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HIV/AIDS is the most stigmatized health condition globally, yet few studies have explored the needs

of rural Ugandans diagnosed with HIV/AIDS. Uganda is one of the countries most affected by the

AIDS pandemic and has an adult HIV prevalence of over 6.2% (UNAIDS, 2021). This transcendental
phenomenological study revealed the lived experiences of women and men diagnosed with HIV in rural
Uganda, and examined mental health counseling concerns. In-depth semi-structured interviews provided
the data for this study. Three major themes emerged: (a) existential threat post-HIV/AIDS diagnosis,

(b) resources relative to HIV/AIDS diagnosis, and (c) support from families and friends post-HIV
diagnosis. The results of this study confirm a need for greater attention to and increased mental health
support for people living with HIV/AIDS in rural Uganda, which may inform training strategies and
support services in counselor education programs.
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Although HIV/AIDS is a manageable chronic condition, people diagnosed with HIV/AIDS in
Uganda continue to face reduced life expectancy, higher risk for comorbidities, and declines in
quality of life (Li et al., 2018; Nasi et al., 2017). The fact that people living with HIV/AIDS (PLWHA)
experience higher levels of comorbidity with mental health diagnoses, including depression, anxiety,
and suicidal thoughts, is particularly relevant to counselors, as isolation, stigma, and difficulty
accessing mental health services can exacerbate these concerns (National Institutes of Health, 2024).
Disproportionate rates of HIV/AIDS diagnoses in some African countries, such as Uganda, make
mental health concerns even more prevalent.

HIV statistics from the Uganda AIDS Commission (2020, 2022) showed that approximately 1.4
million people were living with HIV in Uganda, with women disproportionately affected. There,
women are twice as likely to acquire HIV/AIDS than men are. National HIV surveillance data
indicate that in 2021, about 54,000 new diagnoses were recorded, with the highest among young
people aged 15-24 years (Obeagu & Obeagu, 2024; Uganda Ministry of Health, 2022). By comparison,
the United States reports over 1 million people living with HIV (Centers for Disease Control and
Prevention [CDC], 2021), while the burden of HIV in Uganda is much higher relative to population
size and disproportionately affects rural communities.

HIV/AIDS in Uganda mirrors global and regional disparities. The Joint United Nations Programme
on HIV/AIDS (UNAIDS, 2020) reported that of the 38 million people living with HIV worldwide, Eastern
and Southern Africa accounted for 20.7 million, with Uganda being one of the most heavily affected
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countries. Within Uganda, HIV prevalence varies by demographic group, gender, sexual orientation,
and geography, with rural populations experiencing challenges in testing, treatment access, and
stigma (Akatukwasa et al., 2021). These rural disparities are echoed in parts of the United States where
geographic isolation, poverty, and stigma similarly restrict access to care (De Jesus & Williams, 2018).

Uganda has made important progress in addressing HIV/AIDS through prevention, treatment,
and care programs. The scale-up of antiretroviral therapy (ART) has been central to that progress;
by 2020, approximately 84% of Ugandans living with HIV were on ART, and 75% had achieved viral
suppression (UNAIDS, 2021). Akatukwasa et al. (2021) asserted that widespread HIV counseling and
testing campaigns, prevention of mother-to-child transmission initiatives, and community-based
outreach programs have significantly reduced AIDS-related deaths. Yet, challenges remain, including
particularly low rates of testing among men and adolescents, delays in care engagement, and
pervasive HIV-related stigma (Akatukwasa et al., 2021).

Stigma continues to pose barriers to care in Uganda. Kitara and Aloyo (2012) reported that many
people living with HIV avoid seeking services because of conservative attitudes and discriminatory
legislation. Hladik et al. (2017) studied HIV and psychosocial risk among men who have sex with men
in Kampala, Uganda, and found that 40% of participants reported experiencing homophobic abuse
and 44.5% reported lifetime suicidal ideation. Such stigma contributes to social isolation, mental health
strain, and decreased adherence to ART (Kalichman et al., 2017). Despite their recognition as major
problems in eradicating the HIV epidemic, few countries have prioritized reducing or eliminating
stigma and discrimination in their national programs (Kumar et al., 2017). Counselors working in rural
Uganda must therefore understand the complex intersections of stigma, mental health, and medical
adherence in order to provide effective support. In sum, despite Uganda’s progress in expanding
access to ART and reducing AIDS-related deaths, HIV/AIDS remains a major public health, mental
health, and counseling concern. The persistence of new diagnoses, the disproportionate impact
on young people and women, and ongoing stigma highlight the need for integrated biomedical,
psychosocial, and community-based interventions.

Mental Health and HIV/AIDS

Rates of mental health issues among vulnerable populations whose members acquire HIV/AIDS
are high when compared to the general population (Remien et al., 2019). An estimated 63% of people
living with HIV have a mental health disorder, compared to 31% for people without HIV/AIDS (Byrd
et al., 2020). People who have HIV/AIDS experience higher rates of mental health issues and mental
health impairment, and those experiencing mental health issues have an increased risk of acquiring
HIV/AIDS (Remien et al., 2019).

PLWHA experience higher rates of external and internal stigma in rural areas than they do in
urban areas, which can affect all areas of individuals’ lives (Akatukwasa et al., 2021; Breslow &
Brewster, 2020; Li et al., 2018). For instance, PLWHA in Uganda and Kenya deferred marriage and
childbearing, distanced themselves from friends and family members, and avoided seeking treatment
because of internalized stigma (Akatukwasa et al., 2021; Breslow & Brewster, 2020). Additionally,
stigmatization and disease progression of HIV/AIDS have contributed to psycho-emotional
disturbances, job losses, poverty, dependence, moving in with relatives, and concerns about strain on
or disruption of relationships and families (Setlhare et al., 2014).
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Mental Health Treatment Challenges in Rural Uganda

Rural African communities of Uganda face unique considerations related to the retention of patients
for continuation of care and ongoing treatment of PLWHA. In much of rural Uganda, communities are
dispersed across villages, with limited access to healthcare facilities and reliable transportation. Daily
life is heavily influenced by subsistence farming, extended family networks, and communal living,
which shape how health services are perceived and accessed. Mental health services are not widely
integrated into community health systems, and discussions of mental illness often carry cultural stigma
(Akatukwasa et al., 2021).

Although mental health counseling services are an important tool in HIV/AIDS treatment across
Africa, fewer than 50% of PLWHA utilize HIV testing and mental health counseling services. Many
avoid them because of fears of confidentiality breaches, social stigma, and discrimination associated
with being HIV positive (ljeoma et al., 2018; Kiene et al., 2015). In rural Uganda, people often rely on
traditional healers or faith-based approaches before seeking biomedical or psychological care, which
further complicates the uptake of evidence-based interventions. The limited availability of culturally
appropriate evidence-based mental health interventions may undermine efforts to address the
interconnected mental health and HIV treatment needs of PLWHA (Nakimuli-Mpungu et al., 2021).
Consequently, counselors working in these areas often have few established models to draw upon
that account for the cultural and social dynamics of rural Ugandan life.

The social realities of rural Uganda such as poverty, gender inequality, limited education, and fear
of social rejection exacerbate the HIV epidemic and make eradication difficult. Yet, research shows that
PLWHA who receive treatment services, including mental health care, are significantly more likely
to live longer than 10 years compared to those who do not receive treatment services (Poorolajal et
al., 2016). Reduced adherence to medication is strongly associated with stigma, discrimination, and
worsening health outcomes (Costelloe et al., 2015; Kalichman et al., 2017). HIV/AIDS-related stigma
operates at multiple levels of society —individual, family, community, and institutional —and is rooted
in fear of death, rejection, and denial (Kumar et al., 2017).

Although existing research indicates that PLWHA in rural Uganda experience significant mental
health challenges, including depression, stigma, and limited access to care, and that mental health
services are often under-resourced, the literature has primarily focused on structural barriers and
policy-level integration rather than individual experiences. What remains insufficiently understood
is how PLWHA themselves perceive and make meaning of their lives and mental health counseling.
This lack of insight into PLWHA's lived experiences represents a critical gap in the literature.
Therefore, our study employs a phenomenological design to explore the lived experiences of PLWHA
in rural Uganda, with the aim of generating contextually grounded knowledge to inform more
culturally appropriate and effective mental health counseling practices.

Purpose of the Study

The purpose of our qualitative transcendental phenomenological study was to describe the lived
experiences of PLWHA in rural Uganda. According to Husserl (1931), transcendental researchers
must strictly suspend attitudes, beliefs, and suppositions to capture the pure experiences of
participants. Understanding the pure essence of the lived experiences of PLWHA in rural Uganda
can provide deep insights into the intricacies of the HIV problem and the mental health counseling
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concerns for PLWHA. Our study was guided by the research question: What are the lived experiences
of rural Ugandans diagnosed with HIV/AIDS? And the sub-question: How do rural Ugandans
experience stigma in relation to their HIV/AIDS diagnosis?

Method

Transcendental phenomenology involves viewing knowledge as coming from outside participants’
immediate awareness (Giorgi, 2012a) and encourages researchers to suspend preconceived judgments
of the phenomenon and adopt epoché or bracketing (Moustakas, 1994). Bracketing allows researchers
to view the data with a fresh perspective without bias and to gain a broader understanding of the
experiences of the population (Shelton & Bridges, 2022). In this qualitative approach, there is an
alignment between the what, or noema, of the experience and how something is experienced, or the
noesis (Sloan & Bowe, 2014). Grounded in phenomenology, the guiding framework for our study,
this approach explores a shared phenomenon by examining how participants perceive, interpret, and
make meaning of their experiences (Peoples, 2021).

Positionality
First Author

Our article stems from the dissertation research of Godfrey Ddungu. I (Ddungu) am originally
from rural Uganda. My positionality is inseparable from the knowledge produced in this study.
Coming from rural Uganda and having counseled PLWHA, I carry an insider’s understanding of
how stigma, poverty, and gendered expectations shape health-seeking practices. Yet, these same
experiences intersect with forms of privilege, education, institutional affiliation, and mobility that
position me differently from the participants. This dual position as both insider and outsider creates
possibilities for empathy but also introduces interpretive blind spots that need to be acknowledged.

Critical reflexivity requires that I remained attentive to how gendered and cultural norms not only
shaped participants’ narratives but also structured my questions and interpretations (Mi Choi & Hyun,
2023). Although my background may predispose me to highlight women’s struggles for autonomy
in healthcare access, it risks obscuring the less visible pressures on men to suppress vulnerability. To
navigate these dynamics, I approached the research with humility, conscious of power asymmetries
(Koskinen, 2025), and sought to create dialogical spaces that validated participants” agency. Situating
myself explicitly within the research process reflected a methodological and ethical stance: recognizing
that all knowledge is co-constructed through relations of power, culture, and positionality.

Corinne W. Bridges and Cynthia A. Briggs served on my dissertation committee as research and
content experts. Additionally, we are all licensed counselors with doctoral degrees in counselor
education and supervision and have expertise in qualitative methods.

Procedure

The Walden University Institutional Review Board approved this study following a comprehensive
ethical review of the research questions, data collection instruments, and data analysis procedures. I
provided detailed descriptions of participant recruitment and data collection processes to ensure that
potential risks to privacy and participant safety were minimized and appropriately managed. Because
the study was conducted outside the United States, I assumed responsibility for understanding and
complying with applicable human subjects protection laws in Uganda. I completed the Collaborative
Institutional Training Initiative certification in order to ensure adherence to international research
standards and listed Walden University as the affiliated institution.
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Following IRB approval, purposive criterion sampling was used to recruit participants. Informed
consent was obtained both verbally and in writing, with participants fully apprised of the study’s
purpose, procedures, potential benefits and risks, and their rights to confidentiality and voluntary
participation. Maintaining confidentiality was an ongoing process throughout the study. The research
team retained exclusive access to all study files, with each participant assigned a pseudonym linked
to their consent forms, audio recordings, transcripts, and related data. All electronic files were
securely stored and password-protected in Dropbox. As a gesture of appreciation, participants
received a USD $10 food voucher for their participation. Additionally, participants provided self-
reported demographic information at the beginning of each interview (see Table 1).

Table 1

Participant Demographic Information

- Marriage  Number of Employment Number' of Education
Participant Age . years with Sex
status children status . . level
diagnosis
Angella 32 Married 8 Unemployed 13 Grade4 Female
Emma 35 Married 2 Unemployed 7 Grade5  Male
Eva 45 Unmarried 3 Unemployed 16 Grade4 Female
Immaculate 44 Unmarried 7 Unemployed 16 Grade3 Female
Joseph 45 Divorced 4 Employed 5 Grade5  Male
Lucy 39 Unmarried 5 Unemployed 11 Grade5 Female
Maria 45 Unmarried 6 Unemployed 16 Grade4 Female
Teo 35 Unmarried 7 Employed 1 Grade5 Female

Participants

All participants met the following inclusion criteria: adult participants between the ages of 18 and
45 who had been diagnosed with HIV and had contacted the AIDS clinic center in a rural village
of the Luweero district, Uganda. Six of the eight participants were female and two were male. In
accordance with Moustakas (1994), an electronic flyer and request for participants was sent to the
director of the health center that outlined the purpose, criteria, time commitment, confidentiality,
and incentives. Although there is no set sample size for a qualitative study, the sample size should
be able to provide data saturation. Saturation is a core methodological principle in qualitative
research, referring to the point at which no new data, themes, or codes emerge and recurring patterns
are observed (Creswell & Creswell, 2018; Peoples, 2021; Shelton & Bridges, 2022). It is not defined
by sample size alone but represents an analytic judgment shaped by the study’s aims, sample
characteristics, and depth of inquiry (Fusch & Ness, 2015; Lim, 2026). Saturation is achieved when
data are sufficient to support replication and additional collection yields no new insights, meaning
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that even small, homogeneous samples may reach saturation when thematic redundancy occurs
(Creswell & Creswell, 2018; Fusch & Ness, 2015; Lim, 2026). To ensure saturation, we used a sample
range of six to 10; saturation was achieved at eight participants.

Data Collection Measures

The data for this study were collected through semi-structured, face-to-face individual interviews
with PLWHA who shared their lived experiences. Ddungu served as the primary instrument (Giorgi,
1997). Ddungu scheduled a 30-minute session with each participant to review the informed consent,
discuss details such as confidentiality, permission to record the interview, and the participants’ right
to voluntarily withdraw from the study.

All participants agreed to one 90-minute face-to-face semi-structured interview at a healthcare
center, which provided safety and security for participants. A semi-structured interview protocol
allowed for open-ended questions with follow-up questions to collect the most accurate textual and
rich data of what participants experienced and their structured descriptions of how they experienced
the phenomenon (Giorgi, 2009; Moustakas, 1994). All eight interviews were audio recorded and
conducted in Luganda. Ddungu, who is bilingual in English and Luganda, ensured the completeness
of meaning rather than word-for-word translation. After completing the Luganda transcripts, the
texts were translated from Luganda into English. To ensure the accuracy of translation and avoid
bias, the English and Luganda transcripts were examined by a secondary bilingual reviewer. To
ensure the accuracy of the analysis and reduce researcher bias, we used memos to record immediate
impressions and performed reflexive journaling (Chan et al., 2013).

Trustworthiness

Qualitative researchers promote trustworthiness in their work by safeguarding the credibility and
confirmability of their methods and findings (Cope, 2014). Trustworthiness was ensured through
strategies addressing credibility, confirmability, dependability, and transferability (Cope, 2014).
Credibility was upheld through prolonged engagement with the data, including repeated readings of
interview transcripts and systematic coding, as well as the use of verbatim participant quotations to
maintain a clear connection between participants” perspectives and the findings. Confirmability was
achieved by maintaining a detailed audit trail documenting our methodology, and through reflexive
journaling to bracket researcher assumptions and reduce bias. Dependability was supported by
providing a transparent and thorough description of the research design, data collection procedures,
and allowing other researchers to follow and evaluate the consistency of the process over time
(Korstjens & Moser, 2018). Transferability was addressed through rich descriptions of the research
context, setting, and participant characteristics, enabling readers to determine the applicability of
the findings to other contexts (Peoples, 2021). We adhered to Giorgi’s descriptive phenomenological
method (Giorgi et al., 2017) to ensure methodological rigor and consistency, and, in line with this
approach, we did not conduct member checking because it could undermine the goals of the study
and is not considered a universal test of accuracy (Giorgi et al., 2017; Shelton & Bridges, 2022).

Data Analysis

Phenomenological interviewing emphasizes the description of lived experiences; it is crucial to
gather data through the perspective filter that provides a concrete understanding of the phenomenon
(Peoples, 2021). Our goal for data analysis was to interpret the data with faithfulness and describe
the meaning of an experience through emergent themes (Giorgi, 2009; Shelton & Bridges, 2022).
We adopted the concept of bracketing throughout the data collection and analysis. To analyze the
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transcripts, we employed Giorgi’s descriptive phenomenological psychological method, which
involves five steps (Giorgi et al., 2017). I adopted the concept of bracketing as I developed the
interview questions, explored my personal experiences as someone who grew up in Uganda, and
transcribed and analyzed the data that I collected (Chan et al., 2013).

I analyzed the data following the approach outlined by Giorgi et al. (2017). This process began
with a thorough reading of each transcript to gain an overall understanding of the whole experience.
I then adopted a phenomenological psychological reduction to bracket the natural attitude and
focus on the phenomena as they were experienced. Next, the transcripts were broken down into
smaller meaning units to facilitate analysis. These meaning units were subsequently transformed into
phenomenologically and psychologically informed descriptions, with some units requiring multiple
levels of transformation while others required only one. Finally, I organized these transformed
meanings into a coherent general structure that captured the essence of the experience.

Results

The meaning units discovered illuminated the following emergent themes: existential threat
post HIV/AIDS, resources relative to HIV/AIDS diagnosis, and support from families and
friends post-HIV diagnosis. Within each of the themes, subthemes emerged (see Figure 1).

Figure 1

Themes Derived From the Data

Existential threat post-HIV/AIDS

¢ Fear and anxiety relative to diagnosis
e Spirituality

* Increasing awareness

¢ Difficulty disclosing the diagnosis

Resources relative to HIV/AIDS diagnosis

¢ Knowledge gap and awareness
e Government aid and involvement
e Access to care and treatment

Support from families and friends post-HIV/AIDS diagnosis

¢ Relational dynamic changes
¢ Discrimination

@
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Existential Threat Post-HIV/AIDS Diagnosis

All participants shared heightened awareness of death and a sense of meaninglessness of life after
receiving their HIV/AIDS diagnosis. They expressed their need to see beyond the diagnosis and hold
onto something bigger and still contribute to the family, society, and self. Subthemes including fear
and anxiety, spirituality, increasing awareness, and difficulty disclosing diagnosis emerged.

Fear and Anxiety Relative to Diagnosis

The lack of support through government resources in rural areas of Uganda added to the
participants’ fear of disclosing their HIV status, as such disclosure could lead to discrimination, a
disruption of their relationships, or even abandonment. All participants experienced a state of deep
anxiety and worry post-diagnosis. For example, Teo reported that at 7 months pregnant, she went
in for “a routine blood check for my pregnancy. It was found that I had the virus. I was scared and
feared for my life and the life of the baby.”

Fear and anxiety were exacerbated by lack of knowledge and misconceptions about HIV
transmission. Some of the participants worried, for example, that HIV could be transmitted through
sharing eating utensils or drinking out of the same cup. Three out of eight participants shared
their feelings of fear of transmitting the disease to their relatives, which led to them taking hygiene
measures to ensure family safety. Maria stated, “I told my family not to use the utensils I was using to
eat or mix them when washing out of fear of infecting the family members with the virus. I wanted to
isolate myself to protect my family.”

Others shared their anxiety and fear because they transmitted HIV to their children during birth.
Eva expressed her worry, stating, “I do not know if my son will ever love me.” Participants” accounts
revealed that awareness of their HIV-positive status, combined with internalized community stigma,
deeply intensified their emotional burden. As a result, many struggled significantly with disclosing
their HIV status.

Spirituality

The need to connect with God was expressed by most of the participants. Spirituality was described
as playing an important role in helping them cope with feelings of fear and suffering following their
HIV diagnosis (Sulung & Asyura, 2019). Six out of eight participants expressed a strong belief in God,
which was considered a constant source of coping, strength, and hope that helped them come to terms
with the virus. For example, Teo explained the presence of God in her life:

God has been good to me, and I've not been sick lately. I take my medication daily
and I make sure I eat after taking medication. I wake up, go to the gardens morning
and evenings to support my children and myself.

Lucy also shared how she experienced daily psychological distress and symptoms of depression
because of her HIV-positive diagnosis. She explained that her faith in God enables her to remain
strong for her family. She stated, “I tell my children every day that God knows our lives. God has
helped me, and I have not gotten sick or had symptoms of the disease. Having these symptoms
would scare my children. I am grateful to God.”

Teo’s and Lucy’s stories show how their connection to spirituality provided them with strength
and hope in coping with their diagnosis. This indicates the importance of spirituality as a resilience
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resource that the participants used to overcome the challenges of living with HIV/AIDS. The ability
to see beyond the diagnosis, hold onto something bigger, and contribute to family and society were
important to them.

Increasing Awareness

The participants in our study expressed a strong desire to share their experiences with healthcare
providers, the government, and the wider community, including mental health challenges, the need
to refrain from sexual activity, the importance of taking medication as directed, and how the support
of government resources can help people living with HIV/AIDS. Some participants explained how
living with HIV/AIDS caused feelings of depression. Joseph said:

The government celebrating the AIDS Day should also involve the people living with
HIV/AIDS in rural areas. We are not called to participate in this event, and yet this
could be an opportunity for us to share our stories and have our ideas and experiences
be heard. If the government gets involved and supports people with HIV/AIDS in
rural areas to access mental health counseling services, this could improve our health
and stop being depressed and stressed out all the time in our villages.

For Joseph, it was important for PLWHA to take an active role in their own care and for mental
health professionals and the government to understand mental health concerns relative to the
diagnosis. Joseph’s words were intended to increase awareness and support for PLWHA.

Difficulty Disclosing Diagnosis

All participants shared both positive and negative experiences regarding their disclosure of their
diagnosis. Regardless of the support they had received from family, friends, partners, or the community,
they expressed a preference for isolation. However, they also reported that social isolation resulted
in depressed feelings and an increase in irrational thinking. Lucy did not want to disclose her HIV
diagnosis because she feared being rejected and accused of giving the virus to her partner. She stated, “I
never told the man about my HIV-positive status, and he never saw me taking medication the time we
were together. I kept the results of my status secret and to my heart.” Because of the internalized feelings
of HIV stigma, many participants decided to conceal their HIV status from family members and friends
out of fear of being abandoned, compromising their relationships, or experiencing a violent response.
Similarly, Teo did not share her status with her partner: “I have not told him and it's hard. . . . I want
this person to find out by himself. I do not want to put myself out there and end up being accused as
one who brought the virus.” Participants feared disclosure because they suspected that their significant
other’s response might include anger, violence, and possibly rejection.

Another concern that participants shared with respect to the idea of disclosing the diagnosis
within an existing or new relationship was the advice they received from friends after disclosing their
HIV status. One participant received misleading feedback from a friend that could have led to her
premature death. Lucy stated:

After I was told that I was HIV positive, I did not take the medication. My friend
told me that cooking and drinking local herbs like marijuana and other local herbs
could kill or weaken the AIDS virus. I decided to follow her advice. I had three
children at the time and when I was pregnant with the fourth child, I started to get
sick and that is when I got on medication.
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This demonstrates a widespread lack of knowledge about the virus, as people misunderstand how
HIV is treated, resulting in the spread of misinformation.

Resources Relative to the HIV/AIDS Diagnosis

All eight participants discussed that without focused resources and concerted efforts from the
government in addressing mental health services and social and economic needs as barriers, PLWHA
will continue to experience negative health outcomes at each step of the HIV care continuum. All
participants expressed a lack of knowledge of the government’s support regarding resources needed
to manage issues like mental health problems, problems accessing care, and barriers to financial
support and transportation.

Knowledge Gap and Awareness
All participants discussed gaps in their knowledge and awareness of the resources available to
support them through the crisis. Maria stated:

Here in the villages, we do not have mental health counselors and yet this would have
been very helpful for us. We have so many thoughts on our minds and some of these
thoughts can lead one to committing suicide. I have heard people with HIV/AIDS in
Kampala city have mental health services. I live very far from the town in the village
and I would want to know if we have mental health counselors in our village. The
only counselors I know of are the ones here at the center who took my blood.

Participants also lacked knowledge about engaging in sexual activities post-diagnosis. For example,
following Joseph’s diagnosis, he engaged in sexual relationships with multiple women. Disclosure
of the virus reportedly occurred; however, the women did not believe him because he had no

visible signs associated with AIDS. Sexual relationships continued despite this disbelief, with the
understanding that if the women later discovered that they had the virus, Joseph would take them to
the clinic for treatment. This lack of awareness and understanding of available resources contributed
to significant challenges in accessing necessary support, highlighting the broader issue of knowledge
gaps that hinder effective HIV/AIDS management and prevention.

Government Aid and Involvement

Participants expressed a lack of resources to access treatment and the government’s inability to act
on their behalf to navigate their HIV/AIDS issues. They felt that government aid and involvement
would support their financial independence and their children’s ability to continue in school. For
instance, Immaculate said:

Having government aid would make my life much better and easier. For instance,
if the government can give us pigs, this can be very helpful because pigs can be a
source of income when we sell them . . . one piglet can cost an equivalent of $26.
Having such small businesses can help us become financially independent and be
able to support our children to go to school and not drop out.

Similarly, Angella reported that the government had claimed they would support people with

HIV/AIDS by supporting small scale farming; those with a plot of land would be given livestock.
However, this governmental assistance never came to fruition.
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All participants discussed increased psychological distress and symptoms of depression as a result
of experiencing HIV-related stigma and a lack of mental health services. Participants reported that
because of a lack of government involvement in aiding PLWHA, diagnoses were on the rise, while
testing and treatment were in decline. Supporting rural areas to have mental health providers would
lead to improvements in the overall well-being of PLWHA in rural Uganda. According to Joseph:

Receiving mental health services can increase my longevity. . . . a mental health
counselor coming to my house or in our villages, makes me feel that I am valuable . ..
that my country values my life, which in turn encourages me to live happily.

All participants expressed a lack of governmental support for PLWHA in rural Uganda and failure
of the government to fulfil the promises it has made in past to PLWHA. For instance, Eva reported:

The government has not supported us. One time we had people from the
government coming to our homes and [they] took our pictures, promising that
they were going to build houses for us. But the only people who got housing
support were the elderly and not people living with HIV/AIDS. Additionally, the
government has supported elderly through goat farming but not the people living
with HIV/AIDS.

This lack of mental health support, combined with minimal government intervention, not only
worsened psychological distress but also contributed to broader systemic barriers, including
difficulties in accessing care because of transportation challenges.

Access to Care

All eight participants discussed barriers to care, including transportation and traveling long
distances to access HIV treatment, coupled with the high cost of public transportation in rural areas.
Eva reported:

I am living with my mother. The distance from the healthcare center to my village is
about 12 miles. I find it hard to walk this long distance on days when I do not have
money for public transportation. Today, if I was not told that I was not going to be
given money for transportation, I would not have come for my treatment. It is a very
long distance to walk, especially when you are not feeling well.

Other participants highlighted financial problems as a barrier to accessing treatment. Participants
reported difficulty paying healthcare center fees, and six out of eight participants were unemployed.
For instance, Lucy said:

It is very expensive to get to the healthcare center, and yet we still are required to
pay a fee of about 12.5 dollars, which is approximately 45,800 UG shillings, to get
medication every month. Also, I did not have money this term to take my daughter
back to school because I have to first pay for the last term. She was allowed to sit for
her exams last term but does not get the school report card until I pay the school fees.

Another significant barrier that participants experienced was a lack of support from healthcare
providers, including negative attitudes and delays in service. Participants reported that, at times,
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patients with extra money, often in the form of bribes, were served first, regardless of their arrival
time at the healthcare center. Immaculate reported:

One time I got here very early at 6 am before the doors were opened at 7 am. I
waited for my medication past 2 pm at the health center. I reported to the doctor
that I had not received my medication and yet some people who came after me had
received their medication. The doctor responded to me with a negative attitude and
anger and asked me what I wanted him to do. He told me that he did not have many
hands to look for my file and that I have to wait.

Despite these logistical and financial challenges, participants found solace in the support of some of
their friends, highlighting the crucial role of social connections in navigating the difficulties of living
with HIV.

Support From Families and Friends Post-HIV Diagnosis

Most of the participants experienced some form of support from their friends. After disclosing
their HIV status, participants reported major shifts in family and social relationships, which could
be either supportive or not supportive. In Uganda’s rural communities where close relationships are
essential for survival, these changes were highly significant. For participants, disclosure marked a
turning point, deeply reshaping their lived experiences and social support systems.

Relational Dynamic Changes

All participants stated that their relationships were affected after they shared their HIV status
with their family members and friends. Two out of eight participants reported having the support
of friends who played an active role in their well-being by interacting with them and providing
resources they needed. Eva described friends who kept her accountable for taking her medication
when she was unmotivated to do so and just wanted to die: “I have a few friends who have been
supportive to me. They have encouraged me that some people live for over 40 years or more if you
take your medication and do not stress yourself.” Similarly, Joseph shared positive relationship
dynamics after the diagnosis:

Even though my girlfriend had not told me that she had the virus, she is the one
who advised me to go for a blood test. After finding out that I was HIV positive, we
stayed together because I loved her and we supported each other.

During other interviews, participants shared negative dynamics in spousal relationships. For
instance, Immaculate reported:

After I became aware of my HIV-positive diagnosis via blood test, I told my
husband that I had been healthy, and I believe he had infected me with the virus. He
refuted my allegation and accused me, saying that I was the one with the virus and
probably I had infected him. I accepted my situation and decided to separate from
my husband.

Although some participants found support from friends who actively contributed to their well-being,

the experience of stigma and discrimination created barriers to treatment and acceptance of their
diagnosis.
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Discrimination

Participants highlighted the issue of discrimination, and whether they had directly or indirectly
experienced discrimination, as a barrier when accessing treatment, accepting the diagnosis, or
addressing prejudice. For instance, Joseph reported:

I was isolated and discriminated [against] by my family members and close friends,
who started to look at me like I was already dead —something that is not of any
value waiting to be put in the dust bin. At first, it was hard for me to come and get
treatment because people in the villages talk.

Participants also discussed experiencing discrimination from family members and physically being
excluded from participating in family events because of their positive HIV status. For instance, Eva
reported:

My family discriminated against me by not even wanting to touch me and be close
to me. I was locked in a room and was given food by sliding a plate of food in my
room. I could not use the same cup and utensils.

Participants also reported that the majority of people in the villages who are HIV positive are not
seeking treatment because of fear of stigma and discrimination post-diagnosis. Despite the Ugandan
government launching campaigns to encourage community outreach with the help of local leaders,
participants in our study reported that many people in villages who have an HIV-positive diagnosis
do not seek out early treatment because of the stigma and being discriminated against. For instance,
Lucy said:

The majority of people who have HIV/AIDS do not come here to get treatment.
Many people fear coming to the clinic because they do not want to be seen and
judged. Some decided to go to another clinic, but many do not go for any treatment.
They do not want people to know their status because people will go around talking
about them and that they are on medication.

In another interview, Joseph reported discrimination related to employment:

One main challenge I have encountered is employment discrimination. This is so
because the people who hire me, once they know that I have the virus, they start
discriminating [against] me. Many times, I get hired, do the work, but I do not get
paid. They keep promising me to be paid every other day, but they never pay me.
My boss knows that I have the virus and I need money to get my treatment, but he
refuses or delays my payment because he cares more about making his money and
not my treatment.

Despite growing awareness of stigma and discrimination as major barriers to eradicating HIV, addressing
these issues has not been prioritized in national programs. Participants highlighted discrimination as

a significant obstacle to accessing treatment, accepting their diagnosis, and maintaining employment.
Many faced exclusions from family and community events, while others avoided seeking treatment
altogether because of fear of judgment. Even government-led outreach efforts have struggled to overcome
the deep-seated stigma that prevents people from accessing essential care.
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Discussion

The aim of this research was to understand the experiences of PLWHA in rural Uganda, rather
than to generalize them with others outside of this context; the lived experiences of PLWHA are
contingent upon the proximal and distal environment (Breslow & Brewster, 2020). Bearing in mind
the transferability of the study findings, we provided robust information about adults living with
HIV/AIDS in rural Uganda that can help to examine comparative experiences with those living in
urban areas and to create a framework for similar comparisons in other parts of the world. This
research study mirrored trends occurring across Uganda. Furthermore, the study participants
represented a range of ages, genders, and years living with their diagnosis. Therefore, the findings of
this study provide supportive information for similar research on PLWHA globally.

Implications for Clinical Practice

Our findings highlight critical implications for clinical practice by underscoring the need for
contextually responsive, holistic mental health care for PLWHA in Uganda. In rural communities
where relationships are vital for survival, relational changes caused by an HIV/AIDS diagnosis can
profoundly affect psychological well-being, making it essential for clinicians to integrate psychosocial
support with medical treatment. Addressing stigma, strengthening community ties, and tailoring
interventions to differences in age, sex, and duration of illness can enhance the effectiveness of
care and promote resilience. For U.S.-based practitioners, these insights underscore the importance
of cultural humility and the recognition that environmental and relational contexts significantly
influence the lived experiences of PLWHA. Applying these lessons can inform more individualized
and culturally competent care for African diaspora populations and other marginalized groups,
advancing patient-centered and equitable models of practice.

Implications for Social Change

The Bethany Land Institute (BLI), a nonprofit organization, provides a useful, real-world model for
addressing not only the physical but also the psychosocial dimensions of HIV/AIDS in rural Uganda
(BLI, 2025). Its approach aligns closely with key themes such as spirituality, knowledge gaps and
awareness, discrimination, and fear and anxiety by embedding mental health support within community
development and ecological programs. For instance, BLI integrates spirituality as a core component
of healing and resilience, which is especially important in rural Ugandan contexts in which faith-
based worldviews are central to daily life. Founded on Christian principles, BLI incorporates spiritual
reflection, prayer, and values such as stewardship, hope, and dignity into its training programs. For
PLWHA, spirituality helps reframe illness as part of a broader life journey rather than a moral failure,
reducing internalized stigma while fostering a sense of belonging through shared community values.
Also, BLI addresses knowledge gaps and limited awareness, which are major barriers in rural Uganda.
By embedding health education into its livelihood and sustainability programs, participants engage
in agricultural and ecological training to receive information about nutrition. This practical learning
model uses hands-on demonstrations, such as nutrition-sensitive farming, to show how proper diet
supports immune health for PLWHA. Once participants are trained, they are empowered with actionable
knowledge to return to their villages and improve community health outcomes.

Professional counselors increasingly recognize the impact of social factors on individual well-
being. Integrating mental and physical healthcare improves outcomes for PLWHA. In rural Africa,
particularly Uganda, limited access to quality medical and counseling services is compounded
by unemployment, poverty, and low socioeconomic status. Addressing these challenges requires
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meaningful conversations within the counseling profession in order to develop effective responses to
HIV/AIDS in resource-limited settings.

This research confirms that health and social factors significantly impact PLWHA. Although
professional counselors may not fully understand the lived experiences of individuals with HIV/AIDS
in rural Uganda, fostering connections among service providers can improve treatment outcomes.
Strengthening these networks helps identify available resources, address service gaps, and guide
further research. The counseling profession has opportunities to engage with rural African communities
through partnerships with organizations such as BLI. BLI supports individuals in rural Uganda
affected by HIV/AIDS and other illnesses, many of whom have lost family members to this pandemic.
By providing sustainable agriculture programs, BLI helps participants build stable livelihoods.
Collaborating with such initiatives allows U.S.-based counselors and counseling programs to contribute
to global mental health efforts, support sustainable development, and enhance culturally responsive
care. This is one example of unique opportunities for the counseling profession in the United States to
get more involved by connecting and partnering with these types of programs in Uganda and Africa.

Limitations

This study met the established criteria for qualitative research, and data saturation was achieved.
In line with methodological guidance, we aimed for a sample of six to 10 participants and conducted
90-minute in-depth interviews, which supported saturation and enhanced trustworthiness (Shelton
& Bridges, 2022). A potential limitation, however, was the influence of prior assumptions about the
phenomenon. Despite the use of bracketing to set aside personal biases, achieving complete neutrality
is challenging (Jackson et al., 2018). To further strengthen trustworthiness, we approached data
collection with intentionality, focusing on describing participants’ lived experiences without judgment.
Husserl introduced the concept of intentionality, a cornerstone of phenomenological research, to
capture “life-world experiences or lived experiences” (Giorgi, 2012b, p. 132; Giorgi et al., 2017).

Recommendation for Further Research

Our study highlights several priorities for future research. Findings reveal unique considerations
related to support, barriers, and existential crises affecting the quality of life of PLWHA in rural
Uganda. Participants emphasized the lack of government support despite Uganda’s historical
leadership in the HIV/AIDS response since the 1980s. This raises important questions about potential
governmental disconnection or complacency, warranting further research on the evolving role of
government support and public perceptions. Additionally, the study highlights the importance of
relational support in rural Uganda, where family, social, and community connections are crucial
for maintaining well-being and survival. Wissing et al. (2020) noted that relationships in the African
context are rooted in interconnectedness, interdependence, solidarity, and belonging. A quantitative
study could expand these findings to a broader sample, increasing generalizability.

Conclusion

The purpose of this qualitative transcendental phenomenological study was to describe the
lived experiences of people living with HIV/AIDS in rural Uganda. Addressing the challenges
facing PLWHA in rural Uganda requires urgent intervention from the Ugandan government,
counselors, and educators. Although the United States has long engaged with Africa in healthcare,
recent policy changes may threaten this collaboration (Schreiber, 2025). Strengthening global
mental health initiatives is crucial, necessitating cultural competence in order to effectively support
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affected communities (American Counseling Association, 2014). This qualitative study provides
essential insights into the complexities of HIV/AIDS and mental health counseling in rural Uganda,
emphasizing the need for culturally informed global interventions.
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