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PREFACE
A Baseline Survey on HIV/AIDS among Young People (10-24 years) in Karamoja Sub-region has been conducted
with support from the Irish government and coordinated by the Alliance of Mayors on Health and Leaders
on HIV & AIDS in Africa (AMICAALL). The overall purpose of this Survey was to assess the HIV and
AIDS situation in Karamoja Sub-region and provide benchmark indicators to inform the monitoring and
evaluation of the programmes.
The consortium of civil society organizations is comprised of AMICAAL Uganda, Uganda Network of
AIDS Service Organizations (UNASO), National Forum for People Living with HIV Networks in Uganda
(NAFOPHANU), The AIDS Support Organization (TASO) and Straight Talk Foundation (STF) while the Joint
UN Programme of Support on AIDS (JUPSA) is constituted by the United Nations agencies in Uganda.
The study had three interrelated elements namely; - assessing the situation of HIV/AIDS as well as vulnerabilities
of Karamoja communities in general and adolescent girls, young women and boys that expose them to the
risk of HIV infection, Mapping of “hotspots” of high-risk sexual activities, SRH/HIV programmes and services
targeting young people (10-24 years) in the region and the Baseline survey.
This assessment revealed that the seven districts of Karamoja have differences in socio-cultural practices,
perceptions and knowledge of key aspects related to HIV and SRHR, economic opportunities and access
to social services. It also showed that the socio-demographic dynamics of the sub-region render it more
susceptible to increase in the prevalence of HIV and its devastating effects, for majority of the population is
sexually active and out of school. It also showed that young women face a disproportionate risk, including early
sexual debut, rape, and forced marriages.
The findings and recommendations of the baseline survey report will inform the design and implementation of
‘Prevention of HIV and AIDS in the Communities of Karamoja (PACK)” implemented by a consortium of five
Civil Society Organizations (CSOs) led by AMICAALL and the “Karamoja United Nations HIV Programme
(KARUNA-HP)” spearheaded by the Joint UN Programme of Support on AIDS (JUPSA) coordinated by the
UNAIDS.
I am hopeful that the findings and information provided in the baseline survey report will not only be used by
the 5 consortium members and JUSPA in the planning and implementation of the two projects in the Karamoja
region, but by other stakeholders to support interventions aimed at addressing HIV/AIDS in Karamoja subregion and other regions in Uganda.

Dr. Christine J.D Ondoa
DIRECTOR GENERAL
UGANDA AIDS COMMISSION
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EXECUTIVE SUMMARY
Background

In August 2016, with support from Irish Aid, the Alliance of Mayors on Health and HIV & AIDS in Africa (AMICAALL
Uganda Chapter) contracted Socio-Economic Data Centre Ltd (SEDC) to undertake a Baseline Survey on HIV
& AIDS among Young People (10-24 years) in Karamoja Sub-region. AMICAALL co-ordinated this Baseline on
behalf of a consortium of five Civil Society Organisations (CSOs) and United Nations agencies converging under
the Joint UN Programme of Support on AIDS (JUPSA). The consortium comprised of AMICAAL Uganda, Uganda
Network of AIDS Service Organisations (UNASO), National Forum for People Living with HIV Networks in
Uganda (NAFOPHANU), The AIDS Support Organization (TASO) and Straight Talk Foundation (STF). The overall
purpose of this Survey was to assess the HIV&AIDS situation in Karamoja Sub-region and provide benchmark
indicators to inform the monitoring and evaluation of the Programme.

Methods

A cross-sectional design utilizing both quantitative and qualitative methods was adopted, covering all the seven
districts of the Karamoja sub-region that will benefit from the Irish Aid supported programme. The seven
districts include Amudat, Kaabong, Kotido, Nakapiripirit, Napak, Moroto and Abim. Random sampling techniques
were used to select the study sample of 916 adolescents and young people who responded to the structured
questionnaire. Secondary stakeholders were purposively selected at district, sub-county, and community levels
to supplement with qualitative data. A geographical mapping of hotspots, most at risk populations and risky
practices (MARPs) using ArcGIS in the study areas was also undertaken.

Key Results

Most young people (10-14 years) in the Karamoja sub-region are aware of the HIV infection but also glaring gaps
in knowledge, especially of prevention practices and technologies are evident. Many claim to have ever known a
person living with HIV (71.7%) in their community with majority (74.0%) being females compared to 68.6% males.
Similarly, a big number of young people (67.7%) reported knowing a person who died of AIDS related illness in their
community—69.2% females and 65.6% males. Majority demonstrate correct knowledge of two common modes of
HIV transmission; unprotected sexual intercourse with an infected person (83.5%)—82.8% males and 84.5% females
and sharing un-sterilized instruments (71.7%)—75.6 males and 68.9% females. Knowledge of HIV discordance is
low (41.4%) while their perception about the role of safe male circumcision (SMC), ARVs for all PLHIVs and for
eMTCT in reducing HIV risk is weak (60.8%, 51.3% and 43.7% respectively). Young people both males and females
in the lower age brackets (10-14yrs) have the lowest knowledge levels on several aspects including eMTCT. For
knowledge of condom use as HIV prevention measure, the national average as at 2011 was 91.2% for men and
90.2% for women while Karamoja in 2016 still stands at 60.2% for both males and females.
Karamoja still holds age old misconceptions about HIV/AIDS and PLHA; very few young people (10-24 years)
still think that HIV can be spread through casual contact (3.7%), mosquito bites (0.3%) and witchcraft (9.3%),
thus perpetuating negative attitudes against PLHA or those they suspect to be living with HIV. Expectedly, given
inadequate understanding of the dynamics and facts about HIV/AIDS, fear of isolation and discrimination of PLHA
is considerable.
Whereas the practice of delayed sexual debut until marriage would be safely guarded and highly cherished in a
sub-region with strong traditions, the evidence shows that majority of young people (10-24 years) in Karamoja are
sexually active (60.4%) i.e. had ever had sexual intercourse—60.4% males and 60.5% females. Underage sex (21.7%
for 10-14 year olds, 50.8% for 15-19 year olds), cross-generational sex (28.6%), extra-marital sex (31.1%) and all
kinds of spontaneous, multiple, casual, non-cohabiting sexual relations and cases of defilement and rape are evident
in Karamoja. Most young people (60.3%) in Karamoja had ever used a condom—more males (65.1%) than females
(56.8%) reported ever using a condom. However, consistent condom use is generally weak with 58.8% using it at
first sex (61.2% males and 55.8% females). Overall (94.8%) of young people report knowing a place where to obtain
condoms in case of need, but a lesser number (68.8%) had ever been provided with information on how to use a
condom—77.1% males and 62.8% females.
Evidence of risk behavior is, among others, evidenced by the high proportion of sexual partners who neither
bothered to ask the HIV status of their partner at last sex (9.4%) and those whose partners did not know their HIV
status either (36.0%). This is more worrying in a society where rape and forced marriage are common phenomena.
Over a tenth (13.3%) had ever experienced any form of forced sexual intercourse.Young people in the lowest age
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category 10-14 had had their first sex with someone they did not know (14.3%) and 42.9% of them had sex with
their “spouses” (defilers in forced/arranged marriages). This was mainly attached to parents’ desire to get heads of
cattle from their daughters; a manifestation of the problem of sexual and gender based violence (SGBV). Several
other cultural practices which have the potential to fuel HIV risk exist in Karamoja sub-region, notably mentioned
by young people (10-24 years) include wife inheritance (42.2%), tattooing (31.8%), female genital mutilation (23.4%),
and tooth removal (29.7%).
In general, young people have positive attitude towards PLHA, although perceptions depicting stigma and
discrimination have persisted. Whereas there is willingness to care for the PLHA, statements depicting reluctance
to care are evident as well. Most of the young people if tested positive they will not disclose their status to others,
mainly due to the fear of being discriminated just in case they disclose their status. Two-thirds (66.0%0 of young
people in the sample had ever tested for HIV—67.4% males and 65.1 females. Thus, nearly 40% have never tested
for HIV. Most of those tested express unwillingness to disclose their HIV status to anyone with young people in
Abim and Moroto showing the least willingness (37.5% and 50.0% respectively).
Except for radio (68.4%), dissemination of information about HIV/AIDS is low, especially discussion of HIV/AIDS
issues among family (35.5%), kraal/community members (8.6%) and significant others. Accessibility to services is
limited mainly by location since some of the services do not cascade to the lower community/village level. Further,
this Baseline has adduced no evidence of comprehensive, widely spread out programs addressing HIV prevention,
care, and mitigation to support communities to cope with the effects of the epidemic. Support to orphans and
other vulnerable children (OVC) is minimal in the Karamoja sub-region. This directly implies that less has been
done by communities, Government, and partner agencies to address challenges of young people generally, and
particularly OVC including their livelihood and psychosocial needs.At community level, care, and support initiatives
for the benefit of young people living with HIV are weak, neither do communities show strong willingness to own
the problem and to care and support.
Community structures, in form of community initiated support groups/systems that are mainly providing HIV and
SRHR services are the community health workers and NGOs. Although other structures like HIV women’s and
men’s groups exist in some districts, most of these structures are not so functional. Long distances, superstitious
beliefs and inadequate knowledge of the existing HIV and SRHR services are key constraints to the uptake of HIV
related services within the region.

Conclusion

Other than differences in ethnicity, a closer analysis of the seven districts of Karamoja reveals differences in sociocultural practices, perceptions and knowledge of key aspects related to HIV and SRHR, economic opportunities
and access to social services. The socio-demographic dynamics of the sub-region render it more susceptible to
increase in the prevalence of HIV and its devastating effects, for majority of the population is sexually active and
out of school. Young women face a disproportionate risk, including early sexual debut, rape, and forced marriages.
There is limited comparator data from national surveys to strictly gauge the situation of Karamoja as at 2016 in
relation to other regions and country at large (mainly due to time lag since authoritative national data was picked
about five years ago). Nonetheless, in many aspects of knowledge and preventive practices, access to information,
and sexual and SRH practices, Karamoja is doing poorer compared to the rest of the country. A deeper analysis of
knowledge and practices of young people in Karamoja related to SMC, eMTCT, ART, HCT, condom use and HIV
prevention generally reveals that nearly all districts in Karamoja will require interventions of varied intensity to fill
this gap, targeting especially girls and younger adolescents generally.

Recommendations

Communities need to be reached with more information, education, communication/behavioral change
communication (IEC/BCC) strategies to increase awareness and correct knowledge, and to tackle misconceptions
about HIV/AIDS and PLHA. All IEC/BCC materials should be age appropriate and culturally sensitive, and in
local language. Pictorial illustrations in IEC materials need to depict the Karamoja setting and society including
dress code. Community sensitization should be prioritized, and capacity of district actors in health education
and community work strengthened through recruitment and training of locally-based resource persons. Intensify
campaigns to increase knowledge of HIV so that young people in the sub-region region can know how to avoid the
HIV infection and transmission. This can be done by increasing on availability of IEC materials, increased radio talk
shows, community sensitizations, among others
BASELINE SURVEY ON HIV/AIDS AMONG YOUNG PEOPLE IN KARAMOJA SUB-REGION
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Sex education should be promoted in the community generally and in schools and other centres for young people
to open a discussion of HIV/AIDS and SRHR in institutions including the family. This should include skills training
for increasing self-efficacy
A system of condom distribution should be strengthened to make them more accessible to potential users in both
rural and trading centre/town sites. The distributors should also double as peer educators on condom negotiation,
correct use, disposal and storage.To be able to perform their roles, condom distributors should be trained, regularly
supplied with stocks, and facilitated. Similarly, accessibility to counseling for voluntary testing among the general
population should be targeted and psychosocial support to PLHA as part of impact mitigation ensured.
Best practices in traditional cultures related to marriage, sexual relations, and, generally, behaviour should be
identified and promoted, and retrogressive ones preached against, within the context of HIV/AIDS prevention
efforts. Break risky traditional cultural practices, manifested in forced and early marriages, tattooing, forced sexual
intercourse, wife inheritance and female genital mutilation (FGM) that are fueling the spread of HIV and poor
SRHR. This can be done by strengthening the community structures, including the traditional elders system, that
can counsel and report community members that carryout these practices.

Areas for Deeper Investigation

●● A Tracer Study is required to monitor and document the trafficking and migration of children and young
persons, especially girls from Karamoja, assess socio-economic vulnerabilities and risk practices that
increase susceptibility to HIV and poor SRHR.
●● An in-depth study is required to identify and describe best practices in Karamojong traditional cultures
related to marriage, sexual relations, and, generally, behavior; and to interrogate deeply any entry points
within the Kraal, clan and community systems than can be used to stop retrogressive cultural practices in
the context of HIV/AIDS, SRHR and human rights generally.
●● An Institutional Capacity Assessment (ICA) of the local governments to respond to HIV/AIDS and SRHR
challenges in Karamoja sub-region, both at district and sub-county level is required. The ICA should
specifically identify strengths and gaps in policy, planning, service delivery, monitoring and evaluation of
programs and projects for addressing HIV and SRHR.

xii
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1.0 INTRODUCTION

1.1

Introduction

civil strife is resulting into a socio-economic and cultural
In August 2016, with support from Irish Aid, the Alliance transformation characterized by population movements
of Mayors on Health and HIV&AIDS in Africa (AMICAALL in and out of the sub-region and expanding economic
Uganda Chapter) contracted Socio-Economic Data developments (KARUNA-HP, 2016); all which impact
Centre Ltd to undertake a Comprehensive Baseline on HIV incidence and prevalence. The Uganda AIDS
Survey on HIV/AIDS among Young people (10-24 years) Indicator Survey (UAIS 2011) shows that the rate of HIV
in Karamoja Sub-region”. AMICAALL co-ordinated this prevalence among the Karamajong ethnic group was
Baseline on behalf of a consortium of five Civil Society 3.4% (women 3.5%, men-3.2%) and the estimated HIV
Organisations (CSOs). The consortium comprised of prevalence for North Eastern region almost doubled
AMICAAL Uganda, Uganda Network of AIDS Service from 3.5% in 2005/6 to 5.3% in 2011. Although this rate
Organisations (UNASO), National Forum for People is relatively lower than the national estimated average
Living with HIV Networks in Uganda (NAFOPHANU), of 7.3%, there are consistent reports, which suggest
The AIDS Support Organisation (TASO) and Straight that new infections are steadily rising.1 The region is
Talk Foundation (STF), and United Nations agencies also reported to have the highest syphilis prevalence of
converging under the Joint UN Programme of Support 8.6%; a sign of the region’s high vulnerability to sexually
on AIDS (JUPSA). The background to the baseline transmitted infections (STIs) including HIV.2 The sociosurvey, purpose and objectives, which are presented in demographic dynamics of the sub-region render it
this Section were adapted from the terms of reference more susceptible to increase in HIV prevalence and
(ToR). Presented in this Section also is the study devastating effects, for the majority of the population is
conceptual framework, a brief literature review and the sexually active and out of school.
report layout.
The National Population and Housing Census (2014)
indicated that most of the population in Karamoja
1.2 Background to the Baseline Study is below 35 years and majority of the youth are out
The trend of HIV/ AIDS epidemic in Uganda is posing of school. Karamoja Sub-region has the youngest
serious challenge to the national AIDS response with population in Uganda with at least 50% under the
notable increasing incidence and prevalence among age of 18 years, largely illiterate, with very high
adolescent girls, 15-19 years and young people (10- infant mortality rates and poverty-stricken. Thus, the
14 years), with worrying increasing trends in the Karamoja Sub-region has a population that is highly
Karamoja sub-region. In Uganda, HIV prevalence is vulnerable particularly the adolescent and young
nearly double in adolescent girls aged 15-19 years (3%) population, albeit not a big population of adolescents.
compared with boys of the same age [(1.7%) (Pdele et Although the sub-region comprises only a fraction
al., 2014)]. There are several factors attributed to the of the adolescent and young population in Uganda
disparities; for instance, knowledge of HIV prevention (about four 4%), the high levels of poverty compound
methods is slightly higher among boys than girls. The their level of vulnerability. It should be noted that
UNICEF Annual Report (UNICEF 2014), indicates communities in which young people (10-24 years) live
that adolescent girls face a disproportionate risk and can have a lasting impact on their development and
distinctive consequence of vulnerability and are more well-being. Differences in the physical, social, political,
likely than their peers to drop out of school, marry and economic structures of a region can place young
early, get pregnant as teens and/or to endure the people (10-24 years) at varying risks for vulnerability
most of poor sexual relationships, HIV infection, and and HIV infections.
painful reproductive health outcomes. These types of
vulnerabilities, although general in the country, tend The key drivers of the epidemic and other STIs in the
to be predominant in the Karamoja Sub-region with Karamoja Sub-region as well as the service gaps have
highly entrenched socio-cultural norms and values been documented in the Situational Analysis of HIV/
that disfavor girls. In all, it is noted that at least 3% AIDS in Karamoja (AMICAALL Uganda, 2011) and the
of adolescent girls 15-19 years live with HIV and report on the implementation of the National HIV/
prevalence doubles by the time they attain 24 years AIDS Strategic Plan FY 2007/2008 (UAC, 2008). The
of age.
inadequate coordination of HIV interventions in the
region due to dismal performance of the decentralized
The Karamoja sub-region, which for long has been HIV/AIDS structures has led to most stakeholders and
perceived to be least affected by HIV/AIDS and thus, partners operating outside the agreed coordination
not adequately targeted by government, development
1
This is from anecdotal reports given by HIV/AIDS
partners and civil society for interventions, is
partners
in Karamoja such as IRC, St. Kizito Hospital, Matany
experiencing rising trends in HIV incidence and
etc.
prevalence (KARUNA-HP, 2016). The prevailing stability
2
Uganda Demographic Health Survey (UDHS
and peace in the sub-region after several years of armed
2004/5)
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framework and guidelines. This has culminated into poor and fragmented delivery of HIV/AIDS services to the
local people. In addition, local governments in the region lack the necessary resources to support HIV/AIDS
interventions due to very limited local revenue base.
Considering the above, The Irish Embassy, through its Country Strategy Paper (CSP) 2016-2020 is supporting
the Government of Uganda to realize the aspirations of the Second National Development Plan (NDP) 20152020. The Programme aims to ensure that the poor, vulnerable and marginalized individuals are better able
to attain a decent living in line with the second NDP. Thus, for five years, the Irish Aid Karamoja HIV/AIDS
supported Programme will focus on addressing challenges in all the sub-region’s seven districts; Abim, Amudat,
Kaabong, Kotido, Moroto, Nakapiripirit and Napak. To this end, the Irish Embassy is supporting a consortium of
five CSOs to develop and implement a project, “Prevention of HIV/AIDS in Communities in Karamoja” (PACK).
The CSO consortium is therefore developing a five-year programme focusing on universal coverage of of HIV
prevention services and sexual reproductive health and rights (SRHR). The project takes into consideration
the social, cultural and economic conditions prevailing in the region and existing partners’ interventions to
promote resource efficiency and effectiveness.Together with PACK,The Irish Embassy is also funding the JUPSA
Programme referred to as “Karamoja United Nations HIV Programme (KARUNA-HP). This Programme is
designed under the overall goal: ‘to contribute to reduction of new HIV infections amongst young people and
adolescents (10-24 years) in the Karamoja region over the period 2016-2020.

1.3

Study Purpose and Objectives

1.4

Conceptual framework

The overall the purpose of this Baseline Survey was to assess the HIV/AIDS situation in Karamoja Sub-region
and establish benchmark indicators based on the ProgrammeLogic to inform the monitoring and evaluation of
the Programme and establish benchmark indicators based on the ProgrammeLogic to inform the monitoring
and evaluation of the Programme
The specific objectives were:
1. To assess the situation of HIV/AIDS as well as vulnerabilities of Karamoja communities in general and
adolescent girls, young women and boys that expose them to the risk of HIV infection.
2. To establish baseline data/information on key output, outcome and impact indicators as per programme
logic with focus to young people (10-24 years) to inform target setting and future impact assessments.
3. To conduct a mapping of “hotspots” of high-risk sexual activities, SRH/HIV programmes and services
targeting young people (10-24 years) in the region to ensure availability of programme coverage
information.

This study was conceptualized along three interrelated strands, namely (i) Baseline Survey, (ii) Situation Analysis,
and (iii) Hotspot Mapping. See Figure 1.
Figure 1: Conceptual framework

BASELINE SURVEY ON HIV/AIDS AMONG YOUNG PEOPLE IN KARAMOJA SUB-REGION

3

The intermediate/outcome indicators proposed by
PACK and KARUNA-HP, provided a basis for directing a
situation analysis on those specific issues and collecting
baseline data on those indicators to be used to refine
the set targets in the two Programme Documents.

1.5

Literature Review

1.5.1 Recent Trends of HIV/AIDS in Uganda

Government and Social Scientific Systems (SSS) Inc.,
2015) in most parts of Uganda (excluding the Karamoja
sub region) show a reduction in the percentage of youth
15-24 years who had had sexual intercourse before the
age of 15 years, such findings do not erase the fact that
early initiation of sex is associated with high fertility, high
rates of teen pregnancy and maternal deaths, and the
HIV transmission.

Recent data on HIV prevalence in Uganda shows a rising
trend from 6.4% in 2005 to 7.3% in 2011; the year when
the last comprehensive HIV/AIDS survey in the country
was carried out (UAIS, 2011; UAC, 2014).3 Between
2007 and 2013, the estimated number of persons living
with HIV (PLWHIV) increased from 1.2 million to 1.4
million in 2011 and 1.6 million in 2013. Up to 10.9%
of the PLWHIV are below 15 years of age. In terms of
gender, women bear the heaviest burden of the HIV/
AIDS problem with HIV prevalence for young women in
Uganda in 2011 reported at 2.8% for the 15-19 year old
and 6.3% for the 20-24 years old compared to only 1.1%
in men 15-19 years old and 3.2% in men 20-24 years old
(UAC, 2014). Clearly, gender disparity is greatest among
15-19 year old, with the incidence in women more than
four times greater than in men (UAC, 2014).

Available research evidence is unequivocal that female
adolescents and young women face a disproportionate
risk (significantly more likely to be infected with
HIV in comparison with) of catching HIV than their
male counterparts (Pettifor, et. al. 2005). Among the
contributing factors is the higher likelihood of young
women having sexual relationship with older partners,
which too is well documented as a leading cause of
HIV among young women and adolescent girls. HIV
infection among young women increases rapidly after
the onset of sexual activity and reaches extremely high
levels by 24 years of age (Auvert et., al, 2001). As with
adult men and women, increasing partner numbers and
inconsistent condom use are significantly associated
with HIV infection.

Nearly half of Uganda’s population is younger than 15
years, and nearly one-quarter (23%) of young females
have their first intercourse by age 15 years (Uganda
Ministry of Health, 2004). Although statistics are not
available for ages 10 to14, HIV/AIDS among women
aged 15 to 29 years is the leading cause of death in subSaharan Africa, accounting for 58% of all deaths in that
age group (Lloyd, 2006). In Uganda, only 19% of females
aged 15 to19 years, and 42% of males in that age group
report using any form of modern contraception, including
condoms, regardless of whether the intercourse takes
places inside or outside or marriage. One result of this
pattern is that young women are four times more likely
than young men to be infected with HIV (Croce-Galis,
2005).

1.5.2 The Problem of HIV, and SRH among
Adolescents and young people

A recent study (Scales et. al, 2016) has proposed a model
that helps us to usefully think about adolescents (15-24
years) and young people (10-14 years)’s SRH choices
and practices. This study investigated the link between
what it termed as “developmental assets” and sexual
and reproductive health outcomes among very young
adolescents in Uganda (see Scales et. al, 2016). The
researchers in this study defined developmental assets
as developmental relationships, opportunities, values,
skills, and self-perceptions of young people (10-24 years)
which frame their SRH choices and practices. Scales et
al., (2016) assumed a strong relationship between higher
levels of developmental assets and better concurrent
SRH outcomes. Their study found that young people
Sexual transmission is the predominant mode, with (10-24 years) with higher levels of developmental
new infections likely to occur among cohabiting couples relationships, opportunities, and internal strengths
(42%) and sex workers (22%), and among partners had more accurate knowledge about condoms, more
engaging in casual sex (14%), (UAC, 2014). Drivers of accurate knowledge about HIV risk, more perceived
the HIV epidemic range from behavioral and socio- ability to access SRH services, more supportive
economic factors to structural inadequacies in the relationships in which they could talk about feelings and
health service delivery system. Among the factors what happens during puberty, and lower intentions to
that contribute critically for the higher prevalence of engage in risky sexual behavior (Scales et al., 2016). In
HIV/AIDS among women is teenage pregnancies, high addition, higher assets levels were significantly correlated
unmet need for contraceptives, and domestic violence. with greater knowledge of puberty, pregnancy risk,
By inference such teenage pregnancies highlight a HIV risk, and confidence accessing SRH services. The
prevalence of unprotected sex, underlines the exposure study concluded that all of these are mechanisms that
to HIV and unsafe sexual and reproductive health promote adolescent sexual and reproductive health.
practices. Although a recent survey (Ministry of Local Therefore, using the developmental assets model as our
hermeneutical device, we can talk about opportunities
3
The latest Uganda AIDS Indicator Survey is underway
that come with education and economic status, values
and we don’t expect the results until sometime in 2017
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that come with culture and traditions, and skills that
accompany exposure to knowledge, all of which
influence the way young people (10-24 years) shape
their perceptions.
The schooling status of adolescent girls and young
women is known as a factor in the incidence of HIV, given
that being a student contributes to a decreased risk of
catching HIV (Uganda AIDS Commission, 2014). A study
of HIV prevalence among young women in western
Uganda, aged 15–19 years found that prevalence of HIV
was likely to be higher in young women with low or no
education and less among those with some or higher
education (Kilian et., al, 1999). Therefore, research
recognizes the importance of sustained sex education
that promotes, among others consistent condom
use and prompt treatment for sexually transmitted
infections (Pettifor, et. al. 2005).
The relevancy of education is partly appreciated
within a framework of ability to access relevant health
promotion information. It has been documented that
lack of access to reproductive health information and
services leaves adolescent girls vulnerable to early
or unwanted pregnancies, HIV and other sexually
transmitted illnesses, while sexual and gender-based
violence remains widespread (Bantebya et., al, 2013).
The study by Scales et. al., (2016) would categorize
education and exposure as among the assets that young
people rely on to make better SRH choices. According
to Scales et. al., (2016), young people with higher levels
of the assets were more likely to have accurate HIV
knowledge, accurate condom knowledge, the ability to
access SRH services, supportive relationships in which
SRH issues can be discussed, and were more likely to
have the intention of delaying sexual intercourse or using
condoms. The asset–SRH health linkage was stronger
for girls than for boys.These findings suggest a potential
utility for promoting individual and social assets, such as
positive relationships and opportunities, commitments
to learning, and social competencies, as a strategy for
promoting SRH among very young adolescents (Scales
et., al, 2016). Scales et al., (2016) noted that girls in subSaharan Africa, and younger girls especially, have fewer
social assets than boys (reliable peer networks, safe
spaces in the community to gather and meet friends,
and access to media and messaging). These lower levels
of social capital appear to be linked to risky sex, forced
sex, and lower levels of HIV prevention.
Despite Uganda’s progress in enhancing girls’ educational
attainment over the past decade, especially through
policies of free education at primary and secondary levels
and particular programmes to enhance opportunities
for girls, significant challenges remain. Factors such as
biased gender ideologies; the role and status of women
and girls in the family, clan and community; negative
attitudes towards girls’ educational abilities; teenage

pregnancy and early marriage; gender-insensitive school
environments; and the impact of HIV and AIDS on
households continue to undermine opportunities for
girls to develop their capabilities through education
(Bantebya et., al 2013).
Adolescent girls’ ignorance of critical reproductive
health issues and extremely limited access to adolescentfriendly health services and quality maternal health
care, contribute to overall poor reproductive health
outcomes and heightened vulnerability to HIV and
AIDS and other sexually transmitted diseases (STDs),
(Bantebya et., al 2013). Small wonder then that teenage
pregnancy continues to be prevalent in Uganda where
teenagers make up 25% of the country’s population of
which 25 % are pregnant or have had a child before 19
years (UDHS, 2011). In addition, girls were more likely
than boys to have most of the SRH outcomes, except
for accurate knowledge of and exposure to condoms,
where boys were slightly ahead (Scales et., al, 2016).
Despite progress in poverty reduction, significant
numbers of adolescent girls in Uganda are still poor, and
it this poverty that propels them into child marriage
or early pregnancy and deprived of full educational
attainment (Bantebya et., al 2013). Exclusion of girls
and women from ownership of and control over critical
productive assets such as land and livestock renders
girls and women vulnerable and economically insecure,
a situation that translates into diminished agency and
increased dependence on and subordination to men
for economic survival. Further vulnerabilities arise from
restrictions on mobility that exclude older girls from
certain economic occupations and hazardous working
conditions that leave them open to sexual exploitation
(Bantebya et., al 2013). To an extent then, the problem
of HIV and ill sexual and reproductive health among
young people (10-24 years) boils down to their sexual
practices as structured by sociocultural and economic
factors.
The study by Scales et. al., (2016) suggests that
investigating how individual and social assets may
promote better SRH outcomes is potentially significant
for promoting positive youth development and gender
equality. In a study of young people in Mbale district,
aged 17-18 it was discovered that knowledge of safe-sex
behavior and reported behavior have little in common
and that the fundamental barriers to behavioral change
lie within the economic and sociocultural context that
molds the sexual politics of youth (Hulton et., al, 2000).
Young males’ lack of responsibility for the outcomes
of their behavior is identified as an important barrier
to improved sexual health (Hulton et., al, 2000). The
study suggested the need to explore ways by which
young women might achieve status and identity and
acquire material resources by means not related to
their sexuality (Hulton et., al, 2000). Access to justice is
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severely constrained and protection limited.
Social norms in Uganda continue to perpetuate genderbased violence against women, which exacerbates and
contributes to the other risks to young women’s SRH
in Uganda (Mulumba, 2011; Naker, 2005). The sexual and
reproductive health rights of adolescent girls are severely
compromised by a combination of challenges rooted in
patriarchal norms of male control over female bodies,
and the primacy placed on women’s reproductive roles
(Bantebya et., al, 2013).These contribute to perpetuating
such practices as early and/or forced marriage, early
and frequent pregnancy and various forms of sexual
and gender-based violence (SGBV). Therefore, girls face
disproportionate SRH risks relative to boys, including
gender disparities in HIV/AIDS prevalence, girls being
more likely to engage in high-risk sex (having had sex
before age 15, or multiple partners, or last partner was
casual), and the interconnected issues of child marriage
and childbearing.

1.5.3 HIV/AIDS and SRH among Adolescents
and young people in Karamoja
Karamoja region situated in the North East of Uganda
faces unique political and socio-cultural challenges,
which have contributed to underdevelopment in the
region, in comparison to other regions. For over three
decades up to the early 2000s, Karamoja had been
engaged in armed civil strife, which in concert with
frequent droughts and other natural disasters fueled
poverty; chronic poverty was partly manifested in
malnutrition and food shortages (DFID, 2011). Of recent,
there is a growing trend of small-scale mining of gold
that is drawing in both local and few non-local persons,
mostly concentrating around the mining areas across
the sub region. An IOM study (2015) of nine districts
in the country with high mining activities including two
districts from Karamoja estimated up to 40% of their
population surviving on small scale mining using crude
methods. The 2011 UDHS reflected an 11% literacy
level against the national average of 67% largely due to
the cultural norms and practices in the region that have
previously not been supportive of formal education and
with limited options for alternative education for young
people outside the formal education system.
Youth and children constitute over 70% of the population
in the region and these have either been directly or
indirectly engaged in the conflicts in the region curtailing
their access to education, SRH/HIV information and
services. The male youth raise cattle as the main source
of livelihoods far away from social amenities constraining
their access to education and health services. In
recent years the number of young males moving to
urban centres to engage in informal businesses is also
increasing.Various national level documents indicate that
the female youth in Karamoja face challenges including
violence at community level, female genital mutilation
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and in recent years, they are compelled to earn a living
to support their families which has exposed them to
more difficult circumstance including being forced to
migrate to urban centres within and outside the region
to beg, serve as housemaids and worse still engage in
transactional sex.
Many young girls marry before the age of 18 and are
compelled to initiate motherhood when they are still
in their childhood years and courtship rape is still
practiced in some communities. Such factors around
the young girls reinforce unequal socio-economic
power relations, which are among major predisposing
causes to HIV infection. For example, the Adolescent
Girls Vulnerability Index guiding Strategic Investment in
Uganda (AGI) study (Population Council, 2013) reveals
Karamoja as the most challenging region in which to
be an adolescent girl with over half of the adolescent
girls between 10 and 19 (53.6 percent) vulnerable at
the individual, household and community levels. Young
women and girls living with HIV also face a double
burden of stigma and discrimination.
Livelihood is generally a priority agenda in the Karamoja
region and uniquely affects young people who are
growing in a rapidly changing global village that requires
consistent income to keep abreast with trends. Yet the
low levels of education constrain employment prospects
and these young people do not own assets that can be
exploited to compete in other economically productive
areas. On the other hand, economic developments in
the region present a promise of an appealing lifestyle
that is exposing young people to foreign cultures and
practices such as overnight entertainment opportunities
with limited adult guidance exposing them to casual
sexual relationships. The economic vulnerability and
dependence of young people and women in the region
and the adoption of new lifestyles that compel a growing
number to earn a living through none conventional ways
including engagement in transactional sex expose many
to HIV and STI infections.
Availability and strength of the established systems
for delivery of HIV/AIDS services has long been
acknowledged as one of the attributes of a strong
HIV/AIDS focused intervention (UAC, 2014). In the
Karamoja sub region, the inadequate coordination of HIV
interventions in the region due to dismal performance
of the decentralized HIV/AIDS structures has led to the
majority of stakeholders and partners operating outside
the agreed coordination framework and guidelines. This
has culminated into poor and fragmented delivery of
HIV/AIDS services to the local people. In addition, local
governments in the region lack the necessary resources
to support HIV/AIDS interventions due to very limited
local revenue base.
Despite

achievements

in

ensuring

coordinated
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approaches at national, regional and district levels e.g. through establishment of zonal coordination offices, gaps still
remain for effective functionality of structures especially relating to: Uganda AIDS Commission (UAC) capacity for
multi-sectoral coordination; Ministry of Health for improved coordination of sector HIV responses also as part of
comprehensive health services especially integrated with maternal and neonatal health and adolescent sexual and
reproductive services; and for Ministry of Finance for sustainable financing options for HIV and resource tracking.
Similarly, challenges persist in programme tracking to enhance timely data, collection, management and utilization
at the various activity centres to improve the response. Such national level programme constraints also apply in
Karamoja region that has not been prioritized by many partners due to a relatively lower HIV prevalence rate
and yet with limited integration of HIV into the many development programmes in the region by government and
other development partners. For example, PEPFAR and Global Fund provide the bulk of funding for the national
response but with priority focus on the high investment treatment programmes with priority focusing on high
HIV prevalence regions, yet Karamoja requires more investment into prevention programming to avert a strain
on the weak social systems with treatment and care demands that might result from exponential increase in new
HIV infections. Similarly, while the region has attracted fair attention for development programming, most of the
centrally initiated programmes have not fully exploited opportunities for integrating HIV prevention in the region.
HIV combination prevention approach that was adopted countrywide in 2011 to reverse the raising HIV prevalence
countrywide was disproportionately applied with Karamoja missing out on key elements for both prevention, but
also the care and treatment programs. Karamoja has not been a beneficiary of these comprehensive programmes
but only received aspects of it.

1.6

Organisation of the Report

The rest of this Report is organized into nine (9) Sections with Sections 2.0 and 3.0 presenting the Approach and
Methodology employed in undertaking this Study, Profiles of Study Districts and Respondents (i.e., Adolescents
(15-24 years) and young people (10-14 years)) respectively. Section 4.0 as per the study objectives presents
the HIV/AIDS and SRHR Situation Analysis for Karamoja Sub-region. Section 5.0 presents the narrative on the
Mapping of Hotspots and HIV/AIDS/SRHR Service sites. Section 6.0 presents the Baseline Results on HIV/AIDS
and SRHR of the Sub-region; Awareness and Knowledge, Practices and Behaviors that Relate to HIV/AIDS and
SRHR. Section 7.0 examines the Socio-economic and Cultural Factors that Affect Access and Utilisation of HIV/
AIDS and SRHR Services. Section 8.0 presents the Baseline results on Gender-Based Sexual Violence. Section 9.0
draws the Conclusions and Recommendations of this Baseline Survey.
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2.0 APPROACH AND METHODOLOGY
2.1

Introduction

who responded to the structured questionnaire. A
This Study covered the all the seven districts of the representative sample size (n) of young people (10Karamoja sub-region using a myriad of approaches and 24 years) was scientifically derived. Cochran (1963)
methods to address the objectives stated in Section sampling formula was used to determine the sample
One. This Section presents in detail the approach and size that was required to estimate the proportion (p)
methods that were employed in undertaking the study of the desired outcome. The desired level of precision
including the overall design, study areas and population, of the estimate was d, and then the sample size (n)
sample selection, methods of data collection, ethical was determined as follows:
considerations, and quality assurance measures.

2.2

2.3

Study Area

All the seven districts of Karamoja sub-region that
will benefit from the Swedish supported programme
were covered in this Baseline. These include Amudat,
Kaabong, Kotido, Nakapiripirit, Napak, Moroto and
Abim. The study covered both rural and urban areas.
The districts and sampled rural and urban areas are
shown in Table 1.
Table 1: Study districts and sampled areas
District
Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit

2.4

n=

Overall Study Design

A cross-sectional design utilizing both quantitative
and qualitative methods was adopted. Quantitative
methods were principally used to generate data on
quantifiable indicators for both the Situation Analysis
and Baseline components. Qualitative data principally
collected from secondary beneficiaries or key
informants helped in explaining the context in greater.

Where n is the sample size,
Z is the standard normal deviate,corresponding
a
to (1- ) % confidence level
d is the precision of the estimate
p is HIV prevalence among young people (1024 years) in Karamoja sub-region of Uganda.
The 2011 Uganda AIDS Indicator Survey (UAIS)
showed estimated HIV prevalence for young people
(10-24 years) in Karamoja sub-region to be 3.2%.
Using confidence level of 95%, a variance of 1.5
percent and statistical power of 80% with a desired
level of precision of 0.012, leads to a sample of 827
adolescents (15-24 years) and young people (10-14

Rural Sub-county
Molurem
Loroo
Kapedo
Kotido
Tapac
Lokopo
Moruita

Study Population

The study population comprised of both intended
primary stakeholders in this programme, namely, young
people (10-24 years) both females and males resident
in both rural and urban areas. Secondary stakeholders
were purposively targeted in seven districts, and these
comprised of parents, elders, opinion, clan, cultural
and religious leaders; Local Government leadership
both political and civil. These included District Health
Officers, District Education Officers, Community
Development Officers, health and HIV service
providers and staff of selected community-based
organisations (CBOs) and civil society organization
(CSOs).

2.5 Sample Size and Selection for
Quantitative Component

Random sampling techniques were used to select
the study sample of young people (10-24 years)

z 2a / 2 p (1� p )
d2

Urban
Abim Town Council
Amudat Town Council
Kaabong Town Council
Kotido Town Council
South Division, Moroto Municipality
Matany Town Council
Namalu Town Council

years). We adjusted for 10% non-response rate to
generate a final sample size of 919 young people (1024 years) to participate in the study.
The seven districts with population size of N1, N2…
N7 provided samples of sizes n1, n2, …., n7 respectively.
Thus, the allocation of the sample across the 7 districts
was proportional to the district population with:
ni= nNi/N
Where i=1,2,…, 7
ni is the sample size of the ithdistrict
n is the total sample size
Ni is the population of the ithdistrict
N is the total population for the 3
districts
Using the above formula, the study included a sample
of young people (10-24 years) both males and females.
from each district, which was distributed as shown in
Table 2.
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Table 2: Sample distribution by districts
District

Sample of young people
Total

Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit

Total

Female
%
56.4
56.9
63.2
57.5
57.6
52.1
58.1

Male
%
43.6
43.1
36.8
42.5
42.4
47.9
41.9

%
11.0
11.0
16.6
19.0
10.8
15.3
16.2

N
101
102
152
174
99
140
148

57.5

42.5

100.0

916

Most of the sample (57.5%) were young females
compared to males (42.5%). The sample was again
categorized into schooling status (in and out of school)
and age. Details are presented in Section 3.0 under
district and respondent profiles.

administrative boundaries up to sub-county level. Maps
were then designed for hotspots, MARPs and risky
practices using ArcGIS for every sampled rural and
urban locality.

2.8

Data Collection Methods

2.6 Study Participants for Qualitative Both quantitative and qualitative methods of data
collection were used to collect data for this
Component

Secondary stakeholders were purposively selected
at district, sub-county and community levels. These
included service providers, non-governmental and
other civil society organizations engaged in the
HIV/AIDS response in the sub-region, associations
of people living with HIV/AIDS (PLHA), local leaders
including kraal and clan leaders. Informants from the
local governments (LGs) included technical staff as
well as political leaders of districts, urban councils,
and sub-counties. The list of key informants and FGD
participants that were covered in this Baseline is
shown in Annex 7. Participants in FGDs were also
purposively selected, mobilized with the help of local
leaders and community workers. A total of 14 FGDs
were conducted, 2 in each district. One of F G D s in
each district was conducted with youth living with HIV
while the second one in each district was conducted
with parents of the youth.

2.7

Mapping of Hotspots

This Baseline involved a Geographical Mapping of
hotspots in the study areas. The team in consultation
with key informants at the district and sub-county
level identified hotspots. After listing, the Mapping
Assistants made visits to verify them and take the
Global Positioning System (GPS) co-ordinates. Teams
were trained on how to use GPSs to capture locational
data about hotspots and MARPs to the field. The field
teams were dispatched to seven districts of Karamoja
sub-region with each team being attached to one district.
The teams filled details in the field forms/mapping tool
capturing latitude [Northings/Y – coordinates] and
longitude [Easting/X – coordinate] information. From
the field, GPSs were downloaded to obtain data on
locations visited while data from the forms/tool was
entered into a spread sheet. GPS data and excel data
were cleaned and transformed for GIS use. In the GIS,
the information was overlaid with roads, towns and
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study. Using a structured questionnaire (see Annex
1), quantitative data was collected from a sample
of 916 young people (10-24 years). The structured
questionnaire, which was administered by interviewers
selected from respective districts captured data on
socio-demographic characteristics of the young people
and on such indicators as awareness and knowledge
of HIV/AIDS, individual sexual practices and behaviors
as well as self-perceived vulnerability to HIV infection.
Further, the structured questionnaire elicited data
on socio-economic and cultural factors that hinder
access and utilization of HIV/AIDS/SRHR services, and
issues of gender-based sexual violence (GBSV).
Using FGD guides and interview schedules (see
Annexes 2-6), qualitative was collected from parents/
guardians of young people, clan and elders, health
providers, sub-county, and district staff. An extensive
desk review of relevant documents was undertaken
to pick data on district profiles and comparative data
where possible with the rest of the country.

2.9

Data Processing and Analysis

Completed/filed questionnaires were checked
for completeness and consistency in the field to
correct any errors. The data was further edited and
cleaned to ensure quality. Data was entered using
EPI-INFO and exported to Statistical Package for
the Social Scientists (SPSS Version 12 for Widows)
for further analysis. Analysis was done to generate
frequencies, percentages, and cross-tabulations. The
analysis at a bi-variate level considered gender, age
and locality of young people as variables of greater
interest.
For the qualitative data, all recordings were transcribed
to form texts and typed into an MS Word program.
Processing of data entailed review of transcripts
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to delineate aspects directly relevant to the study
objectives, prepare an Analysis Grid showing the
major key issues of investigation against the group
classification, review of data for each specific
issue of investigation to extract key quotations,
insights, explanations, and interpretations, and using
the extracted responses to draw inferences,
make arguments and draw conclusions. Thematic
and discourse analysis were used to identify key
themes and patterns of the response.

2.10 Quality Assurance

This study benefited from quality assurance measures
that ensured high quality deliverables. Other than the
mundane actions of the consultant and the client that
ensure high quality work, which mainly proof reading
and review of each piece of work produced, specific
actions (on the client’s and consultant’s side) intended
to ensure high quality work deserve mention.

2.10.1 The Technical Working Group
A Technical Working Group (TWG) chaired by Uganda
AIDS Commission (UAC) was constituted to serve as
a core group by providing technical back-up support
to the core Research Team on a regular basis. The
TWG was drawn from UNAIDS/JUPSA, UNFPA/
JUPSA, NAPHOFANO/Civil Society Consortium,
and AMICAALL at Country Advisory level. The TWG
received updates from the consultants, reviewed the
updates and provided technical input before they
were formally presented to the wider stakeholders
for discussion. The primary purpose was to ensure the
accuracy, authenticity and comprehensiveness of the
data presented as well as building consensus on the
reported results.
The TWG met three times for the inception phase
to receive, discuss and approve the Inception Report
and the study tools. The TWG further met to receive
and discuss the Draft Report and later joined other
stakeholders in the Validation Workshop in Moroto.
Therefore, in several important ways the TWG
contributed to high quality of the deliverables of this
consultancy assignment.

Three consultants, one of who was fluent in the local
language, ran the training. The training oriented the RAs
to the survey, with an official from AMICAALL Moroto
Office giving an overview and background to the survey.
Other areas of focus included objectives of the survey,
population that the survey focused on, choice of study
areas, techniques of interviewing, understanding of the
survey tools and question-by-question review of the
questionnaire. The last task involved translations into
the various dialects in Karamoja, as well as role-plays
to help the RAs have a better grasp of the task of
interviewing. At least one person per team was trained
on mapping hotspots and using the GPS.

2.10.3 Pre-test of questionnaire
The last activity of RA training was the pre-test of
tools in Moroto. This exercise was meant to detect and
remove any errors in the survey tools. In addition, the
pre-test also gave the RAs an opportunity to have a
real fieldwork experience in preparation for the actual
exercise. A post pretest meeting was held to receive
feedback from the RAs and to clarify on questions they
raised. Subsequently, necessary adjustments were made
in the tools, before the study teams for each district
were dispatched.

2.10.4 Validation meeting
A Draft Report containing the findings of the Baseline
and Recommendations was presented by the Consultant
to stakeholders in a validation meeting that was held
in Moroto. The stakeholders included district and
sub-county staff—both civil and political, Members of
Parliament, District Health Officers, members of CSOs,
Irish Aid staff etc. Although the Draft Report was very
much appreciated, several observations, comments and
additions were made. All these were incorporated in
this final Report.

2.11 Ethical Considerations

A Research Protocol was prepared by the Consultant
and submitted to Mildmay Uganda Research Ethics
Committee (MUREC) for approval. All the Chief
Administrative Officers (CAOs) of the seven districts
cleared the study. Apart from this, all ethical standards
(informed consent, confidentiality, objectivity in
2.10.2 Training of Research Assistants
reporting etc.) were adhered to before, during and
On the side of the consultant, other than fielding a after the execution of the study. Particularly, the
strong team of experts, due attention was placed on identifying characteristics of respondents, such as
training of research assistants (RAs) who were recruited name, were not sought and hence not included in
locally from all the seven districts in Karamoja. Given the datasets. This was done to protect the identities
the different dialects spoken across the sub-region, of young people (10-24 years) who were sampled
members of each district team were people that to participate in this study. Thus, assent and consent
hailed from that respective district. Each team had a were obtained and where these were not obtained, no
supervisor whose role was quality control, in addition interview would take place. For adolescents below 18
to conducting key informant interviews in that district. years, consent was further obtained from the parents
In total, 24 RAs were recruited and trained.
or guardians.
The training took place in Moroto and ran for two days.
BASELINE SURVEY ON HIV/AIDS AMONG YOUNG PEOPLE IN KARAMOJA SUB-REGION
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3.0 DISTRICT AND RESPONDENTS PROFILES
3.1

Introduction

3.2

Districts Profiles

District and profiles of young people (10-24 years) are presented in this Section to provide a context for
appreciating the results of this Baseline. The district profiles, which have been picked from secondary sources
are a snapshot of the demographics for each of the seven districts of the sub-region and the infrastructure; all
of which can have a bearing on HIV/AIDS and SRHR interventions. Similarly, the profiles of young people (10-24
years) presented in this section have potential implications on accessibility and uptake of HIV/AIDS and SRHS
services.

3.2.1 Abim
Abim District comprising of five rural sub-counties and one town council has a population of 91, 378 covers. It is
located approximately 140 km by road through Napak or 192 km via Kotido, Northwest of Moroto Municipality,
the largest town in the sub-region. See Table 3.
Table 3: Abim population distribution by sub-county
Sub-county
Population
Abim
Abim Town Council
Alerek
Lotuke
Morulem
Nyakwae
Total

14,712
7,440
14,148
26,728
16,762
11,588
91,378

Source: UBOS 2014 Population and Housing Census
According the Civil Society Budget Advocacy Group (CSBAG), the major economic activity is agriculture (42.4%)
followed by trade (0.2%). In terms of health and education infrastructure, the district has one hospital, 10 health
centres (HC) IIs and IIIs, which are functional, and 41 primary schools with 40 being government aided. Teenage
pregnancy rate (TPR) in Abim like elsewhere in Karamoja is high—estimated at 29.7%. Majority (56.3%) births in
the district, according to the UN Joint Program on Population {(UNJPP) (2012)} are not attended by midwives or
other skilled attendants. Quoting the District Health Officer (DHO)/District Health Team (DHT) and Community
Development Officer (CDO), Abim like other districts in the sub-region had no Young People Groups (YPGs)
advocating for SRHR (UNJPP, 2012).

3.2.2 Amudat
Amudat District is bordered by Moroto District to the north, the Republic of Kenya to the east, Bukwo District
and Kween District to the south and Nakapiripirit District to the west. Amudat, where the district headquarters
are located, lies approximately 38 kilometres (24 miles), by road, Northeast of Nakapiripirit, the nearest large town.
This location is approximately 400 kilometres (250 miles), by road, Northeast of Kampala, Uganda’s capital City.
The district with a total population of 111,758 is comprised of one Town Council and three rural sub-counties.
See Table 4.
Table 4: Amudat population distribution by sub-county
Sub-county
Amudat TC
Amudat
Karita
Loroo
Total

Females
14,169
5,867
16,021
17,207
53,260

Males
16,867
5,750
19,877
16,004
58,490

Total
31,036
11,617
35,898
33,207
111,758

Source: UBOS – 2014 Population and Housing Census
Amudat is inhabited by the Pokot with Kalenjin origin related to Maasai of Kenya and Tanzania. The Pokot because
of cultural similarities they easily move between the borders without question between Kenya and Uganda. They
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also receive their goods and services relief and medical services from both Uganda and Kenya.The dominant media
of mass communication in Amudat District are Kenyan radio FM stations rather than Ugandan like Kali FM in
Kapenguria in Kenya.
Amudat District has one NGO established hospitals, three (3) HCs—one (1) HC IV and two (2) HC IIs, but
functioning as HC IIIs. Infant mortality rate (IMR) in Amudat is estimated at 178 per 1000 live births, child mortality
rate (CMR) estimated at 248 per 1000 live births and maternal mortality rate (MMR) estimated at 527 per 100,000
live births and a total fertility rate (TFR) of 7.2%. According to the Annual Health Performance Report for financial
year 2014/2015, Amudat District scored the lowest performance with 46.6% in all the health indicators. Female
genital mutilation (FGM) is highly cherished in Amudat, and people perceive it as pride. Early marriages are common
in Amudat with boys and girls marrying as early as 9 years old. Amudat has low school attendance with the lowest
literacy rate in Uganda (12% men; 6% women).
The district is one of the least developed areas in the country with high levels of illiteracy, high IMR, and high levels
of malnutrition among the under five and a higher prevalence of abject poverty. Hence the Human development
index ranks one of the lowest in the country (0.24). Majority of the people access their livelihood from livestock
and agricultural produce (sorghum and maize). However, because of the dry spells and lack of adequate water for
livestock, the people lead a semi nomadic life style often moving to neighboring districts in search of mainly water
and pasture. The district also has about 157 square kilometers of game reserve and about 3,600 square kilometers
of controlled hunting area, leaving less than 1,000 square kilometers for people.
Amudat is the only district in Uganda where the local language was not immediately adopted in the thematic
curriculum due to difficulties associated with the dialect/language. It is the only district in Karamoja were besides
English language, Swahili is used as a medium of instruction in schools, churches.

3.2.3 Kaabong
Kaabong District headquarters are approximately 155 kms (96 mls), by road, Northwest of Moroto and approximately
495 kms, by road, Northeast of Kampala City. Kaabong is one of the largest districts in the Karamoja sub-region
primarily inhabited by the Dodoth ethnic group. It has an estimated population of 369,700 and comprising of one
town council and 13 rural sub-counties. See Table 5.
Table 5: Kaabong population distribution by sub-county
Sub county
Karenga
Lodiko
Kaabong TC
Kalapata
Kapedo
Kathile
Loyolo
Sidok
Lolelia
Kaabong East
Kaabong West
Kamion
Lobalagit
Kawalakol
Total

Males
13,200
8,600
12,800
24,300
12,200
20,900
5,300
16,300
13,600
19,500
14,700
6,600
8,900
10,700
187,600

Females
10,400
9,800
11,100
26,700
11,400
20,800
5,600
15,100
14,000
20,800
15,500
3,600
7,200
10,100
182,100

Total
23,600
18400
23,900
51,000
23,600
41,700
10,900
31,400
27,600
40,300
30,200
10,200
16,100
20,800
369,700

Source: UBOS – 2014 Population and Housing Census

3.2.4 Kotido
Kotido District is basically what used to be Jie County with an estimated area of 3,618Sq km and a total population
of 233,300 people. It comprises 5 rural sub-counties and one town council. See Table 6.
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Table 6: Kotido population distribution by sub-county
Sub-county
Kacheri
Kotido Sub-County
Kotido TC
Nakapelimoru
Panyangara S/C
Rengen S/C
Total

Males
12,600
20,900
11,700
12,400
32,800
16,200
106,600

Female
14,900
27,100
12,700
15,200
38,100
18,700
126,700

Total
27,500
48,000
24,400
27,600
70,900
34,900
233,300

Source: UBOS 2014 Population and Housing Census

3.2.5 Moroto
Moroto District is predominatly inhabited by the Matheniko ethnic grouping, and the Tepeth who more inclined to
the Pokot than the Karimojong in terms of culture. With a total of four (4) rural sub-counties and one municipality,
Moroto district is home to 143, 800 people. See Table 7.
Table 7: Moroto population distribution by sub-county
Sub-county
Katikekile
Nadunget
Rupa
Tapac
Municipal
Total

Males
6000
23100
24600
14000
7000
74700

Females
5700
24000
20000
12,700
6700
69100

Total
11,700
47,100
44,600
26,700
13,700
143,800

Source: UBOS 2014 Population and Housing Census
The Matheniko like the Pokot also practice female genital mutilation (FGM) and, in addition to Ng’akarimojong, the
Matheniko use Swahilli as a main language. Cattle rearing and subsistence agriculture are major activities practiced
by the Matheniko. Moroto Municipality has become a cosmopolitan centre attracting both Karamojongs and nonKaramojongs, which is witnessing a boost in all forms of investments, services, trade and commerce. In terms of
health infrastructure, the district has the only regional hospital in Karamoja—Mororto Regional Referral Hospital,
four (4) private/NGO dispensaries, eight (8) government HCs and several private clinics and drug shops.
The district has a total of 43 primary schools; 40 government-adided and 3 private community schools, three (3)
secondary schools; two (2) government-aided and one (1) private, and a core primary teacher training college.

3.2.6 Nakapiripirit
The district is bordered by Napak District to the north, Moroto District to the northeast, Amudat District to the
east, Kween District to the southeast, Bulambuli District to the southwest, Kumi District to the west and Katakwi
District to the northwest. Nakapiripirit, the main municipal, administrative and commercial center in the district,
lies approximately 125 kilometres(78miles), by road, northeast of Mbale, the nearest large town. This location lies
approximately 360 kilometres (220 miles), by road, northeast of Kampala.
Table 8: Nakapiripirit population distribution by sub-county
Sub-county
Kakomongole
Moruita
Nakapiripirit TC
Namalu
Loregae
Lolachat
Lorengedwat
Nabilatuk
Total

Males
9,905
13,699
1,849
13,575
10,513
15,591
3,880
13,313
82,326

Females
10,574
11,384
1,808
14,362
12,345
16,928
4,172
15,792
87,365

Total Population
20,479
25,083
3,657
27,937
22,858
32,520
8,052
29,105
169,691

Source: UBOS 2014 Population and Housing Census
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3.2.7 Napak
Napak District is approximately 340 kms, by road, Northeast of Kampala, the capital of Uganda and the largest city
in that country.
Table 9: Napak population distribution by sub-county
Sub-county
Iriiri
Lokopo
Matany
Ngoloriet
Lopeei
Total

3.3

Population
36,136
35, 698
31,381
18,891
17, 628
139,734

Profiles of Sampled Young People

The Baseline results on socio-economic profiles of young people (10-24 years) are presented to guide HIV/AIDS
and SRHR interventions in a sub-region where this age category face adverse vulnerabilities. See Table 10 for details.
Table 10: Socio-economic characteristics of young people
Profile

Male
%

Female
%

All Young People
%
N

10-14
15-19
20-24

32.4
32.9
34.7

32.4
36.2
31.3

32.4
38.8
32.8

297
319
300

In-school
Not in school

49.1
50.9

43.3
56.7

45.7
54.3

419
497

ABEK
Primary 1-4
Primary 5-7
Secondary 1-4
Secondary 5-6
Post-secondary
Vocational

3.1
26.0
31.9
28.2
7.7
1.5
1.4

4.8
26.3
33.5
25.3
5.8
2.4
1.9

4.1
26.2
32.8
26.6
6.6
2.0
1.8

30
193
242
196
49
15
13

Single/never married
Married monogamous
Married polygamous
Separated/divorced
Widowed

83.8
14.1
1.8
.3
.0

76.1
15.7
7.4
.6
.2

79.4
15.1
5.0
0.4
0.1

727
138
46
4
1

Catholic
Anglican
Muslim
Seventh Adventist
Born Again
Atheist/Traditionalist
Other

66.5
21.6
5.2
.3
3.9
1.8
.8

64.5
23.7
4.4
.8
5.5
.6
.6

65.4
22.8
4.7
0.5
4.8
1.1
0.7

598
209
43
5
44
10
6

Animal rearing
Crop cultivation
Trade/business
Artisan/technician
Formal job/salaried
Brewing/selling local brew
Charcoal/firewood vendor
Casual worker
Student
Other

12.4
14.2
9.3
2.1
1.0
1.5
1.3
10.6
43.3
4.4

3.8
16.8
10.7
.2
.8
15.9
2.5
6.9
34.8
7.6

7.5
15.7
10.1
1.0
0.9
9.8
2.0
8.5
38.4
6.3

68
143
92
9
8
89
18
77
350
57

Age category

Schooling status
Highest level of education attended

Marital status

Religious affiliation

Main source of livelihood
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3.4

Ethnic Grouping

Related with the socio-demographic and economic profiles of young people (10-24 years) are their respective
ethnic groupings. These are very pertinent, for each ethnic grouping in Karamoja has got its unique socio-cultural
practices and ways of life that can potentially impact on HIV/AIDS and SRHR interventions. Figure 2
Figure 2: Ethnic grouping of adolescents and young people
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4.0 HIV/AIDS AND SRHR SITUATION ANALYSIS IN KARAMOJA
4.1

Introduction

One of the objectives of this baseline survey was to
assess the situation of HIV/AIDS as well as vulnerabilities
that expose Karamoja communities in general and
specifically adolescent girls, young women and boys
to the risk of HIV infection. This Section lays out the
situation of HIV/AIDS in the sub-region, specifically
pointing out existing awareness of HIV/AIDS, reported
prevalence of HIV among young people (10-24 years),
access to HIV/AIDS and SRHR services, among others.
In addition, this Section identifies vulnerabilities of
Karamoja communities in general and specifically
adolescent girls, young women and boys.

sexual and reproductive health, which can be a proxy
indicator shows that the sub region has the highest
syphilis prevalence of 8.6%, indicating a high vulnerability
to sexually transmitted infections (STIs) including HIV.5

The key drivers of HIV at the national level are replicated
in Karamoja with slight variations. In Karamoja, young
people (10-24 years) are most likely to catch HIV due to
high-risk sexual behaviors including early sexual debut,
multiple sexual relationships, inconsistent condom use
and engaging in transactional sex. Other drivers, which
are more prevalent in Karamoja than any other part of
Uganda, include FGM in districts like Amudat, forced
marriages where in most cases partners’ sero status is
As will be shown in this and subsequent Sections, not known, and widow inheritance. Widow inheritance
there are some generalizations about the situation of mainly applies to young women.
HIV/AIDS and SRHR in Karamoja. At the same time,
we note that Karamoja is a complex entity that brings Young people (10-24 years) in the sub region lie in the
together disparate entities each with unique cultural path of some of the categories known in the national
traits. Yet a long period of economic and political HIV and AIDS response as the most at risk persons
marginalization coupled with incessant armed conflict (MARPs), also called key populations. The greatest
has cobbled together these disparate entities that have risk of having sexual intercourse with the uniformed
since been formally recognized as Karamoja. The point personnel (mainly the police and the army), truckers and
to emphasize here is the distinctiveness of the seven sex workers. In most cases, the MARPs are from outside
districts that make up Karamoja sub region. There are the sub region, and come to the sub region for work and
differences between these administrative units that business. Due to various forms of vulnerable situations
defy the categorization that generalizes everything as ranging from mundane ones like lack of public transport
Karamoja. For instance, within each of the seven districts to complex ones like hunger and poverty, and inadequate
the category is rarely invoked, preference being given to or lack of parental care and guidance, and alcohol
the respective ethnic group that is the dominant one in abuse, young people (10-24 years) find themselves in
the district. Other than differences in ethnicity, a closer the path of MARPs who demand sex in exchange for
analysis of the seven districts also reveals differences in the role in remedying the problem experienced by
socio-cultural practices, environmental conditions, and the vulnerable. In most cases, our anecdotal evidence
economic opportunities and access to social services. shows that young girls and women are the main victims,
Therefore, while it is convenient to refer to Karamoja, it although young boys working in mines and those who
pays to point out district specifics, which are important have been attracted to fast growing urban centers are
to bear in mind when designing interventions for the increasingly sleeping with sex workers in those urban
area. A 2014 UAC district monitoring and supervision
various districts in the sub region.
report, revealed that where young people in schools and
4.2 HIV/AIDS
reside in hostels, some transform into sex workers, a
development partly attributed to failure of parents and
4.2.1 Prevalence of HIV among young people schools to manage the youth’s behaviors coupled with
in Karamoja
insufficient HIV/AIDS interventions at schools (UAC,
Until the publication of the findings of the on-going 2014).
National study, there are no reliable up to date figures
for the prevalence of HIV in the sub region. Existing data 4.2.2 Prevention of HIV among young people
based on 2011 findings, shows that HIV prevalence in in Karamoja
the Karamoja sub region, which stood at 3.4% (3.5% Prevention of HIV in the Karamoja sub region follows
for women and 3.2% for men), was much lower than the national guidelines that promote the Combination
the national average of 7.3% and still lower than the Prevention Interventions (CPI), which involves
eastern region (5.3%) in which Karamoja was clustered biomedical, behavioral and structural interventions.
(UAIS, 2011; UAC, 2014). Among adolescents and young These interventions are intended to raise awareness of
women aged 15-24 the prevalence is 3.5 compared to HIV and AIDS by increasing comprehensive knowledge
2.6 for boys and young men in the same age category.4 about HIV and AIDS, promote safe male medical
These figures represent the adult population, thus we circumcision (SMC), scaling up access to HIV counseling
can only impute the prevalence among young people and testing (HCT) and elimination of mother to child
(10-24 years) using the above data. Additional data from
4

The Adolescent Girls Vulnerability Index, 2013: 29

5

Uganda Demographic Health Survey (UDHS 2004/5)
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transmission (eMTCT) of HIV. Although the national continuum includes promotion of moonlight HIV counseling
and testing (HCT) for sex workers, this has not been done in the region. Mainstream HCT is available in the
region, but mainly in static units, most of which fall within the public health care system. The demand for HCT is
among others influenced by stigma, as it was reported that stigma makes people fear going for HCT.
In addition, SMC has received a lukewarm response across the sub region, mainly due to inadequate knowledge
among the community. In some cases, SMC is associated with conversion to Islam, given the belief that once
one converts to Islam, they must be circumcised. Although CSOs like TASO and OBULAMU have tried to raise
awareness on the benefits of SMC, the impact is yet to be reflected in the uptake of SMC among Karamoja’s large
Christian population.

4.2.3 Care and treatment for young people
Across Karamoja sub region, ARVs are available in major public and private not for profit health centers. Data
collected from district health offices for the respective districts shows that most of the eligible PLWHIV in their
respective districts are on ART. In interviews with young people (10-24 years) living with HIV, they confirmed
that ARVs are available whenever they need them. More than three quarters of the known PLWHIV are on ART,
including pregnant mothers on eMTCT.
Table 11: Care and Treatment for selected variables across selected districts of Karamoja
District
PLWHIV on ART (%)
HIV+ pregnant mothers on
eMTCT (%)
Abim
93.6
75
Amudat
88
100
Kaabong
100
100
Kotido
70
90
National coverage (2015/16)
88
68.3

Source: Abim: Biostatistician; Amudat: DHO; Kaabong: Biostatistician; National coverage:
Ministry of Health Annual Health Sector Review Report

4.2.4 Social Support and protection for young people in Karamoja living with HIV
Social support and protection for PLWHIV is measured in terms of the level of stigma and discrimination of
PLWHIV, access to nutrition support, psychosocial support, prevalence of GBV, child marriage and child labor, all
of which affect the age and sex categories under study. In terms of protection, nutrition and psychosocial support,
it is mainly the CSOs including CBOs and FBOs that provide this kind of support to young people (10-24 years)
in the region.
At the national level, stigma and discrimination among PLHIV and in the wider community are reportedly high, while
majority of the PLHIV especially orphans and vulnerable children (OVC), women living have limited knowledge
of their health and property rights. Without a reliable stigma and discrimination index, reports largely rely on
anecdotal evidence. Overall, the lack of comprehensive awareness of HIV feeds into myths that drive stigma and
discrimination of those living with HIV.

4.2.5 HIV/AIDS systems strengthening for interventions targeting young people
Availability and strength of systems for delivery of HIV/AIDS services has long been acknowledged as one of the
attributes of a strong HIV/AIDS focused intervention. One of the aspects of a strong HIV/AIDS response is an
efficient and effective coordination system to minimize duplication of services and maximize efficiency. District
and sub county level HIV/AIDS coordination structures across the seven districts were reported as available, but
with varying degrees of effectiveness. Effectiveness of these structures is primarily measured by their ability to
hold regular meetings. Where the district has an implementing partner that funds operation of the coordinating
structure, the meetings run quite regularly and the outcome tends to be an effective coordination of HIV/AIDS
activities in the district. Where there is inadequate coordination of HIV interventions, actors tend to operate
outside the agreed coordination framework and guidelines. In turn, where this has happened, it has culminated into
poor and fragmented delivery of HIV/AIDS services to the local people.
Karamoja sub region still attracts less attention regarding integrating of HIV/AIDS in development programs of the
Government of Uganda and its development partners, which is inconsistent with a multi-sectoral and coordinated
approach to the management of HIV/AIDS problem.
Availability of adequate trained staff in the social support and protection as well as the mainstream care and
treatment is a key aspect in delivery of HIV/AIDS services.While the structures are available, they are understaffed.
District ART clinics are understaffed, especially in Amudat, districts lack Trainers of Trainers (ToTs) on HIV/AIDS

20

BASELINE SURVEY ON HIV/AIDS AMONG YOUNG PEOPLE IN KARAMOJA SUB-REGION

and SRHR. In the case of Amudat, only CUAM (to CBOs) and Baylor Uganda (only pediatric) occasionally provide
some support.
A Ministry of Health assessment of the performance of public health facilities across the country for the financial
year (FY) 2015/16 shows that four out seven districts of Karamoja are in the bottom rung of the worst performing
districts of Uganda (see Table 12).The ranking considered coverage accounting for 45%, quality accounting for 20%,
human resource accounting for 10% and HMIS reporting accounting for 15 % totaling to 90%. The final percentage
performance was then computed by the formula % score (total score)/90*100.
Table 12: Selected districts of Karamoja, Health Service Delivery Performance for FY 2015/16
District
% Score
Rank
Kotido
57.8
106
Moroto
57.1
108
Napak
57.0
109
Amudat
51.3
111
Lyantonde (the best district)
77.2
1

Source: Annual Health Sector Performance Report for Financial Year 2015/16
The same Ministry of Health assessment showed that all the districts of Karamoja sub region, except Nakapiripirit
are among the least performing districts in the hard-to-reach category: Abim (62.3%) Kaabong (60.6%), Kotido
(57.1%), Napak (56.1%), Moroto (56.4%) and Amudat (50.7). The best performing district in the category was Gulu,
which scored 73.4%. The assessment report underlined a consistent relationship between hard-to-reach districts
and poor performance.
In rural Karamoja the median distance to the nearest government health facility is 3.0 kilometers compared
to 3.2, which is the national average and 4.8 for Acholi, 6.0 for Bunyoro and 2.5 for Bugisu area—the lowest in
the country. This means that the population in Karamoja lives within the national target of 5km distance to the
nearest health facility.

4.3

Vulnerability to HIV/AIDS and SRH in Karamoja

4.3.1 The Vulnerable young people
According to the UNICEF Adolescent Girls Vulnerability Index for Uganda, Karamoja is the most challenging region
in which to be an adolescent girl (UNICEF, 2013). The socio-demographic dynamics of the sub-region render it
more susceptible to increase in the prevalence of HIV and its devastating effects, for majority of the population is
sexually active and out of school. The National Population and Housing Census (2014) indicated that most of the
population in Karamoja is below 35 years and majority of the youth are out of school. Karamoja sub-region has the
youngest population in Uganda with at least 50% under the age of 18 years, largely illiterate, have very high infant
mortality rates and poverty-stricken, underlining the vulnerability of the population in the region particularly the
adolescent and young population.
Karamoja has the highest percentages of vulnerable girls at the individual (91.9 percent), household (57.0 percent)
and community levels (100 percent). Further, at least 3% of adolescent girls 15-19 years live with HIV and prevalence
doubles by the time they attain 24 years of age. Over half of adolescent girls between 10 and 19 (53.6 percent)
are vulnerable at all three levels—individual, household and community (UNICEF, 2013). By their very nature or
categorization, young people (10-24 years) are vulnerable partly because of their age (young bodies, inexperienced
in life skills), their socioeconomic background (poor, in school or out of school, orphaned), culture and tradition,
to mention but these.
Available research evidence is unequivocal that female adolescents and young women face a disproportionate risk
(significantly more likely to be infected with HIV in comparison with) of catching HIV than their male counterparts
(Pettifor, et. al. 2005). Among the contributing factors is the higher likelihood of young women having sexual
relationship with older partners, which too is well documented as a leading cause of HIV among young women and
adolescent girls. HIV infection among young women increases rapidly after the onset of sexual activity and reaches
extremely high levels by 24 years of age (Auvert et. al, 2001). Increasing partner numbers and inconsistent condom
use are significantly associated with HIV infection.

4.3.2 Dimensions and Causes of Vulnerability to HIV/AIDS and ill SRH
4.3.2.1 Income poverty
Livelihood is generally a priority agenda in the Karamoja region and uniquely affects young people who are growing
in a rapidly changing global village that requires consistent income to keep abreast with trends. Despite progress
BASELINE SURVEY ON HIV/AIDS AMONG YOUNG PEOPLE IN KARAMOJA SUB-REGION
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in poverty reduction, significant numbers of adolescent
girls in Uganda are still poor, and it this poverty that
propels them into child marriage or early pregnancy and
deprived of full educational attainment (Bantebya et. al
2013). Exclusion of girls and women from ownership of
and control over critical productive assets such as land
and livestock renders girls and women vulnerable and
economically insecure, a situation that translates into
diminished agency and increased dependence on and
subordination to men for economic survival.
4.3.2.2 Education and exposure
Low levels of education constrain employment
prospects and young people do not own assets that
can be exploited to compete in other economically
productive areas. The economic vulnerability and
dependence of young people and women in the region
and the adoption of new lifestyles that compel a growing
number to earn a living through none conventional ways
including engagement in transactional sex expose many
to HIV and STI infections.
It has been documented that lack of access to
reproductive health information and services leaves
adolescent girls vulnerable to early or unwanted
pregnancies, HIV and other sexually transmitted
illnesses, while sexual and gender-based violence
remains widespread (Bantebya et. al, 2013). Therefore,
the relevancy of education is partly appreciated within
a framework of ability to access and absorb relevant
health promotion information. For instance in Amudat,
it was revealed that low education undermines young
men’s motivation to use condoms. Whereas some
reportedly do not know how to use condoms, others
associate condoms with casual sex with prostitutes and
the town folks.

mining have started and expanded, while improvements
in social and economic infrastructure continue to boost
private investments in the sub-region. New businesses
and investments mean more people, most of who come
outside Karamoja i.e., from other parts of Uganda and
beyond.
Economic developments in the region present a
promise of an appealing lifestyle that is exposing
young people to foreign cultures and practices. In
recent years, the number of young males moving to
urban centres to engage in informal businesses is also
increasing. Overnight entertainment opportunities with
limited adult guidance exposing them to casual sexual
relationships. Young people consume miraa, alcohol,
kuber, which they consider an admirable or adorable
thing today. Some young people reportedly consume
alcohol to show off that they have money. Where such
peer behavior coincides with low or no education,
ignorance make it difficult for the young people to make
informed choices, have knowledge of negotiating safe
sex and avoid casual sex.
The expanding sector of mining of gold and marble
is drawing in both local and few non-local persons,
mostly concentrating around the mining areas across
the sub region. An IOM study (2015) of nine districts
in the country with high mining activities including two
districts from Karamoja estimated up to 40% of their
population surviving on small scale mining using crude
methods. Mining brings in two kinds of men that prey
on young girls in the districts with this activity: those
who do the actual mining and the men who drive trucks
that ferry marble from parts of the region to Tororo.

4.3.2.4 Prevalence and perceptions of early
marriages
Scales et. al., (2016) categorizes education and exposure The 2011 UDHS showed an 11% literacy level in Karamoja
as among the assets that young people rely on to make against the national average of 67% largely due to the
better SRH choices. Accordingly, young people with cultural norms and practices in the sub region that have
higher levels of the assets are more likely to have previously not been supportive of formal education and
accurate HIV knowledge, accurate condom knowledge, with limited options for alternative education for young
the ability to access SRH services, supportive people outside the formal education system. Among
relationships in which SRH issues can be discussed, the Pokot of Amudat district, bright and beautiful young
and are more likely to have the intention of delaying girls are denied a chance of education; instead they are
sexual intercourse or using condoms. The asset–SRH kept home to prepare them for marriage. The cultural
health linkage is stronger for girls than for boys. Thus, logic behind this practice is that such girls would attract
the lower the level of these social assets the greater the more cows in dowry than those considered dull and less
likelihood to engage in risky sex, forced sex, and lower attractive ones. The latter are therefore sent to school,
levels of HIV prevention.
which is considered a place for the lazy, unattractive
and those with physical disability. In some respect, this
4.3.2.3 The social cost of new economic
is also true of young boys; bright and agile ones stay
opportunities
For a long time, Karamoja sub-region remained closed at home to graze cattle, while those with some form
from the rest of the country due to the insecurity of physical disability are sent to school. Ultimately, such
caused by inter-clan cattle rustling. The environment of adolescents are more vulnerable to child marriage. It
calm since the end of cattle rustling inspired conflict has was reported that increased vigilance by the LCs and
opened the sub region to opportunities for economic the police has driven the practice to the underground,
development.There is more business activity in the sub- thus they practice it secretly in bushes.
region than never, entirely new business ventures like
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RESULTS
OF THE BASELINE SURVEY

5.0 AWARENESS AND KNOWLEDGE OF HIV/AIDS AND SRHR
5.1

Introduction

Raising individual and community awareness about an epidemic such as HIV/AIDS is one major step towards its
prevention. More important, ensuring that people have accurate, comprehensive knowledge about the mode of
transmission and spread is an entry point for building their capacity to assess their own risk, to take appropriate
action to avoid catching the disease and mitigate its impact. In this Section, levels of awareness of young people in
Karamoja about HIV/AIDS are presented first. Subsequently, the Section presents findings on HIV/AIDS knowledge,
misconceptions, attitudes, risk perceptions and behaviors, HIV status disclosure and knowledge of benefits of HIV
testing among adolescents (15-24 years) and young people (10-14 years).
Sexual practices and behaviours have a direct relationship with the magnitude and spread of health conditions
including HIV/AIDS. The context within which these practices and behaviours are manifested, including nature and
quality of partner relations, self-efficacy, and ability to adopt safety measures against vulnerability to infection play a
key role in moderating the risk that such behaviours and practices will pose to individuals involved.
This Section also presents data on young people (10-24 years) in Karamoja on selected practices and behaviours
such as onset of sexual intercourse, sexual relations, sexual networks, safe sex practices, and extent of high risk
behaviours including causal and commercial sex.The chapter also shows levels of awareness of young people about
socio-cultural practices which fuel HIV and undermine promotion of their SRHR.

5.2

Awareness of HIV/AIDS/SRHR

Although district level actors in health and HIV/AIDS, having followed the epidemiology and other socio-medical
aspects related to the epidemic had long concluded that there is a big threat of the epidemic in the communities
of Karamoja, this narrative had until recently not attracted wide attention. Besides, it is only about a decade that
many parts of Karamoja have opened to the wider, outside communities and enabled more attention to be placed
on service delivery following a structured transformation of the sub region from a transient, insecure lifestyle for
sections of the population to a more settled state.
Results from this study show that slightly less than ¾ of adolescents and young people in Karamoja sub region
claimed to have ever known a person living with HIV/AIDS in their community. Whereas this is arguably an
inaccurate measure of magnitude based on individual perception other people’s health status, it speaks volumes
about the awareness and recognition of HIV/AIDS as a social problem. A lot of this is based on perceived signs and/
or symptoms of the disease, and, to another extent, on grapevine chains of communication. Other people base their
conclusion about the HIV/AIDS status of community others on observed or perceived behaviours.
There are no comparator data for this indicator from recent national reports on HIV/AIDS to strictly gauge the
position of Karamoja in relation to the rest of the country. However, countrywide, the proportion of people (15-49
years) who know about HIV stands at 95% (UAIS 2011).
Figure 3: Proportion of young people 10-24yrs who have ever known a person with HIV
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Other young people, slightly over two thirds have gone further to claim knowledge of people who died of HIV/
AIDS in their communities. This, too, can pass as an impressionist claim but equally points to a wider acceptance of
the HIV problem.
Figure 4: Proportion of young people 10-24yrs who know a person that died of AIDS

There are wide variations across districts in Karamoja and across age groups about awareness of HIV; for instance,
Amudat and Moroto show lower proportions of young people who know a person that died of HIV. Abim, Kaabong
and Nakapiripirit show the highest. Similarly, by age brackets, this kind of awareness is highest among older
adolescents, less among 15-19 year olds and much lower among 10-14 year olds.
Table 13: Aware of person that died of HIV by selected characteristics of sample
Know a person who died of HIV
Characteristic
related illness in the community
Yes
No
%
%
Sex of respondent
Male 65.6
34.4
Female 69.2
30.8
Age group of respondent
10-14 yrs 50.8
49.2
15-19yrs 69.2
30.8
20-24yrs 82.7
17.3
Schooling
Currently in school 65.6
34.4
Out of school 67.7
32.3
District
Abim 85.1
14.9
Amudat 49.0
51.0
Kaabong 76.3
23.7
Kotido 64.4
35.6
44.9
Moroto 55.1
37.1
Napak 62.9
23.6
Nakapiripirit 76.4
Locality of residence
Urban/Town Council 77.7
22.3
Rural Sub-county 59.8
40.2

There are wide variations
across districts in Karamoja
and across age groups about
awareness of HIV

P value
.137
.000

.130
.000

.000

Amudat and Moroto show lower proportions
of young people who know a person that died
of HIV. Abim, Kaabong and Nakapiripirit
show the highest.
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Table 14: Aware of person that died of HIV disaggregated by gender and age per district
Characteristic
Know a person who died of HIV related illness in the
community
Gender
Age group
1520-24yrs
All
Male
Female
1014yrs
19yrs
young
people
Yes
Yes
Yes
Yes
Yes
Yes
No
%
%
%
%
%
%
%
District
85.1
14.9
82.5
69.7
87.1
97.3
Abim 88.6
49.0
51.0
53.4
35.3
55.3
56.7
Amudat 43.2
76.3
23.7
78.1
75.0
71.2
82.7
Kaabong 73.2
64.4
35.6
69.0
27.3
74.2
89.5
Kotido 58.1
75.0
55.1
44.9
53.6
54.3
45.7
Moroto 57.1
37.1
85.1
62.9
58.9
51.1
51.2
Napak 67.2
23.6
82.9
76.4
80.2
61.8
86.5
Nakapiripirit 71.0

P
value
.000

On awareness about safe male circumcision, overall, 80% of young people in Karamoja have ever heard about
the practice in relation to its contribution to reducing one’s chances of contracting HIV. Variations of statistical
significance are evident by district of study where Amudat and Kotido posted lowest level of awareness about SMC.
Table 15: Ever heard about SMC for HIV prevention by selected characteristics of sample
Ever heard about SMC for HIV
Characteristic
prevention
No
P value
Yes
%
%
Sex of respondent
Male 82.2
18.8
.273
Female 80.5
19.5
Age group of respondent
.000
30.0
10-14 yrs 70.0
15.7
15-19yrs 84.3
11.0
20-24yrs 89.0
Schooling
Currently in school 83.5
16.5
.059
Out of school 79.3
20.7
District
Abim 85.1
14.9
.000
Amudat 78.4
21.6
Kaabong 84.2
15.8
Kotido 68.4
31.6
Moroto 84.8
15.2
Napak 85.0
15.0
Nakapiripirit 86.6
13.5
Locality of residence
Urban/Town Council 87.4
12.6
.000
Rural Sub-county 76.4
23.6

Similarly, young people in the lower age brackets (10-14yrs) had the lowest awareness (70%) compared to their
counterparts in the older age brackets (84.3% for 15-19 year olds and 89.0% for the 20-24 year olds). Only slight
variations are shown between young people currently in school and those out of school. There are no significant
variations in awareness about SMC between boys and girls.

people in Karamoja
80% ofhaveyoung
ever heard about the safe

male circumcision in relation to its
contribution to reducing one’s chances
of contracting HIV.
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10-14 year olds had the lowest awareness
(70%) compared to their counterparts in
older age brackets (84.3% for 15-19 year
olds and 89.0% for the 20-24 year olds.
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Table 16: Ever heard about SMC for HIV prevention disaggregated by gender and age per district
Ever heard about SMC for HIV prevention
Characteristic
Gender
Age group
All young
people
Male
Female
10-14yrs 15-19yrs
20-24yrs
Yes
Yes
Yes
Yes
Yes
Yes No
P value
%
%
%
%
%
%
%
District
93.5
97.3
85.1 14.9 .000
82.5
63.6
Abim 88.6
84.2
80.0
78.4 21.6
82.5
70.6
Amudat 81.8
78.8
88.5
84.2 15.8
Kaabong 85.7
83.3
85.4
74.2
89.5
68.4 31.6
Kotido 56.8
77.0
40.0
84.8 15.2
91.7
91.7
Moroto 95.2
77.2
66.7
85.0 15.0
83.3
89.4
Napak 88.1
82.2
82.2
86.6 13.5
92.3
85.4
Nakapiripirit 90.3
83.7
81.8

5.3

Knowledge of HIV/AIDS

5.3.1 Knowledge of HIV Transmission
Young people in Karamoja largely demonstrated correct knowledge of the two modes of transmission of HIV/
AIDS. For instance, majority (83.5%)—82.8% males and 84.1% females mentioned unprotected sexual intercourse
as a dominant mode of HIV transmission. Similarly, 71.7% {(more males—75.6% than females (68.9%)} mentioned
sharing of skin piercing instruments as one mode. In Karimojong cultures, there are common everyday practices
involving use of sharp skin piercing tools including having blades during last funeral rites between widow and her
children while shaving off hair, tattooing, and various kinds of incisions.
Table 17: Knowledge of modes of HIV transmission
Indicator
Male
Knowledge of modes of HIV transmission
Mentioned
mentioned
%
Unprotected sex
82.8
Transfusion with infected blood
23.1
Mother to unborn baby
17.0
Sharing skin piercing instruments
75.6
Casual contact
2.8
Mosquitoes
.0
Witchcraft
.3

Female
Mentioned
%
84.1
20.1
18.2
68.9
4.4
.6
.8

All Young people
Mentioned Not
mentioned
%
%
83.5
16.5
21.4
78.6
17.7
82.3
71.7
28.3
3.7
96.3
0.3
99.7
9.4
90.6

The findings also reveal lack of knowledge on other major modes of HIV transmission such as mother to unborn
baby and transfusion with infected blood. Thus, when asked without prompting respondents, only few of them
spontaneously mentioned transfusion with infected blood and mother to child transmission. Pockets of incorrect
knowledge are also shown among a few young people who, for instance associate HIV with casual contact and
witchcraft.
Countrywide, comprehensive knowledge (having correct knowledge and rejecting misconceptions) about HIV is
still low; The Uganda Narrative Report (2014) shows that adults who can correctly identify ways of preventing
sexually transmitted HIV are 38.5% (42.3% for males and 35.7% females). Karamoja is not any better as evidenced
by glaring gaps in knowledge levels among young people which are manifested in aspects such as condoms; about
3 out of 10 don’t know that using a condom reduces the risk of getting HIV while almost 1 out of 10 don’t think
condoms reduce the chances of catching HIV. Similarly, more than a quarter of young people either disagrees or
don’t know that it is possible for a healthy-looking person to have the virus that causes AIDS.

Young people in Karamoja
largely demonstrated correct
knowledge of the two modes
of transmission of HIV/
AIDs (unprotected sexual
intercourse and sharing of
sharp skin piercing tools.

However, the findings also reveal lack of
knowledge on other major modes of HIV
transmission such as mother to unborn baby
and transfusion with infected blood.
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Table 18: Knowledge about common aspects related to HIV infection
Male
Female
Knowledge statement

Using a condom reduces the risk of getting HIV
It is possible for a healthy-looking person to have
the virus that causes AIDS
An expectant HIV infected mother can transmit
HIV to her unborn baby
An expectant mother who has HIV can be assisted
to prevent infecting her unborn baby
Is it possible among married people for one to have
HIV while the other does not have HIV

Agree
%

Agree
%

All young people
Agree
Disagree
%
%

74.3

70.2

71.9

8.7

19.3

71.8

74.8

73.5

12.2

14.3

57.5

62.6

60.4

20.3

19.2

74.0

74.4

74.2

7.2

18.5

42.9

41.2

41.9

35.7

22.4

Don’t
know
%

Knowledge of HIV discordance is lowest; only about 4 out of 10 young people know that it is possible among
married people for one to have HIV while the other does not have HIV.The majority either disagrees or don’t know.
Only 60% agree with the statement that an expectant HIV infected mother can transmit HIV to her unborn baby
while about a quarter of young people don’t have correct knowledge about eMTCT.
Analysis of young people’s knowledge of possibility of HIV discordance reveals variations mainly by sex and district.
More than one third of females have no knowledge about possibility of HIV discordance (36.6%) compared to males
(22.7%).
Figure 5: Knowledge of possibility of HIV discordance by sex of respondents

Kotido, Nakapiripirit, Abim and, to a lower extent Moroto, show higher levels of knowledge about discordance
compared to other districts in the sub-region. Overall, knowledge about discordance is very low.

Only about

4 out of 10
young people
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know that it is possible among married
people for one to have HIV while the other
does not have HIV
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Table 19: Knowledge of possibility of HIV discordance by selected sample characteristics
Characteristic
Knows possibility of HIV discordance
among married people
Agree
Disagree
Don’t
Know
%
%
%
P value
Age group of respondent
.000
10-14 yrs 26.9
34.7
38.4
19.7
15-19yrs 41.9
38.4
9.4
20-14yrs 56.9
33.8
Schooling
Currently in school 40.5
37.2
22.3
.655
Out of school 43.1
34.4
22.5
District
.000
37.6
13.9
Abim 48.5
45.1
28.4
Amudat 26.5
40.4
30.5
Kaabong 29.1
29.3
14.4
Kotido 56.3
11.6
48.4
Moroto 40.0
15.7
47.9
Napak 36.4
20.9
28.4
Nakapiripirit 50.7
Locality of residence
Urban/Town Council 46.1
31.9
21.9
.052
Rural Sub-county 38.6
38.6
22.7

Similarly, young people in the lower age brackets (10-14yrs) had the lowest knowledge about HIV discordance
(26.9%) compared to their counterparts in the older age brackets (41.9% for 15-19 year olds and 56.9% for the 2024 year olds).Those living in the towns or trading centres demonstrate knowledge compared to their counterparts
living in the rural sub-counties. Nearly equal proportions of females and males have the same level of knowledge
about eMTCT.
Table 20: Knowledge about eMTCT of HIV by selected sample characteristics
Knows eMTCT of HIV
Characteristic
Agree
Disagree
Don’t
know
%
%
%
Sex of respondent
Male 42.9
34.4
22.7
Female 41.2
36.6
22.1
Age group of respondent
34.7
38.4
10-14 yrs 26.9
38.4
19.7
15-19yrs 41.9
33.8
9.4
20-24yrs 56.9
Schooling
Currently in school 40.5
37.2
22.3
Out of school 43.1
35.7
22.5
Locality of residence
Urban/Town Council 73.5
5.2
21.3
Rural Sub-county 63.9
7.2
28.9

P value
.776
.000

.655
.008

Young people in the lower age brackets (10-14yrs) had the lowest knowledge about eMTCT (26.9%) compared to
their counterparts in the older age brackets (41.9% for 15-19 year olds and 56.9% for the 20-24 year olds). More
young people living in the urban areas such as town councils show knowledge of eMTCT compared to those living
in the rural sub-counties.
Variations of statistical significance were observed on young people’s knowledge about eMTCT by district;
Nakapiripirit, followed by Kotido and Abim scored higher knowledge compared to Moroto and Kaabong. Lowest
levels of knowledge of eMTCT are shown in Napak and Amudat.
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5.3.2 Misconceptions about HIV Transmission and Prevention
Scrutiny of common misconceptions about HIV transmission show that over three decades into the HIV epidemic
in Uganda, some young people in Karamoja think that HIV can be spread through casual contact (3.7%), mosquito
bites (0.3%) and witchcraft (9.3%). Proportions ranging between 10-15% who agree with statements that HIV
can be transmitted by blood sucking insects or through supernatural means show that much more is required to
achieve comprehensive HIV knowledge in Karamoja.
Figure 6: Misconceptions about HIV Transmission and Prevention

Study results showing some misconceptions are important because of the implications such misconceptions have
on quality of care and support to PLHAs and those suspected to be PLHAs. The most probable reason is there
are gaps in care and psychosocial support for PLHAs is mainly related to fear of getting infected through mosquito
bites, touching infected persons, and sharing food/cups with HIV/AIDS infected persons.

5.3.3 Knowledge of HIV Prevention
Although knowledge of preventive measures against infection with HIV can be considered to be high among young
people (10-24 years) across demographic and social diversities in Karamoja, it is lower compared to national
averages. Majority of young people in Karamoja are positive that something can be done to avoid catching HIV/
AIDS. Pessimism is expressed by 1.3% while one in every ten young people say they are not sure or do not know.

Figure 7: Proportion that thinks something can be done to avoid HIV infection
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Analysis by district shows that only Amudat presents a lesser optimistic image; in all other districts in Karamoja, at
least one in every ten-young people think that something can be done. See Table 21.
Table 21: Something can be done to avoid HIV infection by selected sample characteristics
Thinks a person can do something to
Characteristic
avoid HIV
Yes
No
Don’t
know
P value
%
%
%
Sex of respondent
Male 86.6
0.8
12.6
.429
Female 86.7
1.7
11.6
Age group of respondent
2.0
24.2
.000
10-14 yrs 73.7
15-19yrs 90.9
1.9
7.2
20-24yrs 95.0
.0
5.0
Schooling
Currently in school 88.1
.7
11.2
.265
Out of school 85.5
1.8
12.0
District
.000
Abim 90.1
2.0
7.9
33.3
Amudat 64.7
2.0
9.2
Kaabong 89.5
1.3
11.5
Kotido 87.5
.6
8.1
2.0
Moroto 89.9
8.6
.0
Napak 91.4
9.5
2.0
Nakapiripirit 88.5
Locality of residence
Urban/Town Council 91.6
1.0
7.4
.000
Rural Sub-county 82.8
1.6
15.6

However, only about a quarter of young people in Karamoja consider abstinence to be one of the ways to prevent
HIV, followed by avoiding sharp tools or instruments and condom use. The National AIDS Indicator Survey 2011
puts mention of abstinence at 83.3% for men and 88.6% for women. For knowledge of condom use as HIV
prevention measure, the national average as at 2011 was 91.2% for men and 90.2% for women while Karamoja in
2016 still stands at 60.2% for both sex groups. Other measures mentioned include avoiding sex workers (16.1%)
and mothers seeking eMTCT services (10.2%). Safe male circumcision is mentioned by 6.7% when young people
are asked to respond spontaneously to the question asking about ways of avoiding HIV.
Table 22: Ways to avoid getting HIV
What a person can do to avoid getting HIV

Abstain from sex
Be faithful
Use condoms
Avoid sharing sharps
Avoid sex with sex workers
PMTCT for the pregnant
Safe male circumcision
Avoid mosquito bites
Avoid casual contact

Other

Male
Mentioned
%

Female
Mentioned
%

74.8
46.3
62.9
65.9
16.3
10.4
8.6
.3
1.8
3.3

75.9
50.1
58.2
65.0
16.0
10.1
5.3
.7
1.1
2.6

All young people
Mentioned Not
%
mentioned
%
75.4
24.6
48.5
51.5
60.2
39.8
65.4
34.6
16.1
83.9
10.2
89.8
6.7
93.3
0.5
99.5
1.4
98.6

2.9

97.1

Asked directly to respond to questions about SMC, slightly over 80% of young people say they have ever heard
about the technology as an HIV prevention measure. The proportion of about 2out of ten young people who have
never heard about SMC shows the work ahead for AIDS agencies to take the benefits of comprehensive HIV
knowledge to Karamoja.
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Figure 8: Proportion ever heard of SMC as HIV risk reduction measure

Even when the questions about SMC are posed in form of perceptions on a Likert scale, glaring gaps in knowledge
remain. For instance, only 6 out of 10 young people agree with the statement that male circumcision can reduce
a man’s chances of acquiring HIV. Paucity of knowledge is also evident in proportions of young people who either
disagree or don’t know that putting all people with HIV early enough on treatment is one way of reducing the
infection in the general population (24.6% and 24.2% respectively. Similarly, more than half of young people either
disagree with the statement or don’t know that giving anti-retroviral (ARVs) to an expectant mother can reduce
the risk of transmitting HIV to the baby (26.2% and 30.1% respectively).
Table 23: Knowledge about ARV for eMCTC as HIV risk reduction measures
Knowledge statement
Male
Female All young people
Agree
Agree
Agree
Disagree

Giving anti-retroviral (ARVs) to an expectant mother can
reduce the risk of transmitting HIV to the baby
Putting all people with HIV early enough on treatment
is one way of reducing the infection in the general
population
Safe male circumcision can reduce a man’s chances of
acquiring HIV

%
41.4

%
45.4

%
43.7

%
26.2

Don’t
know
%
30.1

26.3

23.3

51.3

24.6

24.2

58.1

62.8

60.8

13.5

25.7

A deeper analysis of knowledge of young people in Karamoja about SMC and HIV prevention reveals that nearly all
districts in Karamoja will require interventions of varied intensity to fill this knowledge gap.Apart from Nakapiripirit
which stands at 76.4% correct knowledge, and Abim at 73.3%, other districts have much lower levels of knowledge
of SMC, many them at about 50%.

Nearly all districts in Karamoja
will require interventions
of varied intensity to fill
knowledge gap on SMC and
HIV prevention.
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Apart from Nakapiripirit
which stands at 76.4% correct
knowledge, and Abim at 73.3%,
other districts have much lower
levels of knowledge of SMC,
many them at about 50%.
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Table 24: Perception of SMC as HIV risk reduction measure by selected sample characteristics
Characteristic
All young people
Agree
Disagree
Don’t
%
%
Know
P value
Sex of respondent
Male 58.1
15.5
26.4
.223
Female 62.8
12.0
25.2
Age group of respondent
10-14 yrs 50.5
9.8
39.7
.000
15-19yrs 68.6
9.4
22.0
20-24yrs 62.9
21.4
15.7
Schooling
Currently in school 64.4
13.1
22.4
.084
Out of school 57.8
13.7
28.5
District
.000
12.9
13.9
Abim 73.3
10.8
37.3
Amudat 52.0
12.5
23.7
Kaabong 63.8
8.0
37.9
Kotido 54.0
14.3
29.6
Moroto 56.1
27.3
22.3
Napak 50.4
19.6
4.1
Nakapiripirit 76.4
Locality of residence
Urban/Town Council 72.5
11.2
16.4
.000
Rural Sub-county 51.7
15.3
33.1

Both sex categories, male and female young people also depict knowledge gaps related to SMC (about 4 out of 10
for each category either disagree with the statement or don’t). Half of those in the lower age bracket (10-14) too
fall in the same category of those that disagree or express no knowledge.
Further, specific probe on whether SMC “completely” or “somewhat” reduces HIV risk shows that some young
people have exaggerated perception of the contribution of SMC to risk reduction. Most pronounced is Moroto
district where 20% of young people think SMC alone can reduce risk completely. Sizeable proportions of young
persons in Kaabong, Kotido and Napak hold similar misleading view (13.3%, 12.6% and 11.8% respectively).
Table 25: Level of correct knowledge about SMC by selected sample characteristics
Characteristic
Thinks SMC alone can reduce HIV risk

Sex of respondent

Male
Female
Age group of respondent
10-14 yrs
15-19yrs
20-24yrs
Schooling
Currently in school
Out of school
District
Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit
Locality of residence
Urban/Town Council
Rural Sub-county

Completely

Somewhat

Not at all

%

%

%

8.5
12.0

52.8
43.4

22.6
20.0

16.0
24.5

.006

12.0
9.7
10.2

36.1
51.9
51.9

19.7
18.3
25.2

32.2
20.1
12.8

.000

11.7
9.4

47.1
47.7

22.3
20.2

18.9
22.7

.452

2.3
8.9
13.3
12.6
20.5
11.8
4.7

74.4
30.4
35.2
46.2
46.2
42.0
57.8

8.1
21.5
35.2
21.0
21.0
21.8
15.6

15.1
39.2
16.4
20.2
20.2
24.4
21.9

.000

11.1
10.0

45.9
48.8

25.1
17.6

17.9
23.5

.034
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Similar variations in knowledge gaps are revealed between males and females; 12% of female young people (1024 years) in Karamoja perceive SMC alone as a complete vaccine against HIV infection, as do 8.5% of their male
counterparts.
This is particularly important for AIDS agencies because such views will give a false assurance to young girls not
to consider further protection from possible HIV infection as long as their male sexual partners are circumcised.
The benefits of early treatment of all people living with HIV towards HIV prevention are not widely shared either;
apart from Abim which recorded nearly 70% of young people who agree with the statement, other districts show
wide knowledge gaps on this aspect, most of them hardly reach 50%.
Table 26: Perceptions about early treatment by selected sample characteristics
Characteristic
Early treatment of all people reduces HIV
transmission
Agree
Disagree
Don’t
Know
%
%
Sex of respondent
Male 48.5
26.3
25.3
Female 53.3
23.3
23.3
Age group of respondent
10-14 yrs 40.4
20.5
39.1
21.6
15-19yrs 52.4
26.0
12.0
20-24yrs 60.9
27.1
Schooling
Currently in school 54.2
21.5
24.0
Out of school 48.8
27.2
24.0
Locality of residence
Urban/Town Council 61.9
20.0
18.1
Rural Sub-county 42.9
28.2
29.0

P value
.339
.000

.114
.000

Figure 9: Agree that early treatment of all people reduces HIV transmission by district

The advantages of giving ARV treatment to mothers for eMTCT are not widely shared too; only Abim, Nakapiripirit
and Kotido reach a 50% level in correct knowledge on this aspect. Other districts show wide knowledge gaps on
this aspect, most of them e.g. Amudat and Napak at a low 19.6% and 25% respectively.
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Table 27: Perception about ARVs for eMTCT by selected sample characteristics
Giving ARVs to expectant mothers
Characteristic
reduces HIV risk
Agree
Disagree
Don’t
know
%
%
%
Sex of respondent
Male 41.4
27.8
29.6
Female 45.4
25.0
29.6
Age group of respondent
50.2
10-14 yrs 34.7
15.2
22.6
15-19yrs 51.4
26.0
37.3
18.3
20-24yrs 44.3
Schooling
Currently in school 44.9
23.2
32.0
Out of school 42.7
28.8
28.6
Locality of residence
Urban/Town Council 46.8
27.5
25.7
Rural Sub-county 41.2
25.2
33.6

P value
.000
.000

.144
.036

Figure 10: Agree that giving ARVs to expectant mothers reduces HIV risk by District

Across all other selected socio-demographic categories, Karamoja sub region presents low levels of knowledge
on ARVs for eMTCT. Slightly more females than males have correct knowledge on this. Those in the lower age
category (10-15yrs) score low on this aspect too.

5.3.4 HIV/AIDS Related Attitudes and Risk Perceptions
Apparently, the lack of proper, comprehensive knowledge about the modes of HIV spread and fear of infection
has implications for the kind of HIV risk related attitudes and risk perceptions and, ultimately, stigmatization and
discrimination of people both the infected and/or suspected to be infected.
The Karamoja community presents considerable proportions of young people who feel they cannot take care of a
family member having AIDS, and that people with HIV/AIDS should be isolated and confined. Over one-third young
people think that making anti-retroviral easily accessible encourages promiscuity. These and a wide range of other
attitudes and perceptions are held by about two in every ten-young people in Karamoja.
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Table 28: HIV/AIDS Related Attitudes and Risk Perceptions
Attitudinal statement
Male
Female

I cannot take care of a family member having AIDS
If a teacher has the virus that causes AIDS, but is not yet
sick, he or she should be allowed to continue teaching
in school
Even if a child has HIV, he/she should still attend school
Those who get HIV should be blamed for their condition
People with HIV/AIDS should be isolated and confined
Children who are HIV positive should not play with
others
Making anti-retroviral easily accessible encourages
promiscuity
Condoms are only for immoral or promiscuous people
It is appropriate for parents to discuss issues of HIV/
AIDS prevention with their children and other family
members

Agree

Agree

%
27.8
63.5

%
21.1
66.0

Adolescents
and
young
people
Agree
Disagree Don’t
know
%
%
%
23.9
75.2
0.9
64.9
30.6
4.5

75.3
23.5
16.3
25.3

78.9
21.8
13.5
19.2

77.4
22.5
14.7
21.8

20.2
71.0
81.3
75.1

2.4
6.4
4.1
3.1

34.1

41.1

38.1

40.4

21.5

25.5
86.8

26.2
89.7

25.9
88.5

55.3
8.3

18.8
3.2

The effects of the above perceptions and attitudes are wide ranging, mostly on people living with HIV in the sub
region:
I feel so hurt and offended people point at us and discriminate us from the society as if we are wild animals
(FGD,Young people living with HIV, Kotido)
We are very much stigmatized and because of this, sometimes we suffer stress and this really affects our
lives (Young people living with HIV, Kotido)
Authorities are concerned that such attitudes and perceptions only serve to keep away many people from points
of HIV care by blocking opportunities for opening and receiving appropriate attention early:
The youth who are living positively are not opening as expected due to stigma that they face in the
hospitals (KI, Nakapiripirit)
Young people tend to discriminate those peers who test positive and that is why even when there is free
medication or services for HIV few tend to use these services (DHO, Kotido District)
This problem is spread across the entire sub region of Karamoja, if the observations of district and local leaders
who served as key informants for this study are anything to go by.
Young people who have AIDS fear to go for medication and even don’t tell others that they have AIDS (KI,
Napak District)
….our youths here have a problem of stigma, that one alone makes them fear to go and access these
services, they fear to be seen at the youths corner, that they see her to be a prostitute who has contracted
HIV/AIDS (CAO , Kaabong District)

5.3.5 Awareness of Socio-cultural Practices that undermine promotion of SRHR
Communities in Karamoja are heavily traditionalist in intent and practices. Some of these traditions however have
the potential to frustrate HIV prevention and SRH promotion efforts. Some of the practices commonly identified by
young people include wife inheritance (42.2%), tattooing (31.8%), early marriage (30.0%), forced/arranged marriage
and tooth removal.

The youth who are living
positively are not opening as
expected due to stigma that
they face in the hospitals (KI,
Nakapiripirit)
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I feel so hurt and offended people point at
us and discriminate us from the society as
if we are wild animals (FGD, Young people
living with HIV, Kotido)
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Figure 11: Socio-cultural Practices that undermine promotion of SRHR mentioned

Discussion with leaders and various stakeholders in Karamoja confirms the concerns raised by the young people
themselves against the cultural practices mentioned above:
The traditional beliefs are a challenge, for example, inheritance of wives is practiced a lot here in Karamoja…,
in cases where someone dies, the brother of the deceased takes over the wife (DCDO. Kotido District)
Cultural practice like inheritance of women is still going on, because our young people are uncivilized and not
informed about the dangers of inheritance (Bishop, Kotido Church of Uganda)
….we have women inheritance which is very common here, if for instance I die now, my brothers will want
to inherit my wife regardless of what killed me and if its AIDs they will not believe, they will always say it is
witchcraft and they will not allow my wife to go away because a lot of cows was paid as dowry so they will
not allow those cows to get wasted (ACAO. Kaabong District)
It is actually okay to inherit a woman especially for the young widows. Also more so if dowry is paid, that
girl cannot easily go back home. People easily inherit the widows without checking for the HIV status
(CAO Nakapiripirit District)
The practice of forced/arranged marriages negotiated between parents of girl children on one hand and individuals
and families of men, many of them much older than the girls presents a heavy challenge and clear violation of the
rights of especially young girls and young women:
…we also have forced marriages where the girl’s parents will start getting gifts from men because they
have a girl to be married, by the time the girl realizes it will be too late only to see men coming to visit her
parents that they want to marry the girl, dowry was paid to the girl’s parents long ago without the girl’s
consent and you may find the man to marry her may even be very old and has many other women at home
(Religious leader, Kaabong District)
In Karamoja early marriage is accepted because it is considered as one way of wealth sharing so that other
families can get animals—cows through dowry (Elder, Nakapiripirit District)
The Karamojong are renowned for their decorative bodies and dress code. Tattooing on the forehead, face, and
arms, as well as ear piercing are very common practices yet they are incised with shared instruments such as safety
pins and locally available materials including thorns from the bush.Tooth removal is practiced as a mark of transition
from one age-set to another.
Here in the village there are such as removing of teeth from young children and tattooing whereby 10
girls/boys share the same razor blade or broken glass to cut their faces (FGD Parents of adolescents
Kotido District)
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Female genital mutilation is practiced among some ethnic groups such as the Pokot and the Tepeth. This practice is
used as a rite of passage to adulthood for girls. Girls who go through this ritual are considered ready for marriage
even if they might still be as young as 10 to 15. FGM is done by local female “surgeons” who use a single knife to
cut several girls. This practice is prevalent in the sub-counties of Katikekile and Tapach in Moroto District and in
Amudat District. This practice is also common in Nakapiripirit District among the Pokot
…..in Pokot Moruita Sub-county their practices are different … they practice FGM in which they use the
same knife for cutting parts of the genitalia for all the girls. It is one of the socio- cultural practices which
increase the risk of girls getting infected with HIV (CAO, Nakapiripirit District)

5.4

HIV/AIDS Risk Behaviors and Practices

5.4.1 Ever had sexual intercourse
Ever had sexual intercourse is one of the key measures among sexual behaviours in relation to HIV/AIDS commonly
analysed in KAP studies. Others include age of onset, tendencies to change of sexual partners, frequency of change,
and number of partners, as well as practices related to protection during sexual intercourse, both with regular
and casual partners. In addition, are aspects such as knowledge of HIV status of partner, age differences between
partners, the role of alcohol and the place of money, gifts or services in exchange for sexual intercourse.
Results of this study show that about 6 out of every 10 young people (10-24 years) in Karamoja self-report to be
sexually active. From national studies, the proportion of 15-24 year olds who have initiated sexual intercourse is
59.3% for male adolescents and 52.9% for female adolescents (UAIS 2011)
Among those who have not initiated sexual intercourse, the resolve to uphold abstinence till marriage is high
(86.6%). This is a window of opportunity for AIDS service organizations to promote abstinence for young people.
Table 29: Selected HIV/AIDS Behaviors and Practices
Indicator
Male
%
Ever had sexual intercourse
Yes 60.4
No 39.6
Intend to abstain till marriage
Yes 86.8
No 13.2
Kind of partner at first sex
My spouse 10.7
Girlfriend/boy friend 79.3
Casual partner 4.7
Sex worker
Customer/paid for sex .o
Other 4.1
Age of the partner at first sex
Older 13.6
Younger 32.0
About the same age 49.1
Don’t know/ not sure 5.3
Sex partner age difference
Ten or more years older 9.2
Less than then years 67.1
Don’t know 23.7

Female
%

All young people
N
%
408
267

60.4
39.6

86.5
13.5

201
31

86.6
13.4

29.5
62.4
4.7
.9
1.3

87
280
19
2
5
10

21.6
69.5
4.7
0.5
1.2
2.5

51.9
2.6
37.4
8.1

145
60
171
28

35.9
14.9
42.3
6.9

40.1
40.9
18.9

58
103
42

28.6
50.7
20.7

60.5
39.5

Among the sexually active young people, most of them initiated coitus during marriage (21.6%) or courtship
(69.5%). Casual, commercial and other considerations at onset of sexual intercourse accounted for a combined
8.9%. Authorities also confirm that young people in Karamoja are a largely sexually active population:
……of course adolescents are very active in terms of sexual intercourse…..their sexual hormones are
so active and so they do courtships, …and many do not use the appropriate ways of negotiating for sex
(District HIV Focal Person Kotido District)
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Wide variations are evident across districts in the sub region; Amudat, Abim and Moroto report higher proportions
of sexually active young people (78.8%, 69.4%, and 66.7% respectively) compared to other districts. For districts,
such as Kaabong, Kotido and Napak, about half of young people have had sexual intercourse in their lifetime.
Table 30: Ever had sexual intercourse in lifetime by selected characteristics
Ever had sexual intercourse in
Characteristic
lifetime
Yes
No
%
%
Sex of respondent
Male 60.4
39.6
Female 60.5
39.6
Age group of respondent
10-14 yrs 21.7
78.3
15-19yrs 50.8
49.2
20-24yrs 78.3
21.7
Schooling
Currently in school 46.1
53.9
Out of school 60.4
39.6
District
30.6
Abim 69.4
21.2
Amudat 78.8
47.7
Kaabong 52.3
44.4
Kotido 55.6
33.3
Moroto 66.7
46.9
Napak 53.1
42.3
Nakapiripirit 57.7
Locality of residence
Urban/Town Council 66.1
33.9
Rural Sub-county 56.2
43.8

P value
.516
.000

.000

.001

.006

Whereas nearly equal proportions of males and females reported being sexually active, there are significant
variations in relation to age groups and schooling; for the case of age categories, the proportion of 10-14 years who
have had sex (21.7%) is per se an important issue to note.
Figure 12: Ever had sexual intercourse in lifetime by age of respondents

It represents early onset of set and attendant vulnerabilities of child sexual exploitation. Still, the fact that half of
young people in the age category 15-19 (50.8%) have had sexual intercourse underlines the need to address sexual
and reproductive health issues of young people in Karamoja early enough before they transit into adulthood.
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Table 31: Ever had sexual intercourse in lifetime disaggregated by gender and age per district
Ever had sexual intercourse in lifetime
Characteristic
Gender
Age group
All young
people
Male
Female 1015-19yrs 20-24yrs
14yrs
Yes
Yes
Yes
Yes
Yes
Yes
No
%
%
%
%
%
%
%
P
value
District
97.3
69.4
30.6
.001
64.1
.0**
45.2
Abim 75.8
90.0
78.8
21.2
81.6
33.3**
84.2
Amudat 74.2
31.4
71.2
52.3
47.7
53.4
62.5**
Kaabong 50.0
52.5
70.2
55.6
44.4
58.3
13.3**
Kotido 51.0
60.0
75.0
66.7
33.3
61.5
.0**
Moroto 72.7
39.6
68.1
53.1
46.9
51.9
.0**
Napak 54.5
10.8
49.0
87.8
57.7
42.3
59.3
Nakapiripirit 55.8

**Limited statistical meaning due to small number of cases at mulitivariate level
The circumstances which prevailed at the time young people had their sexual debut include use of alcohol by one
or both partners (13.1%). Alcohol consumption and exchange for money or material gifts combined during first
time of sexual experience is reported by 17.6% of young people. Both are compromising circumstances.
Figure 13: Circumstances under first time sex intercourse

Among the circumstances first sexual intercourse was use of force. Nearly 1 out of every 10-young people reported
having been forced into sex the first time they had intercourse.This is a disturbing phenomenon further confirmed
by community leaders, parents and significant others in the Karamoja sub region.
There is a problem of mostly rape…. girls fall victim of unnoticed people.Though we receive reports, most
people who are raped keep silent with the problem. They fear to report … they fear risking their dignity
and being laughed at. People also do not go for treatment yet services are free because they fear being
ridiculed by community members (DCDO Kotido District)
Forced marriage is still there….you find a girl moving with a man the size of her father, yet they are getting
her into marriage…. she might not know that they are organizing to carry her for marriage. When she
is carried, she is forced to have sex against her will (FGD, Parents / Guardians of Adolescents and Young
People Kaabong District)

5.4.2 Had sexual intercourse in last 3 months
Evidence of recent sexual practices is shown in proportion (65.9%) who reported having had sexual intercourse in
the last 3 months prior to the survey.
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Figure 14: Proportion ever had sex in life and in last 3 months

Significant variations across districts in the region in terms of sexual practices are shown in proportions of young
people who had sex in last 3 months; the highest proportion was reported in Nakapiripirit (85.5%), followed by
Napak (70.6%). For Abim, Amudat, and Moroto, about two thirds of young people had had sexual intercourse 3
months preceding the survey. Lowest proportions were reported in Kaabong. No variations of statistical significance
were observed between males and females or between the different age groups. However, in terms of absolute
proportions, the practice is less reported among age group 10-14 years. The proportion of young people in school
who had sex 3 months preceding the survey is also lower compared to their counterparts out of school. Many
among the latter are in marital relations, and taking conjugal roles.
Table 32: Had sex in last 3 months by selected sample characteristics
Characteristic
Have you had sex in the last
three months
Yes
No
%
%
Sex of respondent
Male 64.5
35.5
Female 67.0
33.0
Age group of respondent
10-14 yrs 42.9
57.1
15-19yrs 63.3
36.7
20-24yrs 68.4
31.6
Schooling
Currently in school 50.9
49.1
Out of school 71.9
28.1
District
Abim 65.3
34.7
Amudat 66.1
33.9
Kaabong 48.3
51.7
Kotido 61.1
38.9
Moroto 64.6
35.4
Napak 70.6
29.4
Nakapiripirit 85.5
14.5
Locality of residence
Urban/Town Council 56.5
43.5
Rural Sub-county 74.4
25.6

P value
.342
.250

.000
.003

.000

85.5%

of young people in Nakapiripirit had sexual intercourse 3 months
preceding the survey.The practice is less reported among age group 10-14 years
and in young people in school.
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Table 33: Had sex in last 3 months disaggregated by gender and age per district
Characteristic
Have you had sex in the last three months
Gender
Age group
All
people
15-19yrs 20-24yrs
Male
Female
1014yrs
Yes
Yes
Yes
Yes
Yes
Yes
%
%
%
%
%
%
District
75.0
53.8
69.4
65.3
Abim 56.0
69.2
66.7**
59.4
74.1
66.1
Amudat 60.9
48.7
33.3**
43.8
51.3
48.3
Kaabong 47.4
59.6
68.8
55.0
61.1
Kotido 64.0
70.8
76.2
55.6
64.6
Moroto 58.3
70.6
70.4
47.4
84.4
Napak 70.8
85.5
84.8
.0**
80.0
91.7
Nakapiripirit 86.2

young

No
%

P
value

34.7
33.9
51.7
38.9
35.4
29.4
14.5

.003

** Limited statistical meaning due to small number of cases at mulitivariate level

5.4.3 Multiple and commercial partner sexual relations
About a third of young people in Karamoja are engaged in multiple partner relationships. Asked if they had had
sexual intercourse with someone else not their regular partner or spouse in the year preceding the survey, 31.1%
answered in the affirmative.
Figure 15: Sexual intercourse with any other person in the last 12 months

In terms of multiple and commercial sex behavior among young people, the study also shows that about 23% of
them had had sexual intercourse with two or more sexual partners during the 3 months preceding the survey.

About 1 out of 3

young people in
Karamoja are
engaged in multiple
partner relationships
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23% of them had had sexual
intercourse with two or more
sexual partners during the 3
months preceding the survey.
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Table 34: Multiple and commercial sex behavior among young people
Indicator
Male
Female
%
%
Number of sexual partners in the last three months
One
Two
More than two
Refused to answer
Current number of sexual partners
One
Two
More than two (All of them)
Refused to answer
Sex in exchange for money goods, service or money
Services
Goods
Money
No

All young people
N
%

59.0
16.3
15.7
9.0

76.2
12.8
3.5
7.5

271
56
34
32

69.0
14.2
8.7
8.1

76.2
9.1
3.7
11.0

89.9
3.5
.0
6.6

329
23
6
33

84.1
5.9
1.5
8.4

.0
2.4
4.9
91.5

1.3
2.2
8.2
86.1

3
9
27
349

0.8
2.3
6.8
88.4

At the time of the study, over 7% of the young people were still maintaining their multiple, non-marital sexual
relationships into which they had entered. In a sense, this constitutes the proportion of young people involved
in concurrent, multiple partner relationships. This is a practice that increases their chances of catching and/or
spreading HIV infection. Equally important to note is the level of commercial sex activities among young people in
Karamoja; about 10% of them reported ever having sex in exchange for services, goods or money.This practice has
potential to compromise the ability of young people to negotiate safe sexual intercourse.
One of the key indicators of risk behavior is involvement in sexual intercourse with partners one does not know,
or has only seen at the moment the sex is negotiated. To assess this, young people were asked the kind of persons
they had sex with at last sex; whether the partners were their spouses or regular partners, people they had just
met (causal), or commercial sex partners and so on.
The results show that about 40% of young people last had sex with their spouses, half with their boy or girl friends
and 10.4% with casual, commercial or other unfamiliar partners. The 5% of sexual partners specifically include
someone the young people did not know.
Figure 16: Person last had sex with

To gauge HIV risk more deeply, another question was posed to young people to recall the kind of sexual partner at
first sexual intercourse. Males more than females had sex with girlfriends while females more than males had first
sex with spouses. However, females, more than males, had their first sexual intercourse with casual or commercial
sexual partners (13.7%). A higher proportion of female young people (10-24 years) had had their first sex with
someone they didn’t know or casual partner (16.5%) compared to boys (7.5%). For both boys and girls, but most
especially for the girls, the data depicts a serious challenge of child marriage. Nearly one third of the young girls
had their first sexual intercourse with people they called their spouses, many of these were arranged marriages
negotiated by parents/guardians.
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Figure 17: Kind of partner at first sexual intercourse by sex of respondent

Young people in the lowest age category 10-14 had had their first sex with someone they didn’t know (14.3%) and
42.9% of them had sex with their “spouses” (defilers in forced/arranged marriages).
Table 35: Kind of partner at first sexual intercourse by selected sample characteristics
Characteristic
Kind of partner at first sexual intercourse
Spouse
Boy/girl Casual / Someone Other
friend
SW
I didn’t
know
%
%
%
%
%
Age group of respondent
14.3
14.3
0.0
42.9
28.6
7.0
1.3
2.5
10-14 yrs 20.1
69.2
70.9
3.8
0.8
2.5
15-19yrs 21.9
20-24yrs
Schooling
Currently in school 3.5
84.1
6.2
2.7
3.5
Out of school 28.6
63.8
4.8
0.7
2.1
District
20
2.0
0.0
76.0
Abim 20.0
66.1
1.6
4.8
0
Amudat 27.4
63.8
10.3
1.7
0
Kaabong 24.1
73.6
6.9
2.8
4.2
Kotido 12.5
66.7
2.1
0.0
4.2
Moroto 27.1
3.9
76.5
0
0.0
Napak 19.6
2.5
64.5
8.1
1.2
Nakapiripirit 22.6
Locality of residence
Urban/Town Council 13.5
77.6
4.7
1.0
.5
Rural Sub-county 28.9
69.5
4.7
.5
1.2

P value

.045

.000
.086

.003

Among young people currently in marital relationships or regular sexual relations they loosely define as “marriages”,
the practice of extra-marital sex is also common. About 3 in every 10 young people in with spouses, co-habiting or
regular partners are also engaged in extra marital sex. The practice is more pronounced among males (42.3%) than
females (23.3%), a variation that is statistically significant.

13.7%

42.9%

had their first sex with
someone they did not know.

with their “spouses”
(defilers in forced marriage)

of young people aged 10-14 had

44

of them had their first sex

BASELINE SURVEY ON HIV/AIDS AMONG YOUNG PEOPLE IN KARAMOJA SUB-REGION

Figure 18: Had sexual intercourse with non-regular partner by sex of respondent

Wide differentials by district are also observed with Nakapiripirit and Napak having higher proportions of young
people who report getting involved in extra-marital sex.
Table 36: Had extra-marital sex by selected sample characteristics
Had sexual intercourse with any other
Characteristic
person apart from regular partner
Yes
No
Nonresponse
%
%
%
Age group of respondent
10-14 yrs 0.0
66.7
33.3
15-19yrs 27.1
71.9
1.0
20-24yrs 34.2
63.2
2.6
Schooling
Currently in school 39.3
58.9
2.5
Out of school 28.8
6.7
2.4
District
72.7
0.0
Abim 27.3
78.0
2.4
Amudat 19.5
73.1
3.8
Kaabong 23.1
2.2
80.0
Kotido 17.8
3.6
57.1
Moroto 39.3
3.0
54.5
Napak 42.4
2.1
50.0
Nakapiripirit 47.9
Locality of residence
Urban/Town Council 34.6
65.4
.0
Rural Sub-county 28.6
67.3
4.1

female young people
13.7% of(10-24
years) had had their
first sex with someone they didn’t know
or casual partner compared to 7.5% of
boys

P value

.004

.321
.113

.077

Nearly one third of the young girls had
their first sexual intercourse with people
they called their spouses, many of these
were arranged marriages negotiated by
parents/guardians.
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Table 37: Had extra-marital sex disaggregated by gender and age per district
Had sexual intercourse with any other person apart from regular partner
Characteristic
Gender
Age group
All young people

District
Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit

Male

Female

10-14yrs

15-19yrs

Yes
%

Yes
%

Yes
%

35.7
21.4
44.4
20.0
50.0
46.7
65.2

21.1
18.5
11.8
16.7
28.6
38.9
32.0

.0**
.0**

Yes
%

2024yrs
Yes
%

Yes
%

No
%

Nonresponse
%

P
value

o**
21.1
57.1
20.8
23.1
37.5
41.2

27.3
20.0
11.1
14.3
53.3
44.0
51.6

27.3
19.5
23.1
17.8
39.3
42.4
47.9

72.7
78.0
73.1
80.0
57.1
54.5
50.0

0.0
2.4
3.8
2.2
3.6
3.0
2.1

.113

** Limited statistical meaning due to small number of cases at mulitivariate level

5.4.4 Condom use during sexual intercourse
On average, 6 out of 10 young people in Karamoja have ever used condoms in their life time during sexual
intercourse. At first sexual experience, 41.2% did not use condoms during first sexual intercourse. Among the 1524 year olds countrywide, condom use at first sex was reported to be 35.2 for females and 34.1% for males. The
above statistics may not compare exactly with the results from the present survey which also added the 10-14 year
olds. Besides, the time lag between these studies is wide.
Figure 19: Condom use during first sexual intercourse

Practice of safe or protected sex among young people was measure by assessing levels of consistent condom use
and especially if condoms are used during casual sexual encounters. There are wide district variations in condom
use;

41.2%

did not use condoms
during first sexual
intercourse
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Among the 15-24 year olds countrywide,
condom use at first sex was reported to be 35.2
for females and 34.1% for males.
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Figure 20: Proportion opted to use condoms during sexual intercourse to avoid HIV by District

Among young people who have ever used condoms, only about one third used condoms every time they paid for
sex. Others who paid for sex only used condoms some time (26.4%) and others not at all (33.3%). In all, about
half of young people who engaged in casual sex had used condoms. Nearly 20% of young people had had sex after
taking alcohol.
Table 38: Measures of protection against HIV
Indicator
Condom use during paid sex every time

Condom use with casual partners

Sex after drinking alcohol

Male
%

Female
%

All young people
N
%

All the time
Some time
Not at all
No response

45.5
18.2
36.4
.0

30.8
33.3
30.8
.0

27
19
24
2

37.5
26.4
33.3
2.8

Yes
No

61.5
38.5

52.6
47.4

18
14

56.2
43.8

Yes
No

63.2
36.8

52.3
47.7

49
211

18.8
81.2

Consistent condom use during commercial sex is most low among female young people (10-24 years) in Karamoja
compared to males. Less than one third of girls engaged in sex work insist on condom use and another one third
use condoms “sometimes”.

Less than

one third

of girls engaged in sex
work insist on condom use
and another one third use
condoms “sometines”.

Consistent condom use during commercial sex
is most low among female young people (10-24
years) in Karamoja compared to males.
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Figure 21: Used condoms during commercial sex by sex of respondents

Among the young people who engaged in commercial sex, there are also differences across districts observed.
Important to note as well, young people in the trading centres and town councils report inconsistent condom
use. This is against the background that sex work is largely a town/trading centre phenomenon. Non-use and
inconsistent condom use during commercial sex in localities where most hop spots are located raises the risk of
contracting HIV more.
Table 39: Used condoms during commercial sex by selected sample characteristics
Characteristic
Used condoms during commercial sex
All the Sometimes
No
Nontime
response
%
%
%
%
Age group of respondent
10-14 yrs 0.0
100.0
0.0
0.0
15-19yrs 33.3
30.8
30.8
5.1
20-24yrs 43.8
18.8
37.5
0.0
Schooling
Currently in school 34.6
34.6
26.9
.614
Out of school 39.1
21.7
37.0
2.2
District
0.0
Abim 50.0
0.0
50.0
0.0
Amudat 33.3
50.0
16.7
0.0
Kaabong 33.3
22.2
44.4
33.3
11.1
Kotido 16.7
38.9
20.0
0.0
Moroto 60.0
20.0
0.0
0.0
Napak 100.0
0.0
20.0
0.0
Nakapiripirit 60.0
20
Locality of residence
Urban/Town Council 32.7
24.5
38.8
4.1
Rural Sub-county 47.8
30.4
21.7
.0

P value
.401

.169

.324

5.4.5 Adoption of other HIV prevention practices
Overall, asked about measures they have taken to avoid catching HIV, 53.8% of young people say they are abstaining
from sex, 19.9% are faithful to their spouses/regular partners, 13.7% are using condoms, 7.8% avoiding use of sharp
instruments, 0.4% avoiding sex workers and 3.1% say they are doing nothing.
Analysed by district, the results show differences of statistical significance; abstinence more reported among young
people in Kotido and Kaabong but least reported in Moroto.A higher proportion of young people in Moroto report
condom use, followed by Abim. The district of Amudat has the highest proportion of young people who said they
are doing nothing to avoid catching HIV.
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Table 40: Measure taken to avoid HIV by selected sample characteristics
Characteristic
Measure taken to avoid HIV
Abstain
Faithful
Condoms
Others
%
%
%
%
Sex of respondent
Male 51.8
17.9
16.8
10.9
Female 55.4
21.4
11.4
8.3
Age group of respondent
10-14 yrs 62.9
2.7
5.0
21.3
15-19yrs 62.7
17.5
12.7
6.1
7.2
20-24yrs 37.7
35.9
2.5
District
11.1
Abim 53.3
17.8
17.8
9.0
13.5
Amudat 46.3
31.3
14.5
5.0
Kaabong 63.8
15.9
7.1
7.8
Kotido 66.9
18.2
27.3
15.9
Moroto 35.2
21.6
11.7
13.4
Napak 50.8
23.4
17.4
12.9
14.4
Nakapiripirit 47.7
Schooling
Currently in school 65.0
9.2
11.4
11.7
Out of school 44.2
29.2
15.7
7.5

Nothing
%

P value

2.6
3.5

.242

8.1
1.0
1.4

.000

1.1
9.0
.7
1.3
3.4
1.6
7.6

.000

2.7
3.5

.000

Other notable differences are observed within age groups; young people in the lower age brackets 10-14 years
and 15-19 years reported using abstinence while the 20-24 year olds mostly reported abstinence and faithfulness
to their spouses/regular partners. Similarly, those in school compared to out of school show different patterns.
Marriage is a key mediating factor influencing the above patters.
Among young people in Karamoja, 45.6% reported having undergone SMC as a response to HIV prevention. A
proportion of 51.2% remain uncircumcised while 2.2% did traditional circumcision. A few were reluctant to reveal
their SMC status. Countrywide, adult males who have responded positively to SMC were 30% as at 2010 (USAID
LQAS 2010) while MoH Strategic Plan put the figure at 33.2% (MoH 2013). Karamoja region scores higher in this
aspect mainly because some of the communities such as the Pokot practice circumcision as part of their tradition.
This also explains wide differences in male circumcision reported by district as shown in Table 41.
Table 41: Ever undergone SMC to avoid HIV by selected sample characteristics
Characteristic
Ever undergone SMC to avoid HIV
Yes
No
Refused,
Refused
traditional
to answer
circumcision
%
%
%
%
Sex of respondent
Male 46.3
51.5
2.3
0.0
Female 27.3
45.5
0.0
27.3
Age group of respondent
10-14 yrs 46.6
52.3
0.0
1.1
15-19yrs 40.9
53.6
4.5
0.9
20-24yrs 49.2
48.4
1.6
0.8
Schooling
Currently in school 45.5
52.6
1.6
0.0
Out of school 45.8
50.0
2.4
1.8
District
0.0
70.4
0.0
Abim 29.4
0.0
29.7
5.4
Amudat 64.9
0.0
63.8
0.0
Kaabong 36.2
2.3
76.7
0.0
Kotido 20.9
2.4
0.0
48.8
Moroto 48.8
0.0
0.0
48.3
Napak 51.7
6.7
3.3
30.0
Nakapiripirit 60.0
Locality of residence
Urban/Town Council 46.4
51.4
1.4
.7
Rural Sub-county 45.1
51.1
2.7
.9
BASELINE SURVEY ON HIV/AIDS AMONG YOUNG PEOPLE IN KARAMOJA SUB-REGION

P value
.000
.404

.397
.000

.861

49

5.4.6 Socio-cultural practices related to HIV risk:The case of alcohol drinking
Partly, authorities place the blame on risky sexual behavior on alcohol and its ability to compromise AIDS
competence.
Alcohol consumption, in Kotido municipality and Kotido district at large is very high. People consume a lot
of alcohol no matter the age bracket. Youths drink alcohol from morning to morning without considering
the value of their lives. Also, I think the law to deny alcohol drinking beyond midnight is not enforced by the
law enforcers like police because young people drink trans-night and end up playing sex in dark corners,
which is really very bad (Mayor, Kotido Municipality)
The biggest challenge we have is young women who are also taking an alcohol drink called eagle, you drink
eagle and within no time the eagle of HIV/AIDS takes you away (FGD, Parents / Guardians of Adolescents
and Young People Kaabong District)
Findings of the survey also indicate that 18.8% of young people were under the influence of alcohol the last time
they had sexual intercourse. Analyzed by district, a higher proportion of young people in Kotido (28.9%) had taken
alcohol at last sex; other districts stood at an average of 19% except Abim with only 9.4%. a higher proportion of
females compared to males had taken alcohol at last sex as well (21.7% and 14.8% respectively).
Table 42: Had sexual intercourse after drinking alcohol last time by selected sample characteristics
Had sexual intercourse after
Characteristic
drinking alcohol last time
No
P value
Yes
%
%
Age group of respondent
10-14 yrs 0.0
100.0
.046
15-19yrs 26.3
73.7
20-24yrs 14.6
85.4
Schooling
Currently in school 17.5
82.5
.472
Out of school 19.2
80.8
District
90.6
.516
Abim 9.4
80.5
Amudat 19.5
80.8
Kaabong 19.2
71.1
Kotido 28.9
83.9
Moroto 16.1
Napak 19.4
80.6
Nakapiripirit 16.3
83.7
Locality of residence
Urban/Town Council 19.4
80.6
.479
Rural Sub-county 18.8
81.6

A more direct question posed to young people during this survey was whether, among the partners who had sex
involving alcohol at last sex, one of the sexual partners was drunk. The results were also analysed by district, sex,
age and other characteristics.While the differences are not statistically significant, overall, 55.6% of all young people
in the survey who had sex involving alcohol were or their partners were drunk.

18% alcohol

of young people were

under the influence of
the last time

they had sexual intercourse.
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A higher proportion (28.9% of young
people in Kotidohad taken alcohol at
last sex; A higher proportion of females
compared to males had taken alcohol
at last sex as well (21.7% and 14.8%
respectively).
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Table 43: Had sexual intercourse when one of the partners was drunk
Had sexual intercourse when
Characteristic
one of the partners was drunk
Yes
No
%
%
Age group of respondent
15-19yrs 53.1
46.9
20-24yrs 58.1
41.9
Schooling
Currently in school 53.8
46.2
Out of school 56.0
44.0
District
33.3
Abim 66.7
28.6
Amudat 71.4
66.7
Kaabong 33.3
42.1
Kotido 57.9
Moroto 33.3
66.7
Napak 83.3
16.7
Nakapiripirit 50.0
50.0
Locality of residence
Urban/Town Council 60.7
39.3
Rural Sub-county 51.4
48.6

P value
.444
.566
.496

.315

Figure 22: Had sexual intercourse involving alcohol by sex of respondents

Girls more than boys had sex involving the influence of alcohol while a higher proportion of the boys reported
having had sex when one of the partners was drunk.

5.5

HIV/AIDS Risk Perceptions

Young people, especially in Abim and Amudat are at times worried that they could be living with HIV. Only a few in
Napak and Kaabong feel the same way. Similarly, older teenagers (15-19 years) and older adolescents (20-24 years)
express concern that they at times worry they could be having HIV. This implies a wide gap in HCT service uptake
that would effectively allay such fears.

Girls

more than boys had
sex involving the
influence of alcohol.

Young people, especially in Abim and Amudat are
at times worried that they could be living with
HIV.
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Table 44: At times have fear/worry of living with HIV by selected sample characteristics
At times have fear/worry of living with
Characteristic
HIV
All the time Some time
No
%
%
%
P value
Sex of respondent
Male 6.2
16.5
77.4
.080
Female 8.3
20
70.8
Age group of respondent
.000
10-14 yrs 2.0
10.1
87.9
64.9
15-19yrs 10.3
24.8
68.7
20-24yrs 9.7
21.7
Schooling
Currently in school 5.5
15.8
78.8
.004
Out of school 9.1
21.7
69.2
District
12.9
68.3
.000
Abim 18.8
23.5
65.7
Amudat 10.8
21.1
75.7
Kaabong 3.3
20.1
72.4
Kotido 7.5
19.2
73.7
Moroto 7.1
Napak 1.4
15.7
82.9
Nakapiripirit 7.4
19.6
73.3
Locality of residence
Urban/Town Council 9.9
18.8
71.3
.039
Rural Sub-county 5.5
19.1
75.4

Overall, about 70% of young people in Karamoja agree with the statement that condoms if used properly reduce
the chances of a person catching HIV. Only Amudat district presents a different statistic (48.0%). This perception is
also low among young people in the lower age bracket (10-14 years).
Table 45: Perceptions about condoms in HIV risk reduction by selected sample characteristics
Characteristic
Thinks using a condom reduces risk of
HIV
Agree
Disagree
Don’t
know
%
%
%
P value
Sex of respondent
Male 74.3
6.2
19.2
.060
Female 70.2
10.6
19.2
Age group of respondent
.000
10-14 yrs 54.5
9.8
35.7
15-19yrs 73.4
10.0
16.6
19.3
20-24yrs 71.9
8.7
Schooling
Currently in school 72.8
8.6
18.6
.863
Out of school 71.9
8.7
19.3
District
.000
12.9
13.9
Abim 73.3
39.2
12.7
Amudat 48.0
13.2
7.9
Kaabong 78.9
22.4
4.6
Kotido 73.0
11.1
9.1
Moroto 79.8
10.7
16.4
Napak 72.9
8.7
20.3
Nakapiripirit 71.9
Locality of residence
Urban/Town Council 77.2
7.2
15.6
.007
Rural Sub-county 67.8
10.0
22.3

The way young people in Karamoja perceive SMC and its role in reducing risk of HIV infection presents both
challenges and opportunities to AIDS service agencies. First, a 10.5% proportion thinks SMC alone will completely
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reduce one’s chances of catching HIV. This is erroneous. Add the proportion of 21.2% who don’t think SMC makes
any contribution towards risk reduction and those who don’t know (20.9%), more than half of young people need
accurate IEC about SMC.
Figure 23: Perception about SMC and its contribution to reduction to risk of HIV

Majority of young people say they would recommend safe male circumcision to their friends and or relatives. This
overwhelming support for SMC is an important opportunity for SMC to be scaled out successfully in the Karamoja
sub region.
Table 46: Proportion that would recommend SMC by selected sample characteristics
Would recommend SMC to friend/
Characteristic
relative to avoid HIV
Yes
No
%
%
Age group of respondent
10-14 yrs 85.7
14.3
15-19yrs 91.0
9.0
20-24yrs 92.5
7.5
Schooling
Currently in school 91.3
8.7
Out of school 89.3
10.7
District
Abim 85.7
14.3
Amudat 90.9
9.1
Kaabong 87.9
12.1
Kotido 86.7
13.3
Moroto 93.2
6.8
Napak 92.5
7.5
Nakapiripirit 92.6
7.4
Locality of residence
Urban/Town Council 88.0
12.0
Rural Sub-county 92.3
7.7

P value
.100

.268
.608

.063

However, there is evidently a sizeable proportion of female young people (10-24 years) who would not recommend
SMC for HIV prevention, an indication that sensitization targeting especially the girls is required.

Majority of young people say they would recommend
safe male circumcision to their friends and or relatives.
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Figure 24: Proportion that would recommend SMC by sex of respondents

5.6

HIV Testing and HIV Status Disclosure

Overall, 6 out of 10 young people in Karamoja sub region have ever tested for HIV either as individuals or as couples.
This leaves a gap of approximately 40% who don’t know their HIV status. The Uganda Indicator Survey 2011 puts
the country at 74% for women 15-24 years and 43% for men in the same age brackets. These figures should be
much higher in 2016, an indication that Karamoja lags on HIV testing, compared to the rest of the country.
Figure 25: Individual and couple HIV testing among young people

There are also variations of statistical significance across districts and across some demographic characteristics of
the population of young people in the sub region. For instance, Moroto scores high on HIV testing (84.8%) while
Kotido presented 53.4% and Amudat registered only 58.8%; a reflection of service concentration.

Overall

6 out of 10

young people in
Karamoja sub region
have ever tested for
HIV.
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This leaves a gap of
approximately 40%
who don’t know
their HIV status.
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Table 47: Ever tested for HIV by selected sample characteristics
Have ever tested for HIV
Characteristic
Yes
No
%
%
Sex of respondent
Male 67.4
32.6
Female 65.1
34.0
Age group of respondent
10-14 yrs 37.7
62.3
15-19yrs 71.2
28.8
20-24yrs 88.7
11.3
Schooling
Currently in school 63.0
37.0
Out of school 68.6
31.4
District
29.7
Abim 70.3
41.2
Amudat 58.8
35.5
Kaabong 64.5
46.6
Kotido 53.4
15.2
Moroto 84.8
27.9
Napak 72.1
33.8
Nakapiripirit 66.2
Locality of residence
Urban/Town Council 70.5
29.5
Rural Sub-county 62.5
34.0

P value
.260
.000

.043
.000

.006

In terms of population groups, not much difference is evident between male and female adolescents (15-24 years)
and young people (10-14 years). For both categories, about two thirds have ever tested for HIV (67.4% for males
and 65.1% for females). By age group, the proportion of young people in the age category 10-14 years is significantly
lower than those in the older age brackets (37.7%). It is important for AIDS support organizations to equally
support the lower age category as well, in addition to scaling up service access among older adolescents.
Table 48: Ever tested for HIV disaggregated by gender and age per district
Have ever tested for HIV
Characteristic
Gender
Age groups
All young
people
Male Female 10-14yrs 15-19yrs 20-24yrs
Yes
Yes
Yes
Yes
Yes
Yes
No
%
%
%
%
%
%
%
District

Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit

77.3
61.4
64.3
43.2
92.9
74.6
71.0

64.9
56.9
64.6
61.0
78.9
69.9
62.8

.0**
66.7**

100.0**

55.6
75.0
72.7
50.0
40.0
60.0
57.1

64.3
78.9
34.4
75.9
54.2
82.8
67.6

70.3
58.8
64.5
53.4
84.8
72.1
66.2

29.7
41.2
35.5
46.6
15.2
27.9
33.8

P
value
.000

** Limited statistical meaning due to small number of cases at mulitivariate level

About

2 out of 3

of all males (67.4%) and
females (65.1%) have ever

tested for HIV.

By age group, the proportion of young
people in the age category 10-14
years is significantly lower than those
in the older age brackets (37.7%).
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Table 49: Ever tested together as a couple by selected sample characteristics
Have been tested together as a
Characteristic
couple
Yes
No
%
%
Sex of respondent
Male 60.6
39.4
Female 62.4
37.6
Age group of respondent
10-14 yrs 60.0
40.0
15-19yrs 56.5
43.5
20-24yrs 64.6
35.4
Schooling
Currently in school 49.4
50.6
Out of school 66.2
33.8
District
37.8
Abim 62.2
25.0
Amudat 75.0
54.3
Kaabong 45.7
34.0
Kotido 66.0
52.3
Moroto 47.7
Napak 76.9
23.1
Nakapiripirit 63.5
36.5
Locality of residence
Urban/Town Council 55.6
44.4
Rural Sub-county 67.1
32.9

P value
.420
.377

.005
.018

.025

Table 50: Ever tested together as a couple disaggregated by gender and age per district
Have been tested together as a couple
Gender
Age groups

Characteristic

District

Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit

Male
Yes
%

Female
Yes
%

41.2
75.0
53.3
75.0
52.4
66.7
64.3

80.0
75.0
41.9
61.3
43.5
85.7
62.9

10-14yrs
Yes
%

.0**
66.7**
100.0**

All young
people

15-19yrs
Yes
%

20-24yrs
Yes
%

Yes
%

No
%

55.6
75.0
72.7
50.0
40.0
60.0
57.1

64.3
78.9
34.4
75.9
54.2
82.8
67.6

62.2
75.0
45.7
66.0
47.7
76.9
63.5

37.8
25.0
54.3
34.0
52.3
23.1
36.5

** Limited statistical meaning due to small number of cases at mulitivariate level

P value
.018

One major concern for authorities in the region is the practice whereby young people test for HIV but do not wait
to pick their results of the test. Although the statistical data shows that 98% of young people who ever tested know
the results, authorities would put this a little lower:
Our medical personnel test adolescents for HIV, however, some leave before being given their results
because some indeed fear to know their status (DHO, Kotido District)
This would not be surprising since young people in the sub region also express worry or at times have fear that
they could be living with HIV. In a community where stigma and threat of isolation on account of HIV/AIDS is real,
testing for HIV presents some challenges. Nearly 3 in every 10-young people feel susceptible to HIV infection,
sometimes or all the time.
Two interesting questions posed to young people during this survey were whether they know the HIV status of
their sexual partners and whether their partners knew their (respondents’) HIV status at last sex. The findings
show that about 1 in 10 young people do not know the HIV status of their sexual partners. Similarly, over one third
of their sexual partners did not know the HIV status of respondents at last sex. This again underlines the limited
discussion and confirmation of safety of sexual partners due to weak self-efficacy to bring up a conversation on
HIV testing before sex.
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Figure 26: Knowledge of partner’s HIV status

Analysis of weak competence among young people to make effort and ascertain HIV status of their sexual partners;
Over one third of both girls and boys did not know the HIV status of their partners at last sex.
Table 51: Knowledge of partner’s HIV status during the last time of sexual intercourse
Knowledge of the partner’s HIV
Characteristic
status during the last time of sexual
intercourse
Yes
No
%
%
Sex of respondent
Male 61.9
38.1
Female 65.4
34.6
Age group of respondent
100.0
10-14 yrs 0.0
40.4
15-19yrs 59.6
32.1
20-14yrs 67.9
Schooling
Currently in school 66.1
38.1
Out of school 63.4
36.6
Locality of residence
Urban/Town Council 89.3
10.7
Rural Sub-county 90.6
9.4

P value
.331
.027

.418
.408

The data also shows wide variations across districts; only 25.6% of young people in Amudat knew the HIV status of
their sexual partners at last sex. For Kaabong, the proportion was 59.3% who knew the HIV status of their sexual
partners at last sex.
Figure 27: Knew partner’s HIV status during the last time of sexual intercourse by District
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Disclosure of HIV status is also challenging to considerable proportions of young people in Karamoja. Abim and
Moroto show the least willingness to reveal their HIV status to anyone (37.5% and 50.0% respectively). Even in the
other districts, about a third of young people are unwilling to share their HIV test results.
Table 52: Willingness to disclose HIV status by selected sample characteristics
Characteristic
Would disclose HIV status
Yes
No
%
%
Sex of respondent

Male
Female

66.7
66.7

33.3
33.3

.545

10-14 yrs
15-19yrs
20-24yrs

59.0
69.0
74.2

41.0
31.0
25.8

.014

Currently in school
Out of school

66.0
67.2

34.0
32.8

.454

Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit

76.4
37.5
75.8
72.3
50.0
67.9
71.0

23.6
62.5
24.2
27.7
50.0
32.1
29.0

.001

Urban/Town Council
Rural Sub-county

32.6
30.8

67.4
69.2

.312

Age group of respondent

Schooling
District

Locality of residence

P value

Table 53: Willingness to disclose HIV status disaggregated by gender and age per district
Characteristic
Would disclose HIV status
Gender
Age group
All
Young
people
Male
Female
1015-19yrs 20-24yrs
14yrs
Yes
Yes
Yes
Yes
Yes
Yes
No
%
%
%
%
%
%
%
District
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Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit

73.9
45.5
91.7
37.5
52.6
70.8
70.7

78.1
33.3
66.7
79.5
47.6
65.5
71.2

66.7
18.2
66.7
66.7
40.0
52.9
77.1

69.2
40.0
83.3
74.1
55.0
94.1
66.7

85.2
54.5
88.9
71.4
60.0
100.0
69.0

76.4
37.5
75.8
72.3
50.0
67.9
71.0

23.6
62.5
24.2
27.7
50.0
32.1
29.0

P
value
.001
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6.0 SOCIO-ECONOMIC AND CULTURAL FACTORS THAT AFFECT 		
ACCESS AND UTILISATION OF HIV/AIDS/SRHR SERVICES
6.1

Introduction

6.2

Awareness and Knowledge of HIV/AIDS Services

It is a settled fact that socio-economic and cultural factors have the potential to stimulate or inhibit access and
utilization of available social services in any community. The services for addressing HIV/AIDS and SRHR of young
people cannot be an exception.Whereas there can be good practices in traditional cultures that should be identified
and promoted, there too are retrogressive ones which need to be discouraged, within the context of HIV/AIDS
prevention efforts and SRHR. This chapter begins by presenting findings of the survey on awareness of young
people about available services for HIV/AIDS and SRHR, community structures in place and issues of access to IEC
for HIV/AIDS and SRHR among adolescents (15-24 years) and young people (10-14 years). Common social, cultural
and economic factors affecting service uptake are described with a view to identifying entry points for improving
uptake of the services.
Most young people (over ¾) are aware that HIV/AIDS services are available at health centre units in the region.
A few also know some NGO facilities, private for profit, pharmacies and other places providing HIV/AIDS related
services
Figure 28: Places where HIV services can be obtained

For specific services such as condoms, nearly every young person knows where condoms exist. On this indicator,
Karamoja region is doing just as well, if not better than other places; the national average for proportions of young
people who know where to get condoms is 77% young men and 64% young women. For Karamoja, both age
categories are above 90%. Only Amudat district presents lower proportions who do not know where to access
condoms (15.4%). Still, the variations between districts are not statistically significant. Across all other social and
demographic diversities in Karamoja, knowledge of places for condoms is nearly universal.
Table 54: Knows place where to get condoms by selected sample characteristics
Knows place where to get condoms
Characteristic
Yes
No
%
%
Sex of respondent

Male
Female
Age group of respondent
10-14 yrs
15-19yrs
20-24yrs
Schooling
Currently in school
Out of school
District
Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit
Locality of residence
Urban/Town Council
Rural Sub-county
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96.5
93.3
100.0
93.7
95.4
95.6
94.3
94.7
84.6
100.0
93.0
97.0
96.8
95.0
94.9
94.6

3.5
6.7
.0
6.3
4.6
4.4
5.7
5.3
15.4
.0
7.0
3.0
3.2
5.0
5.1
5.4

P value
.209

.801

.446
.219

.568
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6.3

HIV/AIDS Community Structures and their effectiveness/capacity availability

6.4

Accessibility to HIV/AIDS/SRHR Services

Apparently, there are no deliberate community level structures strictly put in place to address issues of young
people in relation to HIV/AIDS and SRH, nor care and support programs to benefit PLHA and young people facing
daunting SRH challenges. In place are general community based mechanisms for community organization, security,
politics, economic support groups and traditional clan and kraal systems. Thus, assessing the effectiveness of HIV/
AIDS community structures per se is itself a challenge. Issues of HIV/AIDS for young people, and for everyone
else, are embedded within the wider systems and structures addressing other health and community concerns.
The work of VHTs and local government structures are taken in this context. The community and structures of
PLHA are struggling to win their space in undertaking advocacy, organization and direct support to individuals and
families affected by HIV.
The Government of Uganda with support of international and local partner agencies have put in place various
services to address community needs for HIV/AIDS and SRHR for young people.These range from community wide
IEC/BCC through the media and community based mechanisms, distribution of commodities including condoms,
and programs for eMTCT, SMC, care and treatment, TB/HIV management, and family planning. Accessibility to
services is influenced by a combination of factors especially location since some of the services do not cascade to
the lower community/village level but are rather concentrated at health facilities of different levels.
Most of the services are through NGOs which rely on donor support. The services we have in the health
centers are up to standard …, you go there, you are tested and, if HIV positive, you are treated (CAO,
Nakapiripiriti)
It is the government that provides HIV/AIDS and SRH services to the youths and we do not have other
service providers like other areas (DHO, Kotido District)
The government of Uganda provides most of the HIV and sexual reproductive health care services (Health
In-charge Nakapelimen HC III Moroto District)
Moments when young people face challenges of access are common even in places within proximity to service
points. Condoms are a case in point. Young people were asked if they had ever run out of condoms in the last 12
months because of unavailability at usual source. The findings show that about one third of young people have
experienced shortage of condoms, especially in Kaabong (59.5%) and Abim (42.1%). Napak district registered the
least shortage of condoms for young people (3.4%).
Table 55: Run out of condoms on the last 12 months by selected sample characteristics
Run out of condoms in the last 12 months
Characteristic
because of an unavailability at usual source
Yes
No
%
%
Sex of respondent
Male 30.3
69.7
Female 26.6
73.4
Age group of respondent
10-14 yrs 50.0
50.0
15-19yrs 22.2
77.8
20-24yrs 31.7
68.3
Schooling
37.5
62.5
Currently in school 22.8
77.2
Out of school
District
Abim 42.1
57.9
Amudat 31.8
68.2
Kaabong 59.5
40.5
Kotido 10.0
90.0
78.1
Moroto 21.9
96.6
Napak 3.4
74.4
Nakapiripirit 25.6
Locality of residence
Urban/Town Council 29.8
70.2
Rural Sub-county 26.4
71.7
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P value
.312
.230
012

.000

.336
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Table 56: Run out of condoms on the last 12 months disaggregated by gender and age per district
Run out of condoms in the last 12 months because of an unavailability
Characteristic
at usual source
Gender
Age group
All young
people
Male Female 10-14yrs
15-19yrs
20-24yrs

District

Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit

Yes
%

Yes
%

50.0
30.0
57.1
6.7
31.2
.0
30.0

33.3
33.3
60.9
12.0
12.5
6.7
21.1

Yes
%

100.0**

Yes
%

Yes
%

Yes
%

No
%

P value

66.7
27.3
33.3
9.1
22.2
9.1
12.5

34.5
36.4
70.8
11.1
21.7
.0
36.4

42.1
31.8
59.5
10.0
21.9
3.4
25.6

57.9
68.2
40.5
90.0
78.1
96.6
74.4

.000

** Limited statistical meaning due to small number of respondents at mulitivariate level

6.5

Access to HIV/SRHR Information, Education and Communication

Radio is by far the most common source of HIV/AIDS/SRHR Information, Education and Communication for young
people in Karamoja sub region. Over two thirds (68.4%) revealed that they learn about various aspects related to
HIV and reproductive health matters through radio programs. Many others have attended community meetings
where issues related to HIV and SRH are presented (46.9%). Level of discussion of HIV/AIDS among family and
significant others is generally low. Only a third of young people reported to have been discussing HIV/AIDS issues
at family level.
Figure 29: Sources of information about HIV/AIDS

Specific to condoms, some of the districts especially Amudat show glaring gaps in dissemination of information and
sensitization of young people about condoms; only about half of young people reported having ever been sensitized
on issues related to condoms. Napak district registered the highest proportion of young people who recall having
ever been sensitized about condoms (84.7%).
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Table 57: Ever been given information on condoms by selected sample characteristics
Ever been given information and
Characteristic
sensitization on condoms
Yes
No
P value
%
%
Age group of respondent
10-14 yrs 16.7
83.3
.011
15-19yrs 66.4
33.6
20-24yrs 71.9
28.1
Schooling
Currently in school 77.6
22.4
.013
Out of school 65.3
34.7
District
34.1
.003
Abim 65.9
50.8
Amudat 49.2
36.5
Kaabong 63.5
Kotido 70.6
29.4
Moroto 78.6
21.4
Napak 84.7
16.3
Nakapiripirit 74.6
25.4
Locality of residence
Urban/Town Council 77.2
22.8
.007
Rural Sub-county 61.8
38.2

A higher proportion of young men compared to young women reported to have ever been provided with information
and sensitization on condoms. Same is the case for older adolescents compared to younger adolescents.
Figure 30: Ever been given information on condoms by sex of respondents

Those in school, less their counterparts out of school, have also received information and sensitization about
condoms.
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Table 58: Ever been given information on condoms disaggregated by gender and age per district
Ever been given information and sensitization on condoms
Characteristic
Gender
Age group
All young
people
Male Female 10-14yrs
15-19yrs
20-24yrs

District

Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit

Yes
%

Yes
%

85.7
59.1
66.7
70.8
85.0
79.2
89.3

47.8
43.6
61.8
70.5
72.7
88.0
61.3

Yes
%
.0**

100.0**

Yes
%

Yes
%

Yes
%

No
%

P value

57.1
50.0
85.7
69.0
63.2
84.2
68.0

70.0
53.8
58.3
71.8
91.3
83.3
78.8

65.9
49.2
63.5
70.6
78.6
84.7
74.6

34.1
50.8
36.5
29.4
21.4
16.3
25.4

.003

** Limited statistical meaning due to small number of cases at mulitivariate level
Qualitative data gathered from a wide spectrum of stakeholders in the region also show glaring gaps in knowledge
about SRHR and HIV services;
There is also low knowledge about the existence of HIV/AIDS and SRH services among the youths. This
is due to limited outreaches because the facility is under staffed.We are only two (2) staff! Then how can
we alone sensitize the community about the availability of serves in the facility? (Health in charge Health
center II Tapac sub county Moroto District)
Lack of correct information on HIV/AIDS or SRH services act as a hindrance to their utilization in this
district. Majority of the youths don’t know about the existence of the services and how they exactly
work (In-Charge Pokot Zonal Development Program, Amudat District)

6.6

Socio-economic and Cultural Factors and Service Uptake

Superstition and belief in witchcraft are evident and are a key constraint to youth seeking services from modern
service providers. Negative attitudes towards modern health systems compound the problem. Thus, some young
people who get health complications seek interventions of the traditional healers. In addition, many pregnant young
adolescents prefer to deliver from their communities with the assistance of family members or traditional birth
attendants (TBAs), which limits their access to eMTCT services. This challenge is not limited to youth living in
remote rural communities but in town/trading centres as well.
There are also negative traditional beliefs among the Tepeth communities where they consider a person
having HIV as somebody who has been bewitched (Ekuwam). Another problem is that the adolescents
are ignorant about the existence of HIV/AIDS and SRH services (Health in charge Health center II Tapac
sub county Moroto District)
Specific to HIV/AIDS, one major challenge is because the epidemic is highly stigmatized; nearly across all the
districts in Karamoja region, the issue of stigma stands out.
Some youths are HIV positive but sometimes shy away from public eye due to stigma, ……there is
fear of other people knowing that they are HIV positive because majority are young (FGD Parents of
adolescents and young people Abim District)
The level of stigma is very high most especially in the communities we live in for instance one time I
wanted to go to bathe with my neighbors’ children, when their mother saw me, she immediately told
them not to go with me that am HIV positive and I may spread it to her children (FGD Young people and
adolescents living with HIV, Abim District)
…….our youths here have a problem of stigma, that one alone makes them fear to go and access these
services, they fear to be seen at the Youth Corner,…. that people will take her for a prostitute who has
contracted HIV (ACAO Kaabong District)
Young people (10-24 years) living with HIV the research team talked to are seriously concerned at the level of
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stigma and how this limits many of their colleagues;
We are stigmatized and some people even decide to abuse us and sometime some of our family members
refuse to help us collect our drugs from the health unit when we are not in position to reach the health
unit (Youth and adolescents living with HIV Kotido District)

6.7

Other factors affecting uptake of SRHR and HIV Services

Poverty is a daunting challenge, routine health care seeking demands some level of financial ability. It involves travel
costs and sometimes paying other medical bills. However, majority of the local youths in Karamoja are poor; they
lack meaningful sources of income and food yet some medications require taking them with food or after food
and the food is not available
Sometimes we do not get what we want, for instance, nutritional foods because we cannot afford and yet
we have to take drugs which are very strong (FGD, youth living with HIV Kotido District)
Long Distances coupled with poor roads. Most of the places in the region, especially in the rural areas are hard to
reach. Roads are poorly maintained and they also get worse during the rainy seasons, roads become impassable
making it difficult for young people to access HIV/AIDS and reproductive health services
The long distance to the health centres discourage youths from seeking SRH and HIV services that are
provided. They have to walk for many kilometers in case they need the services (In-Charge Pokot Zonal
Development Program, Amudat District)
The long distance to the facility also discourages the adolescents because to get transport in this subcounty is very difficult. The marble tracts act as our bus! (Health in charge Health center II Tapac sub
county Moroto District)
Inadequate HIV services in the existing HCs;The available health centers run short of drugs which always discourage
youths to go back whenever they turned away when drugs are not available. In addition, districts cannot retain the
available few health workers due to remoteness.
There is a barrier of limited space, the room there are using for the youth friendly services is really very
small, there are using FAUSTIN’s office which has many interruptions people walking in and out and this
interferes with the privacy and confidentiality thus discourages the adolescents who have come for a
service because they fear to be seen in that place (ACAO Kaabong District)
There’s also an issue of understaffing as compared to the increasing number of the adolescents and
young people who come seeking for the HIV/AIDS and SRH services (ACAO Kaabong District)
Also the time at which the youths corner operates is limited, it works from 8:00 am to around 2:00 pm
only,…. that timing is not fair to the adolescents, the place should be operating all hours of the day so
the adolescents can choose their convenient time of visiting the place ……others are also discouraged
by the parents (ACAO Kaabong District)
Since this unit is still new, there is no enough space to provide this service to the youths or adolescents.
For example, we do not have specific laboratories and counseling rooms although we offer these services.
This challenge we face in offering HIV/AIDS and SRH services is that the adolescents have poor health
seeking behavior because even when you try to sensitize them, they take it as if they are being told
rubbish (Health in charge Health center II Tapac sub county Moroto District)
Inadequate knowledge of existing services, much as services may exist at the health facilities people may tend not to
use them because of lack of knowledge about their existence. A substantial number of Young people in the districts
of Napak and Amudat were not aware of the existence of SRH and HIV/AIDS services in their communities. Key
informants had the following to say on inadequate knowledge.
Youths have inadequate knowledge about the distribution of condoms, and are not even aware that these
are distributed free of charge in designated health units. The few that manage to access the condoms do
not use them (just keep them or use them improperly), as they do not have the knowledge on how to use
them or about their effectiveness (KI, Napak)
The adolescents also have limited knowledge about the issues of HIV/AIDs services and therefore the
challenge is about mindset and some cultural practices which call for a lot of education and awareness
(HIV Focal Person, Kotido District).
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Some of the facility related challenges affecting effective uptake of services include organizational and infrastructural
inadequacies at health service points such as lack of the necessary equipment, space and staff;
There is no special laboratory for adolescents and young people in regards to HIV/AIDS and SRH in the
ART clinic thus we use the general laboratory for all tests and this discourage many from coming for the
services as sometimes youths fear to collide with their parents at the laboratory (FGD Service Provider
Abim District)
There are no counseling rooms for the young people and adolescents; it’s just done in the same room
where old people also receive their services (FGD Service Provider Abim District)
Lack of privacy most especially at the Unit due to lack of space where adolescents and young people can
access to their own services from such as a teenage centre especially target them, (FGD Service Provider
Abim District)
We really don’t have separate room or an adolescent centre for young people and adolescents living with
HIV/AIDS in the distinct and the hospital at large, FGD Abim District leaders

6.8

Mechanisms for improving uptake of HIV/AIDS/SRHR Services

Designing of appropriate youth friendly services is needed.This will encourage the youth to go for the services that
are being provided at the health facilities
Of course, we need to target intervention or design programs in a way that they attract the youths to the
health facilities. Right now, the facilities are not user friendly (DHO, Kotido District)
We need always to involve the youths in the planning process so that the services are appropriate to their
needs (KI, Napak)
Intensifying HIV awareness and address individual sexual behaviors through innovative IEC/BCC that is tailored to
the local context putting into consideration the low levels of education in the region and the mobility of the youth
due to the fact most of them are involved cattle rearing. Health workers should be reminded of their professional
ethics, for instance, keeping confidentiality of the records of the youth concerning their HIV status
The doctors should be taught by the government to keep confidentiality of the client’s records in the health
units to avoid fear and stigmatization that come after them realizing /reviling our information to others
without our consent (FGD, Kotido District).
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7.0 GENDER-BASED AND SEXUAL VIOLENCE
7.1

Introduction

7.2

Household Decision Making and GBSV

Gender based and sexual violence is a social ill known to increase adolescents’ and young peoples’ vulnerability
to HIV and ill sexual and reproductive health.This section presents findings of the baseline regarding gender based
violence among married couples and forced sex which happens among married and those not married. Given the
widespread nature of child marriage in the sub region, gender and sexual violence attracts significant attention in
HIV/AIDS and SRHR interventions.
Household decision-making provides us a clue to the likelihood of gender based violence, given the cultural
tendency of reserving that role for men, and considering women who take up that role as usurpers who should
be resisted, thus gender based violence. Respondents that were married couples were asked if their households
have access to land for subsistence production and the majority (83.8%) said they do. As is mainly the norm, over
a half of the respondents (59.8%) said that their husbands have sole ownership of the household land, compared
to a dismal 5.9% of those respondents that said that a wife had sole ownership of household land for subsistence
production (See Table 59).
Table 59: Household Decision-making and asset ownership
Aspects of household assets and decision making Male
roles
%
Household has access to land for subsistence
production of food
Yes
No
Household land ownership for subsistence
production of food
Husband only
Wife only
Jointly owned by husband and wife
Rented by husband
Rented by wife
Communally/clan owned land
Main contributor to the household income
Husband
Wife
Children
Other
Household member that decides how household
income is used
Mainly Husband
Mainly Wife
Wife and husband jointly
Other
Household decision making responsibility for health
care in any health facility
Husband only
Wife only
Jointly husband and wife
Someone else
Makes the decision whenever she wants to visit her
family and relatives
Husband only
Wife only
Jointly husband and wife
Makes decision regarding major purchases of the
household
Husband only
Wife only
Jointly husband and wife
Someone else
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Female
%

All young people
%
N

85.5
14.5

82.6
17.4

83.8
16.2

751
145

68.5
3.9
20.2
1.5
.3
5.7

53.3
7.5
27.2
1.6
1.1
9.3

59.8
5.9
24.2
1.5
0.8
7.7

468
46
188
12
6
60

84.5
10.9
.8
3.9

74.6
18.4
.9
6.1

78.8
15.2
0.9
5.1

719
139
8
47

55.0
17.1
24.5
3.4

44.1
24.3
27.8
3.8

48.7
21.2
26.4
3.6

443
193
240
33

31.8
4.5
62.1
1.5

32.0
20.5
46.7
.8

31.9
14.9
52.1
1.1

60
28
98
2

59.0
.0
41.0

49.1
15.5
35.3

52.5
10.2
37.3

93
18
66

48.4
19.4
32.3
.0

40.9
17.4
40.0
1.7

43.5
18.1
37.3
1.1

77
32
66
2
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As shown in the table, across the sub region, the data shows a male dominated society, which is a recipe for various
forms of gender-based violence, when that dominance is challenged.

7.3

Prevalence of Forced Sex

Some young people (10-24 years) in Karamoja had ever experienced forms of forced sexual intercourse; about
9.4% (representing 86 cases out of 916) reported that they had been forced to have sex against their will. More than
a half (60.5%) of these survivors of sexual abuse said they experienced this abuse in the last 12 months.
In our culture we allow grabbing of girls on the way for sex. But you may not be aware of the health
status of the young person you grab, so many have ended up acquiring HIV (FGD Parents of adolescents
and young people Abim District)
Another issue we have here is forced marriages which is taken as something normal. When a Karamojong
man admires a lady, the best option is to “carry her away” because they believe negotiation alone cannot
work if you are to negotiate with a typical Karamojong girl, it will take you ages … so the best is to carry
and it is always by force. In the long-run you cannot know the health status of someone because you
may not know whether the partner had HIV or not. This can also be perpetuated by the parents through
conniving with other men. When the parents realize that the men are wealthy, they connive and take the
girl without her consent (DCDO, Kotido District)
The main perpetrators of this form of violence are spouses (27.9%), strangers (18.6%) and friends (14.0%). Overall,
most of the perpetrators (72.2%) are people known to the victims, including those very close to them, thus
spouses, other regular partner, family member, neighbor, teacher, schoolmate and friend. The practice of reporting
cases of sexual violence is fairly present, with almost a half (42.7%) of those who reported sexual violence revealing
that the incident was reported to authorities.
Figure 31: Ever experienced sexual violence and measures taken by sex of respondents

Some of the cases of sexual violence take place within the context of marriage, and the victims, mostly women find
it even more difficult to report. Only a few brave women can open up and are able to reveal this challenge.
My husband always forces me to have unprotected sex even when I know that he has slept with other
women who might be having HIV (FGD Parents of adolescents Kotido District)

7.4

Opinions on Marital Sexual Violence

Married respondents were asked to share their opinions on marital sexual violence to among others gauge the
likelihood of the practice but also get an insight on victims or potential victims’ awareness of their rights to seek
redress in case of abuse. The findings are summarized in Table 60.
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Table 60: Opinions on marital violence
Opinion
Wife justified to refuse having sex with her husband for
any reason
Yes
No
Don’t know
A man justified to beat his wife or partner for any reason
Yes
No
Don’t know
A woman justified to beat her husband or partner for
any reason
Yes
No
Don’t know
Women often experience violence from their partner
after sharing their HIV positive status
Agree
Disagree
Refused to answer

Male
%

Female
%

All young people
%
N

45.5
39.8
14.7

58.5
28.4
13.1

53.0
33.2
13.8

483
303
126

20.7
70.1
8.3

19.0
74.5
6.5

19.7
73.1
7.2

180
667
66

7.5
84.3
8.2

9.8
83.6
6.7

8.8
83.9
7.3

80
765
67

65.5
22.4
12.1

74.5
17.4
8.0

70.7
19.6
9.8

643
178
89

Data in the table above and below show a sample that is supportive of women’s conjugal rights and one that abhors
marital sexual violence.Whereas the majority (70.7%) of respondents agree that women often experience violence
from their partners after disclosing their HIV positive status, almost an equal number detest wife or husband
beating, while just above a half of the respondents (53%) support women’s conjugal rights by agreeing to the prompt
that wives are justified to refuse to have sex with their husbands for whatever reason.
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Table 61: Sample opinion on women’s conjugal rights
Aspects of women’s conjugal rights
A married woman should refuse to have sex with her
husband if she doesn’t feel like it
Yes
No
Refused to answer/Don’t know
If a wife knows her husband has a disease that she can get
during sexual intercourse, she is justified in asking that they
use a condom when they have sex
Yes
No
Refused to answer/Don’t know
Is a wife justified in refusing to have sex with her husband
when she knows her husband has sex with women other
than his wife or wives?
Yes
No
Refused to answer/Don’t know
I can you say no to my husband/partner if I do not want to
have sexual intercourse
Yes
No
Refused to answer/Don’t know
I can ask my husband/partner to use a condom
Yes
No
Refused to answer/Don’t know
If a wife knows her husband has a disease that she can get
during sexual intercourse, she is justified in refusing to have
sex with him
Yes
No
Refused to answer/Don’t know
Women are MOSTLY to blame for bringing HIV to the
household
Yes
No
Refused to answer/Don’t know

7.5

Male
%

Female
%

All young people
%
N

53.4
33.1
13.3

68.8
20.0
11.2

62.3
25.5
12.1

541
222
105

76.2
10.3
13.6

80.0
10.0
10.0

78.4
10.1
11.5

681
88
100

57.9
28.9
13.2

69.2
20.0
10,8

64.4
23.8
11.8

556
205
102

69.4
17.5
13.1

71.6
18.8
9.6

70.7
18.3
11.0

608
157
95

59.1
25.3
15.5

66.9
19.3
13.8

63.6
21.9
14.5

547
188
12

72.9
11.6
15.5

81.8
9.8
8.4

78.0
10.5
11.4

710
96
104

24.3
62.1
13.6

14.7
76.8
8.5

18.8
70.6
10.7

169
635
96

Alcohol Abuse and GBSV

Alcohol abuse is among the main causes of domestic violence and marital instability and is implicated in the causes
of household under-productivity and ultimately poverty. The perpetrators of the violence are mainly men, leaving
women as the primary victims and children as the secondary victims. The study sample is overwhelmingly (90.6%)
in agreement that if a man takes alcohol, he is likely to use violence against his wife.
Some married men beat their spouses when they drink alcohol and this leaves women injured …we have
situations where victims have had their hands cut off, fingers, ears and other body parts also cut off (FGD
Parents of adolescents Kaabong District)
Young men who abuse alcohol always beat their spouses.They always assault their wives ……and alcohol
abuse in this community is mainly responsible domestic violence (Amudat Town council Elder)
Poverty is one of the biggest issues which lead to GBV because one is poor, all they can do is drink cheap
brew and because of drunkenness they end up fighting (FGD Parents of adolescents Kotido District)
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8.0 HOTSPOTS AND HIV/AIDS /SRHR SERVICE SITES IN 		
		
KARAMOJA SUB REGION
8.1

Introduction

Hotspots as used in this report denote places known to the local community as where risky sexual behavior
takes place. Such places include bars, nightclubs, and lodges. Clearly, these are places where men and women of
diverse socioeconomic backgrounds converge, share a drink, mainly alcohol and according to evidence collected
by this study, some of those people engage in risky sexual activity—understood as unprotected casual sex, and
engaging in such casual sex when drunk (with alcohol). What also makes it high risk is the nature of the actors
involved: mostly uniformed services, truckers, boda boda riders and sex workers, all categories that are known
in the national response as the most at risk populations (MARPs). Therefore, where young people (10-24 years)
are involved in casual sex with any of these groups, they stand a very high risk of contracting HIV, given that these
groups have the highest HIV prevalence in Uganda. Given the tendency for the MARPs to converge in certain
places, now understood as hotspots, the aim of this study was to spotlight them, by plotting them on a map, to
direct action to stem the spread of HIV. Each of the sub-counties and town councils visited has a map that shows
the mapped hotspots. In the GIS, the information was overlaid with roads, towns and administrative boundaries up
to sub county level. These Maps have been submitted separately due to limitations of space in this Report.
The second aspect of mapping was to highlight existing sites that provide HIV/AIDS and SRHR services for the
young people (10-24 years) in the sub-region. The preliminary level of map making has focused on hotspots of
risky sexual behavior in sampled sub-counties and town councils. Subsequently, the mapping will incorporate data
from qualitative data and literature to generate maps that show hotspots of high-risk sexual behavior and existing
sites for HIV/AIDS and SRHR services across Karamoja. Nevertheless, a narrative appears in this section, detailing
the existing services and their accessibility to the young people.

8.2

Hotspots of Risky Sexual and Reproductive Health Behavior

As shown in all maps submitted together with this Report, in Karamoja, hotspots of high risk sexual behavior are
mainly located in urban centers, border towns, mining centers, all of which stand out as places of convergence of
people of diverse social and economic backgrounds. Other hotspots mentioned by several study key informants
include points where locally made alcohol is brewed and areas within the precincts of army barracks.
Another issue is the forced marriage most especially when the so-called Somalia boys come (referring
to the soldiers or Army men who have returned from Somalia). Parents look at the economic benefits
and forcefully marry their daughters to the so-called billionaires from Somalia (Town Clerk, Abim Town
Council)
These hotspots tend to have a substantial population of males, with relatively easy access to liquid cash, some
of who are truck drivers, businessmen, uniformed services, boda boda, miners and some idlers or those who
come from the rural areas for merriment and recreation (“to enjoy life”) in the urban areas. On the other hand,
the women include barmaids, those employed in lodges and restaurants, hair salons and food vending, some
of who double as sex workers. In the case of truck drivers, other than the usual long distance truck drivers,
in mining areas, drivers of marble trucks are listed as a category that lure young women into casual sex. In
Loroo sub-county, Amudat, where there is mining of marble, drivers reportedly lure young girls into trucks and
promise them rides to towns outside the region to Mbale or Tororo. Public transport in the district is almost
non-existent, such that the marble carrying trucks which ply the 36KM stretch from the Nakapiripirit—Moroto
road to Amudat town council, provide a more reliable form of transport, which in our current context, comes
at heavy social and health cost.
The location of Karamoja in one of the remote parts of Uganda, coupled with a poor public transport system
(characterized by occasional impassable roads especially during the rainy season) and generally poor social
infrastructure, means that several individuals from outside the sub-region, but whose work stations are in the
region, tend to be unaccompanied. According to several key informants, this category includes the uniformed
services (police and army), such that unaccompanied men tend to search for young women in their vicinity to
fulfill their sexual desires. Within this category of unaccompanied working class individuals are those who work
especially for the NGOs/CSOs and other international agencies. See Maps below.
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Hotspots Visited in Karamoja
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MARPs Visited in Karamoja
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8.3

Sexual and Reproductive Health Services in Study Areas

All major urban centers in the region double as the seat of the respective higher level local government (a similar
pattern is true for the lower level local government/sub county) and for that matter, the major social services
including health care facilities are in such centers. All major towns and trading centers are shown in the attached
maps. Thus, compared to other hotspots like mining and brewing centers, urban centers have the advantage of
hosting service providers for HIV/AIDS and sexual and reproductive health services, while at the same time hosting
places where high risk sexual activity takes place. Thus, while mining centers and brewing points attract high-risk
sexual behavior, they do not have static service points for HIV/AIDS or SRHR. Remoteness and a constrained
access to some of these points coupled with the inability of static service points to run outreach activities, collude
to deny these non-urban hotspots HIV/AIDS and SRHR services.
Sampled survey respondents were asked if they had HIV/AIDS services in their area. A very big proportion (80.6%)
revealed that they knew of HIV/AIDS services in their area, underlining the likelihood of the wide coverage of HIV/
AIDS services in the region. Given that most of these services are provided by public health facilities (figure 32),
and given that the average distance to the nearest health facility in Karamoja is 3Km, it would be understandable
that a very big proportion of the sample knows of the availability of HIV/AIDS services in their vicinity. The kind of
services mentioned as existing in their areas, are listed in Table 62.
Table 62: Reported HIV/AIDS Services within the sampled communities
Type of HIV/AIDS service Male
Female
%
%
43.3
HCT 41.5
40.0
PMTCT 28.6
50.8
Condom provision 60.3
30.8
Safe male circumcision 37.2
6.8
PEP 7.1
4.6
Septrin 3.4
62.7
ARVs 58.8
8.0
Psychosocial support 8.0
24.0
Food/Nutrition to PHA 24.0
3.1
Economic empowerment programs for PHAs 2.8
Support to OVC .6
.7

8.4

All young people
%
N
42.5
314
35
258
406
55
248
33.6
51
6.9
30
4.1
450
61.0
59
8.0
177
24.0
22
3.0
5
0.7

Socio-economic and Cultural Factors and Service Uptake

Poverty is a daunting challenge, routine health care seeking demands some level of financial ability. It involves travel
costs and sometimes paying other medical bills however, majority of the local youths in Karamoja are poor; they
lack meaningful sources of income and food yet some medications require taking them with food or after food and
the food is not available
Sometimes we do not get what we want, for instance, nutritional foods because we cannot afford and yet
we have to take drugs which are very strong (FGD, youth living with HIV Kotido district)
Long Distances coupled with poor roads. Most of the places in the region, especially in the rural areas are hard to
reach. Roads are poorly maintained and they also get worse during the rainy seasons, roads become impassable
making it difficult for young people to access HIV/AIDS and reproductive health services
Inadequate HIV services in the existing HCs;The available health centers run short of drugs which always discourage
youths to go back whenever they turned away when drugs are not available. In addition, districts cannot retain the
available few health workers due to remoteness.
Inadequate knowledge of existing services, much as services may exist at the health facilities people may tend not to
use them because of lack of knowledge about their existence. A substantial number of Young people in the districts
of Napak and Amudat were not aware of the existence of SRH and HIV/AIDS services in their communities. Key
informants had the following to say on inadequate knowledge:
Youths have inadequate knowledge about the distribution of condoms, and are not even aware that these
are distributed free of charge in designated health units. The few that manage to access the condoms do
not use them (just keep them or use them improperly), as they do not have the knowledge on how to use
them or about their effectiveness (KI Napak)
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The adolescents also have limited knowledge about the issues of HIV/AIDs services and therefore the challenge
is about mindset and some cultural practices, which call for a lot of education and awareness (HIV Focal person
Kotido District).
Majority adolescents (77,7%) reportedly knew that SRHR services can be obtained from government health
facilities. See Figure 32.
Figure 32: Places where HIV services can be obtained

For communities that live far from the services, or where the service point are in hard to reach spots, it is
challenging to spread information about available services to such communities. In such conditions the most upto-date and relevant information on HIV/AIDS and SRHR is lacking. Moreover, inadequate funding to the local
governments means that they are ill equipped to support health units to conduct out reaches to communities
in remote areas. In the wet season when most feeder roads become impassable, access by road is a nightmare
and where there is public transport, the cost increases. Small wonder then that cultural practices that potentially
put young people (10-24 years) at risk of HIV and ill SRHR, are common in remote areas. In sum, young people
and adolescents in remote communities are less likely to access available HIV/AIDS and SRHR services. See Map
below.
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SRHs Visited in Karamoja

Superstition and belief in witchcraft are evident and are a key constraint to youth seeking services from modern
service providers. Negative attitudes towards modern health systems compound the problem. Thus, some young
people (10-24 years) who get health complications seek interventions of the traditional healers. In addition, many
pregnant young adolescents prefer to deliver from their communities with the assistance of family members or
traditional birth attendants (TBAs), which limits their access to eMTCT services. This challenge is not limited to
youth living in remote rural communities but in town/trading centres as well. From discussions with key informants
at district level, an attempt was made to map out HIV/AIDS and SRHR service providers and nature of services
provided. See Table 63.
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Table 63: HIV/AIDS and SRHR services for Young People in Karamoja sub region
District Service provider
Area of
Nature of HIV/AIDS and SRHR services
operation HIV prevention
AIDS Care
&Treatment
Abim district hospital
District
PMTCT, IEC
ART
Abim
Condom distribution, Awareness raising
TB screening and
SMC, HCT
treatment
CD4 Cell counting
All 3 sub
PMTCT
Amudat
• Pokot Zonal Development
Program (POZIDEP)
counties
IEC
• ZOA
of Amudat
Health education and education such as
• Amudat district Hospital
and
counseling of the adolescent and people
TB screening and
• FOCREV
Amudat
Condom distribution
treatment
• Vision Care Foundation
Town
Awareness raising
CD4 Cell counting,
• CUAM
Council
Awareness raising
ART
• Baylor Uganda
HCT
Pediatric
HCT
interventions
Kaabong KAABONG HOSPITAL
PMTCT, IEC
ART, TB screening
CUAM
Condom distribution, Awareness raising
and treatment
MERCY CORPS
SMC, HCT
CD4 Cell counting
AWARE UGANDA
HCT
DADO
Awareness raising
OBULAMU
Condom distribution
MARIE STOPES
PMTCT, IEC
Dodoth friends of charity
Condom distribution, HCT,
Awareness raising
ART
Kotido
Kanawat hospital
PMTCT, IEC
TB screening and
Marie Stopes
Condom distribution, Awareness raising,
treatment
CUAM
HCT,
CD4 Cell counting
OBULAMU
Condom distribution,
Awareness raising
Moroto
• Moroto Regional Referral
PMTCT, IEC
ART
Hospital
Condom distribution, Awareness raising
TB screening and
• CUAM
SMC, HCT
treatment
• Marie Stopes
Condom distribution,
CD4 Cell counting
• CUAMM
Awareness raising
• Restless development.
HCT
• Baylor
Condom distribution
• Obulamu
Awareness raising
• Samaritan purse
Nutrition to PLWHIV
• AAH
SMC, HCT
• Home based care-Nao
Awareness raising
Nutrition support to PLWHIV
Supports livelihoods of the PLWHIV
PMTCT, IEC
Napak
• Matany hospital
• Marie Stopes
Awareness raising
• Obulamu
Condom distribution
Family Planning
Cancer screening
STIs testing and
treatment

Psychosocial support and protection is
carried out for pregnant women, lactating
mothers and their partners but none for
adolescents and young people
Psychosocial Support & protection
OVC support

Psychosocial support and social
assistance

SRHR

Social Support & Protection
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9.0		

CONCLUSIONS AND RECOMMENDATIONS

9.1

1ntroduction

9.2

Major Conclusions

This Baseline Survey has generated data about HIV/AIDS and SRHR in Karamoja sub-region, highlighting most
specifically levels of awareness and knowledge, perceptions and attitudes as well as practices that have a bearing
on HIV/AIDS and SRHR situation. The major thread running through the preceding Sections is the evidence that
much more work lies ahead for communities themselves, agencies working to improve the health of young people,
and Government as the lead actor. This Section presents the major conclusions arising from the results of the
survey. Drawing from the findings, analysis and conclusions, the Section also presents the key suggestions and
recommendations for various actors and stakeholders to address HIV/AIDS, SRHR, and GBV issues in Karamoja.
Most young people (10-24 years) in the Karamoja sub-region are aware of the HIV infection regardless of gender
and age. Based on perceived signs and/or symptoms of the disease, to another extent, on grapevine, and on
observed or perceived behaviours, many young people claim to have ever known a person living with HIV/AIDS in
their community. This may not necessarily be the fact, but it highlights the attention and concern communities have
about HIV/AIDS
Many young people demonstrate correct knowledge of two common modes of transmission of HIV/AIDS such as
unprotected sexual intercourse with an infected person and sharing un-sterilized instruments. However, they lack
comprehensive knowledge about many aspects including SMC, ARVs and eMTCT, and are unable to envision the
role of these interventions on overall reduction of HIV/AIDS
The spread of the epidemic is mainly blamed on poverty and the tendency to exchange sex for economic survival,
socio-cultural beliefs and practices such as widow inheritance, forceful coitus culturally sanctioned and alcoholism.
Due to sparsely distributed, hard to reach populations amidst inadequate support from international, national and
district or community agencies, communities of young people have not been effectively reached by sensitization
campaigns targeting HIV/AIDS.
Karamoja still holds age old misconceptions about HIV/AIDS and PLHAs, thus perpetuating negative attitudes
against PLHAs or those they suspect to be living with HIV. Expectedly, given inadequate understanding of the
dynamics and facts about HIV/AIDS, fear of isolation and discrimination of PLHAs is considerable. Doubtless, these
misconceptions only serve to fuel stigma and inadequate care of persons known or suspected to be suffering from
HIV/AIDS; it also has implications for care of OVCs and on situations of violence as well.
Dissemination of information about HIV/AIDS is low, especially levels of discussion of HIV/AIDS issues among
family, Kraal/community members and significant others. About a third of young people in the communities do not
have good access to common sources of information about HIV/AIDS. Most of them cite Radio as the means, and
less community level discussions.
Whereas the practice of delayed sexual debut until marriage would be safely guarded and highly cherished in a
sub region with strong traditions, the evidence shows that majority of young people (10-24 years) in Karamoja
are sexually active. In particular, underage sex, cross-generational sex, spontaneous, multiple, casual, non-cohabiting
sexual relations and cases of defilement and rape are evident in Karamoja.There are variations in intensity of these
high-risk practices and behaviours across varieties of populations, but most common in communities that are held
loosely by a plethora of cultures and economic challenges.
Condom use, especially consistent use during non-regular, causal, spontaneous or commercial sex is generally
weak in Karamoja. While a considerable proportion of young people reported having ever used condoms during
sexual intercourse in their lifetime, the proportion reporting condom use in the year preceding the study, and
those reporting alcohol use and drunkenness at the time of sexual intercourse is a matter for AIDS agencies to
worry about. Evidence of risk behavior is further evidenced by the high proportion of sexual partners who neither
bothered knowing the HIV status of their partner at last sex and those whose partners did not know their HIV
status either.
There are still some misconceptions about the transmission of HIV/AIDS among young people (10-24 years) with
others reporting causal contact, witchcraft and mosquitoes as being responsible for HIV/AIDS transmission. In
general, there is low awareness of eMTCT, with Amudat posting the least number of young people (10-24 years)
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aware of eMTCT. These findings point to the conclusion that young people (10-24 years) in Karamoja sub region
have not yet attained comprehensive knowledge of HIV transmission.
Generally, young people hold positive attitudes towards people living with HIV although perceptions depicting
stigma and discrimination have persisted. Whereas there is willingness to care for the people living with HIV,
statements depicting reluctance to care are evident as well. Most of the young people (10-24 years) if tested
positive they will not disclose their status to others, mainly to the fear of being discriminated just in case they
disclose their status.This highlights the problem of stigma in the sub region, which undermines efforts aimed at HIV
prevention and management of AIDS.
Rape and forced marriage are common phenomena which appear to be contributing to HIV infection in the region.
This was mainly attached to parent’s desire to get heads of cattle from their daughters. A manifestation of the
problem of sexual and gender based violence. Several other cultural practices which have the potential to fuel
HIV risk exist in Karamoja region, notably wife inheritance, tattooing, female genital mutilation, and tooth removal.
Political leaders and adolescents themselves are aware of the existence of some of the cultural practices that are
fueling the spread of HIV in the region among young people (10-24 years).
Community structures, in form of community initiated support groups/systems that are mainly providing HIV
services are the community health workers and NGOs. Although other structures like HIV women’s and men’s
groups exist in some districts, most of these structures are not so functional.
Long distances, superstitious beliefs and inadequate knowledge of the existing HIV services are key constraints
to the uptake of HIV related services within the region. There is no evidence of comprehensive, widely spread
out programs addressing HIV prevention, care, and mitigation to support communities to cope with the effects of
the epidemic. Support to OVCs is minimal in the Karamoja region. This directly implies that less has been done
by communities, Government and partner agencies to address challenges of young people generally and OVC in
particular, including their livelihood and psychosocial needs.
At community level, care and support initiatives for the benefit of young and adolescent PLHAs are weak, neither
do communities show strong willingness to own the problem and to care and support.

9.3

Recommendations

●● Communities should be reached with more IEC/BCC strategies to increase awareness and correct
knowledge, and to tackle misconceptions about HIV/AIDS and PLHAs. Community sensitization should be
prioritized, and capacity of district actors in health education and community work strengthened through
recruitment and training. Intensify HIV awareness campaigns so that the youths in the region can know how
to avoid the HIV infection and transmission. This can be done by increasing on availability of IEC materials,
increased radio talk shows, community sensitizations among others
●● Sex education should be promoted in the community generally and in schools and other centres for young
people to open a discussion of HIV/AIDS in institutions including the family. This should include skills
training for increasing self-efficacy
●● Best practices in traditional cultures related to marriage, sexual relations, and, generally, behaviour should
be identified and promoted, and retrogressive ones preached against, within the context of HIV/AIDS
prevention efforts. It is urgent to break repugnant traditional cultural practices, manifested in forced and
early marriages, tattooing, forced sexual intercourse, wife inheritance and female genital mutilation that are
fueling the spread of HIV.This can be done by strengthening the community structures that can counsel and
report community members that carryout these practices.
●● The international community, National and District actors in Government and civil society should prioritize
enhancement of economic and material support to PLHAs and affected families, and promote legal support
particularly of widows and orphans. Actors should address the issue of absolute poverty among youths,
which makes them vulnerable to HIV infection and also acts a deterrent to the use of health care services
in the available facilities.
●● Accessibility to counseling for voluntary testing among the general population should be targeted and
psychosocial support to PLHAs as part of impact mitigation ensured
●● Advocacy campaigns should be prioritized by relevant actors/agencies on critical aspects related to HIV/
AIDS in Karamoja sub region to bring more enlightenment about the problem and more concerted
attention to the need to address the early ramifications of the epidemic to avoid the scenario communities
hard hit have gone through
●● A system of condom distribution should be developed to make them more accessible to potential users in
both rural and trading centre/town sites.The distributors should also double as peer educators on condom
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negotiation, correct use, disposal and storage. To be able to perform their roles, condom distributors
should be trained, regularly supplied with stocks, and facilitated well

9.4

Suggestions for Further Research

●● A Tracer Study is required to monitor and document the influence of trafficking and migration of children,
adolescents, and other young persons, especially girls form Karamoja to Kampala City, and to other
neighboring towns and municipalities such as Mbale and Soroti. Anecdotal evidence shows that the girls
who suffer even more socio-economic vulnerabilities in the city and other urban centres to which they
migrated occasionally return to Karamoja, bringing along the lifestyles and HIV risk practices of the city and
municipalities, including sex work. How the communities back in Karamoja receive the “new comers”, or
“returnees” amidst paucity of comprehensive HIV knowledge and weak self-efficacy to negotiate safe sex
present an important area for investigation. Besides, most “returnees” are merely seasonal migrants who
later go back to the cities and neighbouring municipalities
●● The current wisdom in HIV/AIDS work suggests adoption of “A cultural approach” to HIV prevention,
care and support. Karamoja is renowned for its strong traditions, beliefs, norms, values and practices, some
of which could be “best practices” within the context of HIV. Abstinence before marriage and faithfulness
in marriage are highly cherished for instance. An in-depth study is required to identify and describe Best
Practices in Karamojong traditional cultures related to marriage, sexual relations, and, generally, behaviour
Promotion of such practices require that a deeper understanding of how these traditions work and have
been maintained over time, and therefore how external support agencies can support Karamoja to embrace
continuity amidst rapid change being brought to the region in form of infrastructure and development.
Similarly, we need to interrogate deeply any entry points within the Kraal, clan and community systems
than can be used to stop retrogressive cultural practices in the context of HIV/AIDS, SRHR and human
rights generally. Outstanding among these include forced and early marriages, tattooing, forced sexual
intercourse, wife inheritance and female genital mutilation (FGM).
●● An Institutional Capacity Assessment (ICA) of the local governments to respond to HIV/AIDS and SRHR
challenges in Karamoja sub region, both at district and sub-county level is required. The ICA should
specifically identify strengths and gaps in policy, planning, service delivery, monitoring and evaluation of
programs and projects for addressing HIV and SRHR.Any capacity building gaps identified can be addressed
by providing technical support to agencies and departments in most need.
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Annex 1: Structured Questionnaire for Young People
Introduction

Hello. My name is __________________. I am working on a research commissioned by the Alliance of Mayors Initiative
for Community Action on AIDS at the Local Level (AMICAALL) on behalf of other four CSOs (TASO, NAFOPHANU, STF,
UNASO) and the Joint UN Programme of Support on AIDS. The study is focusing on the health of adolescents and young
people, specifically pertaining to HIV/AIDS and reproductive health. I would like to talk to you about your knowledge of HIV/
AIDS and reproductive health, where services can be obtained and other related topics. The results of this study will be used
to improve access to and the quality of programming for HIV prevention campaigns in your community.You have been selected
to participate in this study not because anything is known about you, but purely by chance to represent other people that live
in this community. What you tell me will be strictly confidential and your name will not be written on this form.
Questionnaire Number
Date of interview

DD-MM-YYYY: [__|__]-[__|__]-[_2_|_0_|_1_|_6_]

Interviewer’s name

SCREENER
A

Age Category

B

Schooling status (Are you currently
in school?)

Less than 10 yrs
10-14 yrs
15-19 yrs
20-24 yrs
Above 24 yrs
In-school
Out of school

1.0 RESPONDENT’S IDENTIFICATION
No
Question
100
District

101

Location

102
103
104
105

Name of Sub-county/Division
Ward/Parish
Cell/zone/LC 1
Type of settlement

1
2
3
4
5
1
2
Response
Abim
Amudat
Kaabong
Kotido
Moroto
Napak
Nakapiripirit
Urban/Town Council
Rural sub-county

Kraal
Ere/manyatta
Urban/Peri-urban

Terminate interview

Terminate interview

Code
1
2
3
4
5
6
7
1
2

Skip

1
2
3

2.0 SOCIO-DEMOGRAPHIC AND ECONOMIC CHARACTERISTICS OF THE RESPONDENT
No.
Question
Response
Code
200
Sex of respondent
Male
1
Female
2
201
How old are you?
…………………..Years
202
Have you ever attended school?
Yes
1
No
2
203
What is the highest level of school you attended?
ABEK
1
Primary 1-4
2
Primary 5-7
3
Secondary 1-4
4
Secondary 5-6
5
Post-Secondary
6
Vocational
7
204
What is your marital-status?
Single/Never Married
1
Married monogamous
2
Married polygamous
3
Separated/divorced
4
5
Widowed
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Skip

204

Þ

206

Þ
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No.
205
206

Question
How old were you when you first got married? (“first
married” applies tothose whose current marriage
or union is not the first one)
What is the main activity you do for your livelihood?

207

What is your religious affiliation

208

What is your ethnic grouping?

3.0
No
300
301
302

KNOWLEDGE OF HIV/AIDS
Question
Have you ever known a person with HIV in this
community [equivalent to LC1]?
Do you know of a person who died of AIDS related
illness in this community?
How is HIV transmitted from one person to another?
RECORD ALL MENTIONED, BUT DON’T
READ OUT

303
304

86

Is there anything a person can do to avoid or reduce
the chances of getting HIV or the virus that causes
AIDS?
What can a person do to avoid getting HIV? (mention
at least 3 ways; Interviewer, circle all mentioned,
don’t read out; Ask respondent to mention all s/
he knows; and then probe, anything else)

Response
Age in years………………
Animal rearing
Crop cultivation
Trader/business
Artisan/skilled technician
Formal job/Salaried
Brewing/selling local brew
Sell charcoal/firewood
Casual worker
Student
Other (Specify)……………
Catholic
Anglican
Orthodox
Muslim
SDA
Born Again
Atheist
Traditionalist
Other (specify)…………
Matheniko
Pian
Bokora
Tepeth
Pokot
Jie
Dodoth
Labwor
Ik
Napore
Nyangia
Other (specify) ………………
Response
Yes
No
Yes
No
Unprotected sex
Transfusion with infected blood
Mother to unborn baby
Sharing skin piercing instruments
Casual contact
Mosquitoes
Witchcraft
Don’t know
Other (Specify)…………….
Yes
No
Don’t know
Abstain from sex
Be faithful
Use condoms
Avoid sharing sharps
Avoid sex with sex workers
eMTCT for the pregnant
Safe male circumcision
Avoid mosquito bites
Avoid casual contact
Other (specify) ……………..

Code

Skip

1
2
3
4
5
6
7
8
9
97
1
2
3
4
5
6
7
8
97
1
2
3
4
5
6
7
8
9
10
11
97
Code
1
2
1
2
1
2
3
4
5
6
7
96
97
1
2
96
1
2
3
4
5
6
7
8
9
97

Skip

306
306

Þ
Þ
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No
305

Question
What have you done yourself to avoid getting HIV?

3 0 6

Can anything be done to ensure that an HIV positive
mother does not infect her unborn baby?

307

What can be done to ensure that an HIV positive
mother does nor infect her unborn baby?

308

Have you ever heard of safe male circumcision as a
method of reducing the risk of transmission of HIV?
Can safe male circumcision alone reduce the risk, or
chance, of a man getting HIV completely, somewhat or
not at all?

309

310

311

312

Where can a man in your community get safe male
circumcision services?

(For male respondents only) Have you received safe
male circumcision?
If yes, from where did you get this service?

313

How long ago were you circumcised?

314

Would you recommend your male relatives/friends who
are not circumcised to go for safe male circumcision?
How can people know if they have HIV?

315

316

What are the advantages for a person to know his/her
HIV status?

317

Would you encourage disclosure of one’s HIV status
to other people?
If you tested positive, would you disclose your status
to anybody?

318

Response
Abstain from sex
Being faithful
Use condoms
Avoid sharing sharps
Avoid sex with sex workers
Nothing
Other (specify) ……………..
Yes
No
Don’t know
Use of PMTCT
Use local herbs/medicine
Prayer
Intervention by elders/clan leaders
Other (Specify)
Yes
No
Protects completely
Protects somewhat
Not at all
Do not know
Government health facility
Private health facility
FBO health facility
CSO supported community outreach
Traditional circumciser
Don’t know
Other (Specify)……………………
Yes
No
Received traditional circumcision
Refused to answer
Government health facility
Private health facility
FBO health facility
CSO supported community outreach
Traditional circumciser
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Less than 3 months ago
3-6 months ago
6-12 months ago
More than 12 months ago
Yes
No
Through HIV testing
Ask a health worker
Look at symptoms
Go to a witchdoctor
Don’t know
Other (specify) …………….
No advantage
Start treatment and care early
Able to avoid re-infection
Able to live positively
To avoid strenuous work
Other (Specify)…………….
Yes
No
Yes
No

Code
1
2
3
4
5
6
97
1
2
96
1
2
3
4
97
1
2
1
2
3
96
1
2
3
4
5
96
97
1
2
3
4
1
2
3
4
5
1
2
3
4
1
2
1
2
3
4
96
97
1
2
3
4
5
97
1
2
1
2

Skip

308
308

Þ
Þ

315

Þ

315
314
315

319
320

Þ

87

No
319

Question
What are the reasons that you would not disclose
your HIV status to other people?

Response Code
To avoid discrimination
1
To safeguard my job
2
To revenge/infect others
3
Other (Specify)…………….
97
Now I would like us to talk more about HIV/AIDS by answering whether you agree, disagree or don’t know
Knowledge statement
Agree
Disagree
Don’t know
320
Using a condom reduces the risk of getting HIV
1
2
96
321
HIV can be transmitted by blood sucking insects
1
2
96
322
People can acquire HIV through supernatural means/
witchcraft
1
2
96
323
It is possible for a healthy-looking person to have the
virus that causes AIDS
1
2
96
324
An expectant HIV infected mother can transmit HIV
to her unborn baby
1
2
96
325
An expectant mother who has HIV can be assisted to
1
2
96
prevent infecting her unborn baby
326
Is it possible among married people for one to have
HIV while the other does not have HIV
1
2
96
327
Giving anti-retrovirals (ARVs) to an expectant mother
can reduce the risk of transmitting HIV to the baby
1
2
96
328
Putting all people with HIV early enough on treatment
is one way of reducing the infection in the general
1
2
96
population
329
Safe male circumcision can reduce a man’s chances of
1
2
96
acquiring HIV

Skip

4.0
ATTITUDES ABOUT HIV/AIDS (Several people have different thoughts and views about HIV/AIDS, and now I
would request to respond to the statements I am going to read to you by either agreeing, disagreeing or don’t know.
Attitudinal Statement
Agree
Disagree
Don’t know
400
I cannot take care of a family member having AIDS
1
2
96
401
If a teacher has the virus that causes AIDS, but is not yet sick, should he
or she be allowed to continue teaching in school?
1
2
96
402
Even if a child has HIV, he/she should still attend school
1
2
96
403
Those who get HIV should be blamed for their condition
1
2
96
404
People with HIV/AIDS should be isolated and confined
1
2
96
405
Children who are HIV positive should not play with others
1
2
96
406
Making anti-retroviral easily accessible encourages promiscuity
1
2
96
407
Condoms are only for immoral or promiscuous people
1
2
96
1
408
Do you think it is appropriate for parents to discuss issues of HIV/AIDS
Yes
2
prevention with their children and other family members?
No
Don’t know
96
5.0 PRACTICES & BEHAVIORS [QUESTIONS 500 to 531ARE FOR 15 YEARS & OLDER ONLY]
No
Question
Response Code
500
Have you ever had sexual intercourse in your life?
Yes
1
No
2
501
If no, do you intend to wait until you get married to
Yes
1
have sexual intercourse for the first time?
No
2
Don’t know/Not sure
96
502
How old were you when you had sexual intercourse
for the very first time?
Age in years………………..
1
503
What kind of person did you have sex with the very
My spouse
2
first time that you did?
Girlfriend/boy friend
3
Casual partner
4
Sex worker
5
Customer/paid for sex
Someone I didn’t know
6
Other (Specify)……………………….
97
1
504
Was this person older than you, younger than you,
Older
2
or about the same age as you?
Younger
3
About the same age
96
Don’t know/ Not sure

88

Skip
502
All go to
531

506
506
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505
506

If not the same age as you or younger than you,
would you say this person was ten or more years
older than you or less than ten years older than you?
What kind of person did you have sex with the most
recent time (last time) you did?

507

In total, with how many different people have you
had sexual intercourse in the last 3 months?

508

How many of these people are you still having sex?

509

The first time you had sexual intercourse under
what circumstances did it happen?

510

Did you ever give/have sex in exchange for goods or
services or money?

511

Did this happen in the last 12 months?

512

Have you ever used a condom?

513

515

Did you use a condom the very first time you ever
had sexual intercourse?
(If yes in 511) Was a condom used during sexual
intercourse every time you paid someone/someone
paid you in exchange for having sexual intercourse in
the last 12 months?
Do you know a place where you can get a condom?

516

What place can you get a condom?

517

In the last 12 months, have you ever run short of
condoms because they were not available at the
place you normally get them?
(If casual partner is mentioned in Qn 506) Did
you use a condom when you had sexual intercourse
with the casual partner?
Do you use a condom with casual partners at all
times you have sexual intercourse?
What are the reasons that you don’t use a condom
with the casual partner at all times you have sex?

514

518
519
520

RECORD ALL MENTIONED, BUT DON’T
READ OUT

521

In what kind of relationships or situations should
someone use a condom during sexual intercourse?
RECORD ALL MENTIONED, BUT DON’T
READ OUT

10 or more years older
Less than 10 years older
Don’t know/Not sure
My spouse
Girlfriend/boy friend
Casual partner
Sex worker
Customer/paid for sex
Other (Specify)……………………….
One
Two
More than two
Refused to answer
One
Two
All of them (more than two)
Refused to answer
When I married
Forced
Under the influence of alcohol
Given money/materials
Other (Specify)……………………….
Yes, services specify
Yes, goods, specify
Yes, money
No
Yes
No
Yes
No
Yes
No
Yes, all the time
Yes, sometimes
No
Refused to answer
Yes
No
Govt. Health facility
NGO. Health facility
Private for profit health facility
Pharmacy/drug shop
General shop
Other (Specify)……………………….
Yes
No

1
2
3
1
2
3
4
5
97
1
2
3
4
1
2
3
4
1
2
3
4
97
1
2
3
4
1
2
1
2
1
2
1
2
3
4
1
2
1
2
3
4
5
97
1
2

Yes
No

1
2

Yes
No
Condoms not available
Partner refused
Condoms are costly
Under the influence of alcohol
Partner paid for “live” sex
We were in a hurry/rush
I don’t like condoms
Other (Specify)……………………….
Casual relationships
Spontaneous relationships
Sex with sex workers
Other (Specify)……………………….

1
2
1
2
3
4
5
6
7
97
1
2
3
97
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522

522

524

Þ

89

522
523

Have you ever been provided information or
sensitized on how to use a condom?
Who provided you with this information?
RECORD ALL MENTIONED, BUT DON’T
READ OUT

524
525

526
527

The last time you had sexual intercourse with this
person, did you or this person drink alcohol?
Were you or your partner drunk at that time?

528

What is this partner’s HIV status?

529

531

The last time you had sex with this partner, did your
partner know your HIV status?
Apart from [this person], have you had sexual
intercourse with any other person in the last 12
months?
Have you ever tested for HIV?

532

How long ago did you test for HIV?

533

What are the reasons that you tested for HIV?

534

When you tested for HIV, did you receive your test
results?
What was the result of the test?

530

535
536
537
538

90

Have you had sexual intercourse with someone in
the last 3 months?
If yes, how old is the person? Would you say:

(If currently married or has sexual partner) Have
you ever been tested for HIV together as a couple?
What are the reasons that you never received your
HIV test results?
What are the reasons that you have never tested to
know your HIV status?

Yes
No
Health worker
LG leader/officer
Health educator
Peer educator
Teacher
Friend
Elder/clan/Kraal leader
Other (specify) ……………………...
Yes
No
Same age
Older than you
Younger than you
Don’t’ know/Not sure
Yes
No
Yes
No
Negative
Positive
Don’t know/Not sure
Refused to answer
Yes
No
Yes
No
Refused to answer
Yes
No
Less than a month
1-3 months
4-6 months
7-12 months
More than a year

1
2
1
2
3
4
5
6
7
97
1
2
1
2
3
4
1
2
1
2
1
2
3
4
1
2
1
2
3
1
2
1
2
3
4
5

I lost my partner
I was sickly
I was forced to test
Just wanted to know status
Counselor advised
Other (Specify)……………..
Yes
No
Negative
Positive
Refused to say
Yes
No
I feared
Providers delayed
Other (Specify)……………………….
It causes worrying
I fear to be suspected
I know I don’t have HIV
No place to test from
It is expensive
Other (Specify)……………………….

1
2
3
4
5
97
1
2
1
2
3
1
2
1
2
97
1
2
3
4
5
97

524

Þ

531

528

538

Þ

Þ

536

ALL 600
ALLÞ600
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6.0 PERCEIVED VULNERABILITY TO HIV INFECTION
No
Question
600
Do you feel susceptible to infection with HIV?
601

Are there times when you fear/worry that may be
you could be living with HIV?

602

What are the reasons that cause you to get worried
that may be you could be infected with HIV?
RECORD ALL MENTIONED, BUT DON’T
READ OUT

603

What are the reasons you consider yourself at risk
of getting infected with HIV?
RECORD ALL MENTIONED, BUT DON’T
READ OUT
Do you know any particular socio-cultural practices
in this area that may put people at risk of acquiring
HIV or other disease?
(If yes), what practices?

604
605

606
607

Have you ever noticed an unusual discharge from
your genitals that lasted a few days
Did you seek treatment?

608

Where did you seek treatment?

609

At what age or stage in life do you think girls should
be married?

610

Are there problems that you know of for a girl
marrying when she is still under age (under 18 years
of age)?
What are these problems?

611

Response
Yes
No
Yes, always
Yes, sometimes
No
Had unprotected sex
Partner died of AIDS related illness
Partner seems to have HIV
Have symptoms of AIDS
Other (specify)……………………….
I practice unprotected sex
I have multiple partners
I engage in commercial sex
Other (Specify)……………………….
Yes
No
Female genital cutting
Tattooing
Tooth removal
Early marriage
Forced/Arranged marriage
Wife inheritance
Wife sharing
Other (specify)-----------------------Yes
No
Yes
No
Self-medication
Health facility
Herbalist/traditional healer
Drug shop
Other (Specify)-----------------------Age ________Years
When they grow breasts
When menstruation begins
After initiation into adulthood
When they are able to make
independent decisions
When they complete school
Other (specify)____________
Yes
No
Don’t know
Getting complications during birth
Getting HIV/STD
Providing poor parental guidance
Other (Specify)------------------------
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Code
1
2
1
2
3
1
2
3
4
97
1
2
3
97
1
2
1
2
3
4
5
6
7
97
1
2
1
2
1
2
3
4
97
1
2
3
4
5
6
7
97
1
2
3
1
2
3
97

Skip

604

Þ

606

Þ

609

Þ

609

Þ

700
700

Þ
Þ
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7.0 SOCIO-ECONOMIC AND CULTURAL FACTORS THAT HINDER LOCAL COMMUNITIES TO ACCESS
AND UTILISESRH/HIV/AIDS SERVICES
No
Question
Response Code Skip
700
Are there HIV/AIDS services that you know of
Yes
1
Þ
703
which are available in this area?
No
2
701
What services are these?
HCT
1
PMTCT
2
Condom provision
3
Safe male circumcision
4
PEP
5
Septrin
6
ARVs
7
Psychosocial support
8
Food/Nutrition to PHA
9
Economic empowerment programs for
10
PHAs
11
Support to OVC
12
Other (specify)……………………..…
97
1
702
Does your community/school have any of the
Community Health Worker
2
following persons or groups?
Ngo Offering HIV Services
3
HIV Or Post Test Club
4
HIV Women’s Group
5
HIV Men’s Group
6
HIV Youth Group
School Post Test Club
7
8
School HIV Club
703
Do people in this area who need HIV/AIDS and SRH
Yes
1
Þ
705
services have access to them?
No
2
704
What are the places that people in this area can
Govt. Health facility
1
ALLÞ
706
access HIV/AIDS and SRH services?
NGO. Health facility
2
Private for profit health facility
3
Pharmacy
4
Other (Specify)……………………….
97
705
What are the reasons that prevent people from
Long distance
1
accessing HIV/AIDS and SRH services?
Lack of transport
2
Poverty
3
Unfriendly health workers
4
Non-availability of services
5
Lack of knowledge on where they exist
Lack of drugs
7
Other (Specify)-----------------------8
97
706
Are there factors that you know of which prevent
Yes
1
people in this area from utilising HIV/AIDS and SRH
No
2
708
services?
Don’t know
3
708
707
What factors are these?
Preference for traditional services
1
Lack of trust in modern services
2
Lack of knowledge of existing services
3
Fear to be stigmatized & discriminated
Traditional beliefs
Negative attitude
6
Others specify ------------------------7
8
97
708
Have you ever received information on HIV/AIDS
Yes
1
Þ
800
and SRH?
No
2
709
From which source do you usually get information
Radio
1
on HIV/AIDS and SRH?
TV
2
Video
3
RECORD ALL MENTIONED, BUT DON’T
Posters
4
READ OUT
Place of worship
5
Sensitization meeting/rally
6
Family members
7
Kraal/community leaders
8
Other (Specify)………………………..
97
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710

Who provided the information?

Health Workers
Local leaders/Elder/Kraal leader
Political leader
Family members
Friends
NGO/CBOs
Local governments
Church/mosque
Peer/community educator
Other (specify)………………………..

1
2
3
4
5
6
7
8
9
97

8.0 GENDER-BASED AND SEXUAL VIOLENCE
In this community and elsewhere, people have different ideas about families and what is acceptable behavior for men and
women in the home. In these questions, I would like to learn from you what you think about some of these issues. I will also
read out some statements, please tell me if you agree or disagree with them? There are no right or wrong answers, please
answer honestly.
No
Question
Response Code Skip
800
Have you ever experienced any form of forced
Yes
1
Þ
807
sexual intercourse (i.e. someone having sex with
No
2
you against your will) in your home or school?
801
Did this happen in the last 12 months?
Yes
1
No
2
1
802
What kind of person forced you into having sexual
Spouse
2
intercourse?
Other regular partner
3
Acquainted Casual partner
4
Stranger
5
Family member
6
Schoolmate
7
Teacher
Friend
8
Neighbor
9
803
When you were forced to have sexual intercourse
Yes
1
Þ
807
against your will, did you or a family member report
No
2
the case to any authority?
1
804
If yes, where was the case reported?
Family members
Youth group
2
CIRCLE ALL THAT APPLY
Local leaders (LC I Courts)
3
Police
4
Courts of law
5
Clan/Elders
6
NGO (specify)…………………
7
Other (Specify)………………………
97
805
If reported to family members, did they report the
No
1
case to the authorities?
Don’t know
2
Yes, youths groups
3
4
Yes, local leaders (LC I Courts)
Yes, police
5
6
Yes, courts of law
7
Yes, NGO (Specify)
8
Yes, other (Specify)
9
1
806
What happened after reporting the case?
Nothing
2
I was punished for reporting
3
(Interviewer, circle ALL mentioned, but do NOT
Apprehended the culprit
4
read out)
Fined the culprit
5
Referred to higher courts
6
Handled as a family matter
7
Any other
97
(Specify)………………………………
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No
807

Response Code
Yes
No
Don’t Know
1
2
3
808
Is a man justified to beat his wife or partner for any Yes
reason?
No
Don’t Know
1
2
3
809
Is a woman justified to beat her husband or partner Yes
for any reason?
No
Don’t Know
1
2
3
810
Women often experience violence from their Agree …………………….1
partner after sharing their HIV positive status.
Disagree ………..…….... 2
Refused to answer.............9
811
If a man takes alcohol regularly, he is more likely to Agree …………………….1
use violence against his wife.
Disagree ………..…….... 2
Refusedto answer........9
The next section is about what you think about common issues that come up in relationships between women and men.
Please answer YES or NO and remember, there are no right or wrong answers.
812
In your opinion, should a married woman refuse to
Yes
1
have sex with her husband if she doesn’t feel like it?
No
2
Refused to answer/don’t know
3
813
If a wife knows her husband has a disease that she
Yes
1
can get during sexual intercourse, is she justified in
No
2
asking that they use a condom when they have sex
Refused to answer/don’t know
3
814
Is a wife justified in refusing to have sex with her
Yes
1
husband when she knows her husband has sex with
No
2
women other than his wife or wives?
Refused to answer/don’t know
3
815
Can you say no to your husband/partner if you do
Yes
1
not want to have sexual intercourse?
No
2
Refused to answer/don’t know
3
816
Could you ask your husband/partner to use a
Yes
1
condom if you wanted him to?
No
2
Refused to answer/don’t know
3
817
If a wife knows her husband has a disease that she
Yes
1
can get during sexual intercourse, is she justified in
No
2
refusing to have sex with him?
Refused to answer/don’t know
3
818
Do you think women are MOSTLY to blame for
Yes
1
bringing HIV to the household?
No
2
Refused to answer/don’t know
3
819
Does this household has access to land for
Yes
1
household subsistence production of food?
No
2
820
Who owns this land that the household uses for
Husband only
1
subsistence production of food?
Wife only
2
Jointly owned by husband and wife
3
Rented by husband
4
Rented by wife
5
Communally/clan owned land
6
821
Which household member is the main contributor
Husband
to the household income?
Wife
1
Children
2
Other
3
Specify……………………………….
4

94

Question
Is a wife justified to refuse having sex with her
husband for any reason?

Skip

821
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No
822

Question
Who in your household decides how household
income is used?

823

(For married couples only)
Who makes the decision whenever you want to go
for health care in any health facility?

824

(For married couples only)
Who makes the decision whenever you want to
visit your family and relatives?

825

(For married couples only)
Who makes decision regarding major purchases
that your household makes?

Response
Mainly Husband
Mainly Wife
Wife and husband jointly
Other
specify………………………………..
Husband only
Wife only
Jointly husband and wife
Someone else
(specify)…………………
Husband only
Wife only
Jointly husband and wife
Someone else
(specify)…………………
Husband only
Wife only
Jointly husband and wife
Someone else
(specify)…………………

Code

Skip

1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4

THANK YOU SO MUCH FOR YOUR TIME
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Annex 2: FGD Guide for Parents/Guardians of Young People
Introduction
Good morning/afternoon.My name is ______________________________,and my colleague is _____________________.
We are working on a research commissioned by the Alliance of Mayors Initiative for Community Action on AIDS at the Local
Level (AMICAALL) that is focusing on the health of adolescents and young people, specifically pertaining to HIV/AIDS and
reproductive health. I would like to talk to you about your knowledge of HIV/AIDS and reproductive health, where services can
be obtained and other related topics.The results of this study will be used to improve access to and the quality of programming
for HIV prevention campaigns in your community. You have been selected to participate in this study not because anything is
known about you, but purely by chance to represent other parents/guardians of young people that live in this community.What
you tell us will be strictly confidential and your names will not be written in the Report.
Please record the following information
1. Description of participants (include age)
2. Location details
3. Sex and Age of group participants (do separate male/female)
General

4. Main problems in the community. Probe particularly on health problems if not mentioned
5. Coping measures with the problems mentioned—internal and external measures

HIV/AIDS and SRH
6. What are the most important health issues for female and male young people aged 10-24? Probe for:
a. HIV/AIDS
b. Sexual and Reproductive Health
c. GBV
7. What are the available health services you can access in your community to meet the health needs for youth people
with regard to:
a. HIV/AIDS
b. Sexual and Reproductive Health

8. Who are the key providers of the services you talked about with respect to?
a.
b.

HIV/AIDS
Sexual and Reproductive Health (Family planning, Maternal Health, ANC, prevention of management of STIs)

9. What are the major barriers that young people face in accessing the services on:

a) HIV/AIDS
b) Sexual and Reproductive Health (Family planning, Maternal Health, ANC, prevention of management of STIs)
c) GBV

10. What are the risky health behaviors of the young people (10-24 years) of your community?
11. What are the good things in this community that positively promote the health of the young people?
12. How is the situation of :

a) Rape and defilement in this community and how is it handled
b) Conflict and fighting between couples in this community and how is it handled?
Probe for availability of structures and systems for resolving the problem

13. From all that we have discussed, what are your suggestions on addressing the challenges under the following?
a)
b)
c)
d)
e)

Accessibility to services
Risky behavior
Negative social norms
Rape and defilement
Conflict and fighting amongst couples

Thank you very much for taking time to contribute your views and experiences
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Annex 3: FGD Guide for Young People Living with HIV/AIDS
Introduction
Good morning/afternoon.My name is ______________________________,and my colleague is _____________________.
We are working on a research commissioned by the Alliance of Mayors Initiative for Community Action on AIDS at the Local
Level (AMICAALL) that is focusing on the health of adolescents and young people, specifically pertaining to HIV/AIDS and
reproductive health. We would like to talk to you about HIV/AIDS issues and reproductive health, where services can be
obtained and other related topics. The results of this study will be used to improve access to and the quality of programming
for HIV prevention campaigns in your community. You have been selected to participate in this study not because anything is
known about you, but purely by chance to represent other young people living with HIV/AIDS. What you tell us will be strictly
confidential and your names will not be written in the report.
Record the following information

●● Description of participants (include age)
●● Location details
●● Number of participants (male/female)

Guide Questions
1. What HIV/AIDS services are available? Where?
2. Would you say HIV/AIDS services in this area/town are easily accessible to you? Why or why not? Are these services
addressing your needs?
3. Are there organizations, which specifically target you with HIV/AIDS services? Which organizations?
4. What services do they provide? How do they provide services to you? Are these services of your choice?
5. Are there any HIV services you would like but which are not available or which you don’t know where to find them?
6. What other challenges do you face in obtaining HIV-related services?
7. What are the key needs/concerns regarding HIV/AIDS amongst people like you?
8. What major problems do you face as PLHIV?
9. How can HIV services be improved to meet your needs? What more do you want the health service providers to do to
ensure that you and your colleagues access the services you need?
10. Comment on the support available to PLHIV from the local government (sub-county/urban local government/district)
11. What would you like local governments to do to improve services available to you?
12. How is the community responding to people with HIV/AIDS? How do other people treat/react to PLHIV and their
families?)
13. Do you have a leader amongst you or a management committee that represents your interests or manages your work?
Tell us more about that
14. How are you yourselves involved in HIV prevention and support in your community/district?
15. What other suggestions would you like to make to improve HIV/AIDS services in your community/district with greater
involvement of PLHIV?
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Annex 4: Interview Guide for Elders and Clan Leaders

Introduction
Good morning/afternoon.My name is ______________________________,and my colleague is _____________________.
We are working on a research commissioned by the Alliance of Mayors Initiative for Community Action on AIDS at the Local
Level (AMICAALL) that is focusing on the health of adolescents and young people, specifically pertaining to HIV/AIDS and
reproductive health.We would like to talk to you about the various socio-cultural practices among the Karamojong with a view
to identifying those with positive aspects that need to be strengthened and others with negative aspects in especially in this
era of HIV/AIDS that need to be targeted with intensive campaigns to either alter them or eradicate them without necessarily
changing your culture.The results could be used to design communication messages to highlight the dangers enshrined in those
traditions/customs and suggest ways to safeguard the health of all people who subscribe to those cultural practices. You have
been purposely selected to participate in this exercise because of your position in your ethnic group. We believe you have vital
information and experience to share with us on this subject.
Please record the following information
1. Name of respondent (Optional), age etc.
2. Name of Ethnic group the respondent belongs to
3. Clan and Position in clan
4. Location details
General and HIV/AIDS knowledge
1. What is your designated role in your clan and ethnic group at large?
2. What are the different customs/traditions, norms and cultural practices that are cherished by your ethnic group?
3. What traditions and practices among those you have mentioned that are deeply entrenched in the social and sexual lives
of people in your ethnic group? Probe for traditions like:
a. Initiation ceremonies into sex life (is sex and sexuality traditions practiced?)
b. Akikamun (forced sex in the process of courtship),
c. Female genital mutilation
d. Dry sex, and practices to boost sexual performance or prowess
e. Early marriage, wife sharing, and polygamy,
f. Ritual cleansing and widow inheritance
g. Tattooing
4. Kindly describe how these traditions and practices are carried out – i.e. what is entailed in this tradition, who carries it out,
how long does it take, and what is the underlying interest for the tradition, what does this tradition fulfill in the ordinary life
of a Karamojong, how often are they practiced (do they have a time factor), under what circumstances are they practiced?
(let the respondent describe one tradition at a time)
5. In your view what do you think are the causes of HIV transmission? Probe on what they consider to be unique in their
society.
6. What do you think can be done to avoid HIV infection? Probe on what role the leaders can play in the fight against HIV/
AIDS.Socio-cultural Practices and HIV/AIDS
7. Going back to the socio-cultural practices and traditions you have mentioned, what positive function do they play in your
society?
8. What negative role do you think they play or can potentially play in your society? Probe deeply on HIV transmission, and
influence on access of HIV/AIDS services.
9. Are there cultural traditions/customs and practices that have been changed in the way they are carried out over the
years especially in the light of HIV/AIDS? If yes, which ones are they and what transformations have these traditions gone
through?
10. Who is obliged to undergo these cultural traditions? Probe for:
a. What happens if someone does not undergo any of these traditions and practices?
b. Are there sanctions for non-compliance to the cultural traditions and practices?
c. What are the sanctions for non–compliance to the cultural norms and practices?
11. In your ethnic group, are there culturally tolerated sexual patterns and social relations i.e. practices which are tolerated
culturally because they are considered a necessary process of life? If yes, probe for:
a. Do people who undergo this tradition(s) take an HIV test before the ceremony?
b. What happens in circumstances where the person involved is suspected to be HIV+?
12. Does your culture allow parents to discuss matters of sex and sexuality with their teenage children? If parents are barred,
how has this impacted on the teenagers’ sex lives?
13. Based on your experience, are there values that are inculcated into girls in your ethnic group that can expose them to
infection with HIV? If yes, which values are these and what is being done about it?
14. What is your opinion about beliefs that there are some traditions/customs in your ethnic group that could be exposing
people to HIV infection? Do you share these fears, if yes; can these practices be eradicated without necessarily changing
your culture? What is the best way these practices can be altered or eradicated
Closing the discussion
15. Is there anything else that we have not talked about that you would like us discuss?
Thank you very much for taking time to contribute your views and experiences
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Annex 5: Interview Guide for District, SC Staff and Religious Leaders
(LC III Chairpersons/Mayors, CAO, DHOs, HIV/AIDS Focal Persons, DHEs, CDOs, Planners, Secretary for Health,Town Clerks,
Sub-county Chiefs, and Religious leaders)
Introduction
Good morning/afternoon.My name is ______________________________,and my colleague is _____________________.
We are working on a research commissioned by the Alliance of Mayors Initiative for Community Action on AIDS at the Local
Level (AMICAALL) that is focusing on the health of young people, specifically pertaining to HIV/AIDS and reproductive health.
We would like to talk to you about HIV/AIDS issues and reproductive health, where services can be obtained and other related
topics.The results of this study will be used to improve access to and the quality of programming for HIV prevention campaigns
in your community. You have been selected to participate in this study not because anything is known about you, but because
of your position in society/community/district. What you tell us will be strictly confidential and your names will not be written
in the report.
Please record the following information

1. Name of district
2. Name(s) of respondents
3. Position or designation of respondent
1.

General
How big a problem is HIV/AIDS in this district/town/sub-county/community?

2.

What categories of people are most at risk to HIV in this district?

3.

What factors are contributing to the spread of HIV/AIDS in this district/community?

4.

What is being done by your local government about HIV/AIDS?

5.

What HIV/AIDS services are available? (probe whether the following are available:

●●
●●
●●
●●
●●
●●
●●
●●
●●

SRH/FP
VCT/HCT
STI testing
Condoms
PMTCT
Safe Male circumcision
Psycho-social support and protection
ART
OVC support

6.

Who are the providers of HIV/AIDS services in this district?

7.

How are these services delivered? (probe: static health units, community based, outreaches, home to home, moonlight,
etc)

8.

What coordination mechanisms exist amongst the providers of HIV/AIDS services in this district?

9.

What are the gaps/limitations in existing HIV/AIDS services? What HIV/AIDS services are lacking in the district?

10. To what extent do the community members utilize the existing HIV/AIDS services?
11. What challenges do people face in obtaining/accessing HIV/AIDS related services? What are the specific barriers that
local people face in accessing HIV/AIDS related services?
12. To what extent are the existing HIV/AIDS services suited to the local conditions and realities of the population here?
13. What roles have you played as leaders/local governments in addressing HIV/AIDS?
14. What challenges do you and other actors in the district face in addressing HIV/AIDS?
15. How can HIV/AIDS services be made more appropriate to the needs of the local people in this district?
16. What more should be done to reduce the spread of HIV in your district/community?
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Socio-cultural practices and HIV/AIDS

1. A lot has been said about Karamajong cultural values and practices. Can you kindly share with me those cultural values
a.
b.
c.
d.

2.
3.
4.
5.

and practices you think fuel the spread of HIV in this society. Also, do you share these fears, if yes;
Which traditional practices are linked to the spread of HIV?
How are these traditions/customs and practices or social relations associated with HIV transmission?
Which ethnic groups practice these traditions?
How deeply rooted are these traditions and practices in the social and sexual lives of the Karamojong?
Putting it the other way, is there any positive attribute that the cultural values and practices have or can be used in the
prevention of HIV?
What are you doing as a local government/ [religious leaders] about these negative aspects of culture, which perpetuates
spread of HIV/AIDS? Probe for: can these practices be eradicated without necessarily changing the culture of your
people? What is the best way these practices can be altered or eradicated?
What more should be done to reduce the potential of the negative aspects of cultural values and practices in the spread
of HIV in this society?
What links exist between the district leaders and the cultural leaders? Do you have a formal working relationship with
cultural/clan leaders?
Young people’s access to HIV/AIDS Services

6. What HIV/AIDS services are available in this district/sub-county? Probe for: IEC, HCT, STI testing, condom distribution,
PMTCT, ARVs, Social Support& protection; how readily accessible are they?

7. What is the extent of utilization of HIV/AIDS services? Probe on barriers/challenges to accessibility and utilization, what
8.
9.

make it difficult for local people to access HIV/AIDS services at this facility, what can be done to enhance accessibility
and utilization?
Are there cultural norms, values and practices among the ethnic groups in your district/sub-county that hinder people
from accessing health services? Probe on what they are and how do they hinder people from accessing health services?
In what ways can the cultural leaders spearhead the modification of cultural aspects/traditions that have a negative
impact on the health of their people?

Closing the discussion
16. Is there anything else that we have not talked about that you would like us discuss?
Thank you very much for taking time to contribute your views and experiences
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Annex 6: Interview Guide for Health Service Providers

(To be administered to In-Charges/Health Service Providers at HIV/AIDS Service Points, and Staff/Managers from CSOs)
Introduction
Good morning/afternoon.My name is ______________________________,and my colleague is _____________________.
We are working on a research commissioned by the Alliance of Mayors Initiative for Community Action on AIDS at the Local
Level (AMICAALL) that is focusing on the health of adolescents and young people, specifically pertaining to HIV/AIDS and
reproductive health. We would like to talk to you about HIV/AIDS issues and reproductive health, where services can be
obtained, their availability, access and other related topics. The results of this study will be used to improve access to and
the quality of programming for HIV prevention campaigns in your community. You have been selected to participate in this
study not because anything is known about you, but purely because of the position you hold. What you tell us will be strictly
confidential and your names will not be written in the report.
Record type/level of facility, type of ownership, Name and position of informant
1.
What are your hours of operation?
2.
Who are your main target groups for services?
3.
Who are your main clients?
4.
What is your geographical coverage/catchment area?
5.
How many health workers work here?
a.
Comment on the adequacy of the human resources at this facility
b.
If inadequate, what are the reasons?
6.
What HIV/AIDS services are available at this health facility?
Probe for:
a) IEC
b) Other HIV prevention services e.g. condom distribution, safe male circumcision
c) Voluntary Counseling & Testing (VCT) for HIV
d) Management of all STDs including Syphilis
e) Cotrimoxazole prophylaxis and other basic medical care (OPD services)
f) TB and TB/HIV Management
g) Post Test Club/Philly Lutaaya Initiative services
h) CD4/8 Count, malaria diagnosis, QA/QC.
i) SRH/FP
j) STI testing
k) PMTCT
l) Psycho-social support and protection
m) ART
n) OVC support
7.
8.
9.
10.
11.
a.
b.

(If STI services are provided) How often do you receive people with STIs? About how many per week? Per month?
Do you have drugs for management of STIs in stock today?
(If HIV testing is provided) Do you have HIV testing kits in stock?
Comment on the availability of other supplies/materials/equipment needed to provide HIV/AIDS services
What infrastructure is available to provide HIV/AIDS services?
Probe for laboratories
Counseling rooms, etc

12.
13.
14.
15.
16.
17.
18.

What are the gaps/limitations in the HIV-related services that you provide?
What HIV/AIDS services are lacking in the district/town?
In your view, are the available HIV/AIDS services in the district accessible to the local population?
Give reasons for your answer
To what extent do local people utilize HIV/AIDS services?
What barriers/constraints make it difficult for local people to access HIV/AIDS services at this facility?
What are the main challenges you face as health service providers in providing HIV/AIDS services to people in this
community?
What support do you receive from the local government (sub-county/urban council, district)
What coordination mechanisms exist amongst the providers of HIV/AIDS services in this district?
What links exist between the service providers and the community (including referral, outreach)
How can referral systems be improved to strengthen the continuum of care?
What can local governments do to improve HIV/AIDS services at the community level?

19.
20.
21.
22.
23.
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Annex 7: Summary of Distribution of Key Informants and FGDs
District & Sub county
Abim
Abim Town Council
MorulemSub-county

Key informants met
CAO, DHO, HIV/AIDS Focal Person, Religious
Leader, DHE, CDO

Amudat
Town Council
Loroo sub county

LCV C/P,VC/P, Councilor and Sec for
Production, Elder, CAO, DHO, HIV/AIDS Focal
Person, Religious Leader, DHE, CDO

Kaabong
Town Council
Kapedo Sub-county

CDO, HIV/Focal Person, ACAO, LCV Sec
Health, I/C Kaabong Hospital, Religious LeaderKaabong Catholic Mission

Kotido
Town Council
Kotido SC

District HIV Focal Person, DHO, Mayor Kotido
TC Bishop COUKotido Diocese, CAO, CDO,
CSO, Elders

Moroto
Municipality South Division
Tapac

CAO, DHO, DHE, CDO, HIV/AIDS
Focal Person, Mayor Moroto, Elder, I/C
NakapelimenHCII, I/C Kosiro HC II

Nakapiripirit
Namalu
Moruita
Napak
Lokopo
Matany

DEO, Elders.
CAO, DHO, CDO, CSO, HIV/AIDS Focal Person
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CAO, DHO, DHE, CDO, HIV/AIDS Focal
Person, Mayor Moroto, Elder, I/C ApeitolimHCII

FGDs conducted
FGD with HIV positive Adolescents and
Young People
Parents and Guardians of Adolescents
and Young People
FGD with HIV positive Adolescents and
Young People
Parents and Guardians of Adolescents
and Young People
Parents and Guardians of Adolescents
and Young People (Kapedo SC)
HIV positive adolescents and young
people
FGD Adolescents and Young people
living with HIV
FGD with Parents and Guardians of
Adolescents and young people in Kotido
SC
Parents/Guardians of adolescents and
young people
Adolescents and young people with HIV
in Municipality
Parents/Guardians of adolescents and
young people in Namalu SC, Lokapatan,
Lokiyengunet East
FGD with HIV positive Adolescents and
Young People
Parents and Guardians of Adolescents
and Young People
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This Baseline Survey was coordinated by
AMICAALL Uganda Chapter on behalf of the consortium.
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Plot 1658 Clovis Road, Kiwatule
P. O Box 26323, Kampala, Uganda
(+256) 414 250102/ 414 341340/ 772 525487
amicaall@amicaalluganda.org
www.amicaalluganda.org
amicaallug
amicaalluganda

PACK Project
Karamoja Regional Office
Plot 44, Independence Avenue,
Moroto Municipality
P.O.Box 38 Moroto
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