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Abstract

Introduction: This study aimed to explore experienced barriers to seek human immunodeficiency virus 
(HIV) treatment and care among youth living with HIV and acquired immunodeficiency syndrome 
(AIDS) in Uganda. Given that this population remains at the center of HIV epidemic, the study’s ulti-
mate goal was to contribute to improvement of effectiveness of HIV prevention interventions for youth 
in Uganda. Twenty in-depth interviews were conducted with HIV-infected youth aged between 18 and 
24, who had entered care within one year upon receipt of results and referral for free care. In addition, 
key-informant interviews were conducted with 30 health service providers. The study used thematic 
content analysis to analyze its’ findings. The study demonstrated that barriers to using HIV care included 
fear of  stigma and HIV disclosure, young men and women’s lack of  support from their families, de-
manding work schedules, and high transport costs. Programmatic barriers included fear of stigma, anti- 
retroviral drug side effects, long waiting and travel times, and inadequate service providers’ respect for 
patients. The study recommends targeted interventions to combat stigma, strengthen couple counseling 
and health education programs, and address gender inequalities among other things. 
Material and methods: We conducted 20 in-depth interviews among HIV-infected individuals 
aged between 18 and 24 years and key-informant interviews. 
Results: Barriers to using HIV care included, among others, fear of stigma and HIV disclosure, and 
young men and women’s lack of support. 
Conclusions: Targeted interventions to combat stigma, strengthen couple counseling and health edu-
cation programs, focus on gender inequalities as well as implement youth-friendly and flexible clinic 
service hours are all needed to address barriers to using care of HIV patients. 
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Introduction 
Millions of people have been infected with human im-

munodeficiency virus (HIV) during the past four decades. 
The  absence of  effective HIV prevention and treatment  

efforts means that more people will be affected. Stigma and 
discrimination are some of the greater enemies in the bat-
tle against HIV and acquired immunodeficiency syndrome 
(AIDS). HIV and AIDS stigma and discrimination are im-
portant factors that need to be addressed to create an effec-
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stimulated coping by denial and/or secrecy about their HIV 
status. In Botswana, HIV patients survey on antiretroviral 
therapy (ART) found that 40% had delayed being tested for 
HIV because of  stigma. Stigmatizing attitudes perpetuate 
the  belief that HIV can also reduce the  amount of  people 
testing, as people who are less likely to believe they are at 
risk. Another study found that men with more stigmatizing 
beliefs were less likely to had an HIV test [7]. Stigma often 
prevents disclosure of HIV-positive status to partners, pro-
viders, and family members, who would prevent behaviors 
that can further spread HIV, such as condom use, or mitigate 
its’ impact, i.e., care seeking [8]. Therefore, this study ex-
plored the psycho-social, environmental, and socio-cultural 
factors, which influence HIV help-seeking behavior among 
youth living with HIV. The notion of double stigma is con-
jectured to be an added burden that face young populations 
in the sub-Saharan region, but may impact disparate cultural 
groups in various countries of Africa. 

Material and methods 
Study design 

This study adopted qualitative research approaches 
that rely on inductive inquiry, beginning with a worldview 
and ending with data analysis [9]. The  approach provides 
the ability to gather in-depth information about the research 
topic, and enables acquiring full and rounded understanding 
of youths’ experiences of stigma and situations pertaining to 
HIV and AIDS treatment-seeking behavior [10]. 

Study setting 

The study was conducted in Kampala, the  capital city 
of  Uganda. Kampala has five divisions: Central, Lubaga, 
Kawempe, Nakawa, and Makindye, and the study sites were 
located in Nakawa and Makindye. Although Kampala has 
many health facilities, within this study, only two health 
facilities were selected, namely Naguru Teenage Clinic and 
Nsambya Mother Care Health Center. These health facilities 
provide comprehensive, quality health services, and spe-
cialized care and treatment for people living with HIV and 
AIDS, including adults. 

Study participants and sampling 

Demographic characteristics of  participants included  
20 youth living with HIV and AIDS, aged between 18 and  
24 years, and 30 key informants, namely teachers, parents, 
and health service providers, as indicated in Table 1. 

Much as it was difficult to get participants, an effort was 
made to reach them and explain the  purpose of  the  study. 
Purposive and convenience sampling were used to recruit 
participants because of rich diversity of the target population. 
Their diverse backgrounds and experiences provided diverse 
perceptions and experiences of stigma. However, within this 

tive response to HIV and AIDS prevention and treatment. 
Unlike other conditions, knowledge of  HIV status comes 
with physical, emotional, social, and legal concerns [1]. 
Therefore, it is very important to explore reasons that con-
stitute for HIV and AIDS stigma and discrimination, their 
effects on HIV and AIDS responses as well as measures to 
reduce these effects. 

HIV and AIDS have reached epidemic proportions in 
most parts of sub-Saharan Africa. In 2014, 20.8 million HIV 
and AIDS patients were recorded in this region, which was 
equivalent to two-thirds of the global total for that year [2]. 

Making high-risk groups the  priority for preventive 
interventions at the earliest stage of the epidemic has been 
viewed as an important strategy for HIV and AIDS, because 
it targets the  right population at the  ‘right’ time. In sub- 
Saharan Africa, where youths now constitute the main pool 
affected by the epidemic, the role of youth-specific interven-
tions aimed at preventing HIV and AIDS stigma cannot be 
overestimated [2, 3]. 

Generally, stigma has been described as a  negative re-
action to an attribute in an individual that is deemed as un-
desirable or discrediting in a  social or societal setting [4].  
It is compared to societal power structures when one group 
of  individuals develops prejudicial thoughts and behaviors 
toward another group of  individuals who share a  partic-
ular attribute [5]. In the  context of  HIV and AIDS, HIV 
and AIDS-related stigma consists of  unfavorable attitudes, 
beliefs, and policies directed toward people perceived to 
have HIV and AIDS, and with regard to their loved ones, 
associates, and communities [5]. The youth who know their 
status and are able to access treatment experience several 
challenges, including disclosure, stigma and discrimination, 
and lack of support to help them to maintain on treatment. 
Finding optimal antiretroviral regimens and supporting that 
improve clinical and social help and care can be critical in 
reducing AIDS-related deaths in young generation; this re-
quires a holistic and life-long approach [2, 5]. 

All over the  world, HIV and AIDS-related stigma and 
discrimination are of  growing concern. At the  same time, 
self or internal stigma is one of  the  influential factors that 
make people living with HIV and AIDS (PLWHA) feel 
ashamed and guilty about their positive status. However, 
stigma has been largely ignored by existing policies of some 
sub-Saharan countries [6]. Stigma can deter or delay test-
ing and disclosure. Moreover, in many countries, counseling 
is not considered a crucial support for testing services and 

Table 1. Socio-demographic characteristics of  participants 
(N = 50) 

Respondent category n Age group, years

Youths living with HIV/AIDS 20 18-24

Health providers 10 ≥ 25

Parents 10 ≥ 40

Teachers 10 ≥ 30
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homogeneity, diversity in terms of age, length of  time since 
diagnosis, country of origin, and gender were sought. 

Weakness of  this sampling technique was found when 
appropriate informants were not willing to disclose some 
sensitive information, although they were assured about 
confidentiality. Data was analyzed qualitatively in line with 
key themes of the study, using content and thematic analysis 
techniques. First step in the analysis of data consisted of re-
viewing and categorizing textual data under different themes 
that were of study’s interest. Interpretative phenomenologi-
cal analysis (IPA) was also used in the study. From a quali-
tative perspective, the study was limited to 20 in-depth in-
terviews. The interviews were conducted by the researcher 
at clinical centers. Coding of data collected started immedi-
ately after the interviews were transcribed. This process in-
volved working with the interview data, organizing it, divid-
ing it into manageable units, synthetization, and searching 
for patterns to discover what was important for the  study. 
Analysis started with identification of themes emerged from 
raw data, a process sometimes referred to as ‘open coding’. 
During open coding, the researcher identified and tentative-
ly named conceptual categories, into which the phenomena 
observed were grouped. 

Study procedures 

The researcher, with the help of  social workers, identi-
fied and recruited potential informants. Most of  these in-
formants were determined through convenience sampling. 
Willing informants met with the  researcher to learn more 
about the  purpose of  the  study. Informants who consent-
ed were invited for interviews and discussions at the times 
of mutual convenience. 

The study used an  interview guide with open-ended 
questions to identify the  impact of  stigma on HIV treat-
ment-seeking behavior among the youths, and explore their 
perceptions, effects of  stigma in their lives, and their HIV 
and AIDS treatment-seeking behaviors. Validity of the data 
was ensured, as the instruments were first pre-tested. 

Data analysis 

After the data collection process, information was orga-
nized for analysis. Kansiime [11], cited in Kvale [12], states 
that transcription itself is an  interpretative process. There-
fore, the  informant’s experiences of  different phenomena 
in the  interviews were transcribed verbatim. Quotations 
were also given in their original shape to retain vivid real-
ity of the respondents. The interview material was analyzed 
from a phenomenological perspective to understand infor-
mation from the informants’ own perspectives and experi-
ences, how they describe the  world, and how they experi-
ence it [12]. Furthermore, data was analyzed qualitatively 
based on key themes of the study, using content and themat-
ic analysis techniques. Interviews and focus group sessions 
were conducted to reach data saturation. 

Ethical consideration 

Given the sensitivity of the subject under study, no refe-
rence was given to specific identities of  the  respondents/
participants to assure confidentiality of  their responses. 
Informed consent from participants and agencies were ob-
tained, and participants had the  right to withdraw from 
the study or not to answer a particular question. Written ap-
provals by the Makerere University School of Social Sciences 
research ethics committee (MAKSS REC) and the Uganda 
National Council of Science and Technology (UNCST) were 
obtained. 

Trustworthiness 

Trustworthiness of  the  study was ensured by credibili-
ty, transferability, dependability, and conformability as sug-
gested by Shenton (2004). First, credibility was ensured by 
adopting well-established research methods previously used 
in qualitative data. Second, a  pilot study to gain familiari-
ty with the  culture of  participants and organizations pri-
or to the  study was performed to establish understanding 
of  the phenomenon and trust. Third, triangulation of data 
by using in-depth face-to-face interviews, field notes, and 
observations were done; and lastly, qualified and experience 
investigators were employed. In-depth account of the study’s 
background and description of  the  phenomenon allowed 
for transferability. Dependability was ensured through ex-
plicitly accounting for the study site, criteria for participants’ 
inclusion, sample size, data collection methods, data col-
lections procedure, and the time period, in which the study 
was conducted, so that the study may be replicated. Finally, 
conformability was ensured by reduction of researcher’s bias 
through the use of bracketing, provision of in-depth meth-
odological procedures, and acknowledgement of limitations 
of the study. 

Results 
The research findings presented a  depressing picture. 

Fear of stigma and discrimination was found to pervade all 
spheres of  life from home to workplace, clinics, and com-
munity. Stigma and discrimination tended to be internal-
ized by most of  the youth living with HIV and AIDS, and 
could cause serious problems on their respective emotional 
and physical well-being. This section presents major find-
ings based on the  in-depth individual and key informants’ 
interviews. 

Fear of stigma and discrimination 

The youth described HIV and AIDS as ‘Walumbe’, ‘slim’, 
‘Kawuka’, and ‘Kavera’, which literally mean ‘death’, ‘slim’, 
‘virus’, and ‘polythene paper’, respectively. The  responses 
showed that HIV and AIDS is commonly associated with 
death. The issue was that there is no cure; therefore, it leads 
to death at any time. Furthermore, HIV and AIDS is associ-
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“People living with HIV have particular fears about dis-
closure and knowing whom to trust. There is silence around 
HIV because of gossiping and labeling.” (Male participants 
No. 4, 2). 

The participants reported that it was important for them 
to test for HIV; however, they were afraid of  what would 
happen to them afterwards. Therefore, this fear of  ‘what 
could happen’ acted as a barrier to testing. 

Testing and beliefs 

The participants in all individual interviews highlighted 
the need for youth to ‘know their status’. 

“Nowadays, it is important to know your status. I think 
he must get tested because you may think that you are nega-
tive, whilst you are not.” (Female respondent). 

Despite this reported belief, few participants had person-
ally been through a counseling and testing process and knew 
their HIV status. A single female participant reported hav-
ing wanted his boyfriend to accompany her for testing, but 
he refused. Three young men reported having been tested 
for HIV as part of routine testing and counseling for recruit-
ment of joining the army. 

Behavior after testing negative  
or positive 

Findings indicated that youth might not change their 
sexual behaviors upon learning their HIV status. For exam-
ple, a negative diagnosis would give youth a false confidence 
that they can engage in high-risk behavior and ‘get away with 
it’. Some young people perceived HIV-negative diagnosis as 
a reason for celebration with relatively little thought about 
future sexual behavior and amelioration of risk (behavioral 
reactions to an HIV-negative diagnosis – celebration with-
out behavior change). 

“According to me, when he finds out that he is negative, 
he will continue with past actions he used to do, and think-
ing there is no such thing as HIV/ AIDS.” (Phase 1, female 
participant). 

A small number of  participants were well-informed 
about issues, such as window period, and were aware 
of  the  need to test again if one had had unprotected sex 
(behavioral reactions to HIV-negative diagnosis – behavior 
change). They warned other youths about the potential need 
for re-testing to make sure that their negative results were 
accurate. 

Testing as a remedy 

The respondents were less likely to discuss changes in 
sexual behaviors after a positive diagnosis than they were to 
discuss social consequences of HIV infection. A small num-
ber of  participants discussed the  need to change of  sexual 
behavior, especially through condom use or abstinence. In-
terestingly, a number of participants indicated that knowing 

ated with fornication, prostitution, adultery, or extra marital 
sexual relationships. “The public opinion is always negative”, 
according to the  informants. “It becomes shocking to get 
news that so and so is HIV and AIDS-positive”. 

“Public sees the  victims as being promiscuous, being 
a mobile grave – a nickname given to a person who may die 
any time, fear of not being employed, especially when their 
jobs are in places like United Arab Emirates (AUE).” (Female 
participants No. 1, 3). 

When asked on the barriers of HIV treatment-seeking 
behavior, the  key informants agreed that HIV stigma af-
fects HIV and AIDS treatment-seeking behavior among 
the youth. 

“They fear to go for HIV and AIDS testing because they 
fear to be known by their friends. In case results come out 
positive, they feel the  status can cause rejection by their 
peers. In schools and institutions, students prefer to deal 
with nurses instead of dealing with teachers and administra-
tors. (...) Some teachers behave unprofessionally and rebuke 
students in public. Students try to avoid such teachers.” 

Isolation 

The participants said that isolation was the  pre-domi-
nant reaction to HIV. According to them, stigma is used to 
marginalize and exclude youth who are living with HIV and 
AIDS. Cautiousness from fear of  infection also leads peo-
ple to prevent their children from having contact with those 
known to be living with HIV and AIDS. In addition, some 
family members of those living with HIV and AIDS try to 
prevent them from doing casual housework, such as prepar-
ing food for the family. If a person has HIV, it is also assumed 
that the person is already dead; therefore, they cannot take 
part in any decision-making process in the  family. Unfor-
tunately, specific eating utensils are designated to those liv-
ing with HIV when their families discovered that they were 
HIV-positive; this isolate and makes youth living with HIV 
and AIDS very vulnerable. Apart from stigma-related issues, 
the following questions were asked to the study participants: 
•	 Have	 you	 experienced	 any	 social	 interaction	 changes	

when you knew about your status? 
•	 Are	there	any	positive	events	that	have	helped	sustaining	

your life since the  time you were diagnosed with HIV 
and AIDS? 

•	 Do	you	know	of anyone	or	a group	of people	who	have	
not helped to live positively since the  time you were  
diagnosed with HIV and AIDS? 

•	 Are	you	satisfied	with	HIV	treatment	and	care	services	
for youth in your community? If no, would you share 
the reasons why? 

Insults, labeling with various names, 
and gossiping 

Gossiping, verbal harassment or ridicule, and ostracism 
toward people living with HIV were highlighted. 
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one’s HIV status would encourage them becoming involved 
in HIV health services and care. 

“Someone’s behavior will change in a positive way. She/
he will start to be more responsible about her/his sexual life-
style, and use protection every time she/he has sex. He or she 
will start to educate his/her parents, friends, and the com-
munity about the virus, and particularly his/her peers who 
are ignorant about HIV and AIDS.” (Female participant). 

Disclosure 

Some participants had a feeling that they would disclose 
to parents and/or family members before any other group or 
friends. They indicated that being HIV-positive is a disgrace 
to the family and the community. Even though parents and 
family members might get angry, they would offer support 
and could be trusted to keep results a secret from others. 

“The family is better for disclosure because they can keep 
that thing within the family.” (Male participant). 

A few participants feared the  ongoing negative conse-
quences of disclosing to parents or relatives that would not be 
resolved. 

“A father or a relative would not understand. He/she will 
ask how I got this sickness. He/she will even call me ‘Satan’. 
I think he/she would even chase me away from the house. 
He will not care where I go. Even the aunt/mother would be 
a lion (furious).” (Female participant). 

The study revealed that friends were the next most popu-
lar group to disclose to; however, the youth expressed greater 
reservations about disclosing to close friends compared to 
family members. Friends were considered important because 
they provided a shoulder to lean on. However, there were cer-
tain worries that some friends might disclose their HIV status 
results to others, which would cause gossiping that is more 
harmful than the potential emotional support from a friend. 

“I think that he will go to a  friend instead of any fam-
ily member because he will need someone who can com-

fort him... So, the friend will be the only person he will tell. 
A  best friend will advise him to do something about his 
health.” (Female participant). 

Partners were the least group mentioned with regard to 
disclosure. For the respondents, such disclosure was prob-
lematic because discovering one’s HIV-seropositive status 
has implications for a  sexual relationship, particularly re-
garding issues of trust and blame. Disclosure to partners was 
seen as a significant source of anxiety. Although some par-
ticipants acknowledged that disclosing to family and friends 
had the potential for rejection and discrimination, they also 
perceived it as potentially carrying additional consequenc-
es of abandonment and loss of possibility for marriage and 
children. One male participant illustrated: 

“There is a higher risk involved for me to go for testing 
because my girlfriend might leave me to face the situation 
alone if I test HIV-positive… If I were positive and she is 
negative, that means she is going to dump me and look for 
a better one who is HIV-negative. I would be left alone”. 

Most of the participants agreed to the idea of counseling 
as a potential solution to get tested and disclosing results to 
partners. 

Family support and care 

The parents indicated that they would need to be a re-
source for their HIV-positive children, as seen in Table 2. 
However, they questioned their abilities to provide care, and 
noted that they would also need counseling to assist in ac-
cepting, coping, and caring for their HIV-positive children. 

Discussion 
Although youth participants in these interviews referred 

to the  importance of  HIV testing, and actual experiences 
with HIV treatment and care, there was a  perception that 
testing was only necessary for people with symptoms and 

Table 2. Themes, process themes, and main categories

Main categories Process themes Themes

Perceived stigma Obstacles or disparities that impede access to 
facilities and/or activities that facilitate  
or promote HIV stigma, non-burdens

Social stigma
Self-stigma
Family and relative rejection
Friends and community rejection

Internal stigma Problem-focused strategies, emotional coping 
strategies, seeking spiritual guidance, and 
social support

Individual-isolation

Healthy system stigma Treatment places, services, and offered level  
of utilization

Discrimination in receiving health services
Insult from health system staff
Ignorance in providing services

Poverty Lifestyle, standard of living, or cultural burdens, 
disparities that impede access to information, 
social support, and resources that facilitate  
or promote HIV prevention

Lack of food, transport to collect medicine
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signs of AIDS. These perceptions about voluntary counsel-
ing and testing were in contrast to actual testing experiences 
among the youth in other African countries. For example, 
research carried out in Uganda and Kenya reflected similar 
views. However, youth said that knowing one’s status gen-
erally was the reason for testing rather than showing symp-
toms of the disease (Table 2). 

Testing during advanced HIV infection creates the per-
ception that HIV testing always results in a positive diagno-
sis, and may contribute to the  perception that finding out 
one’s status speeds one’s death. This causes increased stig-
ma and fear of HIV testing and perpetuates the belief that 
healthy-looking individuals cannot be HIV-positive, as illus-
trated in Table 2. Research in South Africa has repeatedly 
shown that young people have low levels of perceived HIV 
risk [13-16]. The perception that voluntary counseling and 
testing (VCT) is for the ill may be a manifestation of the in-
ability of young people to accurately assess their risk of HIV 
infection [17]. 

Negative perceptions of  healthcare professionals work-
ing in VCT and reproductive health centers are consistent 
with themes in the available literature from developed and 
developing countries [7, 18]. Youth in four American cities 
noted that attitudes of healthcare professionals heightened 
their anxiety about testing, and stated that they found risk 
assessment questions embarrassingly personal and intrusive 
[18]. Kenyan and Ugandan youth most commonly indicat-
ed that they desired a  ‘kind’ person to conduct voluntary 
counseling and testing [7]. Valdiserri et al. suggested that 
counseling that is more appropriate would increase the rate 
of  youth return for post-test services. As seen in Table 2, 
conversations with these South African youths show that 
they too would like VCT testing and counseling to be con-
ducted with sensitivity and kindness in a less medical model 
than currently used [7, 19]. 

Another study reported that persons to whom youth 
were able to disclose their status were supportive and re-
sponded positively, suggesting that young people may dis-
close to individuals within their network who they expect 
to be supportive [7]. Studies from the United States showed 
that adolescents were most likely to disclose to their parents 
rather than sexual partners [20, 21]. In South Africa, fears 
of  rejection, gossiping, and discrimination among HIV- 
positive women disclosing to partners were reported, but 
they also indicated that disclosure was more common in 
partnerships characterized as loving and trusting [22]. 
Youth participants in this study were afraid of all these fac-
tors. Moreover, they were concerned about partner violence, 
abandonment, sexual abstinence, and losing opportunities 
for marriage and children [23]. In a study [24], it was sug-
gested that couples counseling can be highly effective in 
overcoming problems associated with sharing test results 
and issues of blame. Youth participants in this study high-
lighted their preference for couples counseling to overcome 
many of their perceived obstacles to partner’s disclosure. 

Fears about social consequences of HIV infection, par-
ticularly stigma, appeared to be significant barriers to ac-

cessing VCT, as demonstrated in Table 2. The participants 
mentioned stigma-associated factors, including stereotyp-
ing, separation, status loss, and discrimination [25] as rea-
sons for avoiding testing (Table 2). Stigma from community 
members was particularly significant for participants, and 
was reflected in the fact that no mention was made of com-
munity care and support for HIV-infected individuals [26]. 

The recurring mention of suicide and continued risk be-
haviors after a negative diagnosis are important dynamics to 
consider in the provision of VCT for the youth in Uganda. 
Programs must ensure that they maintain vigilance on these 
issues, and provide sufficient care, support, and referral ser-
vices in place to assist HIV-infected youth to manage de-
pression and anxiety, so that uninfected youth are adequate-
ly advised on maintaining safe sexual behaviors through 
their life-changing sexual relationships [19]. 

Whether access to treatment reduces barriers to treat-
ment, including stigma (through reducing fear of imminent 
death) and increases sexual risk taking, are the  questions, 
which have started to be investigated in the context of de-
veloping countries. However, there is no recent literature on 
this topic for developing countries [27]. 

It is important to recognize that the youth in Uganda are 
not a homogeneous group. Their experiences vary accord-
ing to many factors, including cultural environment, tribes, 
gender, socio-economic status, and educational background. 
For many, the stigma they face in relation to their sexual and 
reproductive health intersect during their daily lives with 
other kinds of stigma derived from different forms of social 
inequality. For example, a  young unemployed man having 
sex with other men in a  low-income urban neighborhood 
is likely to experience stigma from a  variety of  sources. 
Therefore, tackling stigma requires addressing its’ underly-
ing causes [27]. Research suggests these causes are consis-
tent across different contexts, and include lack of awareness 
of  stigma and its’ damaging effects, fear of  acquiring HIV 
through everyday contact, and values linking people with 
HIV to a  behavior considered improper and immoral. 
“These drivers of  stigma can be addressed with any target 
group by creating awareness of  what stigma is and why it 
is beneficial to reduce it, fostering motivation for change, 
addressing fears and misconceptions about transmission 
of HIV, discussing ‘taboo’ topics that are linked to and fuel 
HIV stigma and discrimination, such as gender, violence, 
sexuality, and injecting drug use, and providing the skills to 
challenge stigma and to change behavior” [8]. 

The above findings and discussion were aligned and pre-
mised on cognitive behavioral model (Beck, 1986), which 
helps describe to patients how a person’s thoughts and feel-
ings interact and eventually, result in a behavior. Cognitive 
behavioral theory (CBT) requires that patients have a strong 
understanding of the model that the theory is based upon, 
and the use of this visual guide will help them achieve that 
goal. In line with cognitive behavioral model, it was theo-
rized in this study that youths’ perceptions about stigma at-
tached with HIV/AIDS treatment greatly determine the ex-
tent, to which they would seek HIV/AIDS treatment-seeking 
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behaviors. Negative cognitions about stigma attached to 
HIV treatment would imply that they would not seek this 
treatment, and positive behaviors would mean that stigma 
people hold about HIV treatment-seeking behaviors would 
be eroded from youths. 

Conclusions 
It was evident from the study that barriers to using HIV 

care included fear of stigma and HIV disclosure, young men 
and women’s lack of  support from their families, demand-
ing work schedules, and high transport costs. This bench-
marked the experienced barriers to seek HIV treatment and 
care among the youth living with HIV and AIDS in Ugan-
da. Notwithstanding the  magnitude of  HIV epidemic and 
central role played by young people in sub-Saharan Africa, 
the apparent lack of stigma-focused interventions in Ugan-
da calls for more research and scrupulous use of  available 
resources to inform the design and delivery of well-tailored 
interventions, to meet the unique needs of this population in 
communities [28]. Once a contextual framework for the in-
tervention is established, future research projects employing 
a  systematic approach are urgently needed to help reverse 
the course of AIDS pandemic [28]. Understanding the role 
of  stigma being a  barrier and testing intervention geared 
toward reducing stigma would be essential components in 
such projects [29]. 
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