsassue of
infrastructure. The roads in the Rina cluster are not well developed which puts another
burden on attempts to reach out to the people in need. This is probably not only a problem in
Ruhira, but in other remote areas of Uganda that lack b#Esastructure. However, educating

and employing more nurses would ease the problem, as argued by health wotkeis

interviews

Health workers claimethat people are less likely to transmit the virus if they know their status
and are educated on safer behavior. However, if the capacity is not there to test those want and
need to be tested it is a major concern. The need of being able to offer cogrieelét is

vital, also for those who are not infected so they know how they can remain negative was also
argued by a participant. Howevén,come for testing, people need to be aware of waede

how testing occurslt can also be argued that it sholled made clear that a conversation
between a health worker and a patient will be kept confidential if there is stigma involved.

A further issue is the numbef health centers in Uganda. As argued by Mukasa (20d@sa

to health services is still conained by geographic inaccessibility to health facilities, especially

in rural areas and due to financial burdens of the paording was again the issue when health
workers argued that better and more compreheikiVeounselling and testinggas importah

i n Ugandads flnhmyopinion, dgandsanauthorkids ¥nd foreign donsheuld

strive to make health centers more accessible for people all over Uganda, irrespective of

financial status and location more people can come for testing.

Health workers also highlighted the importance of ARVs in HIV prevention in Ug#ndas

argued that by the help of ARVs peopmlan enjoy longer and healthier lives. Particularly
important is the notion that it will act as incentive for people to voarrfte HIV testing. If a

person is positive, he will be put straight on ARVs and the presence of an organization such as
MVP can persuade people to come for testing if they are aware of the benefitsesRent

brings. Even though people are negativey gstablish a relati@hipwith a health worker who

can also be able to deliver prevention messaggsimpression is thathis can lead to the
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patient forwarding these messages to relatives and friends which may give them a better idea
of how to protectltemselves. Moreover, patients tested may also convince others to go for
testing.

However, it is crucial that people are aware of the limitations of treatment, as was addressed by
health workerslt is not a vaccine, and it does not mean that an-ptsitive person will not

infect others even though he or she is on treatniadlth workers were concerned that better

HIV -treatment would lead to more risky behavids was presented in the resulkgalth
workers felt thefear factor played an importapartin the initial success story of decreasing
HIV-incidence and prevalence in Ugantlanay be reasonable to question the benefits of fear

in the long run. Howeveit is crucial thatpeople are informed of the consequences of HIV
infection. Ifeel healthworkers have an important part to play in this operation.

6.5 Relevance of the study

This study has explordde al t h wor ker sé views on factors
in Uganda in the past, as well as factors responsible for current trend¢ inditlence and

risk groups and risk behavior. Knowledgéhetilth worker perceptiorsin provide information

that can be used e development céfforts aimed at combating HI\Health workers have
important experienseof dealing with HIV on an everyy basis and thus their views could

potentially be ofnterestto policy makers.

It is important to notehat the field study was conducted in an area that has seen a rise in the
HIV prevalence and incidencever the last ten years, following official sistics and
guantitative reports fothe country (The Lancet, 2013; Shafer et al., 2005; UNAIDS, 2014;
UgandaNational Progress Report, 2018ganda AIDS Commission, 2015The results
showed that this waaso the view ofmostof the health workergterviewed

The findings from the thesis can possibly provide valuable information to public health workers

and policy makers who work in HIV/AIDS prevention in this setting.
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Chapter 7 Conclusion

7.1 Conclusion

This study expl or ed ofH¥inddancevandrrigk éactdrssin Rulgina,c e p t i
a town in western Uganda. The general objective of this study was to explore and review health
workerso6 perceptions of t he JUaaxcd g sstthrato ha
prevention in Uganda in the past and what they believe are the factors explaining current trends

in HIV incidence in the Ruhiira cluster.

Findings showed that health workers had corresponding but diverse perceptions on of the
factorshat have contributed to the Asuccess sto
First, many health workers pointed to the initiatives taken up by President Museveni that led to
exposure and openneaisout the diseas&econd, health workers pointedthe ABC strategy

as an integral part of the success story, promoting abstinence, faithfulness and the use of
condoms. Finally, health workers highlighted the role of funding, and aid from foreign donors

as a mean to explain the success story.

Furthermorefindingsindicatedthat health workers had differing views on current trends in
HIV incidence in their setting. Some of the participants believed that there was no or slight
increase in incidence, whereatberswere adamant that themeas Importantly, t was claimed

that the rising incidenasouldpartly be explained by more and better testingggeatemumber

of health centersecordedby improvedstatistical measures. It was found that various health
workers agreed that the incidence had gone upmpaartant finding was that supposedly there

is an increase in HAcidence amongst young people from the age €89,5hat were sexually
active. This age group was characterized as arsgltgroup by health works, especially those
living in discordantrelationships. Findings also showed that health workers believed married

couples, sex workers and truck drivers were {rigk groups.

Findingsrevealeda di ver sity in health wor krddatedssk vi ews
behaviorsandprevention trategies in their setting. Firstly, health workers argued that people

did not follow ABC as well as before, especially in a raralalike Ruhiira. Second, it was said

that faithfulness and abstineritad decreaseéspecially amongst young people. Thitdvas

implied that the ABC strategy was no longer a key strategy and that the government had moved

on to other strategies. Further, health workers dthiat HIV had become a mode of liée

chronic diseaseand people no longer fet infection in thesame wayMoreover, safe male

circumcision was reiterated as an important strategy forpt&¥ention.
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Health workers stressed the importance of targepogulations through outreacand
encouragg them to protect themselves during skbealth workerssaw the continuation of

ABC as a key strategy, as well as decreasing stigma, especially for men. Finally, other key
prevention strategies for health workers were found to be counselling to -igievand
prevention, treatment, condom handouts, dispersiegivand written information about HIV

and TB,interactingwith pregnant mothers and lactating mothers.

Findingsconcerningheal t h wor kersdé views on what can
prevention in their settingvere also presentedrirst, health workersnsisted that media
campaigns should be strengthened, and that there should be a handout of cofalonasion

and education about HIV and risky behavior. Second, it was stressed thataosiperedt

risks should be targetes well as a contuing focus on reducing mother to child transmission
Reducing poverty was alsoentionedas crucial. Finallyfindings showedhat health workers

felt it was essential to expatite health sector and health educatmmprove HI\:prevention

and reduce the HNhcidence and prevalence.

7.2 Implications for practice

Below, I list implications for practice based on my findings:

1. Policy makers and program managers could consider reviewing newly implemented
preventio strategies and comparing theth the ABC strategy to see if components of the

ABC strategy could be revisited.

2. An effort should be made to provide explicit programs that targetrisiglyroups such as

truck drivers and commercial sex workers in Ralfor HIV prevention, testing and treatment.

3. A continuous effort should be made to hand out condoms and prioritize sex education in the
Rubhiira setting. This implies that health workers have funding to help them travel around in the

communities.

4. An effort should be made to involve men to a bigger degree inprdVention, followups
and treatment in Ruhiira. Today men are more reluctant to come for testing than women in

Ruhiira. This needs to be addressed properly.
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7.3 Recommendations fofurther research

Knowledge of factors that influence HIV incidence is crucial, as it can provide useful
information used in efforts aimed at combating HIV. The health workers in the qualitative study
have important experience of dealing with HIV on an yday basis and thus their views could
potentially be of interest to policy makers. Health workers have knowledge about key epidemic
factors such as what constitutes risk behavior or risk groups on a grassroots level and can
contribute their thoughts on whi being or should be done in Hifevention. There are a
limited number of studies published on health worker perceptions of HIV incidence and
prevention. However, studies from Aishat & Ayinde (2016) & Dapaah (2016) are quiet recent
studies doingresearh on heal th workerés perceptions ot
has been to contribute to filling that gap. The findings from the thesis can possibly provide
information to public health workers and policy makers who work in HIV/AIDS prevention in

this setting. Below are further areas of research that arose during the data collection and analysis
for this thesis.

1. Assess the role an increased focus on condoms can play in the Ugandan context.
2. Conduct further research on how and why the HIV epid&as seen a resurgence in Uganda.

3. I nvestigate whether patientds perceptions
like those of health workers in the Ruhiira area.

4. Investigate local perceptions of male circumcision and HIV.
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APPENDIX 1 Interview guide

. How old are you?

. What is your occupation?

. What is your education?

. How long have you been working here?

What HIV or AIDS related services do you personally perform at this facility?
. How is the distribution of patients in your clinic according to age and gender?

. From your opinionwhy has Uganda been so successful in fighting HIV in the past?

N~ o g g b~ W N P

. What can you tell me about the ABpproach?
Probe: What does the A stand for, B stand for, the C stand for?
8. Have there been any changes in the ABC approach by the government inmesssht t
Probe: has it been changed, abandoned or has there been no change in this approach?
Probe: Are there regional differences in implementation
9. What does this mean for your approach in patient care?
10. How has the HIMnhcidence changed in Mbarara in the last few years?
Probe: has it increased, decreased or is it unchanged?
Probe: Among whom has it changed the most? In which segments of the population?
11. What factors do you believe are behind thiange (increase or decrease)?
Probe: Change in policy?
Change in peoplebs behavior?
Better access to ART?
Belief that HIV is no longer a death penalty?

12. What are theommon challenges for health workers and health care services when trying
to deal with this change in incidence or with prevention of HIV in general?

Probe: New probes? Information, and how do you distribute information? Do you do the
same? Or has changed?

13. What do you believe could be done to improve prevention of HIV in your setting?
Probe: Policy changes, health education/communication

Probe: Treatment does not necessarily mean cure.
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