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Background Assisted partner notification (APN) for HIV was introduced in refugee 

settlements in West Nile Uganda in 2018 to facilitate testing of sexual partners. While APN is 

an effective strategy recommended by the World Health Organization, its safety has not 

been evaluated in a refugee settlement context in which participants have high prior 

exposure to interpersonal violence. The extent to which interpersonal violence influences 

APN utilization and the frequency with which post-APN interpersonal violence occurs 

remains unknown. 

Methods To explore the relationship between APN and interpersonal violence, a cross-

sectional mixed-methods study was conducted at 11 health centers in refugee settlements in 

West Nile Uganda. Routinely collected index client and sexual partner data were extracted 

from APN registers and semi-structured interviews were conducted with health workers.  

Results Through APN, 1126 partners of 882 distinct index clients were identified. For 8% 

(75/958) of partners, index clients reported a history of intimate partner violence (IPV). For 

20% (226/1126) of partners, index clients were screened for post-APN IPV; 8 cases were 
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reported of which 88% (7/8) concerned partners with whom index clients reported prior history 

of IPV. In qualitative interviews (N=32), health workers reported HIV disclosure-related 

physical, sexual and psychological violence and deprivation or neglect. Incidents of 

disclosure-related violence against health workers and dependents of index clients were also 

reported. Fear of disclosure-related violence was identified as a major barrier to APN that 

prevents index clients from listing sexual partners. 

Conclusions Incidents of interpersonal violence have been reported following HIV-disclosure 

and fear of interpersonal violence strongly influences APN participation. Addressing HIV 

perception and stigma may contribute to APN uptake and program safety. Prospective 

research on interpersonal violence involving index clients and sexual partners in refugee 

settlements is needed to facilitate safe engagement in APN for this vulnerable population. 

Assisted partner notification (APN) is a public health program recommended by the World 

Health Organization (WHO) in which trained providers assist consenting clients living with HIV 

(“index clients”) in notifying their sexual partners of potential HIV exposure so that the partners 

can be tested and linked to care [1]. APN has been highly effective in increasing uptake of HIV 

testing among sexual partners and in yielding new HIV diagnoses in sub-Saharan Africa (SSA) 

[2-9]. In many countries in this region however, HIV remains a deeply stigmatized disease and 

disclosure of living with HIV may elicit negative and even violent reactions [10-14], raising 

questions regarding the safety of APN for these settings. Apart from representing a serious 

human rights concern, HIV disclosure-related violence forms a serious threat to public health 

as it can lead to significant mental health problems [15,16] that undermine adherence to HIV 

treatment [17-19]. The studies that form the basis of the 2016 WHO Guidelines on HIV self-

testing and partner notification [1], along with multiple recent studies evaluating APN [20-25] 

have reported that social harm following APN participation is rare and have found no 

association between APN and subsequent intimate partner violence (IPV) (for definitions of 

the different forms of violence refer to Table 1 and Figure 1). However, the study designs 

leave various aspects of the issue uninvestigated [2,4,6-9,26]. 
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In some previous studies, index clients with a recent history of IPV, a known predictor of abuse 

following HIV disclosure [11,27,28], have been excluded from APN program participation for 

safety reasons [4,6,22]. In a Kenyan cluster-randomized controlled trial of APN, index clients 

who had experienced IPV in the previous month were considered to be at a high-risk for post-

APN violence and were therefore not considered eligible for study participation leading to the 

exclusion of 2.1% of potential participants [4]. In another study, index clients were asked to 

exclude those sexual partners from whom they expected a violent reaction to notification of 

HIV exposure [29]. Though excluding participants who were deemed to be high-risk for 

subsequent violence was a logical and likely necessary approach, because of these exclusion 

criteria, a gap in knowledge exists regarding the safety of APN for people with a heightened 

risk for post-APN violence, a limitation that is of particular concern for participants in APN 

programs where these same exclusion criteria are not followed. 

An additional limitation of prior work is that while previous APN studies monitored for and 

reported rates of post-APN violence from sexual partners and reported rates of post-APN IPV 

[6,7,9], violence perpetrated by other parties was not examined. The lack of data on violence 

by third parties such as family or community members is of concern for regions of the world 

where a collectivist culture is dominant [30] in which extended family and community members 

are highly involved in relationships [31]. This is underscored by studies across Asia, the Middle 

East and Africa that identify in-laws as frequent instigators of conflict within marital 

relationships and which demonstrate that family members sometimes engage directly in 

violent conflict [32-36]. In one such study conducted in Jordan, up to 45% of women reported 

experiencing interference in their relationship from the wider family, with 26% reporting 

violence from family members [34], suggesting that monitoring for violence from perpetrators 

other than intimate partners may be warranted. 

The scope of a number of previous studies is further limited by a focus on violence solely as 

a possible consequence of participation in APN. The threat of violence however, may also be 

an important factor in shaping APN uptake and the modality of partner notification chosen by 
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index clients. This hypothesis is supported by the indication in several studies that fear of 

violence is experienced as an important barrier to APN by index clients [22,37]. 

Understanding how interpersonal violence – defined as physical, sexual, or psychological 

violence, or deprivation and neglect, perpetrated by partners, family, or community members 

[38] (Table 1 and Figure 1) – relates to APN utilization and safety should be a priority. This is 

especially urgent in high-risk settings such as refugee settlements where the population has 

a high prevalence of prior exposure to violence [39-43] and the risk of future violence is 

heightened [11,27,28]. 

To gain a better understanding of the role of interpersonal violence in APN, a mixed-methods 

study was conducted at 11 health centers in refugee settlements in West Nile Uganda.  We 

extracted routinely collected data on index clients and their sexual partners from APN registers 

and conducted semi-structured qualitative interviews with health workers directly involved in 

HIV testing and counseling services to assess how APN service utilization is influenced by 

interpersonal violence and whether APN participation is associated with subsequent violence 

in this high-risk setting. An additional aim of this research was to investigate barriers and 

facilitators to APN in the refugee context; these findings will be reported in a separate 

manuscript. 

METHODS 

Study site 

This study was conducted at 11 health centers in the West Nile districts Adjumani, Arua, Moyo, 

and Yumbe that provide care to refugees and Ugandan nationals and were reporting data on 

APN services to the Infectious Diseases Institute at Makerere University in January 2019. 

West Nile is a region in northwestern Uganda bordered by the Democratic Republic of the 

Congo (DRC) and the Republic of South Sudan, populated by a refugee population of over 

700,000 [44-46]. Many of these refugees were exposed to violence during the Sudanese civil 

war in 2013 or experienced violence while fleeing their home country [44,47-49]. The 

prevalence of HIV among refugees living in West Nile is unknown. Previous research in 
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Uganda and SSA however, has generally shown a lower HIV prevalence among refugees 

compared to the prevalence among the host population [48,49], which is 3.1% in the West Nile 

region [50]. In West Nile, APN services were introduced as part of HIV testing and care in 

2018 [51]. Since APN initiation in the region, there have been reports of HIV disclosure-related 

violence and medical staff in refugee settlements have described incidents of starvation and 

assault of individuals recently diagnosed with HIV. 

APN in Uganda 

In Uganda, voluntary APN participation is offered to all newly diagnosed index clients identified 

through voluntary counseling and testing (VCT), provider-initiated counseling and testing 

(PICT) and prevention of mother-to-child transmission (PMTCT). APN services are also 

offered to all previously enrolled index clients with increased risk (index clients not on anti-

retroviral therapy [ART], not virally suppressed, or found to have a sexually transmitted 

disease or a new sexual partner) [51]. As part of APN in Uganda, index clients are asked to 

list their sexual partners and select one of the following three notification options to notify each 

partner of possible HIV exposure: “self-notification” in which the index client discloses to their 

sexual partner(s), “provider notification” in which the health worker discloses to the sexual 

partner(s) without revealing the identity of the index client, and “assisted notification” which is 

a combination of the other two options. In assisted notification, index clients are initially given 

a two-week period to notify their sexual partner(s) and sign a contract agreeing that the health 

worker may notify the partner(s) if the index client has not notified the partner(s) within the 

allocated timeframe [51]. In practice, in a high percentage of self-notification cases, index 

clients do not notify their sexual partners of exposure within the two-week period and health 

worker-mediated notification is implemented. Although these cases are recorded as “self-

notification”, they ultimately default to “assisted notification”. 

For each index client who participates in APN, an APN form is filled out in the APN register by 

a health worker. On the APN form, health workers record the sociodemographic information 

of the index client and any sexual partners whom the index client identifies. For each sexual 
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partner, the chosen notification option is recorded, as well as the answer “yes/no” to whether 

there has been a “prior history of violence with this partner”. After APN is completed, the index 

client is screened for post-APN violence within one month. Whether screening has taken place 

is reflected by the selection of “yes/no”. The outcome of this screening is recorded by the 

health worker, who indicates whether the index client has been exposed to violence from an 

intimate partner using the response options “yes/no”. While the APN form refers to this form 

of violence as “gender-based violence” (GBV), there is no explicit inquiry into gender norms 

or power dynamics, and in practice the screening is for intimate partner violence (IPV) (Table 

1 and Figure 1). Whether identified sexual partners report to the health facility for HIV testing 

following notification and the outcome of HIV testing are also recorded on the APN form. 

Study design 

In July 2019, a cross-sectional mixed-methods study was conducted in which quantitative and 

qualitative data were collected concurrently, analyzed independently, and interpreted 

together, allowing for the corroboration and contextualization of findings [52]. 

Data collection and classification of endpoints 

I. Quantitative data 

Data on index clients and sexual partners routinely collected and recorded by health workers 

as part of APN were de-identified and extracted from written HIV and APN registers at each 

health center for all 882 index clients who participated in APN and the 1126 sexual partners 

they identified from the time of APN initiation at each health center (ranging from December 

2017 to January 2019) until the time of this study (July 2019). Extracted data included refugee 

or Ugandan national status of index clients, the APN notification option chosen to notify sexual 

partners, the presence of a prior history of IPV, screening for post-APN violence and the 

occurrence of post-APN IPV. De-identified APN and HIV register data were entered into a 

secure electronic REDCap database. 
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II. Qualitative data 

Purposive sampling was used to identify 2-3 health workers at each health center based on 

the assumption that a total of 20-40 interviews would be sufficient to reach data saturation for 

themes and meta-themes that cut across sites [53-56]. English-speaking health workers, 18 

years and older, involved in HIV testing and care were considered eligible. No health workers 

were excluded based on these eligibility criteria. Written informed consent was obtained from 

all participants. For each interview participant, limited demographic data were recorded 

including sex, age, role in APN, and years of work experience. Interviews were semi-

structured and were conducted in English by a single interviewer (REK) using an interview 

guide informed by Weinstein et al.’s Precaution Adoption Process Model (PAPM) [57-59]. The 

PAPM seeks to distinguish the cognitive stages individuals pass through when adopting health 

protective behavior and to identify factors governing movement from one stage to the next. 

For this study, the PAPM was adapted, as done previously by Plotkin et al. [5], to aid in the 

identification of factors influencing APN utilization by index clients and to consider the different 

stages sexual partners pass through when deciding to get tested for HIV. These stages were 

also examined through the lens of interpersonal violence. Throughout the study, the interview 

guide was iteratively refined based on emerging themes. Interviews were conducted in private 

at the health center. Participants were compensated UGX20,000 (approximately US$ 5.40 or 

EUR€4.90). All interviews were audio-recorded with participants’ permission. De-identified 

audio files and interview transcripts as well as sociodemographic details of interview 

participants were uploaded to the REDCap database. 

Data analysis 

I. Quantitative data 

Data were analyzed using IBM SPSS Statistics (version 25) (IBM Inc, Armonk, NY, USA) [60]. 

Simple frequencies were used to describe prior history of IPV, whether participants were 

screened for post-APN IPV, and incidents of post-APN IPV. Cross-tabulations with Χ-2 

analysis were used to determine whether there were significant differences in prior IPV 
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exposure between refugees and Ugandan nationals and whether a history of IPV significantly 

influenced notification option choice. A P value <0.05 was considered statistically significant. 

II. Qualitative data 

Thematic analysis was used to analyze qualitative data [61]. Five interview transcripts were 

selected and independently reviewed by three researchers (KNO, TRM, REK) using open 

coding followed by focused coding for recurring ideas and themes. Emerging themes were 

organized into categories and used to develop an analytic coding framework. The framework 

was discussed among the three researchers until a consensus was reached. Based on the 

agreed upon coding framework, a code book was created that was subsequently applied by 

one researcher (REK) to the remaining transcripts. Following independent analysis, 

quantitative and qualitative results were integrated, assessing the extent to which these two 

sets of findings converged or diverged from each other to gain a more in-depth understanding 

of the role of interpersonal violence in APN. 

Ethical considerations  

This study was conducted with ethical oversight from the Makerere University School of Health 

Sciences Institutional Review Board (SHSREC REF: 2019-033) and support from the 

Infectious Diseases Institute Scientific Review Committee at Makerere University, Uganda. 

Approval was obtained from the Ethical Review Committee of the Faculty of Health, Medicine 

and Life Sciences at Maastricht University, the Netherlands (FHML/GH_2019.046). An exempt 

status for review was obtained from the Human Subjects Division at the University of 

Washington, Seattle, Washington, USA (STUDY00007648). Consistent with national 

guidelines, clearance to conduct the study was also obtained from the Ugandan National 

Council of Science and Technology (SS 5032). 

RESULTS 
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I. Quantitative results 

Since APN initiation, 882 index clients participated in APN and provided information for 1126 

sexual partners. The majority of index clients who participated in APN were female (58%) and 

index clients had an average age of 35 years (minimum [min] 16 years, maximum [max] 76 

years, standard deviation [SD] 9.46 years). Sexual partners were predominantly male (54%) 

and had an average age of 34 years (min 16 years, max 68 years, SD 9.04). 

Prior history of IPV 

Health workers screened index clients for a prior history of IPV for 85% (958/1126) of sexual 

partners. For 8% (75/958) of these sexual partners who had been evaluated for a prior history 

of IPV, index clients reported that a prior history of IPV was present. This proportion did not 

differ significantly between refugees and Ugandan nationals (7% [29/399] vs 9% [38/438] 

respectively; P=0.56). There was a statistically significant difference in the mode of partner 

notification (ie, self, assisted or provider notification) chosen by index clients based on whether 

or not a prior history of IPV was present (Figure 2). A greater percentage of index clients opted 

for assisted notification and a smaller percentage opted for self-notification and provider 

notification when prior history of IPV was present compared to when no prior history of IPV 

was present (assisted notification 73% [50/69] vs 50% [418/844], self-notification 14% [10/69] 

vs 18% [148/844], provider notification 13% [9/69] vs 33% [278/844] respectively, P=0.001). 

Post-APN violence 

Following APN, index clients were screened for post-APN violence in relation to 20% 

(226/1126) of sexual partners (ie, the question “Index client assessed for post-notification 

violence [<1 month]?” was filled out with “Yes”). For 17% (195/1126) of sexual partners there 

was documentation of whether post-APN IPV occurred (ie, the question “GBV positive?” 

“Yes/No” was filled out). For the 195 index client and sexual partner pairs for which the 

question on post-APN IPV was answered, 8 cases of post-APN IPV were recorded, 

corresponding with a post-APN IPV prevalence of 4% (8/195) among the pairs with this 

question completed. Of these 8 cases, 7 involved sexual partners for whom a prior history of 
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IPV had been reported and 1 case concerned a relationship for which no prior history of IPV 

had been reported. Of the 8 cases of post-APN IPV, the notification option selected had been 

assisted notification for 5 cases and provider notification for 3 cases. None of the index clients 

who experienced post-APN violence had selected self-notification as their notification option. 

Post-APN violence was reported for both refugee and Ugandan national index clients (4 vs 3 

cases respectively) and regarded both male and female index clients (5 vs 3 cases 

respectively). 

II. Qualitative results 

A total of 32 health workers involved in HIV testing and care were interviewed about their 

perspectives on APN and their experiences with the program as they relate to interpersonal 

violence. Interview participants held a variety of positions at the health center with a mean 

work experience of 5 years (min 1, max 23 years, SD 4.50). The mean age of interview 

participants was 32 years (min 20, max 48 years, SD 7.52) and the majority of participants 

were male (53% [17/32]). 

Fear of interpersonal violence influencing APN participation 

Health workers identified fear of interpersonal violence following notification to be one of the 

main barriers to APN participation for index clients. In West Nile, HIV carries connotations of 

sexual promiscuity and index clients fear that listing their sexual partners and notifying sexual 

partners of possible HIV exposure may lead to violent retribution. This fear, along with the fear 

of additional negative consequences – such as accusations of infidelity, termination of 

relationships and stigma by the community – causes index clients to refrain from identifying 

sexual partners, especially non-primary and casual sexual partners. Interview participants 

considered fear of violence a deterrent especially to women as a result of differences in what 

is considered culturally acceptable sexual behavior for men and for women. 

 “In our setting, women are supposed to have one husband, it is men who have very many 

women. . . . So, it is making women to fear disclosing. . . . They are afraid of violence of course, 
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from the husbands, even the relatives of the husband. Because they will say, ‘You are cheating 

me, you are’ and even divorce.” Health worker 54-10-2-002, female. 

This fear of violence that is experienced by index clients exists despite the availability of 

notification options such as provider notification in which their identity is not revealed to sexual 

partners. Health workers clarified that this persistent fear of post-APN violence stems from a 

lack of confidence in the program’s confidentiality, especially when language barriers between 

health workers and refugee index clients necessitate the involvement of translators.  

 “So sometimes these translators go to the community and they cause problems. They may 

even know the community and spread out what is happening here [at the health center]. . . . 

Confidentiality is sometimes even hard to adhere for the health workers. . . . The testing point 

it is open, and even the ART clinic itself, people do access all the time, so much as we have 

confidentiality . . .  it is not maximum.” Health worker 54-02-2-001, male. 

IPV as common and necessitating intervention prior to APN 

Health workers reported that in this setting, IPV occurs frequently in relationships and is 

therefore something that needs to be considered before introducing APN services which might 

trigger violence. Interview participants described that in West Nile, IPV is commonly seen in 

the form of GBV and it is strongly linked to power imbalances between men and women. 

 “The men have a habit of beating up their women, they call it disciplining, but it is beating up 

women. . . .  So you find that, let me say, that the women knows the man is maybe sleeping 

with other women outside the marriage, and she feels he is going to expose her to infection, 

but then when she talks about it, he gets rough, he beats her up, maybe he slaps her. . . . 

Then other times you find . . . the lady sleeping with the man because she is actually scared 

of him. Maybe he is her boss at work, maybe the what? Polygamous family, he is one of the 

big people, maybe an uncle and she is the daughter and she feels like he can easily what? 

Get physical with her, maybe he can deny her some of the basic requirements.” Health worker 

54-04-2-002, male. 
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Health workers reported that specific contextual factors of the refugee settlement such as 

financial hardship and prevalent substance abuse fuel domestic disputes and aggravate 

violence. 

“They do have the violence at home. Of course, most of the things is associated with money 

and food. . . . Maybe in refugee side you know, they don’t have any other income generating 

activity so the only thing they do when they have received maybe this small food . . . a man 

goes to sell and . . .  ah the man ends up maybe drinking the money. So, on reaching the 

woman, find it is now causing violence.” Health worker 54-07-2-001, male. 

“Alcohol is a problem. . . . If they drink too much, there is violence. No food at home, you 

cannot pay your child school fees, no clothing, the violence will automatically be there. They 

say when the poverty enters through the door, then the love jumps through the ventilator. . . .  

For you when you are drinking, at times you don't [focus on] getting . . . money for the family.” 

Health worker 54-09-2-001, female. 

In these volatile conditions, disputes quickly escalate into violence, especially in those 

relationships where IPV has occurred in the past. Health workers explained it is important to 

screen index clients for a prior history of IPV before carrying out APN to gauge the risk of 

violence occurring following notification. 

“Before you consider to do APN, because APN is more of home or community based, there is 

a need and we assess if there is a possibility of any GBV resulting from the services you [will 

be] taking to the community.” Health worker 54-09-2-002, male. 

Health workers suspected that although prior history of IPV is screened for, it is likely 

underreported by index clients as culture and gender norms make it difficult for clients to 

disclose such history. 

“Usually people find it [a history of violence] very hard to disclose . . . because they think you 

want to take any other legal things against them, so they fear disclosing whether they had 

issues of violence with this partners, or what. Most times they will say no, they don't.” Health 

worker 54-05-2-001, male. 
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Underreporting of prior IPV history may also be because index clients likely do not recognize 

forms of violence other than physical violence as IPV. 

 “Sometimes like where you find like maybe a man has quarrelled at a woman, you find them 

taking it normal, not knowing that this is one of the violence.” Health worker 54-07-2-001, male. 

When a history of IPV is present, health workers explained that this issue needs to be 

addressed before APN can be safely carried out. 

“We first deal with the violent part of it, before we bring in testing . . . so what we do, we invite 

them here or we do community forum where we visit them at home, and we try to settle the 

issue. So, once we find that now they are okay, now we intervene in with assisted [partner 

notification].” Health worker 54-07-2-001, male. 

Interpersonal violence influences notification option choice 

For index clients with a history of IPV, health workers reported promoting the choice of a 

notification option that will minimize risk of additional violence to the index client. A male 

interview participant (54-02-2-003) stated, “Because we also want to be sure of the safety of 

this person . . . If they say yes [there is a history of IPV], we stop them from self-disclosure. It 

should now be the provider-initiated.” Ultimately however, health workers felt that the choice 

of notification option lies with the index client who knows the partners best. 

“Those threats [of a violent reaction] have an issue in the type of disclosure they will choose. 

So most times, when they know, maybe if it is a woman, when she knows that the husband is 

a hostile person . . . the fear would be there to disclose. So most times, they would choose 

the maybe you as health providers you go disclose to what? The person and do your role.” 

Health worker 54-05-2-001, male. 

Generally, health workers explained, index clients’ fear of the potential negative 

consequences associated with sexual partners learning that they may have exposed them to 

HIV result in a preference for notification options involving the health worker. 

Interpersonal violence following notification 

Interview participants reported that although interpersonal violence following HIV disclosure is 

feared, it occurs infrequently. The incidents health workers described included physical, 
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sexual, and psychological violence as well as deprivation and neglect. Incidents were of 

varying severity, with cases of physical violence ranging from quarrelling and fist-fighting to 

stabbing and in a number of cases even murder. 

“It was self-disclosure . . . the husband [Ugandan national] tested first, then he went home, 

picked his wife, tested her, she was also positive. Then they went back. The health workers 

thought it's okay, everything is okay. They went back. At night, he murdered the wife, he 

murdered the kids. . . . and then he hung himself.” Health worker 54-04-2-002, male. 

The examples of psychological violence that health workers described included verbal abuse 

of index clients and forced isolation where index clients were made to eat and sleep in 

separate rooms away from the rest of the family after their HIV status became known. In some 

cases, index clients were deprived of basic necessities following notification or were shunned 

from the community. In the examples health workers described, perpetrators were not limited 

to sexual partners but frequently included relatives, second spouses or community members. 

Victims of post-notification violence also did not remain limited to index clients but in some 

cases extended to dependents as well. 

“[Refugee family] This woman got married to this man when she is already positive living . . . 

[and] the child she has [with her previous husband who died of HIV] is already positive living. 

So, that man [current husband] came to realize that . . . the child . . . is already positive living. 

So, this man decided . . . this woman is the one who infected him, actually it is not this woman, 

it is that husband who has died . . . who has infected this woman to [now] come and . . . infect 

[him]. So, because of that [the current husband] was hitting that [deceased husband’s] child. . 

. . Stopping this woman to collecting drugs for this child. Not giving that child the drugs. 

Sometimes even denying this child from right from eating food. So, the child got malnourished 

. . . and passed on.” Health worker 54-07-2-002, male. 

Health workers experience violence conducting APN program activities 

Several cases were described in which health workers were threatened or attacked while 

performing APN activities. According to the interview participants these incidents often 

involved index clients or sexual partners from the South Sudanese refugee community. 
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“For the refugees it is very difficult. Like my colleague last time tested a refugee positive. . . . 

She [the refugee] doesn't want us to follow her. . . .  If you have stayed with the refugees like 

the Dinka, the Nuer, they are always very aggressive. If somebody says no and you still insist, 

they can harm you. . . . A colleague it happened one time. . . . They were like chasing her with 

even a Panga knife. . . . They do not want themselves to be exposed to other people, because 

we are health workers, people within the communities know that, so, they feel that once we 

started following her, people are going to get concerned [will think she has HIV].” Health 

worker 54-05-2-002, male. 

Out of fear of such incidents of interpersonal violence, health workers sometimes decided not 

to follow up certain clients in the community. 

“So, we also take security precautions. Once somebody says no, for them [the Dinka or Nuer 

tribe] we take it as a no [and no longer try to contact and test them in the community].” Health 

worker 54-05-2-002, male. 

Cultural practices and beliefs contributing to disclosure-related violence 

Health workers believed that the cultural practices and beliefs of certain refugee groups from 

South Sudan play a role in violent reactions to notification of HIV exposure. These South 

Sudanese tribes lived isolated from other communities in Sudan and health workers believe 

that as a result, these refugees have had less exposure to HIV and HIV awareness campaigns 

and interventions. Interview participants explained that this has led to the persistence of 

misconceptions about HIV and has caused some South Sudanese refugees to believe HIV is 

strictly a Ugandan disease contributing to hostile reactions when a member of their tribe is 

notified of exposure to HIV. Among the South Sudanese tribes, health workers identified two 

tribes – the Dinka and the Nuer tribe – as notably rigid in their beliefs. 

“HIV is not, is not a Sudanese disease. . . . They believe they cannot get it. Any person who 

has been diagnosed with HIV it is even not easy to disclose, to open up. . . . Because if you 

disclose, definitely you are going to be abandoned . . . you will not interact with the community. 

. . . Because from them, they believe you might have messed out [have had sexual relations 

with somebody from outside the community, a Ugandan].” Health worker 54-01-2-003, male. 
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“South Sudanese, they are known to be a hostile community . . . like Nuer culture or Dinka 

culture, if a girl is found positive before marriage, that is a disgrace to the family. So, if you 

test a Dinka lady positive, she may not allow you to let the family know or any even. . . . 

Sometimes when they open up, they are disowned by their own communities, so that one 

brings a challenge, becomes hard.” Health worker 54-09-2-002, male. 

Interview participants described how the Dinka and Nuer tribes continue to practice traditions 

such as paying a bride price before marriage which poses a problem when HIV is present. 

Health workers explained that the sum that families expect to receive for their daughters when 

they marry causes girls to be regarded as part of a family’s wealth. 

 “The communities of the Dinka's and Nuer's they  are cattle keepers. And when they have a 

girl child in the home, they look at the girl child as the wealth of the next day or the next 

tomorrow.” Health worker 54-09-2-002, male. 

A positive HIV status, interview participants reported, is considered a threat to this wealth as 

it devalues a girl’s worth. As a result, HIV status disclosure can lead to fighting among families. 

“If they identify that this is a young positive lady or a man, and they have the proof, all they 

know is that this person is HIV positive, and maybe they realize is in a relationship with 

someone who they know, the community may turn violent against that person because they 

think he wants to kill the young daughter, or the young girl, and he is being HIV positive. . . . 

So, they have their local charges, and they will charge you [request compensation] because 

you want to spoil their girl.” Health worker 54-09-2-002, male. 

Blame plays an important role in post-notification violence 

Violence, health workers reported, is frequently connected to blame, with the dominant 

perception in the community being that whoever tests positive first is the one to blame for 

bringing the infection into the relationship. The reason for this, interview participants explained, 

is that testing voluntarily is considered to be a sign of a guilty conscience. Despite the 

availability of ART and improvement in HIV prognosis, some sexual partners continue to 

regard a positive HIV diagnosis as a death sentence. Exposing someone to HIV is referred to 

by the community as “killing” someone, and is therefore seen as grounds for violent retribution. 
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“The lady [Ugandan national] went and tested. She tested positive. . . . She said she is going 

to bring her husband to the facility for testing herself [assisted disclosure as she would not tell 

him her status until they both tested together at the facility with a health worker]. . . . [so she] 

talked to the husband . . . he refused to come with her to the health facility. But I think deep 

down, he knew he was messing up somewhere [knew he had been displaying risk behaviour], 

so he went to a what? To a private clinic and tested alone. . . . They told him he's positive. So, 

he goes back home, and he asks the partner, ‘When did you test? Have you tested?’ The 

woman is like, ‘Yes, I have tested’. . . . when he found out that she, she knew her status before 

and she didn’t tell him and she just asked him to get tested, he took it like she is the one who 

has actually what? Infected him. Because she was tested positive earlier before him. . . . So, 

when she admitted, he actually became violent and he got a machete and he chopped her up. 

. . . He killed her, unfortunately.” Health worker 54-04-2-002, male. 

Blame related to HIV exposure is complicated in this setting by the practice of polygamy, the 

cultural custom for men to have multiple wives. Polygamous marriages are common in 

Uganda [62] and are especially prevalent among the Muslim population in West Nile [63]. In 

these polygamous relationships, when a woman is notified by her husband of possible 

exposure, suspicion quickly falls on the co-wife as the source of the infection contributing to 

disclosure-related violence between co-wives. 

“A man has two women. . . . [One of the women he has] stayed with seven years. . . . [The] 

first two children [with this woman] they were all negative. But now, when the woman got the 

third pregnant, she came for ANC [antenatal clinic] to the outpost there and was tested, now 

HIV positive. . . . [When she] was told that [she] is HIV positive, directly went direct and started 

fighting the co-wife. . . . And said . . . ‘[I have] stayed with my husband for the seven years 

when you were not yet married. . . . Our two children . . . were tested negative . . . you are just 

being married newly, this is your sixth month in this marriage, [why is it that now] I am positive? 

That means you are the one who has brought the infection.’” Health worker 54-07-2-002, male. 

To avoid being blamed for infecting their sexual partners, some index clients choose to hide 

their diagnosis from their partners and decide to take their medication in secret. Health workers 
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reported that when their positive HIV status does come to light, their concealment and the 

feeling of deception it invokes in the sexual partner can contribute to a violent reaction. 

 “The man was the index client, and he was on ARV's [ART] for some time. . . . But he had 

never disclosed even to the wife. . . . So we helped . . . inviting them to the facility, and we 

assisted him, we assisted him to disclose. . . . Then after one month, so once when the man 

now felt that maybe everything is now okay, so now the man has again revealed that he had 

been on ARV's for some time. . . . So, on knowing that, then [the wife started] some fighting 

at home, like how could he hide the information all along? That maybe the man's intention was 

to infect her. So, it was some fight, serious fighting.” Health worker 54-07-2-001, male. 

III. Convergent mixed-methods findings 

Quantitative data from APN registers were compared to and analyzed with findings from 

qualitative interviews with health workers. The fear that index clients had to list sexual partners 

as described by health workers was supported by the low average number of sexual partners 

listed per index client in APN registers. Interview participants attested to routinely screening 

index clients for a prior history of IPV before performing APN, a statement supported by APN 

register data that index clients were asked about prior history of IPV for most sexual partners. 

The recorded prevalence of a positive prior history of IPV in APN registers was thought to be 

falsely low by interview participants as a result of underreporting given cultural beliefs 

surrounding acceptable relationship dynamics between index clients and their partners. A 

disconnect between quantitative and qualitative findings was found regarding screening for 

post-APN violence. Though health workers endorsed screening index clients for post-APN 

violence following notification, data on post-APN violence was lacking for most sexual partners 

in the APN registers suggesting that health workers either did not ask index clients about post-

APN violence or did not record their answers. Less than ten incidents of post-APN violence 

were reflected in the APN registers, but interview participants listed numerous examples of 

disclosure-related interpersonal violence. Though interview participants specifically named a 

number of South Sudanese tribes in relation to incidents of violence, APN register data 
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showed similar representation of refugees and Ugandan nationals for the cases of post-APN 

violence. 

DISCUSSION 

APN services at health centers in West Nile refugee settlements have contributed to notifying 

sexual partners of index clients of possible HIV exposure. Health workers involved in HIV 

testing and counseling services list multiple examples of physical, sexual, and psychological 

violence as well as deprivation and neglect following HIV disclosure and qualitative interviews 

suggest that post-APN violence strongly influences index clients’ participation in APN. 

However, data on post-APN violence are lacking in APN and HIV registers suggesting that 

index clients are rarely screened for post-notification violence or that outcomes are rarely 

reported. For the minority of cases in which screening was recorded (20%) only 8 incidents of 

post-APN were reported since initiation of APN services. 

Qualitative interviews highlight the ubiquitous presence of interpersonal violence in West Nile 

refugee settlements. Health workers explain that challenging economic circumstances in the 

refugee settlements, and prevalent substance use [64,65], and cultural norms regarding male-

female relationship dynamics contribute to a volatile atmosphere in which violence easily 

erupts. Although strides have been made in HIV education and awareness in Uganda[66-68], 

health workers interviewed in this study report that when a person exposes someone to HIV 

in this setting, this is still referred to as “killing” someone by the West Nile community. This 

continued perception of HIV as a death sentence makes disclosure of possible HIV exposure 

a dangerous affair. 

We aimed to elucidate the role of interpersonal violence in APN, looking specifically at how 

interpersonal violence influences APN utilization and the occurrence of post-APN 

interpersonal violence. Health worker interviews indicate that violence and fear of violence 

strongly influence APN utilization, contribute to underreporting of sexual partners, affect 

notification option choice, and alter program execution by health workers. These findings are 

in accordance with previous studies looking at partner notification services that identify fear of 
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the repercussions of notification in general and fear of violence in particular, as major barriers 

to APN participation for index clients [5,22,37]. Interviews with health workers highlight that 

fear of violence is experienced differently by men and women, a discrepancy stemming from 

gender roles and inequalities in relationships that have previously been shown to impact 

decisions surrounding HIV testing and disclosure [5,69-74]. 

For index clients in West Nile, as was observed previously by Monroe et al. in Kenya, fear of 

violence is not directly linked to participation in partner notification services but rather to the 

broader fear of others becoming aware of their HIV status [37]. This fear persists despite 

availability of anonymous notification options suggesting that index clients lack trust in 

program confidentiality, a challenge that has been identified in other settings where partner 

notification services have been implemented [37,75]. Guaranteeing confidentiality of APN is 

complicated however, by standalone HIV clinics at the health centers at which attendance is 

very visible and by the necessity of involving third parties such as translators in APN. Even 

when confidentiality is strictly adhered to by all parties involved, anonymity of the index client 

cannot be guaranteed in monogamous relationships where HIV exposure can only be traced 

back to one person putting these index clients at risk of disclosure-related violence. 

Consistent with prior evidence [27,76], qualitative interviews reflect that health worker-

mediated forms of disclosure such as assisted and provider notification are preferred by and 

encouraged for index clients who fear a violent response from sexual partners as these forms 

are thought to protect against post-APN violence. Past research has shown that index clients 

with prior exposure to violence are at increased risk for post-notification violence [11,27,28]. 

The current study shows that these index clients with prior history of violence make 

significantly different notification option choices than index clients without prior exposure to 

violence. The extent to which this divergence results from counseling towards certain 

notification options by health workers or stems from a personal preference is unknown. 

Surprisingly, in the current study, a prior IPV history was found to be associated with an 

increase in the percentage of index clients opting for assisted notification – a notification option 

in which index clients maintain the opportunity to first attempt to notify partners themselves, 
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as opposed to provider notification in which notification is performed directly and anonymously 

by the health worker, an aspect that might be expected to be beneficial. This may be because 

participants with prior IPV exposure wish to retain control over disclosure but at the same time 

recognize the safety benefit of having a health worker present to help prevent a response of 

sudden violence. 

When asked about interpersonal violence following notification through APN services, health 

workers give detailed accounts of cases of physical, sexual, and psychological violence as 

well as deprivation and neglect. The lack of data on post-APN IPV recorded in APN registers 

however suggests index clients are either rarely formally screened for post-APN violence or 

that health workers are not compelled to record the result. With these missing data, the safety 

of APN participation in refugee settlements in West Nile remains insufficiently evaluated. 

Limited quantitative data on post-APN violence hamper the identification of index client and 

sexual partner characteristics that significantly predispose to post-APN violence. The 

presence of a history of IPV in all but one of the 8 post-APN IPV cases supports the notion 

that index clients with a history of IPV are at a higher risk for disclosure-related violence. The 

ability of interview participants to list multiple cases of post-notification interpersonal violence 

appears at odds with previous APN studies that describe social harm as a rare result of partner 

notification services [2,4,6-9,20-26]. This discrepancy warrants further study but may be partly 

attributable to context-specific factors including the high prevalence of prior exposure to 

violence seen in refugee settlements, cultural practices and acceptance of GBV observed in 

the West Nile region, as well as the procedures for screening and registration of violence in 

the current study and previous partner notification studies. The cases of violence against 

health workers as they carry out APN activities that came to light in this study have not 

previously been described and also warrant further examination. 

In qualitative interviews, health workers identified specific South Sudanese tribes as frequent 

instigators of disclosure-related violence in the refugee settlements. Interview participants 

believed these hostile reactions to be the result of a lack of exposure to HIV awareness 

activities and differences in cultural norms and customs. No statistically significant difference 
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however, was found in representation of Ugandan nationals and refugees for the cases of 

post-APN IPV recorded in APN registers suggesting that health workers, who generally are 

Ugandan nationals, may possess a certain degree of bias towards these foreign tribes. This 

is in line with previous reports from refugee settlements that describe stereotyping by 

Ugandans of particular refugee groups who live further away from the Ugandan border and 

display less cultural similarities to Ugandans [77]. Among these refugee groups are the Dinka 

and Nuer tribes that are mentioned in the qualitative interviews. Ugandan host communities 

have been reported to accuse these groups of arrogance and violence and to describe these 

tribes as generally having “a difficult temper” [77]. 

The consistent success of APN services across SSA in identifying and diagnosing individuals 

exposed to HIV emphasizes the program’s potential and supports the recommendation of the 

WHO to offer these services as part of a comprehensive package of testing and care [78]. If 

partner notification services are to be widely implemented however, the safety of these 

services needs to be further investigated. Previous studies examining social harm following 

APN have not monitored for violence perpetrated by family and community members [2,4,6-

9,29] – social groups demonstrated in this study to be highly involved in cases of interpersonal 

violence following APN. Prior studies have also excluded certain groups such as index clients 

with a (recent) history of IPV who are at a high risk of violence following HIV disclosure from 

study participation [4,22]. Exclusion of certain groups from participation in partner notification 

services however, is not stipulated in the WHO guidelines on HIV self-testing and partner 

notification [1]. Rather, WHO guidelines recommend assessing risk of harm on a case-by-

case basis in consultation with the index client. Safety of the program is promoted by ensuring 

it is voluntary and confidential and by recommending screening for IPV, counseling on different 

disclosure options and possible outcomes, and by making sure relevant referral resources are 

in place [1]. Similarly, in Uganda, the Ministry of Health guidelines on APN do not exclude 

those with a history of violence from APN participation but do suggest that if index clients 

disclose prior IPV with a sexual partner, notifying this partner may not be appropriate unless 

the client’s safety can be assured [51]. Interviews with health workers in this study reveal that 
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in practice, in Uganda, participation in APN and notification option choice are left up to the 

index client’s discretion. While health workers describe advising index clients with prior history 

of IPV to opt for assisted or provider notification, this is by no means a guarantee of safety as 

is illustrated by the fact that in this study all incidents of post-APN violence reported in APN 

registers occurred following assisted and provider notification. Targeted APN adaptation for 

high-risk index clients is complicated by the suspicion that a prior history of IPV is 

underreported by index clients. Although HIV disclosure-related violence is not considered a 

regular occurrence following APN, there are sufficient examples to warrant more rigorous 

monitoring of violence and further research into the safety of APN. 

The findings of this study should be considered in the context of the study’s limitations. Missing 

data in APN registers limits the validity of the quantitative data and makes it difficult to draw 

conclusions about the scope of interpersonal violence following APN participation. 

Quantitative and qualitative data were analyzed concurrently, preventing interviews from being 

adapted throughout the study to explore any disconnect between the two sets of findings. The 

limited data on post-APN violence recorded in APN registers while interview participants report 

routinely screening index clients for IPV following notification is an example that warrants 

further investigation. Interview participants’ inability to accurately recall the timing details of 

index clients’ interpersonal violence experiences (which occurred with variable timing in 

relation to the health care encounters) limits the extent to which causal conclusions can be 

drawn about these incidents in relation to the APN program. For example, some experiences 

of violence may have been related to HIV-disclosure prior to APN initiation. While health 

workers play an important role in APN and their views and experiences offer valuable insight 

into the APN process, the perspective of index clients and their sexual partners – the people 

who experience interpersonal violence and participate in APN – is vital to understanding how 

interpersonal violence affects APN utilization. Due to resource and time constraints, assessing 

this population fell outside the scope of this study. 

CONCLUSION 
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APN register data and accounts of health workers providing HIV care and APN services in 

refugee settlements in West Nile Uganda reveal that incidents of interpersonal violence occur 

following APN participation and suggest that interpersonal violence and fear of interpersonal 

violence influence APN processes. Fear and occurrence of disclosure-related violence are 

intertwined with cultural perceptions and associations regarding HIV. Future research is 

needed to prospectively evaluate how prior experiences of violence affect APN participation 

by index clients and sexual partners and to investigate whether APN is associated with 

subsequent violence. A better understanding of the role of interpersonal violence in APN is 

vital to safely engage vulnerable refugee populations in HIV care. 

Acknowledgements: We express our gratitude to the Infectious Diseases Institute (IDI) 

at Makerere University for its partnership and for offering the support of its teams and use of 

its health infrastructure in West Nile. We want to extend our thanks to all interview participants 

who gave up their time to share their experiences with us.  Written informed consent was 

obtained from all interview participants included in the study and all interview participants 

signed informed consent regarding publishing of interview study data. 

Funding: This work was supported by the National Institute of Mental Health 

(K23MH108440 and K24AI141036). This funding body did not participate in study design, 

implementation, data analysis, data interpretation or writing of this manuscript. 

Authorship contributions: KNO, REK, and TRM conceived and designed the study. 

DI offered consultation on aspects of the research related to interpersonal violence. KNO, 

REK, and TRM obtained necessary approvals. REK led efforts on data collection supported 

by EA with supervision from KNO and TRM. KNO, REK, and TRM reviewed the data and 

conducted data analysis with statistical support from GK. REK wrote the first draft of the 

manuscript together with KNO. IVB, ACT, MR, TRM, GK, AK, DI and EA reviewed the 

manuscript, provided useful input and feedback and revised it critically for important 



 25 

intellectual content. All authors assisted with final revisions and approved the final version of 

the manuscript.  

Competing interests: The authors completed the Unified Competing Interest form at 

www.icmje.org/coi_disclosure.pdf (available upon request from the corresponding author), 

and declare no conflicts of interest. 

References 
1 WHO. Guidelines on HIV self-testing and partner notification: supplement to 

consolidated guidelines on HIV testing services: World Health Organization; 
2016. 

2 Brown LB, Miller WC, Kamanga G, Nyirenda N, Mmodzi P, Pettifor A, et al. 
HIV partner notification is effective and feasible in sub-Saharan Africa: 
opportunities for HIV treatment and prevention. J Acquir Immune Defic Syndr. 
2011;56:437-42. 

3 Dalal S, Johnson C, Fonner V, Kennedy CE, Siegfried N, Figueroa C, et al. 
Improving HIV test uptake and case finding with assisted partner notification 
services. Aids. 2017;31:1867-76. 

4 Cherutich P, Golden MR, Wamuti B, Richardson BA, Ásbjörnsdóttir KH, 
Otieno FA, et al. Assisted partner services for HIV in Kenya: a cluster 
randomised controlled trial. Lancet HIV. 2017;4:e74-e82. 

5 Plotkin M, Kahabuka C, Christensen A, Ochola D, Betron M, Njozi M, et al. 
Outcomes and Experiences of Men and Women with Partner Notification for 
HIV Testing in Tanzania: Results from a Mixed Method Study. AIDS Behav. 
2018;22:102-16. 

6 Myers RS, Feldacker C, Cesár F, Paredes Z, Augusto G, Muluana C, et al. 
Acceptability and Effectiveness of Assisted Human Immunodeficiency Virus 
Partner Services in Mozambique: Results From a Pilot Program in a Public, 
Urban Clinic. Sex Transm Dis. 2016;43:690-5. 

7 Henley C, Forgwei G, Welty T, Golden M, Adimora A, Shields R, et al. Scale-
up and case-finding effectiveness of an HIV partner services program in 
Cameroon: an innovative HIV prevention intervention for developing 
countries. Sex Transm Dis. 2013;40:909-14. 

8 Buhikire K, Voss J, Kigozi J, Nyakato P, Ankunda N, Kalebbo B, et al. 
Reaching the First 90 in Uganda: Predictors of Success in Contacting and 
Testing the Named Sexual Partners of HIV+ Index Clients in Kiboga District. 
AIDS Behav. 2018;22:2458-67. 

9 Rosenberg NE, Mtande TK, Saidi F, Stanley C, Jere E, Paile L, et al. 
Recruiting male partners for couple HIV testing and counselling in Malawi's 
option B+ programme: an unblinded randomised controlled trial. Lancet HIV. 
2015;2:e483-91. 

10 Medley A, Garcia-Moreno C, McGill S, Maman S. Rates, barriers and 
outcomes of HIV serostatus disclosure among women in developing 
countries: implications for prevention of mother-to-child transmission 
programmes. Bull World Health Organ. 2004;82:299-307. 



 26 

11 Shamu S, Zarowsky C, Shefer T, Temmerman M, Abrahams N. Intimate 
partner violence after disclosure of HIV test results among pregnant women in 
Harare, Zimbabwe. PLoS One. 2014;9:e109447. 

12 Chandisarewa W, Stranix-Chibanda L, Chirapa E, Miller A, Simoyi M, 
Mahomva A, et al. Routine offer of antenatal HIV testing ("opt-out" approach) 
to prevent mother-to-child transmission of HIV in urban Zimbabwe. Bull World 
Health Organ. 2007;85:843-50. 

13 Colombini M, James C, Ndwiga C, team I, Mayhew SH. The risks of partner 
violence following HIV status disclosure, and health service responses: 
narratives of women attending reproductive health services in Kenya. J Int 
AIDS Society. 2016;19:20766. 

14 Brown MJ, Serovich JM, Kimberly JA. Depressive Symptoms, Substance Use 
and Partner Violence Victimization Associated with HIV Disclosure Among 
Men Who have Sex with Men. AIDS and Behavior. 2016;20:184-92. 

15 Tsai AC, Wolfe WR, Kumbakumba E, Kawuma A, Hunt PW, Martin JN, et al. 
Prospective Study of the Mental Health Consequences of Sexual Violence 
Among Women Living With HIV in Rural Uganda. Journal of Interpersonal 
Violence. 2016;31:1531-53. 

16 Tsai AC, Tomlinson M, Comulada WS, Rotheram-Borus MJ. Intimate Partner 
Violence and Depression Symptom Severity among South African Women 
during Pregnancy and Postpartum: Population-Based Prospective Cohort 
Study. PLoS Med. 2016;13:e1001943. 

17 Tsai AC, Weiser SD, Petersen ML, Ragland K, Kushel MB, Bangsberg DR. A 
marginal structural model to estimate the causal effect of antidepressant 
medication treatment on viral suppression among homeless and marginally 
housed persons with HIV. Arch Gen Psychiatry. 2010;67:1282-90. 

18 Uthman OA, Magidson JF, Safren SA, Nachega JB. Depression and 
adherence to antiretroviral therapy in low-, middle- and high-income countries: 
a systematic review and meta-analysis. Curr HIV/AIDS Rep. 2014;11:291-
307. 

19 Nakimuli-Mpungu E, Bass JK, Alexandre P, Mills EJ, Musisi S, Ram M, et al. 
Depression, alcohol use and adherence to antiretroviral therapy in sub-
Saharan Africa: a systematic review. AIDS Behav. 2012;16:2101-18. 

20 Tih PM, Temgbait Chimoun F, Mboh Khan E, Nshom E, Nambu W, Shields R, 
et al. Assisted HIV partner notification services in resource-limited settings: 
experiences and achievements from Cameroon. J Int AIDS Soc. 2019;22 
Suppl 3:e25310. 

21 Wamuti BM, Welty T, Nambu W, Chimoun FT, Shields R, Golden MR, et al. 
Low risk of social harms in an HIV assisted partner services programme in 
Cameroon. J Int AIDS Soc. 2019;22 Suppl 3:e25308. 

22 Goyette MS, Mutiti PM, Bukusi D, Wamuti BM, Otieno FA, Cherutich P, et al. 
Brief Report: HIV Assisted Partner Services Among Those With and Without a 
History of Intimate Partner Violence in Kenya. J Acquir Immune Defic Syndr. 
2018;78:16-9. 

23 Masyuko S, Sharma M, Kemunto E, Otieno G, Obong’o C, Onsomu J, et al. 
Scaling up assisted partner notification services in western Kenya.  
Conference on Retroviruses and Opportunistic Infections; Boston, 
Massachusetts. 2020. 



 27 

24 Namimbi F, Akuju F, Ssuuna M, Nasuuna E, Mwondha R, Alamo S, et al. 
Assisted partner notification services in Kampala, Uganda.  Conference on 
Retroviruses and Opportunistic Infections; Boston, Massachusetts. 2020. 

25 Dijkstra M, Mohamed K, Kigoro A, Shally M, Wesonga A, Mumba T, et al. 
Targeted peer mobilisation and assisted partner notification services in 
Kenya.  Conference on Retroviruses and Opportunistic Infections; Boston, 
Massachusetts. 2020. 

26 Kouyoumdjian FG, Calzavara LM, Bondy SJ, O'Campo P, Serwadda D, 
Nalugoda F, et al. Intimate partner violence is associated with incident HIV 
infection in women in Uganda. AIDS. 2013;27:1331-8. 

27 Gielen AC, McDonnell KA, Burke JG, O'Campo P. Women's lives after an 
HIV-positive diagnosis: disclosure and violence. Matern Child Health J. 
2000;4:111-20. 

28 Grinstead OA, Gregorich SE, Choi KH, Coates T. Positive and negative life 
events after counselling and testing: the Voluntary HIV-1 Counselling and 
Testing Efficacy Study. Aids. 2001;15:1045-52. 

29 Kahabuka C, Plotkin M, Christensen A, Brown C, Njozi M, Kisendi R, et al. 
Addressing the First 90: A Highly Effective Partner Notification Approach 
Reaches Previously Undiagnosed Sexual Partners in Tanzania. AIDS Behav. 
2017;21:2551-60. 

30 Triandis HC. The self and social behavior in differing cultural contexts. 
Psychological review. 1989;96:506. 

31 Amos PM. Parenting and culture–Evidence from some African communities.  
Parenting in South American and African contexts: IntechOpen; 2013. 

32 Chan KL, Tiwari A, Fong DY, Leung WC, Brownridge DA, Ho PC. Correlates 
of in-law conflict and intimate partner violence against Chinese pregnant 
women in Hong Kong. J Interpers Violence. 2009;24:97-110. 

33 Chan KL, Brownridge DA, Tiwari A, Fong DY, Leung WC. Understanding 
violence against Chinese women in Hong Kong: an analysis of risk factors 
with a special emphasis on the role of in-law conflict. Violence Against 
Women. 2008;14:1295-312. 

34 Clark CJ, Silverman JG, Shahrouri M, Everson-Rose S, Groce N. The role of 
the extended family in women's risk of intimate partner violence in Jordan. 
Soc Sci Med. 2010;70:144-51. 

35 Hyder AA, Noor Z, Tsui E. Intimate partner violence among Afghan women 
living in refugee camps in Pakistan. Soc Sci Med. 2007;64:1536-47. 

36 Fox AM, Jackson SS, Hansen NB, Gasa N, Crewe M, Sikkema KJ. In their 
own voices: a qualitative study of women's risk for intimate partner violence 
and HIV in South Africa. Violence Against Women. 2007;13:583-602. 

37 Monroe‐Wise A, Maingi Mutiti P, Kimani H, Moraa H, Bukusi DE, Farquhar C. 
Assisted partner notification services for patients receiving HIV care and 
treatment in an HIV clinic in Nairobi, Kenya: a qualitative assessment of 
barriers and opportunities for scale‐up. J Int AIDS Society. 2019;22:e25315. 

38 Mercy JA, Hillis SD, Butchart A, Bellis MA, Ward CL, Fang X, et al. 
Interpersonal violence: global impact and paths to prevention. 2017. 

39 de Jong JT, Komproe IH, Van Ommeren M, El Masri M, Araya M, Khaled N, 
et al. Lifetime events and posttraumatic stress disorder in 4 postconflict 
settings. Jama. 2001;286:555-62. 



 28 

40 Alpak G, Unal A, Bulbul F, Sagaltici E, Bez Y, Altindag A, et al. Post-traumatic 
stress disorder among Syrian refugees in Turkey: a cross-sectional study. Int 
J Psychiatry Clin Pract. 2015;19:45-50. 

41 Fawzi MC, Jean-Baptiste M, Rosenthal B, Mitnick C. Health impact of human 
rights violations in Haitian refugees. Lancet. 1997;350:371-2. 

42 Mhlongo MD, Tomita A, Thela L, Maharaj V, Burns JK. Sexual trauma and 
post-traumatic stress among African female refugees and migrants in South 
Africa. S Afr J Psychiatr. 2018;24. 

43 Ai AL, Peterson C, Ubelhor D. War-related trauma and symptoms of 
posttraumatic stress disorder among adult Kosovar refugees. J Trauma 
Stress. 2002;15:157-60. 

44 UNHCR. Uganda comprehensive refugee response portal. 2019. Available: 
https://ugandarefugees.org/en/country/uga. Accessed: 29 July 2020. 

45 West Nile web. The region. 2018. Available: 
https://www.westnileweb.com/the-region. Accessed: 29 July 2020. 

46 UNHCR. Uganda Refugee and asylum seekers statistics Map - January 2019. 
2019. Available: https://data2.unhcr.org/en/documents/download/67906. 
Accessed: 29 July 2020. 

47 Meyer SR, Meyer E, Bangirana C, Mangen PO, Stark L. Protection and well-
being of adolescent refugees in the context of a humanitarian crisis: 
Perceptions from South Sudanese refugees in Uganda. Soc Sci Med. 
2019;221:79-86. 

48 Stein H, Fadlalla AH. Gendered insecurities, health and development in 
Africa. Routledge; 2012. 

49 Tol WA, van Ommeren M. Evidence-based mental health and psychosocial 
support in humanitarian settings: gaps and opportunities. Evid Based Ment 
Health. 2012;15:25-6. 

50 Ministry of Health Republic of Uganda. Uganda Population-Based HIV Impact 
Assessment (UPHIA) 2016–2017. Kampala: MOH Uganda; 2017. 

51 Ministry of Health Republic of Uganda. Assisted Partner Notification Training 
for Providers in Clinical Settings. Kampala, 2018. 

52 Creswell JW, Clark VLP. Designing and conducting mixed methods research: 
Sage publications; 2017. 

53 Creswell JW, Poth CN. Qualitative inquiry and research design: Choosing 
among five approaches: Sage publications; 2016. 

54 Hagaman AK, Wutich A. How many interviews are enough to identify 
metathemes in multisited and cross-cultural research? Another perspective on 
Guest, Bunce, and Johnson’s (2006) landmark study. Field Methods. 
2017;29:23-41. 

55 Polit DF, Beck CT. Nursing research: Generating and assessing evidence for 
nursing practice: Lippincott Williams & Wilkins; 2008. 

56 Charmaz K. Constructing grounded theory: A practical guide through 
qualitative analysis: sage; 2006. 

57 Weinstein ND. The precaution adoption process. Health psychology. 
1988;7:355. 

58 Weinstein N, Sandman P, Blalock S. The Precaution Adoption Process 
Model. . In: Glanz K RB, Viswanath K, editor. Health Behavior and Health 
Education: Theory, Research, and Practice. 4th ed: Jossey-Bass; 2008. p. 
123-47. 

https://ugandarefugees.org/en/country/uga
https://www.westnileweb.com/the-region
https://data2.unhcr.org/en/documents/download/67906


 29 

59 DiClemente RJ, Crosby RA, Kegler MC. Emerging theories in health 
promotion practice and research: Strategies for improving public health: John 
Wiley & Sons; 2002. 

60 IBM Corp. IBM SPSS Statistics for Macintosh. 25.0 ed. New York, 2017. 
61 Braun V, Clarke V. Using thematic analysis in psychology. Qualitative 

research in psychology. 2006;3:77-101. 
62 Falola T, Jean-Jacques D. Africa: An Encyclopedia of Culture and Society [3 

volumes]: An Encyclopedia of Culture and Society: ABC-CLIO; 2015. 
63 Oxfam Novib. Case study: CEFORD gender justice in agricultural value 

chains West Nile Uganda. 2014. 
64 Amandu R. Community misconceptions, Drug and alcohol abuse fuelling rise 

in mental health sicknesses. 2018. Available: 
https://www.westnileweb.com/special-features/community-misconceptions-
drug-and-alcohol-abuse-fuelling-rise-in-mental-health-sicknesses. Accessed: 
29 July 2020. 

65 West Nile web. Increasing drug abuse cases worry Adjumani leaders 2018. 
Available: https://www.westnileweb.com/news-a-
analysis/adjumani/increasing-drug-abuse-cases-worry-adjumani-leaders. 
Accessed: 29 July 2020. 

66 Green EC, Halperin DT, Nantulya V, Hogle JA. Uganda's HIV prevention 
success: the role of sexual behavior change and the national response. AIDS 
Behav. 2006;10:335-46. 

67 Kagimu M, Marum E, Wabwire-Mangen F, Nakyanjo N, Walakira Y, Hogle J. 
Evaluation of the effectiveness of AIDS health education intervention in the 
Muslim community in Uganda. AIDS Education and Prevention. 1998. 

68 Slutkin G, Okware S, Naamara W, Sutherland D, Flanagan D, Carael M, et al. 
How Uganda reversed its HIV epidemic. AIDS and Behavior. 2006;10:351-60. 

69 Obermeyer CM, Sankara A, Bastien V, Parsons M. Gender and HIV testing in 
Burkina Faso: An exploratory study. Soc Sci Med. 2009;69:877-84. 

70 Obermeyer CM, Osborn M. The utilization of testing and counseling for HIV: a 
review of the social and behavioral evidence. Am J Public Health. 
2007;97:1762-74. 

71 Bhatia DS, Harrison AD, Kubeka M, Milford C, Kaida A, Bajunirwe F, et al. 
The role of relationship dynamics and gender inequalities as barriers to HIV-
serostatus disclosure: qualitative study among women and men living with 
HIV in Durban, South Africa. Frontiers Public Health. 2017;5:188. 

72 Gari S, Malungo JR, Martin-Hilber A, Musheke M, Schindler C, Merten S. HIV 
testing and tolerance to gender based violence: a cross-sectional study in 
Zambia. PloS One. 2013;8:e71922. 

73 Dovel K, Yeatman S, Watkins S, Poulin M. Men’s heightened risk of AIDS-
related death: the legacy of gendered HIV testing and treatment strategies. 
AIDS. 2015;29:1123. 

74 WHO. HIV status disclosure to sexual partners: rates, barriers, and outcomes 
for women. Geneva: World Health Organization, 2003. 

75 Adams OP, Carter AO, Redwood-Campbell L. Understanding attitudes, 
barriers and challenges in a small island nation to disease and partner 
notification for HIV and other sexually transmitted infections: a qualitative 
study. BMC Public Health. 2015;15:455. 

https://www.westnileweb.com/special-features/community-misconceptions-drug-and-alcohol-abuse-fuelling-rise-in-mental-health-sicknesses
https://www.westnileweb.com/special-features/community-misconceptions-drug-and-alcohol-abuse-fuelling-rise-in-mental-health-sicknesses
https://www.westnileweb.com/news-a-analysis/adjumani/increasing-drug-abuse-cases-worry-adjumani-leaders
https://www.westnileweb.com/news-a-analysis/adjumani/increasing-drug-abuse-cases-worry-adjumani-leaders


 30 

76 Wayal S, Cassell J, Scambler G, Hart G, Low N. O5-S3. 05 Partner 
notification for STI And HIV: patients' views and experiences of notifying 
partners. Sexually Transmitted Infections. 2011;87:A95-A6. 

77 van Laer T. Understanding conflict dynamics around refugee settlements in 
northern Uganda. International Refugee Rights Initiative, 2019. 

78 WHO. Policy brief: WHO recommends assistance for people with HIV to notify 
their partners. Geneva: World Health Organization, 2016 Contract No.: 
WHO/HIV/2016.22. . 

79 Heise L, Garcia-Moreno C. Violence by intimate partners. In: Krug EG DL, 
Mercy JA, Zwi AB, Lozano. R, editor. World report on violence and health. 
Geneva: WHO; 2002. 

80 UNHCR. SGBV Prevention and respsonse: A Training Package. 2016. 
81 WHO. World report on violence and health: summary. Geneva: World Health 

Organization; 2002. 
 
Figure 1. A typology of violence [81]. 

GBV - Gender-based violence, IPV - Intimate partner violence 

*When motivated by gender norms and unequal power relationships 

 

 

Figure 2. Notification option choice dependent on a presence of a history of IPV 

(history of IPV no N=844, history of IPV yes N=69) 

IPV - Intimate partner violence 
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Table 1. Definitions of different types of violence 
Term Abbreviation Definition 

Interpersonal violence  
The intentional use of physical force or power 
against other persons by an individual or 
small group of individuals. Interpersonal 
violence may be physical, sexual, or 
psychological (also called emotional violence), 
and it may involve deprivation and neglect. Acts 
of interpersonal violence can be further divided 
into family or partner violence and community 
violence [38]. 

Intimate partner 
violence 

IPV Behavior within an intimate relationship that 
causes physical, sexual or psychological harm, 
including acts of physical aggression, sexual 
coercion, psychological abuse and controlling 
behaviors [79]* 

 

Gender-based violence GBV Any act that is perpetrated against a person’s will 
and is based on gender norms and unequal 
power relationships. It encompasses threats of 
violence and coercion. It can be physical, 
emotional, psychological, or sexual in nature, and 
can take the form of a denial of resources or 

access to services [80]†. 

*This definition covers violence by both current and former spouses and partners. 

†Although the terms GBV and violence against women are often used interchangeably, GBV 

can inflict harm on men and boys as well as women and girls 
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