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Uganda is one of most inspiring examples of an effective national response, having successfully 
reduced overall prevalence of HIV since its peak in 1992. This was done through a variety of prevention 
approaches including community mobilization, pioneering nongovernmental organization (NGO) 
projects and public education campaigns emphasizing delayed sexual initiation, partner reduction 
and condom use.  Strong political leadership, destigmatization and open communication were key 
aspects of the Ugandan response to AIDS.

UNAIDS. 2004 Report on the Global HIV/AIDS Epidemic : 4th Global Report. Page 73.

The manual is aimed at educating all workers in general, and trade union members in particular, on 
the subject of HIV/AIDS. It is meant to serve as a useful tool in equipping workers with the basic facts 
about HIV/AIDS, the magnitude and impact of the disease, international and national legislation, 
and, more importantly, the role of organised labour in the fight against the epidemic at the workplace. 
The manual educates the reader about non-discrimination against workers living with HIV/AIDS; 
clauses in collective bargaining agreements; developing preventive education programmes; 
strengthening health and precautions at work; care, support and counselling to workers infected or 
affected by HIV/AIDS and to their families as well.

Jim Baker,
Director,Bureau for Workers’ Activities, ILO

In close collaboration with Bureau for Workers’ Activities of the ILO, NOTU has prepared this manual 
whose purpose is to ensure that trade union members are equipped with the relevant knowledge and 
skills to deal with the HIV/AIDS pandemic.  It is hoped that the manual will be instrumental in 
stimulating discussions, debate and awareness at the workplace on how to prevent the spread of the 
epidemic and thus contribute towards increase of knowledge on HIV/AIDS, which will eventually 
change workers’ attitude and risky behaviours.

Lyelmoi Otong Ongaba
Secretary General, National Organisation of Trade Unions, Uganda
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Preface

The first case of HIV/AIDS was identified in Uganda around the shores of Lake Victoria in the last
quarter of 1982.   For many years, statistics indicated that Uganda was the epicentre of the HIV/
AIDS pandemic, with a national prevalence of 18.3% while some centres registered prevalence
rates above 30% by the end of 1992. However, through political will and public education, Uganda
is now on record as one country that is winning the battle against HIV/AIDS.

This success of Uganda must first and foremost be attributed to the massive community involvement
and a huge education campaign aimed at curtailing the decimating effects of the pandemic.  The
strong commitment from the Uganda authorities created the political and institutional support
necessary for an all encompassing community response.  The experiences from Uganda have
shown that HIV/AIDS can only be addressed through the concerted efforts of government, workers’
and employers’ organisations, non-governmental organisations (NGOs), public health agencies,
scientific and educational institutions, religious institutions,, media, cultural institutions people
living with HIV/AIDS (PHAs), and international organizations

This Workers’ Education Manual on HIV/AIDS has been developed by the Ugandan labour movement
as a tool to be used in the fight against the HIV/AIDS pandemic at the workplace. It is a joint effort
of the National Organisation of Trade Unions (NOTU) and the Bureau for Workers’ Activities of the
International Labour Office (ACTRAV).

The manual is aimed at educating all workers in general, and trade union members in particular,
on the subject of HIV/AIDS. It is meant to serve as a useful tool in equipping workers with the
basic facts about HIV/AIDS, the magnitude and impact of the disease, international and national
legislation, and, more importantly, the role of organised labour in the fight against the epidemic
at the workplace. The manual educates the reader about non-discrimination against workers
living with HIV/AIDS; clauses in collective bargaining agreements; developing preventive education
programmes; strengthening health and precautions at work; care, support and counselling to
workers infected or affected by HIV/AIDS and to their families as well.

Although this manual has a special focus on Uganda, it will also be useful in helping trade union
organisations in other countries to identify partners at national level for implementing the trade
union action against HIV/AIDS, focussing on the workplace as an entry point.

Jim Baker,
Director,

Bureau for Workers’ Activities,
ILO Geneva.

December 2004
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Appreciation

This HIV/AIDS epidemic constitutes one of the most formidable challenges to social and economic
progress in Uganda, just like in many other countries.  We in NOTU believe that HIV/AIDS is a
social and a labour issue as much as it is a biomedical problem.  We have observed it affecting the
workplace in a variety of ways: it strikes hardest at the most productive segment of the labour
force and reduces earnings; and imposes huge costs on enterprises in all sectors through declining
productivity, increasing labour costs, and loss of skills and experience.

The trade union movement also believes that the impact of the HIV/AIDS pandemic can be fought
and defeated.  It is the power of our ideas, it is the force of our will and commitment as well as our
organising skills that empower organised labour to overcome the challenge that HIV/AIDS has
laid before us.  Our weapons are the very structures that govern our institutions with the ability to
reach the very core of our most productive resource—the worker—and the unrivalled networking
arrangements that touch every aspect of the communities we live in.

In our own small ways, NOTU has been at the forefront advocating for the active involvement of
trade unions in fighting the spread of the HIV/AIDS menace.  We have worked closely with
organisations and partners, whose role and mandate have been to contain and mitigate the
impact of the disease at all levels.  These include international organisations (ILO and ICFTU-
AFRO), non-governmental organisation (NGOs) and national-based institutions.

In close collaboration with Bureau for Workers’ Activities of the ILO, NOTU has prepared this
manual whose purpose is to ensure that trade union members are equipped with the relevant
knowledge and skills to deal with the HIV/AIDS pandemic.  It is hoped that the manual will be
instrumental in stimulating discussions, debate and awareness at the workplace on how to prevent
the spread of the epidemic and thus contribute towards increase of knowledge on HIV/AIDS,
which will eventually change workers’ attitude and risky behaviours.

Lyelmoi Otong Ongaba
Secretary General

National Organisation of Trade Unions
Uganda
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Background to the Manual

“The HIV/AIDS pandemic represents a major challenge in the world of
work and in society as a whole. It is a threat to development …”

International Labour Organization, Special High-Level Meeting on HIV/AIDS and the
World of Work, Geneva 8 June 2000.

Introduction

Throughout the history of mankind, epidemics and other calamities have forced individuals,
families, communities and nations to mobilise and develop concomitant responses. Yet never
before has the world community been faced with such a serious uncontrollable disease such as
the emergence of the dreaded HIV. Twenty years after the first clinical evidence of AIDS was
reported, the disease has become the most devastating phenomenon humankind has ever faced.
Since the 1980s, more than 60 million people have been infected with the virus. It is now the
leading cause of death in sub-Saharan Africa, and is the fourth biggest killer in the world.

According to the joint United Nations Programme on HIV/AIDS (UNAIDS), by the end of 2004
nearly 44.3 million people were currently living with HIV/AIDS, of which 28.4 million were living
in sub-Saharan Africa; this makes sub-Saharan Africa home to two-thirds of all HIV/AIDS
infections. Studies have shown that the most productive age group is the one that is mainly
affected. AIDS is most prevalent among people in their prime years, i.e. between 15 and 49
years of age, a segment of society that is mainly responsible for production and reproduction.

The fact that AIDS is killing millions of people in Africa is, on its own, a direct threat to the
development of many countries as human resources are at the centre of progress and development,
whether technological, environmental, social, political or economic. HIV/AIDS is therefore not
just a health problem; it is also an occupational problem that affects workers, employers, and
governments.

It is now widely understood that HIV/AIDS pandemic is a major threat to the world of work, for it
threatens its primary goal: the promotion of opportunities for women and men to obtain decent
and productive work in conditions of freedom, equity, security, and human dignity. HIV/AIDS is
an immense human tragedy, and with no cure in sight, the International Labour Organization
(ILO) has been called upon by its constituencies to provide a ‘social vaccine’ to support those who
suffer its terrible menace.

At the same time, the ILO has the relevant expertise and the capacity to undertake measures to
educate and inform the working people and their communities about what could be done to
minimise and eventually eradicate HIV/AIDS. This workers’ education manual offers an ideal
channel to administer the ‘social vaccine’ through awareness-raising, prevention, and other
support initiatives.

Geographical Coverage and Justification

Uganda, through the National Organisation of Trade Unions, has been chosen as the focus of this
manual. Since the recognition of AIDS in Uganda around the shores of Lake Victoria in the last
quarter of 1982, the disease has spread throughout the general population across the entire 40
districts of the country. For many years, statistics indicated that Uganda was the epicentre of the
HIV/AIDS pandemic. However, through political will and public education, Uganda is now on
record as one country that is winning the battle against HIV/AIDS. There has been massive
community involvement and a huge education campaign aimed at curtailing the decimating
effects of the pandemic.
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Uganda’s approach to HIV/AIDS was unique because, in the midst of all the misgivings and
misunderstandings about the epidemic, the country was not carried away by confusion and fear.
Uganda remained focused on the fight against HIV/AIDS. The Government of Uganda, non-
governmental organisations, religious groups, trade unions, and individuals all combined their
efforts in order to face the realities brought forth by the disease.

Purpose of the Manual

The ILO constituencies (governments, employers, and workers) have called for the provision of a
‘social vaccine’ to support those who suffer from HIV/AIDS. It is against this background that trade
unions believe the fight against HIV, the protection of vulnerable workers, and the elimination of
HIV-related discrimination at work all require increased sensitisation campaigns by the workers
themselves. The manual is aimed at educating and informing trade union members, other workers,
and the general populace.

The specific objectives of this manual are:

To sensitise and train workers’ educators, shop stewards, trade union members, and other
workers on issues related to HIV/AIDS

To improve the understanding and appreciation of HIV/AIDS as a workplace issue

To assist trade unions in developing relevant HIV/AIDS policies at workplaces and protect
the rights of those affected

To assist trade union and workers’ representatives to design programmes on care and support
for workers infected with HIV

To educate workers on the International Labour Organization’s response to HIV/AIDS

To provide information on organisations at national level involved in the fight against HIV/
AIDS

To provide information on various policies adopted by the Government of Uganda concerning
HIV/AIDS

Target Group

The main target group is trade unionists, both men and women. However, it is hoped that the
information given in this manual will also be of interest and use to individual workers who are
currently not organised, and to employers and the general public. The manual is more broadly
addressed to those concerned in the fight against HIV/AIDS using the workplace as an entry point,
especially those collaborators interested in joint action with trade union organisations, non-
governmental organisations and other civil groups, government agencies, employers, employers’
organisations, and research and academic institutions.
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How to use the Manual

General Layout

This manual contains six independent modules, including a module that provides the results of a
rapid assessment survey on how trade unions in Uganda have been dealing with the management
of the HIV/AIDS problem. The manual also contains a review of policies that have been put in
place by the Government of Uganda in the area of HIV/AIDS.

Trade unions and their individual members can select particular modules or topics in a given
module and utilise or adapt the materials according to their specific needs and contexts. The
manual attempts to present each module in a different format with respect to the topics covered.

Given the changing face of HIV/AIDS pandemic, it should be noted that this manual might not
provide all current information pertaining to a particular issue. For effective training, the information
given in this manual may be supplemented with current information.

A preview of the modules is given in Table 1 (below).

Table 1: Preview of the Modules in the Manual

Module 1: Epidemiological Issues of HIV/AIDS
This module is intended to give the course participants an overall understanding of HIV/AIDS. The main topics covered
include: What is HIV? What is AIDS? The History of HIV/AIDS; Myths about HIV/AIDS; How is HIV transmitted? Stages of
HIV/AIDS infection; Signs and Symptoms of HIV/AIDS; Prevention of HIV/AIDS; Relationship between HIV/AIDS and other
Sexually Transmitted Infections; and Positive Living with HIV/AIDS.

Module 2: Communication and Counselling for Trade Union Educators
This module is developed along the lines of African community-based counselling practice. The topics covered are: What is
counselling?; Why do we offer counselling?; Who to counsel?; When do we offer counselling?; Where to offer counselling?;
The counselling process; and Attitudes and skills in counselling?

Module 3: The Nature and Magnitude of HIV/AIDS in Uganda
Module 3 offers current information available on the HIV/AIDS pandemic, both globally and in Africa specifically. A special
focus of the nature and magnitude of the disease is given for Uganda. This module also lists various policies and support
programmes on HIV/AIDS in Uganda.

Module 4: HIV/AIDS and Trade Unions
This module covers many subjects of importance to the operation of trade union organisations and the development of
policies on HIV/AIDS at the workplace. It addresses itself to the following topics: trade union membership; workers’ education;
trade union rights; HIV/AIDS as a work place issue; gender issues; HIV/AIDS and child labour; migration and migrant
workers; social security; the informal economy; and the role of employers.

Module 5: International Labour Standards and HIV/AIDS
Module 5 discusses the reasons for the International Labour Organization’s involvement and its comparative advantage in
the struggle against the spread of HIV/AIDS pandemic and how the ILO is to provide a ‘social vaccine’ to support those
infected and affected, through various international instruments, including its Code of Practice on HIV/AIDS and the
World of Work.

Module 6: Trade Union Actions to Combat HIV/AIDS at the Workplace in Uganda
This special module presents the results of a rapid assessment survey undertaken by focal persons on HIV/AIDS within the
labour movement in Uganda. The purpose of this module is to present practical examples of activities and programmes
targeting workers and trade union members in the fight against the spread of HIV/AIDS at the workplace.
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Recommended Teaching Methods

When using this manual, the facilitators can, and should, adopt various teaching methods
appropriate to their particular circumstances. These methods could include role-play, drama,
discussion, brainstorming, lecture, demonstration, case studies, audio-visual materials, field visits,
and story telling.

(a) Role-play

This is a method in which participants act out specific roles in a given situation. Role-play is
an effective method of teaching the different subjects presented in this manual. The steps of
role-play require the trainer to:

Select the topic

Select the participants to act

Assign the roles and topics

Let them act while the rest of the participants observe what is taking place

Let the observers react to the role-play, allowing them to comment on the weaknesses/
strengths of the major actor in the role-play. For instance, if it is a role-play on counselling,
the comments will be on the one who acted as a counsellor.

(b) Drama

Drama is also an effective teaching method, and is quite different to role-play. In drama the
actors are given a written script and are to say exactly what is in the script. The actors may
also be given a story to read out loud.

In Uganda, several dramas have been performed in attempts to convey messages of HIV/
AIDS prevention and control. Workers in Uganda are especially encouraged to watch and
act out a drama developed by the African Regional Organisation of the International
Confederation of Free Trade Unions (ICFTU-AFRO) in conjunction with NOTU entitled Hard
Road to Travel developed in 2003. They are also encouraged to develop dramas they
deem appropriate for their different situations.

(c) Discussion

A discussion is a talk about something and involves several points of view. A discussion can
be held in a classroom setting, in a focus group, or even in pairs. A discussion usually
involves direct interaction between the facilitators and the participants.

A discussion allows the facilitator to:

Divide the participants into groups

Let groups elect the secretary (to report on the group work) and the chairperson (as a
facilitator of the group)

Encourage the secretary to record the session, as the chairperson leads the discussion

Organise the plenary session in which to discuss each group’s presentation

Summarise the discussion
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(d) Brain-storming

In this method, a problem is identified and the members of the group try to provide the
solution/s. It requires the trainer to:

Select a secretary to write down each idea presented

State the problem and write it on board. For example: How can we stop the spread of
the HIV virus? How can the jobs of workers infected with the virus be protected? How
can the Uganda laws be changed to address the HIV/AIDS situation and the workers?

(e) Lecture Method

In the lecture method, the facilitator teaches the participants in a classroom setting. He/she
looks at the class as a unit of equal learning ability. There is no consideration of the individual
differences of the participants. The main task of the facilitator is to talk or give information
while the participants listen. There is very little participation on their part. The facilitator
should be encouraged to allow for some questions seeking for further clarifications.

This type of teaching method is suitable for factual matters, such as handling topics like
epidemiological issues of HIV/AIDS.

(f) Demonstration

Demonstration is a method of teaching whereby the facilitator displays to the participants
how something is done or how something works, for example how to use a condom.

(g) Case study

The case study method is used in teaching when referring to the practical experiences. A
case study introduces participants to a real case involving specific problems. Using small
groups, the case study method shows how complex issues can be systematically approached
from different angles.

(h) Audio-visual

In this teaching method, the facilitator uses visual aid
equipment, such as overhead projectors, videos, and
television to present information. For example, a film
developed by the Federation of Uganda Empoyers
(FUE) entitled It’s Not Easy has been instrumental in
the fight against HIV and AIDS at the workplace.

(i) Field visits

A field visit is when the teacher takes participants to
relevant physical locations so that they can see for
themselves what has been referred to in the class.

(j) Story-telling

Facilitators apply story telling for participants to relate past issues in order to better understand
the subject.
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ACTIVITY 1

Starting the Training Session

Aims:

To ‘break the ice’
To get to know each other
To begin to think about what can be achieved during the training session

Task:

Interview your partner and make notes to help you introduce your partner to the rest of the group/participants.
The following headings may be of help:

Name and Organisation
Position and Responsibilities
Experience in Trade Unionism
Anything else of interest
Expectations from the training

Report back:

Report back to the group after 20 minutes.

Trade Union Education on HIV/AIDS
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ACTIVITY 2

Aims of the Training Session

Aims:

To think about what we want to achieve from the training session
To check and assess whether the agenda meets our aims and objectives

Task:

In small groups, discuss and list:
What you want to achieve from the seminar
What you think may hinder you from achieving your expectations
Whether the programme meets your needs

Report back:

In your group, elect a chairperson to lead the discussions and a secretary to take down the proceedings and make a
report in the plenary session on behalf of the group. This activity should take approximately 20 minutes.
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Model Programme: Five-day workshop

‘Trade union actions and programmes
on the pandemic of HIV/AIDS in Uganda’

Jointly organised by

Bureau for Workers Activities of the
INTERNATIONAL LABOUR ORGANIZATION

and the

NATIONAL ORGANISATION OF TRADE UNIONS (UGANDA)

Introduction:

This training workshop has been organised within the framework of the joint efforts of the Bureau
of Workers’ Activities of the International Labour Organization and the National Organisation of
Trade Unions. The aim is to educate workers in Uganda on the subject of HIV/AIDS. The manual
is meant to serve as a useful tool in equipping workers with the basic facts about HIV/AIDS and
the magnitude and impact of the disease, international and national legislation relating to HIV/
AIDS and discrimination, and, more importantly, the role of organised labour in the fight against
the epidemic at the workplace. The manual will educate the reader on non-discrimination against
workers living with HIV/AIDS; clauses in collective bargaining agreements; developing preventive
education programmes; strengthening health and precautions at work; and counselling on HIV/
AIDS and other STDs.

Workshop Aims:

To promote trade union policy and programmes to mitigate the pandemic of HIV/AIDS in
Uganda

To draw up action plans for follow-up to the workshop

Workshop Programme:

DAY ONE

Welcome to the Workshop (Official Opening Ceremony)
Briefing on training methods

Tea/Coffee Break

Introductions: Starting the Training Session (Activity 1)
Presentation of group reports to plenary (Activity 1)
Aims of the Workshop (Activity 2)

Lunch

Presentation of group reports to plenary (Activity 2)
Introduction to Epidemiological Issues of HIV/AIDS



 ~    9    ~

Tea/Coffee Break

What is HIV/AIDS? (Activity 3)

DAY TWO

Review of Day One activities report
Lecture on Epidemiological Issues of HIV/AIDS
General Discussions

Tea/Coffee Break

Group Activities on Epidemiological Issues of HIV/AIDS (Module 1 Activities)

Lunch

Presentation of group reports to plenary

Tea/Coffee Break

Role-Play on Positive Living with HIV/AIDS
Observations on the Role-Play

Evening – special working groups can continue training

DAY THREE

Review of Day Two activities report
Communication and Counselling for Trade Unions (Module 2)

Tea/Coffee Break

Communication and Counselling for Trade Unions (Continuation of Module 2)

Lunch

Group Activity on Module 2

Tea/Coffee Break

Presentation of group reports to plenary

DAY FOUR

Review of Day Three activities report
The Nature and Magnitude of HIV/AIDS in Uganda (Module 3)

Tea/Coffee Break

Incidence and Trends of HIV/AIDS (Module 3 Activities)

Lunch

Presentation of group reports to plenary
The Role of Trade Unions on the Pandemic of HIV/AIDS (Module 4)

Tea/Coffee Break

The Role of Trade Unions on the Pandemic of HIV/AIDS (Module 4 continued)

Evening – working groups on trade unions and HIV/AIDS
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DAY FIVE

Review of Day Four activities report
Relevant ILO Instruments on HIV/AIDS (Module 5)

Tea/Coffee Break

Relevant ILO Instruments on HIV/AIDS (Module 5 continued)

Lunch

Field work/visit

Tea/Coffee Break

Workshop closure

Note: detailed timings for this draft programme have not been given. Workshop organisers can
decide for themselves on the timing in accordance with local conditions.
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MODULE ONE

Epidemiological Issues of HIV and AIDS

Lesson Guide to Module 1

This module is more applicable to group participation. If you usually lecture to your class, you
may need to modify this module to make it more appropriate to the level and expecations of
your participants.

Getting started:

You may begin by asking members of your group to relate something that they have heard
about HIV/AIDS.

On the transparency sheet or flip chart, note down the things that participants have mentioned.
When everyone has said something, allow them a second chance to say something else they
may have remembered.

After recording all the comments, discuss them with the group. At this point you should not
come in to give details on complex issues, as these will be handled in the lecture that
follows.

Consider how factual (unexaggerated or likely) are the things being said?

Look at the words being used to describe AIDS, people with AIDS, etc. What do participants
think about these words? Do they have a negative impact or create stigma? Are there
alternatives that could be used? What are the different vernacular ways of saying these
words? Which ones do participants think should be used so as not to create stigma about
AIDS.

Identify emotions behind the things said, i.e. fear, concern, disbelief, humour, etc.? What do
they tell the group about how people feel about the epidemic?

Start developing an agreed ‘language’ that is not negative nor discriminatory but is still
scientific, to be used when talking about AIDS.

Keep the flip chart, as you will use it again at the end of the session.

At the end of the module: Ask participants what specific facts they have learnt during the
course of the discussion and lecture. List their responses on the transparency sheet, board or
flipchart.



~    12    ~

A Prelude to Understanding Epidemiological Issues on
HIV/AIDS

The facilitator should make it explicit to the participants that materials on the epidemiological
issues on HIV/AIDS are survey lessons. If you are not sidetracked by detail, the lessons in this
chapter will give your participants an overall comprehension of HIV/AIDS.

This teaching is urgently needed by all trade unionists. The effectiveness of your teaching is not
measured by the time you spend on each issue but by the strength of the impression the truth
makes on the minds and hearts of your group.

This Chapter will cover the following topics:

What HIV is

What AIDS is

The history of HIV/AIDS

Myths about HIV/AIDS

How HIV is transmitted

Stages of HIV infection

Signs and symptoms of HIV and AIDS

Prevention of HIV infection

Relationship between HIV/AIDS and other Sexually Transmitted Infections

Living positively with HIV and AIDS

What HIV is

The term HIV stands for Human Immunodeficiency Virus.

Human This virus is only found in humans, not in animals or insects. It is
acquired from an infected person

Immunodeficiency The immune system is responsible for enabling the body to resist
infections; immunodeficiency is a state in which the immune system
is lacking in its ability to provide adequate resistance against common
infections. Over time, this weakness can lead to the group of illnesses
referred to as  AIDS

Virus A germ that cannot be seen by the naked eye but can be seen by a
powerful microscope
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What AIDS is

AIDS stands for Acquired Immunodefiency Syndrome.

Acquired It is acquired from an infected source

Immune This relates to the body’s defence system, known as the immune
system. It also means resistance against infection

Deficiency Inadequate protection against common infection

Syndrome A collection of symptoms and signs of illnesses resulting from
weakened immunity

The History of HIV/AIDS

Scientists have different theories about the origin of HIV, but none have been proven. The earliest
known case of HIV was from a blood sample collected in 1959 from a man in Kinshasa, Democratic
Republic of Congo. How he came to be infected is not known. Genetic analysis of his blood
sample suggests that HIV-1 may have stemmed from a single virus in the late 1940s or early
1950s.

The cause of AIDS is a virus that scientists managed to isolate in 1983. The virus was at first
named HTLV-III/LAV (human T-cell lymphotropic virus-type III/lymphadenopathy-associated virus)
by an international scientific committee. This name was later changed to HIV (human
immunodeficiency virus).

By 1983, the first cases of Ugandans identified as having a strange disease had already developed
full-blown AIDS. As a result no one knows exactly when they became infected. The first people
identified as having this strange disease lived in Rakai near the Kasensero landing site. Figure 1
depicts the identified stages of HIV/AIDS since the early 1980s.

Myths about HIV and AIDS

The Longman Dictionary of Contemporary English defines a myth as a false story or idea.
Over the years, people have developed wrong ideas about HIV/AIDS. The following are among
the common myths:

HIV is caused by witchcraft

It only affects certain blood groups

It can be spread through mosquitoes

Caring for someone with AIDS spreads it

Hugging and shaking hands spreads HIV

It can be spread by sharing clothes, spoons or toilet facilities

If someone looks healthy, they don’t have HIV

AIDS can be cured

It is only through sensitisation and education that people can know and properly understand HIV/
AIDS.
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HIV is not spread by sharing toilets

HIV is not caused by witchcraft

HIV is not spread by sharing public places

Myths about HIV/AIDS

HIV is not caused by shaking hands

MEETING

ROOM
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Kissing?

Romancing?

Mosquito bites?

Sneezing in public?

Hugging?

Myths about HIV/AIDS
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From mother to child

Through unsterilised blades or knives

Through infected blood?

For HIV infection to occur
there should be the
medium (body fluids) and
entry point for the virus to
enter

Unprotected sex?

How AIDS is transmitted
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How HIV/AIDS is Transmitted

HIV is transmitted in three major ways:

Having unprotected sexual intercourse with an HIV infected person

An HIV infected mother to child (in the womb, during childbirth, and/or through breast-
feeding)

Blood to blood transmission, for example through the transfusion of infected blood and sharing
contaminated skin-piercing instruments such as razor blades, safety pins, and the like.

There are also reports that “deep” kissing (particularly wet or French kissing) involving an infected
person can cause HIV/AIDS.

How HIV is not spread

You cannot get HIV from any of the following:

Casual or social contact with an HIV infected person. Touching and sharing food, cups, plates,
clothing or towels does not transmit HIV

Sharing toilets

Hugging and casual kissing

Shaking hands

Living in the same house with an infected person

Insect bites

Perspiration

Though you will not get HIV through the above-mentioned activities, there is still a need to observe
the utmost hygiene and cleanliness because you can get other infections. One such example is
Tuberculosis. Sharing a cup with a person infected with both TB and HIV infection will not make
you get HIV, but, if the TB is not treated, you are likely to be infected by TB.

ACTIVITY 3

What is HIV and AIDS?

Aims:

To understand HIV and AIDS
To know how people get infected

Task:

In your group, discuss and write down:
What is HIV
What is AIDS
How one can be infected with HIV/AIDS

Report back:

In your group, elect a chairperson to lead the discussions and a secretary to take down the proceedings and make a
report in the plenary session on behalf of the group. This activity should take 30 minutes.
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Stages of HIV/AIDS Infection

(a) Point of infection

This is the moment when someone is both exposed to HIV and becomes infected. The person
experiences nothing and has no signs and symptoms of the infection.

(b) Window period

It is the term given to the period between the point of infection and the point of sero-
conversion. On average, this period usually takes 3 to 6 months. During this period, if a
person takes an HIV test, he/she will test antibody negative, even though she/he is infected.
Furthermore, the person looks and feels healthy, and has no signs or symptoms of the
disease, but is already infectious. During this period, the virus multiplies and more antibodies
are produced.

(c) Sero-conversion

The body continues to produce antibodies and there comes a point when the numbers of
antibodies produced are enough to be detected in an HIV test. This is the point that is
referred to as sero-conversion.

(d) Asymptomatic

During this stage, the person with HIV still has no signs or symptoms and their immune
system is still strong. The person continues to test positive and is still infectious. A person
can prolong this period by making positive life health choices.

(e) Symptomatic

During this time an infected person starts developing signs and symptoms. The immune
system is handicapped but it continues to fight diseases. The person is infectious and continues
to test positive.

(f) Terminal stage

At this stage, the person’s immune system becomes so weak that it is no longer able to fight
off serious infection. The person becomes ill, and with one or more diseases, and can be
diagnosed as having AIDS. The infected person may still pass the virus on to others. However,
at this stage it is possible for the patient to test negative if the body has been so much
weakened that is stops producing antibodies. If an HIV test is done at this stage, the results
will be negative because there will be no antibodies in their bloodstream.

N.B.: It is important to emphasise the fact that a person can infect other people with HIV
from the point he/she is infected until he/she reaches the terminal stage (death).
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Six Stages of Infection

a] Point of infection b] Window period c] Sero-conversion

d] Asymptomatic e] Symptomatic f] Terminal stage

A
B

C

D

E
F
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Signs and Symptoms

A sign is what you see and a symptom is what you feel. The signs and symptoms associated with
HIV infection are categorised as major and minor.

(a) Major signs and symptoms

Fever for more than a month

Unexplained weight loss of over 10% of body
weight

Diarrhoea for more than a month

(b) Minor signs and symptoms

Persistent dry cough

Herpes zoster

Oral thrush

Memory loss, depression, and other
neurological disorders

Itchy skin rash

Unexplained hair breakage

Swelling of the lymph glands in the armpits,
groin or neck

Kaposis sarcoma

Tuberculosis

Recurring fever or profuse night sweats

White spots or unusual blemishes on the tongue, in the mouth, or in the throat

Pneumonia

Red, brown, pink, or purplish blotches on or under the skin or inside the mouth, nose, or
eyelids

E
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ACTIVITY 4

Symptoms and Stages of HIV Infection

Aims:

For participants to relate the symptoms and stages of HIV infection

Task:

In small groups, discuss the stages and symptoms of HIV infection. Your discussion should focus on:
Minor signs and major signs
The point of infection
Sero-conversion
Asymptomatic and symptomatic stages
Terminal stage

Report back:

In your group you will elect a chairperson to lead the discussions and a secretary to take down the proceedings and
make a report in the plenary session on behalf of the group. The activity should take 30 minutes.

Prevention of HIV Infection

The following are among the ways in which HIV can be prevented:

DO not share needles to inject drugs

DO choose safe ways to be close with a lover. In order to find out what safer sex means for
you and your partner, talk to a nurse, a counsellor, or a local HIV support group

DO use condoms correctly and consistently whenever you have sex

DO abstain from sex until you are ready to have a steady long-term relationship after an HIV
test

DO NOT share razors, or any instruments that may touch your blood, semen or vaginal fluids

DO NOT breastfeed a baby if a mother is infected. A woman can pass the virus to her baby
through breast milk
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Prevention of HIV/AIDS through A, B and C

Be faithful

Abstinence

Be faithful

use of Condoms

ACTIVITY 5

Prevention of HIV Infection

Aims:

To educate participants on how to minimise and control the spread of HIV
To educate members on the danger of unsafe sex practices

Task:

In your small group
List all possible preventive measures of HIV and AIDS that you know about
Discuss which of these measures are most effective and why

Report back:

In your group, elect a chairperson to lead the discussions and a secretary to take down the proceedings and make a
report in the plenary session on behalf of the group. The activity should take 30 minutes.
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The relationship between HIV/AIDS and other Sexually
Transmitted Infections

When teaching people about HIV/AIDS, we should also include issues about other sexually
transmitted infections (STIs). This is because the route of transmission is the same, i.e. HIV is also
a sexually transmitted infection. If you are diagnosed with STI, it means you are at a high risk of
being infected with HIV because:

STIs cause open genital sores, which further expose the infected person to HIV.

Sexual intercourse is the route of transmission for both infections.

Sexually Transmitted Infections are so-called because of the route through which they enter the
body. Table 2 lists the STIs common in Uganda and their symptoms.

ACTIVITY 6

Sexually Transmitted Infections (STIs)

Aims:

To enable participants relate HIV/AIDS to other STIs
Explain common STIs in Uganda and how they present themselves

Task:

In your small group
Discuss the relationship between HIV/AIDS and other STIs
List various STIs commonly known in Uganda and give their vernacular names

Report back:

In your group, elect a chairperson to lead the discussions and a secretary to take down the proceedings and make a
report in the plenary session on behalf of the group. The activity should take 30 minutes.
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Table 2: Common Sexually Transmitted Infections and their Symptoms in Uganda

Disease

Syphilis (Kabotongo)

Gonorrhoea
(Enziku)

Chlamydia
(Nongonococcal
Urethritis) (NGU)

Herpes Simplex
Gentalis

Chancroid

Ringworm
(Oluwumu)

Candida (Monilia)

Pelvic lice
(Obusekere)

Scabies (Wayirindi)

Lymph Granuloma
Venereum (LGV)
Bubo, Lwekika

Genital warts
(Ensundo)

Symptoms in men

Primary
• Firm, painless sore on top of penis
• Sometimes the shaft may be involved
Secondary
• Widespread, non-itchy skin rash on body
• Generalised enlargement of lymph nodes
• Possible throat/mouth sores
Tertiary
• Brain/nervous system damage
• Heart damage

• Burning/discomfort on passing urine
• Discharge of pus or blood
• Fever
• Penis may swell
• General lymph nodes may swell

As for gonorrhoea
• Some men have no symptoms

Symptoms absent in majority of cases
• Recurrent blisters on penis and urethra
• Burning and itching at lesion sites
• Painful erosions from broken blisters, which are

subject to secondary infection

• Very painful and soft sores on the penis
• Discharge of fluid, often with pus
• Possible urethra involvement
• Possible genital node enlargement

• Itching

Many infected men have no symptoms
• Slight itching
• Inflammation of the foreskin of the penis
• Pus discharge

• Itching

• Sores

• Very painful swelling in the groin

• Soft, fleshy wart-like lesions found on genital
areas

Symptoms in women

Primary
• Firm painless labia (outer)
• Possible involvement of the

clitoris, vagina, and cervix
Secondary
• Identical to men

Tertiary
• Identical to men

Symptoms absent in 50% of the
cases.A few female patients notice:
• Painful urination
• Inflamed cervix/back
• Lower abdominal pain

As for gonorrhoea

Symptoms absent in majority of cases
• Recurrent blisters on the clitoris,

labia, pubic area, thighs, and
cervix

• Painful urination

Visible symptoms not common
• When present, sores can occur

inside and outside sexual
organs and anus.

• Itchy body patches

• Milky discharge
• Itchy body of vulva
• Vaginal sores

As above

• Same as above

• Not common

• Identical lesions found in the
vagina and cervix
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Living with HIV and AIDS

Once a person is afflicted by AIDS, they will need both medical attention and to have a positive
approach to life. Workmates, friends, and relatives need to know that it is important to help the
sufferer acquire a healthy mind and body, and self-confidence, and make changes to their behaviour.
Medical experts promote the idea that when individuals manage to make positive changes to
ways of thinking about themselves or about any particular distressing problem, their improved
mental attitude will positively affect their body’s functions and their behaviour.

Attributes to positive living involve:

Medical care (treating the sickness when it occurs promptly and properly)

Nutrition: eating a balanced diet

Having enough rest

Engage in light physical exercise

Avoid smoking and drinking alcohol

Always have protected sex bu using condoms

Keep yourself busy when you are not resting (e.g. groups/clubs, fellowships, spiritual care)

Seek psychological care (counselling)

Avoid pregnancy

Living Positively

1] Treatment            2] Balanced diet            3] Rest            4] Light exercise

1 2

3

4
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Food for Thought: Living Positively with HIV/AIDS

A good diet is one of the simplest means of helping people who live with HIV/AIDS. Balanced
nutrition will bolster the immune system and boost energy levels, and can help the body fight
back against the ravages of the disease.

This is the advice given by two United Nations agencies – the World Health Organisation and
the Food and Agricultural Organisation. These agencies have published a manual on nutritional
care for people living with HIV/AIDS that offers simple and inexpensive dietary suggestions.
For example, it points out that herbs and spices may stimulate a sluggish appetite.

Love Them! (Poems on Positive Living)

Victims Are All Over

‘In our society
Let us not ostracise them
For they belong to us
And we belong to them.
Accord them the best care
Give them good food
Give them the best in life
Give them hope in life
Show them the old respect for they are still themselves,
Despite their plight.’
(Duncan)

Never Run Away from AIDS Patients

‘Never run away from Aids patients, they need your help very much at this time.
Your help will lessen their problems and open chances for the mind to recalling
the love of God and turning to Him. They are still human beings, only that now
they are sufferings from AIDS. So with great love and care handle them.

Many have been incapacitated by the tragedy,
Orphans, widows and widowers are all over,
Bereaved by the incurable monster,
But they should not be left alone.

Let us join hands and unite,
To help the starving lot,
For the whole world mourns with us.

Neglect not the victimised lot,
Provide their daily diet and needs,
Let them feel free and accepted in the society,
Advise them accordingly,
For nobody knows what tomorrow holds;
AIDS has no boundary,
Today another, tomorrow may be you.’
(Godwinds)

Source: Mario Cattaneo (1999) About Let Us Fight AIDS, Nairobi: Paulines Publications Africa
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ACTIVITY 7

Positive Living with HIV/AIDS

Aims:

To inform participants on how someone with HIV/AIDS can prolong their life
To enable participants to encourage the infected person to change their behaviour
To identify strategies of living positively with HIV/AIDS

Method:

This activity can be done through brain-storming, group discussion, or role-play

Task:

In your small group
Discuss how one can live positively with HIV/AIDS

Report back:

This activity can be completed in 60 minutes
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MODULE TWO

Communication and Counselling for Trade Union Educators

Introduction

In most African communities counselling has always been carried out to identify, analyse and
offer options to people with problems. People involved in giving counselling include parents,
aunts (Ssenga), and community leaders and the like. However, such counselling is mostly done
informally. When the AIDS reached epidemic levels, several community-based institutions began
to recognise the need for formal counselling, and the training of people in counselling techniques,
as a way of minimising the effects of the epidemic.

This module on counselling has been more or less developed along the lines of African community-
based counselling practice. The module is not intended to turn the readers or trainers into
counsellors. It is merely intended to inform trade unionists on the importance of the subject matter
and seek for their appreciation on rather complex counselling issues. The module covers the
following topics:

(i) What is counselling?

(ii) Why do we offer counselling?

(iii) Who to counsel?

(iv) When do we offer counselling?

(v) Where to offer counselling?

(vi) The counselling process.

(vii) Attitudes and skills in counselling.

What is counselling?

Counselling can be defined as a helping relationship to help a person help himself or herself
cope with some problem of his or her life.

It is a process that aims to empower people so that they can understand and face up to their
problems and thus reduce or solve them. Counselling as a service should ensure continuity of
access to the counsellor and consistent support.

Counselling involves:

Providing factual information on HIV

Providing information on referral services

Listening attentively to people’s problems

Guiding a person to make realistic choices

Helping a person undersatnd and cope with problems

Controlling a person’s emotions.
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Why is counselling offered?

Counselling services are offered in order to:

1. Provide social and psychological support to anyone affected or infected by HIV/AIDS. This is
important because:

(i) HIV/AIDS is a new and frightening disease, there is no cure though the symptoms can be
managed or alleviated

(ii) HIV positive people, their families, and carers often need and value support in helping
them live with the disease and plan for the future.

(iii) People with HIV/AIDS go through a period of chronic and acute illness and may need
support in adjusting to the change in their life expectations.

2. Help to prevent the spread of HIV/AIDS infection

(i) HIV/AIDS is infectious.

(ii) Counselling can help people make positive behavioural choices to help prevent
themselves becoming infected with HIV/AIDS or infecting other people.

3. Offer spiritual support or guidance to those infected or affected by HIV and AIDS.

Who does the counselling?

Advanced degrees or extensive experience are not necessary for effective HIV counselling. However,
some desirable levels of skills and training are required. For instance, in situation where HIV
testing is provided, existing personnel can be effective counsellors if they have the desire and
appropriate training and employ the essential counselling elements. Similarly, in a setting where
primary health-care providers (such as medical doctors) might not be able to provide counselling,
para-medical professionals trained in HIV counselling can fill this void. While peer counselling is
quite preferred in certain situations, for intervention efficacy, it is strongly advised there should be
no matching of clients with counsellors based on same or similar backgrounds, sex, ethnicity, age,
or peer group.

The following skills and counsellor characteristics are identified as important for effective HIV
counselling:

Completion of standard training courses in client-centred HIV prevention counselling or other
risk-reduction counselling models

Belief that counselling can make a difference

Genuine interest in the counselling process

Active listening skills.

Ability to use open-ended rather than closed-ended questions

Ability and comfort with an interactive negotiating style rather than a persuasive approach

Ability to engender a supportive atmosphere and build trust with the client

Interest in learning new counselling and skills-building techniques



 ~    31    ~

Being informed regarding specific HIV transmission risks

Comfort in discussing specific HIV risk behaviours (i.e., explicit sex or drug behaviours)

Ability to remain focused on risk-reduction goals

Support for routine, periodic, quality assurance measures

Who should be offered counselling and what types?

Counselling can be offered to anyone in need, but particularly to:

People who are worried that they might be infected with HIV/AIDS. This type of counselling
is called pre-test counselling. It takes place before a person has a blood test to find out
whether or not they have HIV/AIDS. The aim of pre-test counselling is to help a person make
an informed decision about whether or not to have an HIV/AIDS antibody test

People who have just learnt that they are HIV-positive following an HIV/AIDS antibody test.
This type of counselling is termed post-test counselling. It aims to help the person cope
positively with HIV infection

People who have been diagnosed as having AIDS, or people who know they are infected
with HIV and are living with it. This type of counselling is called providing on-going support.
Counselling of this nature encourages ‘positive living’. In Uganda, support systems can be
found at TASO, NACWOLA, A/C Nsambya Home Care and the referral system (where people
with AIDS can go for treatment) at places such as hospitals, health care, and clinics

People with HIV/AIDS who are in hospital

Relatives and friends of people with HIV/AIDS

Any person who wants to discuss how they can avoid being infected with the virus or how
they can avoid infecting other people. This counselling is termed prevention counselling. It
should be noted that counselling about prevention is an essential part of counselling activities

When do you counsel?

Counselling is offered when:

People come to clinics for testing, diagnosis, or on-going treatment

People come and request support and help

We know a person with HIV/AIDS and their family are facing a period of crisis or worry or
critical illness

A person with HIV/AIDS is in hospital

People seek information or testing (e.g. at the AIDS information centre)

People are considering finding out their HIV/AIDS test results (in case of blood donors or
people who have been tested in zero surveys)

The need arises
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Where should counselling be offered?

In a comfortable and conducive environment

In quiet places where interruption can be avoided

In people’s homes

In hospitals

How should counselling be conducted?

i. Check that you have understood what the person has told you by repeating what the
person has said. You should use phrases like “You have told me that …” and summarise
what they are particularly worried about.

ii. Check that you have understood what the person was feeling by identifying and
describing their feelings using phrases like “It seems that you are very worried about
this”.

iii. Try to ensure that you thoroughly understand the problems of the person by listening
carefully.

iv. You should not relate anyone else’s problems when you are giving counselling.

Why do people ask questions about HIV/AIDS infection?

People may ask counsellors questions for various reasons – for information, for advice, for the
skills to answer questions.

Keep in mind the following points when answering questions

(1) Behind most questions is a story or problem. The counsellor should always consider why
the person is asking this question.

(2) Counsellors can give people information, for example about HIV/AIDS. Information allows
people to make their own informed choices. Counsellors try not to give advice, thus they
do not say:
You should
You must

You should help the person decide for themselves about what to do.

(3) Before giving information check carefully by asking open-ended questions to establish
what the person already knows.

(4) Only give accurate information and be honest. It is all right to say you do not know.

(5) For some questions there are no answers, for example to ones such as ‘How long will I
live?’ You should say that there are no answers to such questions.

(6) Answer questions using simple clear language. Avoid complicated medical language.

(7) When you give information, check that the person has understood you by asking them
open-ended questions.
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Aspects of Counselling

Counselling is a process! A valuable part of this process is that you should always take your
time

Counselling is giving information, NOT advice

Counselling is problem-sharing! Solutions and decisions should always come from the
client (the person seeking counselling) and not the counsellor. The counsellor is only a
guide

Always find out what the client already knows or what they have done or intend to do about
the problem, and support accordingly

Always look at the client’s problems objectively, NOT subjectively. Avoid being biased

Don’t force clients to do what you want, and don’t be discouraged if they don’t. Instead,
encourage them to take positive action

When discussing with the client what to do, weigh up the pros and cons of the action they
want to take

When clients fail to implement decisions or fail to respond positively, don’t feel defeated and
don’t abandon them! They just need more support

If you ever get stuck, don’t despair. Consult a colleague or the counselling manual

We all have limits as to what we can do. Learn what you can accomplish and plan accordingly

There is always new information coming up on HIV/AIDS. Try to keep up to date

Practice makes perfect: the experience you have gained is applicable to everyday life, and
even to yourself and family

HIV/AIDS counselling can be quite stressful, but there are always ways you can take yourself
out of it

Whenever we lose clients we think we are fighting a losing battle! Don’t give up. Whatever
you have done will always be remembered by someone.

The Counselling Process

In order to be able to assess and evaluate whether a counselling session has been successful, a
counsellor needs to have an objective and a purpose. People will come seeking help with a
diverse range of problems. It is important to have a specific objective for each counselling session.
For example, if a client has sought help with and mentioned seven problems, some of the useful
questions to be asked are:

(i) Which of these problems is more pressing?

(ii) How many of these problems are we going to deal with in this session?

(iii) To what extent are we going to deal with the selected problems in this particular session?
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There is no rigid process in a counselling session, but the following can be use as guidelines:

(i) Create a friendly relationship

– Welcome the client

– Make them feel free and comfortable

– Show the client that you are interested in listening to what they are telling you

(ii) Help the client tell you about themselves

(iii) Help the client to consider the available options for handling their problem accordingly

(iv) Help the client make a plan on how to proceed with the counselling session

Attitudes and Skills in Counselling

As counsellors, it is essential that we have positive attitudes in order to offer effective counselling.
There are five basic attitudes that a counsellor must have:

(a) Confidentiality

(b) Caring

(c) Empathy

(d) Acceptance

(e) Non-judgmental

(a) Confidentiality

Confidentiality has to do with keeping secrets. An effective counsellor must have the ability
to keep secrets. In a counselling situation the client entrusts the counsellor with very
confidential information. Furthermore, in counselling the success of any session greatly
depends on how much information a client is willing to divulge. A client will be more open
once they know that all information shared will be kept secret.

It is important for a counsellor to guard against things that make people break confidentiality.

Why do people break confidentiality?

At times it makes the person who is breaking the confidentiality feel ‘important’

Some people have an inherent weakness in keeping secrets

(b) Caring

All human beings have an innate need for care. Giving and receiving care makes one feel
good and is a form of reassurance of one’s love. People who are facing problems need to
be cared for. In HIV situations, they are grappling with life-threatening issues. Thus the care
provided needs to be of quality if the counselling session is to succeed. Experience in
community work has shown that people respond better to medical services if the health
care accompanying the treatment is given with tender love and care. A counsellor, therefore,
needs to show a caring attitude by being approachable, available, interested in people,
warm, and so on.
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(c) Empathy

Empathy is an attitude that helps the counsellor to put themselves in the clients’ situation. A
pertinent question to ask is “What would I do if I was in their state?”

(d) Acceptance

Acceptance is a key attitude to have when counselling clients. A counsellor is supposed to
accept a client no matter what the circumstances. It is important to note that counsellors will
at times come across clients who are awkward or difficult to handle, e.g. those who have
bad body odour to those with a history of deliberately infecting others, and those who think
they know more than you do. In such situations, a counsellor should make full use of their
skills and techniques in order to handle them and avoid being judgmental.

Having positive attitudes alone is not enough. A counsellor also needs to have good
communication skills. These include:

Listening

Properly interpreting what has been said

Asking questions

Answering questions

Listening is a key skill in communication. We listen using verbal (what is being said) and
non-verbal communication, i.e. body language. To be able to listen effectively a counsellor
needs to let the client do at least 70% of the talking. A counsellor also needs to be aware of
their body posture when counselling.

(e) Non-judgemental

Being non-judgemental is an aspect of not being determinate towards issues being raised
by the clients, and will instil confidence in a client, who should then reveal more personal
information.

Important things to note about counselling

• Do not interrupt the client when they are talking

• You can use silence constructively to listen

• Avoid having a wondering mind

• Show interest in what the client is sharing

• Be composed

• Tactfully note down on paper what is being shared

It is important to understand exactly what the client is saying when communicating. It is
possible to misunderstand what they are saying. Checking to see whether you have
understood is a skill that needs to be developed. You can do this by asking questions using
the words of the client, e.g. if they said to you, “my husband is a polygamist”, you can ask,
“Did you say your husband is a polygamist?” This skill also helps the client to reflect further
on what they have said.
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ACTIVITY 8

Counselling the Infected and Affected

Aims:

To assist the newly-trained counsellor in communicating with the infected worker and their family
To provide the necessary information to the affected family

Scenario:::::

M and Z Company employed Mr Kahwati for a period of 12 years. He was a compassionate worker who wanted to
donate blood for his fellow friends. One day he decided to donate blood voluntarily. He instructed the doctor to test him
for HIV and also to inform his wife when the results came out. After two weeks, the test results were out. These were given
to Mr. Kahwati’s family, who were asked to look for a counsellor. Mr Kahwati decided to approach the counsellor at his
workplace, Mr Nashilundo, to inform him about the results.

Task:

You will be divided into four groups:
1. Doctor
2. Mr Kahwati
3. Counsellor – Mr Nashilundo
4. Observer
Each group is required to plan how to approach Mr Kahwati’s problem.
The time allowed for this activity is 30 minutes.

Remember!

At the end of the module: Ask participants what specific facts they have learnt during the
course of the discussion and lecture.

List answers on the board or flipchart.
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MODULE THREE

The Nature and Magnitude of HIV/AIDS in Uganda

The Incidence and Trends of HIV/AIDS in Africa

HIV/AIDS is undoubtedly the single most important and daunting problem facing Africa today.
Globally too, this is one of the most serious illnesses, and medical and social preoccupations of
our time. It has been noted that HIV/AIDS most strongly affects the age group 15-49, which
comprises the active working population. As HIV/AIDS cuts into the size of the workforce, it is a
fundamental concern to governments, employers, and trade union organisations.

Recent estimates indicate that 44.3 million persons were living with HIV at the end of 2004, of
whom 41.7 million were in their most productive years, i.e. between the ages of 15 and 49, with
2.6 million being children aged 15 years and younger. In 2004 alone, 6.4 million people became
infected with HIV and 3.5 million died from AIDS (See Table 3). 27 million of the infected are
workers. In several countries the labour force is up to one third smaller. With the HIV-positive
population still expanding, the annual number of AIDS deaths is expected to increase.

Table 3: Global Summary of the AIDS Epidemic, December 2004

Number of people living with HIV in 2004 Total 39.4 million (35.9–44.3 million)
Adults 37.2 million (33.8–41.7 million)
Women 17.6 million (16.3–19.5 million)
Children under 15 years 2.2 million (2.0–2.6 million)

People newly infected with HIV in 2004 Total 4.9 million (4.3–6.4 million)
Adults 4.3 million (3.7–5.7 million)
Children under 15 years 640,000 (570,000–750,000)

AIDS deaths in 2004 Total 3.1 million (2.8–3.5 million)
Adults 2.6 million (2.3–2.9 million)
Children under 15 years 510,000 (460,000–600,000 million)

The ranges around the estimates in this table define the boundaries within which the actual numbers lie, based on the best
available information.

Source: UNAIDS

Current information available indicates that women tend to become infected at a far younger age
than men, for both biological and cultural reasons. According to recent studies of several African
populations, girls aged 15-19 are five to six times more likely to be HIV-positive than boys of that
age. A number of gender-related risk factors increase women’s exposure to HIV and other sexually
transmitted infections and also impair their ability to protect themselves from infection. These
include factors that are behavioural, culturally gender-related cultural, and socio-economic in
nature.

Around half of all people with HIV become infected before the age of 25 and die approximately
ten years later. By the end of 2003, the cumulative total AIDS orphans (who are defined as children
who have lost their mother before reaching the age of 15) was 12 million. Many of these maternal
orphans have also lost their fathers. Approximately 95 % of the global number of people with
HIV/AIDS live in developing countries. Moreover, due to poverty, poor health systems, and limited
resources for prevention and care, it is expected that this percentage will increase.
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Sub-Saharan Africa is by far the worst affected region. It is home to 28.4 million people living
with HIV/AIDS. Approximately 3.8 million new infections occurred in 2004, while the epidemic
claimed the lives of an estimated 2.6 million. In this same region ten million young people (aged
15–24) and almost three million children under the age of 15 were living with HIV. Rampant
epidemics are underway in southern Africa where, in four countries, the national adult HIV
prevalence has risen higher than was thought possible, to exceed 30%: Botswana (38.8%), Lesotho
(31%), Swaziland (33.4%), and Zimbabwe (33.7%).

Figure 2 shows that African countries are experiencing generalized epidemics : HIV is spreading
throughout the general population. The total adult population is growing, the number of people
living with HIV is increasing, with the result that adult prevalence remains sable in recent years.
However, the overall stabilization of prevalence conceals important sub-regional variations.

Figure 2: HIV epidemic in sub-Saharan Africa, 1985-2003

The Incidence and Trends of HIV/AIDS in Uganda

“No other country in the region has so dramaticall reversed the epidemic as Uganda.”

UNAIDS 4th Global Report 2004, page 33

In Uganda, the number of AIDS cases has continued to rise as a result of a large pool of HIV-
infected people who fall sick. The cumulative number of reported AIDS cases as of 31st December
2003, was 880,000 (both children and adults). Of these, 730,000 (83%) were adults and 150,000
(17%) children aged 15 and under (See Table 4).
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Table 4: The AIDS Pandemic in Uganda, end 2003

• Estimated number of adults and children living with HIV/AIDS, end of 2003
These estimates include all people with HIV infection, whether or not they have developed symptoms of AIDS, alive at
the end of 2003
Adults and children (low estimate-high estimate) 350,000-880,000

Adults (15-49) (low estimate-high estimate) 300,000-730,000 Adult rate (%) 4.1
Women (15-49) (low estimate-high estimate) 170,000-410,000
Children 46,000-150,000

• Estimated number of deaths due to AIDS
Estimated number of adults and children who died of AIDS during 2003

Deaths in 2003 54,000-120,000

• Estimated number of orphans
Estimated number of children who have lost their mother or father or both parents to AIDS and who were alive and
under the age of 15 at the end of 2003

Current orphans 630,000-1,400,000

Source: UNAIDS. 2004 Report on the Global HIV/AIDS Epidemic : 4th Global Report.

Uganda has been cited as sub-Saharan Africa’s success story in its efforts to reduce HIV prevalence
levels (see Figure 3). In Kampala, the major urban area, HIV prevalence among those antenatal
clinic attendees tested increased from 11% in 1985 to 25% in 1990 and then 29.4% in 1992. From
the beginning of 1993, however, HIV prevalence among antenatal clinic attendees in Kampala
began to decline, falling to 13.8% in 1998 and 11.25% in 2000. Median HIV prevalence among
antenatal clinic attendees outside of the major urban areas had declined from 13% in 1992 to
5.9% in 2000. In 2000, HIV prevalence at 12 sites outside Kampala ranged from 1.9% to 10%.

The 2004 Global Report of the UNAIDS indicates that national prevalence has dropped to 4.1%
(range 2.8–6.6% in 2003. In Kampala, prevalence was around 8% in 2002 – down from 29% in
1992. It must be noted, however, that even when HIV prevalence falls the number of new infections
can remain high.

A community-based cohort study in and of Masaka district, south-western Uganda, reported
declining HIV incidence and HIV prevalence. HIV incidence dropped from 7.6/1000 person years
(PY) of observation in 1990 to 3.2/1000 PY in 1998 in the adult population. The decline was more
marked among males – dropping from 9.4/1000 PY in 1990 to 2.4/1000 PY – than in females; the
decline in females was from 6.0/1000PY in 1990 to 4.0/1000PY in 1998.

Sex workers in Uganda studied in the early 1980s had an HIV infection rate of about 80%, but by
2000 this had dropped to 28%. In 1999, the overall HIV prevalence among STI patients in the
Kampala site had declined from 35.9% (1995) to 23% and to 20.5% in 2000. Studies conducted
among secondary school students in Gulu district, northern Uganda, noted a decline in HIV
prevalence from 2.0% in 1994 to 0.8% in 1998.

Repeated cross-sectional behavioural surveys conducted in Uganda have indicated significant
changes in sexual behaviour. The average age of first sex for girls increased from 15.9 years in
1989 to 16.5 years in 1995. Condom use rates have also markedly increased in Uganda, especially
in non-regular sexual relationships. Between 1995 and 1998 there was no significant decline in
the proportion (about 10%) of people reporting having at least one non-regular sexual partner in
the last 12 months; however, the proportion of people using a condom in their last sexual encounter
with a non-regular sexual partner in the last 12 months more than doubled from 33% in 1995 to
50.7% in 1998.
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ACTIVITY 8

The Incidence and Trends of HIV/AIDS

Aim:

To understand the incidence and trends of HIV/AIDS in Uganda, and Africa as a whole.

Task:

In small groups, discuss the contents of the tables in the previous chapters and answer following questions:
(i) Is HIV/AIDS Increasing or decreasing in Africa?
(ii) Is HIV/AIDS increasing or decreasing in Uganda?
(iii) What are some of the factors that have led to an increase or decrease of HIV/AIDS in Uganda?

In your group, elect a chairperson to lead the discussions and a secretary to take down the proceedings and make a
report in the plenary session on behalf of the group. The activity should take 30 minutes.

HIV/AIDS Policies and Support Programmes in Uganda

When cases of AIDS were first seen in Uganda in the early 1980s, the initial response from society
and government was negligible. This was mainly because there was lack of knowledge worldwide
about the new disease. In addition, the social, economic and political upheavals in the country
led to inadequate political commitment with which to address the threat. In 1986 the new
government responded to the epidemic by establishing the AIDS Control Programme (ACP) in the
Ministry of Health (MOH), with support from the World Health Organisation. The co-ordination
efforts of the ACP/MOH helped to create the high level of awareness about the disease. This
programme still exists.

Figure 3: Trends in HIV prevalence among pregnant women in Kampala,
Uganda: 1991-2000
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1.

2.

3.

4.

Title

Promotion of the use of
condoms

Discrimination against
people whose HIV-
positive status is known
or suspected

Risky sexual behaviour

HIV testing

Background/Justification

Behavioural change has proved difficult
and slow. However, the use of condoms
to prevent transmission of HIV has
proved to be both effective and easier to
adopt than other options of behaviour
change

The Constitution of the Republic of
Uganda stipulates that no person shall
be treated in a discriminatory manner
by any person in the performance of the
functions of any public office or any
public authority

The primary goal of the multi-sectoral
AIDS Control Strategy is to prevent HIV
transmission. Since information on
transmission in Uganda indicates that
over 80% of new infections are the
result of sexual intercourse, it logically
follows that the main strategy for
achieving the primary goal is to promote
safe sexual behaviour

The most reliable method of determining
the status is by HIV testing. Testing
facilities should therefore be made
available and accessible to everyone in
the country

Policy

Adopt quiet promotion and responsible use
of condoms with appropriate education

There shall be no discrimination against
people living with HIV/AIDS

Minimise risky sexual behaviour through
education and by formulation and
enforcement of relevant legislation

Universally available and accessible
voluntary HIV testing is made
Informed consent with counselling and
confidentiality be observed in voluntary HIV
testing
HIV testing shall not be included as part of a
routine medical examination without the
knowledge and consent of the patient
All couples intending to get married should
be encouraged and counselled to take the
HIV test

According to the Uganda National Household Survey of 2002/2003 there are three recognised
ways of avoiding HIV/AIDS in the country : abstinence, faithfulness and using condoms. In the
survey respondents were asked to spontaneously mention which of these methods they had heard
of. The condom was most acknowledged as a way of avoiding HIV/AIDS. More than half of the
populaton (across marital status, residence and districts) knew of at least two ways of avoiding
contracting HIV.

So far, there are no articulated overall national policies on AIDS control. Operational ‘policies’
have, however, been written on HIV testing, and surveillance and guidelines have been prepared
for patient care. Table 5 summarises the policies on HIV/AIDS in Uganda as provided by the
Uganda AIDS Commission.

Table 5: Policies on HIV/AIDS in Uganda
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5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

Mandatory HIV testing

Counselling related to
HIV/AIDS Control

Safety of blood
transfusion

The use of blood
substitutes

Promotion of local
research on HIV/AIDS

Use of indigenous
remedies treatment of
AIDS

STD Control

Vertical (Mother-child)
HIV Transmission

Community support for
people with HIV/AIDS

Linkage between health
care facilities and
community-based patient
care

Control programmes
made available to out-
of-school youths

In March 1987, a WHO-sponsored
consultation on International Travel
and HIV infection was held to examine
this issue. It concluded that testing
international travellers would, at great
cost, only retard briefly, the
dissemination of HIV, both globally and
in any particular country.

To stop the spread of HIV, counter
stigmatisation, and promote positive
living

To stop HIV transmission through blood
transfusion

To minimise risks associated with
unscreened blood transfusion

To search for a cure and/or vaccine

To protect the public against false
claims

To reduce STDs and prevent the
sexual transmission of HIV

To encourage spouses take HIV tests
and then make decisions on whether or
not to become pregnant

Enhance partnership and collaboration
between Government, NGOs, and the
community in the control of AIDS and its
consequences, and also enhance the
community spirit of self-reliance

To facilitate regular support of
community-based patient care centres
by associated medical institutions, and
to reduce the load on institutional health
care facilities

The majority of the nation’s youths are
out of the formal education system and
consequently beyond the reach of
AIDS control programmes developed
for school youths

HIV testing shall not be mandatory for the
purposes of travel.
Annual HIV testing shall be mandatory for
students admitted under public sponsorship
to tertiary institutions
For life insurance purposes, medical
examinations may include HIV testing

Counselling services shall be made
universally accessible

All blood for transfusion must be safe

The use of blood substitutes be encouraged
and supported

All local research efforts in indigenous
natural products shall be encouraged and
supported

All indigenous remedies used in the
treatment and prevention of AIDS shall be
carefully monitored and screened for safety
and efficacy

National STD control programmes shall be
given priority support

Child-bearing shall be discouraged among
HIV-positive women
Pre-marital counselling shall contain a
component on the risks of pregnancy when
one or both of the spouses are HIV-positive

The Government will share the
responsibility of caring for PLWAs with the
communities

Collaborative links between health
institutions and community-based patient
care centres shall be established and
supported

Appropriate AIDS control programmes for
out-of-school youths shall be developed
and actively implemented
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16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

Participation of religious
organisations in the
prevention of AIDS and
care of AIDS patients

Trials of anti-HIV drugs
and vaccines

Care of orphans

Community support for
AIDS control activities

Legal rights and
property ownership

Human resource
depletion due to AIDS

Support for the welfare of
people affected by HIV/
AIDS

Care of the carers of
HIV/AIDS patients

Safety in medical practice

Deliberate transmission
of HIV/AIDS

These organisations have the capacity
and experience for developing and
implementing programmes that lead to
behaviour change, and for providing
pastoral and terminal care

To find a cure and vaccine, to ensure
care for AIDS patients and to stop HIV
transmission

The care of orphans and other needy
children shall be the primary
responsibility of the nation and local
communities

To strengthen and sustain community
participation in AIDS control
programmes

To protect people’s rights of property
ownership

To ensure the sustained availability of
human resources

To reduce the general suffering of
people affected by HIV/AIDS

To ensure the safety and security of
care givers

To stop transmission of HIV through
medical and traditional treatment

The policy aims to help such individuals,
through counselling and societal
support, to change their behaviour from
vindictiveness to positive living

Religious organisations shall be
encouraged and challenged to develop and
implement programmes that lead to
significant changes in sexual behaviour
Religious organisations shall be supported
and encouraged to offer more pastoral care
and material support to AIDS patients in their
parishes

Clinical trials of anti-HIV drugs and vaccines
shall be conducted

The scope of the problem calls for national
and international support. The family and
local community provide environment for
child rearing

Communities are to be sensitised and
mobilised to address the HIV/AIDS epidemic
on all frontsCommunities are to be supported
in initiating and implementing specific AIDS
control programmes

Protection of legal and property rights of
orphans, widows, and affected relatives

Human resource projections shall be
reviewed annually and appropriate
corrective measures taken
Educational planning and implementation
shall be guided by human resource
projections

Income-generating activities shall be
promoted to provide support to individuals
and families affected by the epidemic

The onus of ensuring self protection against
HIV infection lies with the care-giver
Appropriate support shall be availed to
carers for AIDS patients

Legislation and ethical standards for safe
medical care, including traditional practice,
shall be reviewed, publicised, and enforced

Individuals suspected of being HIV-positive
shall be counselled and encouraged to be
tested
Individuals who know that they are HIV-
positive and engage in behaviour that is
known to promote HIV transmission shall
be prosecuted
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26.

27.

28.

29.

30.

31.

32.

33.

34.

AIDS among inmates
and staff of Ugandan
Prisons

Co-ordination of AIDS
control activities

National capacity to
respond to the epidemic

Sale and consumption of
alcohol

All-night social and
religious activities

Public showing of sex
(blue) videos and films

Sexual abuse of minors

Filming and
photographing of people
affected by HIV/AIDS

Research data and
materials

Appropriate HIV/AIDS education and
legislation will help to give the right kind
of message to prisoners and prison staff

To ensure effective co-ordination and
sustained support for all HIV/AIDS
activities

To mount an effective response to the
epidemic

Ugandan laws concerning the sale and
consumption of alcohol need to be
reviewed and enforced

Although people’s fundamental rights of
assembly, association, and worship must
be honoured, the situation created by the
HIV/AIDS epidemic is such that it
demands special emergency precautions
if we are to curb the spread of the virus.
The policy is only directed at all-night
activities

Sex films do not seem to have any
education value. Thus regulating them
does not mean educational loss to the
public

Any person who attempts to have
unlawful sexual intercourse with a girl
under the age of eighteen years is guilty
of a criminal offence and is liable for
imprisonment for eighteen years with or
without corporal punishment

To safeguard the rights of individual
AIDS patients and uphold the dignity of
the nation

To ensure the ready availability of
research results and information on HIV/
AIDS within the country

Appropriate and specific HIV education
programmes for all inmates and staff shall
be instituted
Legislation affecting the welfare of inmates
and staff shall be reviewed and enforced
Compulsory HIV testing for all inmates and
staff shall be done, and upon conviction for
inmates

The commission shall clear all AIDS control
programmes and their funding

The Government shall establish or
strengthen appropriate systems,
procedures, and structures, and mobilise
resources for HIV/AIDS control

Legislation governing places for the sale and
age limits for the consumption of alcohol shall
be reviewed, publicised, and reinforced

Unauthorised all-night social and religious
activities should be banned

Public showing of sex (blue) videotapes
and films to be banned.

Legislation against sexual abuse of minors
shall be reviewed, publicised, and enforced

Unauthorised filming and photographing of
AIDS patients is prohibited
Filming and photographing of individuals
affected by HIV/AIDS must be seen to be
to their benefit

Legislation regarding the export of research
data and materials shall be reviewed,
publicised and enforcedCopies of all reports,
video films, audio-tapes and research papers
on HIV/AIDS shall be deposited with the
Uganda AIDS Commission
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MODULE FOUR

HIV/AIDS and Trade Unions

HIV/AIDS should not be considered to be just a health issue, but also a
human rights issue, a social issue, an economic issue, and a general
development issue. The impact of AIDS in Africa is no less destructive
than that of the warfare itself—AIDS had killed about 10 times more
teachers, health workers, and orphans than has armed conflict.

United Nations Secretary-General, Kofi Annan and a former Vice-President of the
United States, Al Gore, June 2001.

Introduction

This module covers many topics that are of great importance to the operation of trade union
organisations and development of policies on HIV/AIDS at the workplace. It has the following
topics:

HIV/AIDS as a workplace issue

Trade union membership

Trade union rights

Workers’ education

Gender issues

HIV/AIDS and Child Labour

Migration and migrant workers

Social security

Informal economy

Role of employers

HIV/AIDS as a Workplace Issue

(i) HIV/AIDS as a threat to the world of work

The ILO has documented that HIV/AIDS threatens the world of work in many ways. People
living with the disease are subject to stigmatisation, discrimination, and hostility in the
community and at work. HIV/AIDS affects development, having profound negative impacts
on the economy, the workforce, the business, and on individual workers and their families.
It also has a significant impact on the composition of the labour force in terms of age, skills,
and experience. Other negative effects include its threat to enterprise performance (through
increased costs due to health care, absenteeism, burial fees, recruitment, training and re-
training); gender equality (with women being highly vulnerable to HIV/AIDS for both
biological and cultural reasons); and increased incidences of child labour caused by the
excessive pressure on households and families caused by HIV/AIDS.
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The particular concern of organised labour through their respective trade unions has been
the disturbing implications of HIV/AIDS in the workplace. This fear is derived from the
realisation that HIV/AIDS affects both old and young people, but mainly those in their prime
and most productive years. Statistics show that eight out of every ten deaths from AIDS
occur within the age group of 20-49 years.

It is on this understanding that HIV/AIDS should be considered as more than just a health
issue. It is also a human rights issue, a social issue, an economic issue, and a general
development issue. It is important to recall the remarks made by Kofi Annan, the United
Nations Secretary-General, and Al Gore, former Vice-President of the United States, that
stated that the effect that the impact of AIDS in Africa is no less destructive than that of the
warfare itself – AIDS has already killed about ten times more teachers, health workers, and
created more orphans than has any armed conflict.

In addition to having a direct effect on the workers themselves, HIV/AIDS is a major problem
at the workplace in terms of pre-employment, the terms and conditions of employment,
and post-employment issues. All these areas are directly or indirectly covered by International
Labour Organization’s instruments, including Conventions and Recommendations on
confidentiality, discrimination, termination of employment and social security aspects. These
instruments should be used as entry points to get commitments from the ILO’s constituent
partner organisations to deal with HIV/AIDS in a much more aggressive manner.

Organised labour considers the workplace to be a very important and effective starting
point for tackling the disastrous effects of the HIV/AIDS pandemic. The workplace is a
particularly effective forum for the following reasons:

Large numbers of the age groups at risk (between 20-49 years), including men who are
difficult to reach in community initiatives, are brought together

Many workplaces have facilities that can be used for group discussions, and the
infrastructure in terms of clinics and provision of condoms. Privacy is also ensured.
Workers take awareness campaigns more seriously if they associate their work with
economic security

The works councils/health safety committees already existing within enterprises
(comprising both management and workers) provide a good entry point for HIV/AIDS
awareness campaigns and educational programmes

Trade union leaders are also opinion leaders, and as such they command considerable
respect and understanding among the societies in which they live

Organised workers are more likely to accept change and through the contacts they
retain within their communities they are also able to influence other people outside the
workplace

Existing education and training programmes and facilities

(ii) Implications for Labour Costs

The greater the number of social benefits provided by an enterprise, from health care to life
insurance, the more they now cost. This is a direct result of HIV/AIDS. The fewer benefits an
enterprise provides the more pressure there is on individual workers, usually the most
poorly paid, to cope privately or through family and community networks. This rebounds on
the enterprise through increased absenteeism, and perhaps the earlier loss of workers than
if health-care were available.
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HIV/AIDS increases labour costs in a number of ways:

Insurance cover: Premiums for life and health insurance

Health care: Where medical services are provided, these leads to direct costs rising

Funeral costs: Massive increases, especially for companies that provide funeral costs. Costs
are even higher in Uganda because custom dictates that people should be buried in the
village of their origin.

Recruitment, training, and retraining: The matching of skills to labour needs is a complex
process, which can only become longer and more expensive as the turnover of staff increases
in an enterprise. Coping with the situation may not simply involve replacing missing workers
but the reorganisation of production, the restructuring of tasks and skills needs, the monitoring
of human resources, and training or retraining new of existing personnel too. Related costs
may include the need to invest in new or different machinery or equipment, and there is the
possibility that the more highly-skilled workers will seek higher wages.

(iii) Employment Security and Discrimination at Work

People Living with HIV/AIDS (PLWAs) experience problems related to stigmatisation,
discrimination, isolation, and denial of opportunities. The challenge is that even in countries
that have policies that protect the rights of PLWA, and despite some progressive legislation
(such as in Uganda and South Africa), in practice PLWAs are still discriminated against. In
Uganda, where HIV/AIDS awareness is considered a success story, there are media reports
that some government departments have made the HIV test compulsory for recruitment,
training, and promotion.

The stigma and shame associated with HIV/AIDS at workplaces could actually foster the spread of
the disease and is a very real obstacle to both prevention and care because:

The stigma and the fear it engenders fuel the spread of HIV, since those whose behaviour has
been risky may be reluctant to adopt any changes in case the change is interpreted as an
admission of infection

Fear of acknowledging HIV infection can stop a married man from raising the subject of
condom use with his wife

Fear of declaring her HIV status may prevent an infected woman from giving her baby
replacement feeding to avoid transmitting the virus through breast milk

The consequences may be more severe for women, who risk being beaten and even thrown
out of their homes if their status is revealed. This can still be the case even when the husband
was the source of the wife’s infection

An HIV-infected woman may be blamed for death of her children, and be deprived of care

Many people simply do not want to know if they are HIV-positive, even when counselling
and testing are offered. The culture of silence can continue to reign even when people with
HIV are ill and dying.
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Figure 4: The Impact of HIV/AIDS on Enterprises

Trade Union Membership

The strength of any trade union is derived mainly from its membership. The greater the number of
members, the stronger the union. As the HIV/AIDS pandemic has a direct effect on the working
population (from which trade unions draw their membership) it is particularly important that the
labour movement plays a major role in the fight against the disease.

For trade unions, the HIV/AIDS pandemic affects members’ health, their income, and their lives.
In turn, this leads to:

Low trade union income from subscriptions and membership dues

Loss of trained trade union educators

Loss of experienced trade union leaders

Increased costs for training educators, leaders and members

Reduced services to members

Workers being pushed into the informal economy, which is not easy to organise

Increased expenditure on industrial suits related to HIV/AIDS

Reduced bargaining power and solidarity
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Table 6: Trends of Trade Union Membership in Uganda 2002-2004

No. Union 2002 2004

1. Amalgamated Transport and General Workers Union 5,407 6,200

2. National Union of Clerical, Commercial, Professional and Technical Employees 5,922 5,922

3. National Union of Co-operative Movement Workers 5,045 5,045

4. National Union of Educational Institutions 5,442 6,440

5. National Union of Plantation and Agricultural Workers 47,213 47,213

6. Uganda Beverages, Tobacco And Allied Workers Union 4,781 4,781

7. Uganda Building, Construction Civil Engineering, Cement and Allied Workers Union 10,011 1,293

8. Uganda Communication Employees Union 859 630

9. Uganda Electricity and Allied Workers Union 1,322 1,322

10. Uganda Fisheries and Allied Workers Union 3,202 3,202

11. Uganda Government and Allied Workers Union 14,000 14,000

12. Uganda Hotels, Food and Allied Workers Union 4,507 4,507

13. Uganda Media Union 2,517 2,517

14. Uganda Medical Workers Union 18,200 18,200

15. Uganda Mines, Metal and Allied Workers Union 2,503 2,610

16. Uganda Printers, Paper and Allied Workers Union 1,241 1,241

17. Uganda Public Employees Union 10,201 5,880

18. Uganda Railway Workers Union 1,020 1,250

19. Uganda Textiles, Garment, Leather and Allied Workers Union 3,034 3,034

20. Teachers Union - 30,000

21. Nurses Union - 3000

TOTAL 146,427 167,494

Source: NOTU Research Department 2001: Reports by General Secretaries, NOTU-ILO-SLAREA Union recruitment and organising training
programme, 28-31 August 2001, Ridar, Hotel-Seeta. Updated, Decembr 2004

Trade Union Rights

Trade unions believe that the spread of HIV would be curtailed if the rights of individuals and
workers were respected. A major problem affecting many developing countries is the violation of
human and trade union rights. It is, therefore, the duty of the trade unions to ensure that the
following social economic and workplace rights are observed and protected:

Socila and economic rights:

Employment and a living wage

Affordable education and health service

Confidentiality

Access to company information

Adequate leisure and recreation facilities

Education and information on HIV/AIDS

Freedom from any sort of discrimination
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Workplace rights:

A bipartite workplace agreement. A Tripartite policy on HIV/AIDS

Freedom from HIV/AIDS screening for employment, promotion, training, and benefits

Confidentiality of one’s HIV status at work

Employment security of HIV/AIDS infected persons until they are no longer fit to work

Defined safe practices for first-aid, including adequately equipped First-Aid kits

Protection of social security benefits (e.g. life insurance, pensions, health insurance, death
benefits, terminal benefits) of HIV/AIDS-infected workers

Adequate healthcare accessible at the workplace

Free access at the workplace to condoms

Workers’ participation in decision-making on workplace issues related to HIV/AIDS

The right to condom access is a workplace right

Workers’ Education and HIV/AIDS

The overall aim of workers’ education is to equip workers with a stock of knowledge to enable
them to better appreciate the importance of economic, social, and political problems in their own
communities, countries, not to mention globally. Workers’ education has a special role in the
labour movement in Uganda as it is prescribed by the trade unions’ constitutions. Every Ugandan
worker has a right to education and training.

The national trade union centre, NOTU, revised its Education Policy in 1999 to include HIV/AIDS
as one of the major topics. The argument is that if trade unions care for the well-being of their
members and their future existence, workers’ education should strongly focus on the HIV/AIDS
epidemic. Further consideration should be given to educational programmes taking place during
paid working hours and developing educational materials used by workers outside workplaces.

Where practical and appropriate workers’ education programmes should:

Include activities that help individuals assess the risks they personally face. The aim is to
reduce these risks through informed decision-making processes, negotiation and
communication skills, as well as educational, preventive, and counselling programmes

Provide information about the transmission of HIV

Give special emphasis to the vulnerability of women to HIV, and related prevention strategies

Emphasise that HIV cannot be contracted through casual contact, and that people who are
HIV-positive do not need to be isolated or stigmatised, but rather should be cared for,
supported and accommodated in the workplace

Explain the devastating effects of the virus and the need for all workers to be empathetic and
non-discriminatory towards colleagues with HIV/AIDS

Give workers the opportunity to express and discuss their concerns and emotions about HIV/
AIDS

Provide education about prevention and management of STIs

Promote safer sex practices

Promote campaigns targeted at young workers and women
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SAMPLE HIV/AIDS WORKPLACE POLICY

The following is a sample policy for you to use as a guide when creating a statement for your
organisation. The policy is an important first step. It sets the tone for communicating HIV as
a workplace and productivity issue. Policy statements should be educational in tone and
provide guidance for employees in terms of procedures and resources. You can adapt this
statement or use sections of it as you see fit.

(Company) does not unlawfully discriminate against employees or applicants living with or
affected by HIV (Human immunodeficiency Virus) or AIDS (Acquired Immune Deficiency
Syndrome). The (Company) recognises that HIV infection and AIDS, the most serious stage of
disease progression resulting from HIV infection, pose significant and delicate issues for the
workplace. Accordingly, we have established the following guidelines and principles to serve
as the basis for handling employee situations and concerns related to HIV infection and AIDS.

I
The (Company) is committed to maintaining a safe and healthy work environment for all
employees. This commitment stands on the recognition that HIV, and therefore AIDS, is not
transmitted through any casual contact.

HIV is a blood-borne virus and is spread only through intimate contact with blood, semen,
vaginal secretions, and breast milk. For over ten years, scientists have made new discoveries
about HIV infection and AIDS. But one piece of information has never changed-how the
disease spreads. Scientists have recognised this fact since 1982. The basic facts about HIV
transmission and prevention are sound.

II
The (Company) will treat HIV infection and AIDS the same as other illnesses in terms of all of
our employee policies and benefits, including health and life insurance, disability benefits
and leaves of absence. Employees living with or affected by HIV infection and AIDS will be
treated with compassion and understanding, as would employees with other disabling
conditions.

III
In accordance with the law, the (Company) will provide reasonable accommodations for
employees and applicants with disabilities who are qualified to perform the essential functions
of their positions. This applies to employees and applicants living with HIV infection and
AIDS, and is especially relevant in light of new treatments for HIV infection that may allow
people living with AIDS to return to work after periods of disability leave.

Generally, disabled employees have the responsibility to request an accommodation. It is the
policy of (the Company) to respond to the changing health status of employees by making
reasonable accommodations. Employees may continue to work as long as they are able to
perform their duties safely and in accordance with performance standards. Supervisors and
managers are encouraged to contact the Human Resources Department for assistance in
making reasonable accommodations.

IV
Co-worker concerns will be handled in an educational fashion. The Human Resources
Department can provide information and educational materials. In addition, the names of
community-based organisations in our operating areas are appended. Consult one of these
groups for support and information. Supervisors and managers are encouraged to contact the
Human Resources Department for assistance in providing employees with information and
assistance.
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Recognising the need for all employees to be accurately informed about HIV infection and
AIDS, the (Company) will make information and educational materials and seminars available.
Employees who want to obtain information and materials should contact the Human Resources
Department.

V
Co-workers are expected to continue working relationships with any employee who has HIV
infection or AIDS. Co-workers who refuse to work with, withhold services from, harass or
otherwise discriminate against an employee with HIV infection or AIDS will be subject to the
same disciplinary procedures that apply to other policy violations.

VI
Information about an employee’s medical condition is private and must be treated in a
confidential manner. In most cases, only mangers directly involved in providing a reasonable
accommodation or arranging benefits many need to know an employee’s diagnosis. Others
who may acquire such information, even if obtained personally from the individual, should
respect the confidentiality of the medical information.

VII
(Company) maintains an ‘open-door’ policy. Employees living with or affected by HIV infection
and AIDS, and those who have any related concerns, are encouraged to contact their supervisor,
office administrator, their department director, the Employee Relations and Development
Manager, or the Chief Administrative Officer to discuss their concerns and obtain information.

Gender Issues and HIV/AIDS

The impact of HIV/AIDS differs considerably between women and men. Whilst biological factors
make women more vulnerable to infection than men, structural inequalities in the status of women
make it harder for them to prevent infection. These include:

The fact that many women experience sexual and economic subordination in their marriages
or relationships, and are therefore unable to negotiate safe sex or refuse unsafe sex

Widely-held cultural practices – such as polygamy – make women particularly vulnerable to
the disease

The power imbalance in the workplace that exposes women to the threat of sexual harassment

Poverty, which is a noted contributing factor to AIDS vulnerability, and the fact that women
make up the majority of the world’s poor: in poverty crises, it is more likely to be a female
child who is taken out of school or sold into forced labour or sex

Women’s access to prevention messages being hampered by illiteracy, a state affecting more
women than men

The fact that women make up a substantial proportion of migrants within countries – together
with children, they represent over three quarters of all refugees. Such situations are associated
with higher than average risks of HIV infection. In any case, conflict situations are associated
with increasing incidences of systematic rape of women by warring factions
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The burden of caring for HIV-infected family and community members falls more often on
women and girls, thus increasing their workloads and diminishing income-generating and
schooling possibilities

Sexist property, inheritance, custody, and support laws mean that women living with HIV/
AIDS, who have lost partners or who have been abandoned because they are HIV-positive,
are deprived of financial security and economic opportunities. This may, in turn, force them
into ‘survival sex’, for example, the female child could be especially vulnerable to commercial
sexual exploitation

Studies show the heightened vulnerability of women to the social stigma and ostracism
associated with AIDS, thus leaving them shunned and marginalised. This increases the pressure
on them to survive through sex, particularly in rural setting

AIDS more easily disrupts the work that women carry out – be it paid or unrecognised. For
example, women dominate the informal economy and have no social security or occupational
health benefits

Given the nature of labour relations, fewer women than men are covered by social security
or occupation-related health benefits

Given the prevailing power relations between men and women, men have an important
role to play in adopting and encouraging responsible attitudes to HIV/AIDS prevention and
coping mechanisms

According to the ILO Programme on HIV/AIDS and the World of Work (ILOAIDS), the proportion of
women of working-age living with HIV/AIDS is increasing in all regions of the world. In its report
entitled “Women, Girls and the World of Work” published for World AIDS Day 2004, the proportion
of women among adults living with HIV/AIDS rose from 43% in 1998 to 48% in 2003, and continues
to grow. In sub-Saharan Africa, women represent 57% of all HIV-positive adults, and three quarters
of young people living with HIV are women and girls (see Figure 5).

Figure 5: Women and men as a proportion of adults 15 to 49 living with HIV/AIDS, sub-Saharan Africa,
1985-2003 (per cent)

Source: UNAIDS/WHO, 2004



~    54    ~

Gender statistics for HIV/AIDS:

• Women as a proportion of all adults living with HIV/AIDS rose from 43% in 1998 to 48%
in 2003, and the proportion continues to grow

• Worldwide, 60% of new HIV transmissions are to women, and 52% to young adults

• In sub-Saharan Africa, already 57% of all HIV-positive adults are women, and 75% of
young people living with HIV are women and girls

• In 2003, there were more than 12 million orphans in Africa, most of them motherless due
to HIV/AIDS

HIV/AIDS and Child Labour

With the scourge of HIV/AIDS in Uganda many children have been left responsible for their siblings.
In some cases there is no alternative but to work in order to survive. It is estimated that there are
two million orphans as a result of AIDS.

Child commercial sex and the exploitation of young girls are on the rise in Uganda. The major
targets here are young girls in urban slums, street girls, and students in hostels who are offered
money in exchange for sex. The debilitating effects are risky behaviour and further exposure to
HIV/AIDS, other STIs, unwanted pregnancies, abortions, assault, lack of self-esteem, and rejection
by the community.

Implications for Food Security and Rural Communities

In spite of rapid urbanisation, the proportion of rural population in Uganda (as indeed in many
countries in Africa) remains higher than their urban populations. Farming and other rural
occupations provide a livelihood for 70% of the population of sub-Saharan Africa. Studies indicate
that 10 out of 13 principal tasks in farming are usually done by women, and that women produce
between 60% and 80% of the food in Africa. Therefore, the increasing incidence of infection
among women has serious implications for food security and the health of rural communities.

In a Ugandan study (see UNAIDS 2004 page 50) almost half the respondents said AIDS related
labour shortages forced them to reduce the varity of crops they formed.

HIV/AIDS and Rural Areas

The countries most affected by HIV are those most reliant on agriculture and the rural labour
force.

HIV prevalence rates are harder to measure in rural areas but seem to be rising steadily, while
in some other communities they are falling.

Knowledge of HIV/AIDS is poor in remoter rural regions.

The infrastructure is weaker and services less accessible in rural areas, including information,
testing, and condom availability, etc.

Rural communities bear a disproportionate share of the burden of AIDS care as many urban
dwellers go back to their villages of origin when they fall ill.
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Migration and Migrant Workers

There is increasing evidence that migrant people face greater risks of infection than those who
are less mobile. Migrants are known to live in abject poverty, with poor health systems and
limited information – conditions that fuel HIV infection rates. As the role of migration in the spread
of HIV claims increasing attention, much of the focus is on such highly mobile groups as refugees,
truckers, cross-border traders, the army and other security forces, international business people,
airline workers, and seasonal agricultural workers.

Separated from family and regular sexual partners for long periods, migrants face difficult
circumstances, such as:

Loneliness or even a sense of isolation in a country or region where the language and
cultural practices are alien. Such persons often become part of new peer groups, including
sexual networks

Young people may also become sexually active earlier, unaware of the risks of HIV and other
sexually transmitted infections

Migrants who contract the virus may also contribute to its spread when they return home

Some refugees and migrant workers are subject to stigmatisation and discrimination and
suffer from an overwhelming sense of powerlessness

Refugee women and girls are easy targets for sexual abuse, including rape

Undocumented migrants, who live in constant fear of deportation and avoid contact with
official government agencies, represent one of the most vulnerable groups with respect to
HIV infection, as they have little access to health and welfare services

Lacking knowledge of their rights, migrant women are especially vulnerable to abuse,
violence, and forced prostitution

Health workers and governments face the challenge of designing HIV prevention and care
programmes that do not appear to single out or stigmatise migrant workers. Much may therefore
depend on successful community outreach programmes that take into account linguistic differences
and are co-ordinated by persons who share the same culture as the migrant community. Programmes
may also take special note of the reasons for migration, the intended length of stay in the new
place of residence, their socio-economic status, and the educational level of migrants.
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ITF/FNV project to combat HIV/AIDS in the transport sector in the Great Lakes Region
and beyond

The transport industry is a catalyst for economic and social development in many parts of the
globe. It plays an essential and indispensable role in facilitating the movement of goods and
services without which economic activity cannot flow. “No transport no commerce, no
commerce no development”. The unique and strategic importance of transport combine to
impose the need for transport infrastructural development that would enable transport in its
various modes to play an effective role in social and economic interaction within rural, urban,
and international spheres. The current trends in the shaping of the world economic order,
with particular regard to globalisation, cannot but re-emphasise the importance of transport in
promoting human endeavours.

In 1999/2000, the International Transport Workers Federation (ITF) implemented a pilot project
in Uganda funded by the Dutch trade union confederation, FNV. Two ITF affiliates – the
Amalgamated Transport and General Workers Union and the Uganda Railway Workers’ Union
– participated in the project.

The project consisted of the following main components:

• Extensive Research on Truck Drivers plying the Trans-African Highway, which covers
Kenya, Uganda, Tanzania, Rwanda, Burundi and DRC (the Great Lakes Countries)

• Activities, e.g. counselling, training, policy workshop and sensitisation workshops

• Evaluation and recommendations on how the project should proceed after the pilot
phaseThe major findings of the report indicated that transport drivers’ predisposition to
HIV infection was strongly linked to the nature of their work and its poor/inadequate
socio-economic conditions.

These adverse working conditions were listed as follows:

• Insecurity (police harassment and hostility from the community)

• Bureaucracy at borders, weigh- bridges, and the order to drive in convoys, all of which
contribute to delays

• Health (sleeping outside, STDs and HIV/AIDS, and no access to health facilities)

• Family conflicts (resulting from long absences from home)

• Lack of HIV/AIDS policies at the workplace

• Access to condoms being limited and expensive

Social Security Schemes

Social security is one of the fundamental human rights and is increasingly becoming a social and
economic issue. Social protection is therefore an important contributor to the amelioration of the
pandemic of HIV/AIDS in Africa. However, the membership of national social security schemes
generally only covers employees in the formal economy. Estimates indicate that between 40 and
90 % of the active population in most developing countries is excluded from social security schemes.

The National Social Security Fund (NSSF) in Uganda is a compulsory savings scheme that covers
all employees in the private sector, non-governmental organisations, and parastatal bodies outside
the government pension scheme. NSSF administers and pays qualified contributing persons as a
matter of right. The pay-outs include death, old age, invalidity, survivors, and withdrawal benefits.
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According to NSSF, a worker suffering from AIDS is qualified to receive the invalidity benefit only
when he or she is sick and cannot continue with employment. Workers who are HIV-positive and
have not developed AIDS do not qualify for this benefit. This reflects ILO and trade union policy
that a worker who is HIV-positive shall continue to work and not be discriminated against.

HIV/AIDS and the Informal Economy

Informal economy activities have permitted the survival of millions who could not secure gainful
employment in public or private sectors. The scope of these activities is wide and includes trading,
restaurants, food processing, clothing, metal fabrication and repairs, wood processing, handcrafts,
construction, garages, repair services, and transport. In Uganda, the UNDP has pointed out that
the informal economy generated nearly ten times more jobs than did the formal sector in the
course of the 1980s.

The fact that workers in the informal economy form the majority of the working population yet are
excluded from social security schemes is a fundamental weakness that calls for action. Social
insurance schemes should be modified, special schemes be designed, or, where resources permit,
universal or income support systems be developed for the most vulnerable groups. Furthermore,
the development of community-based mutual support systems should also be encouraged.

Informal workers are likely to suffer from the consequences of HIV/AIDS because:

• There are no health facilities or social protection arrangements at their workplaces

• Their activities are rarely based on or lead to financial security, and depend heavily on
their personal input

• The transient and vulnerable nature of the workplace itself – a market stall, a pitch by a
traffic light, a roadside shelter to sell snacks, a place on a rubbish dump – means that they
are likely to lose their place as soon as they are away from it

• Many informal workers are traders, and often in highly perishable goods such as vegetables.
Observations of female traders in Owino market in Kampala showed how quickly they
can lose their livelihoods; when the women’s work is interrupted, either through their
own illness or the need to care for someone close to them, their stock quickly spoils and
their small financial reserves are rapidly depleted. Thus they cannot replace stock, and
forfeit their stall, their businesses collapsing. It was revealed that many of the women
ruined in this way turned to the sale or bartering of sexual services in the hope of regaining
some kind of financial security.

Role of Employers

In general, every corporate organisation attempts to cultivate, in different degrees, excellence in its
workers by training and investing in them. However, the HIV/AIDS scourge is increasingly undermining
companies’ investments in human resources and personnel development. Technicians, electricians,
doctors, and farmers who are central in the core operations are sick and dying in unprecedented
numbers. Companies are therefore as equally affected as their infected employees. These companies
must take their own measures to build corporate responsibility and accountability. Employers can no
longer shy away from the realities of HIV/AIDS and its confrontation of the world of work.

In the end, it may not be the breadth and depth of business experience that will count in the era
of HIV/AIDS, but rather to what degree companies are able to protect their workers from infection,
and support their continued employment if infected. This entails working closely with workers’
representatives on the shop floor.
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Corporate governance must be extended to the pertinent issue of HIV/AIDS. The role of employers
must translate itself into corporate social responsibility or accountability where companies engage
with workers’ representatives in affording preventive and curative interventions in order to make
it possible for the infected and affected workers to continue performing their duties with respect
and dignity. Corporate social responsibility will, among other things, call on employers to:

Recognise and work together with trade union structures on the shop floor

Assess the impacts of HIV/AIDS on costs and profits, labour and operations management,
worker training and replacement, investment strategies, and reporting requirements, as well
as relations with other stakeholders

Manage the risks by identifying the main internal and external dilemmas and impediments
for business in rolling out prevention and, more particularly, treatment programmes, and in
creating partnerships and contributing to the public policy debate. Companies should also
seek to learn by example from case studies of innovative company practices

Build social capacity by identifying the scope of corporate social responsibility for prevention
and treatment – of the firm’s own workers as well as those in the networks of distributors and
suppliers, for workers’ families, and the larger community.

Figure 6: Cost of HIV/AIDS on Labour and Business in Africa

In this sense, corporate accountability will build confidence not only in those infected and affected
but also will result in increased co-operation with trade unions in the fight against HIV/AIDS at
the workplace. Trade unions must encourage employers to take full responsibility for the safety
and health of workers and be accountable as regards HIV/AIDS.

There are a number of proactive corporate leaders who have realised that novel solutions to fight
HIV/AIDS at the workplace are required and have already taken responsibility and developed
internal action plans. These plans have covered areas such as education, prevention campaigns,
buying expensive drugs to treat HIV/AIDS and related diseases, and counselling for employees
and their families. The majority of employers are concerned with protecting their workforce from
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HIV infection and how to deal with those who are already infected. Leaders in the business
community have devised effective and efficient measures to combat the disease through awareness
raising among workers as well as those at management level.

In Uganda, the Federation of Uganda Employers (FUE) started their AIDS awareness programmes
in 1988. The FUE has benefited from funding arrangements with USAID, UNDP, and NORAD.
The main activities included capacity building for companies, the promotion of best practices
on human resource management, awareness creation, and policy formulation. There has also
been emphasis on prevention and behavioural change, with specific target groups involving
workers, management, their families, and teenage children in particular. During the early
stages of the project, the FUE employed eight full-time graduates as HIV/AIDS educators at its
secretariat. The FUE currently has one full-time staff member involved in co-ordinating HIV/
AIDS activities.

Nonetheless, trade unions in Uganda have noted that some employers are still ignoring the HIV/
AIDS scourge. Working conditions in some companies are doing little to help workers afford the
costs of treatment. In some instances, trade unions have little influence because investors and
some government units perceive them as antagonistic. In working environments like Export
Processing Zones (EPZs), where trade unions are hardly allowed to operate, HIV/AIDS interventions
are limited. It is in this context that the labour movement sees the urgency for more collaborative
work in the intervention against HIV/AIDS at the workplace. One possible option is encouraging
investors and employers to practice ‘corporate social responsibility and accountability’.

ACTIVITY 10

The Impact of HIV/AIDS

Aim:::::
To understand the impact of HIV/AIDS on various socio-economic issues

Task:::::
In small groups, discuss how HIV/AIDS impacts on three of the following topics:
(i) Trade union membership
(ii) Workers’ education
(iii) The workplace
(iv) Social security
(v) Women’s issues
(vi) Rural workers
(vii) Informal economy operations
(viii) Child labour
(ix) Migrant workers
(x) Workers’ rights
(xi) Employers
In your group(s), elect a chairperson to lead the discussions and a secretary to take down the proceedings and make
a report in the plenary session on behalf of the group. The activity should take 60 minutes.
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NOTU POLICY ON HIV/AIDS AND THE WORKPLACE

1.0 Introduction

Uganda was one of the first countries to experience and acknowledge the presence of HIV/
AIDS. Without pragmatic efforts to combat the spread of HIV in its early days, HIV prevalence
reached very high levels in some parts of the country by late 1980s. The epidemic mainly
affects the productive age group of the population the child bearing and economically active
age bracket of (15-49 years)

NOTU views HIV/AIDS as having social, economic, developmental, business and public health
implications and this code aims to minimize these consequences by encouraging every
workplace to develop HIV policies and programmes in which everybody at the workplace
will fully participate.

1.1 Rationale

HIV/AIDS is a major health problem, with employment, human rights and socio-economic
implications. However, the dynamics and magnitude of the social, psycho-social and economic
impact of HIV/AIDS call for formulation and articulation of specific and appropriate policy,
legal and administrative instrument for containing the epidemic and protecting the rights of
those at risk of infection, the infected and affected and ensuring that the non-infected remain
uninfected. There is fear and stigma surrounding HIV/AIDS, especially in the workplace where
workers are in constant contact with one another and have to live with the constant fear of
getting infected and loosing employment. It is therefore, essential to have a code of conduct
at the workplace. So this code will be a guiding document for National Organization of Trade
Unions (NOTU) and its affiliates in the process of implementation of HIV/AIDS policy at the
workplace in their different regions/branch

1.2 Objective

The main objective of this code is to ensure that rights of workers with HIV are fully respected,
reduce the number of new infections among employees and their families’ and mitigate
socio-economic impact of HIV on workers and their employing organizations or employers.

1.3 Scope

This code will cover all workers and work places in Uganda.

1.4 Major areas of coverage

Some of the major areas the employers and employees ought to look at under the framework
of providing decent working environment for all workers especially those infected and affected
by the scourge of HIV/AIDs are;

(i) HIV prevention through information education and communication

Basing on ILO code of practice on HIV/AIDS and the world of work (2001), “ as far as
applicable, information programs, courses and campaigns should be integrated into
existing education and human resource policies and programs as well as occupational
safety and health and discrimination strategies.”

Employers will establish HIV/AIDS information and education/training programs and
will allow employees to access such programs without loss of salary or other benefits.

Employers shall provide logistics needed for the information and education/training
programs
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Workplaces/unions should have trained workers (peer educators) in HIV/AIDS issues.
Volunteers and health staff from communities may be used as peer educators and
employers shall incur associated costs.

ILO further proposes that where practical and appropriate, programmes should:

• Include activities to help individuals assess the risks that face them personally (
both as individuals and members of the group) and reduce these risks through
decision-making, negotiation and communication skills, as well as educational,
preventative and counseling programmes;

• Give special emphasis to high risk behaviours and other risk factors such as
occupational mobility that expose certain groups of workers to increased risk of
HIV infection

• Promote campaigns targeted at young workers and women

(ii) Confidentiality and disclosure of information

People with HIV have equal rights to privacy and confidentiality. Therefore;

No worker shall be terminated, stigmatized, discriminated against due to his/her
Sero - status.

The HIV status of a worker is confidential and should not be made public through
any routine medical or personnel reports. In case an employee discloses his/her
Sero-status to workmates and management, this information should be treated as
confidential. In the event of breach of confidentiality or disclosure of information in
respect of HIV/AIDS, appropriate disciplinary action should be taken.

(iii) Discrimination and victimisation

In the spirit of decent work and respect for the human rights and dignity of persons
infected or affected by HIV/AIDS there should be no discrimination against workers on
the basis of real or perceived HIV status. Discrimination and stigmatization of people
living with HIV/AIDS inhibits efforts aimed at promoting HIV/AIDS prevention. NOTU
therefore, wishes to propose that;

Employees with HIV should be treated the same as all other employees. Therefore,
discrimination against access to education and training, social security, trade union
leadership promotion and other benefits should be prevented.

Employees with related illnesses including AIDS should be treated in the same way
as any other life threatening illness.

Employees infected with HIV should be protected against stigmatization and
victimization by co-workers and management. Comprehensive disciplinary procedure
should be put in place to apply to people who victimize and discriminate those
infected and affected with HIV.

(iv) Managing illness and job security

HIV infection should not be looked at as a cause for termination of employment. Therefore,

No employee should be dismissed merely on the basis of HIV status nor shall HIV
status influence retrenchment procedures.

Employees with HIV shall be governed by the same contractual obligations as all
other workers and their status shall not be used as a justification for non-performance
of work agreed to by the parties.
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Employees with HIV/AIDS shall work freely in a non-discriminatory environment and
will be assisted to seek appropriate management of their condition as currently
available

(v) Voluntary counselling and testing

There should be no direct or indirect pre-employment testing for HIV and there
should also be no HIV testing for training or promotion purposes.

Where testing is deemed necessary, National and International laws should be
observed.

Testing for HIV shall no be carried out at the work place unless an earlier consent
from the worker is sort. Where such consent is obtained the following shall apply:

Employers shall allocate workers who volunteer for testing and counseling time off
with full pay and without prejudice

Employer shall encourage employees to use expertise available outside the workplace
for counseling. Employers therefore shall identify and publish the list of institutions
that specialize in HIV/AIDS counseling

Trade Union/workers’ leaders shall encourage the members to undergo VCT

(vi) Provision of care and support

The ILO code of practice on HIV/AIDS and the world of work emphasizes the point that
all workers including workers with HIV/AIDS are entitled to Health services. There should
be no discrimination against them and their dependants in access to and receipt of benefits
from statutory social security programmes and occupational skills..

The employers shall therefore;

Establish revolving solidarity groups who will visits homes of PHA or homes of widows/
widowers or orphans

Identify institutions that can provide free or cheap legal advice and medical treatment
where possible employers shall provide ARVs

Assist in the education of children of workers who live with or who died of HIV/AIDS.

Distribute free condoms. Such condoms could be placed in strategic places like toilets,
bathrooms, canteens etc.

Assist in support of vocational training of children whose parents died of HIV/AIDS

Ensure that there is proper medical care and supervision of all their workers who are
infected and affected.

Assist those workers and families who are HIV sero-positive to access Anti Retroviral
Therapy (ART)

(vii)Formation of HIV/AIDS committees

NOTU and its affiliates must form HIV/AIDS committees as the caretakers for all HIV/AIDS
related issues. The composition shall be four representatives from both parties who will
meet once in every two month to evaluate the implementation of the policy. Their
responsibilities will be as follows:

Advise the employers to provide workers with HIV/AIDS with reasonable time off for
counseling and treatment
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To ensure that counseling services are made available and accessible at no cost to
workers and ensure that the services are adapted to the different needs and
circumstances of both sexes

To refer the HIV/AIDS patients to where they can access ARVs and medicare

To solve all HIV/AIDS related cases at the work place.

(viii)Gender equality

The ILO recognizes the fact that women are more likely to become infected and are
more often adversely affected by the HIV/AIDS epidemic that men due to biological
socio – cultural and economic reasons. The greater the gender discrimination in work
places and the lower the position of women, the more negatively they are affected by
HIV. Therefore, more equal gender relations and the empowerment of women are vital
to successfully prevent the spread of HIV infection and enable women to cope with HIV/
AIDS.

(ix) Policy monitoring, review and evaluation

This policy shall be subject to periodic reviews in keeping with developments in the
understanding of the spread, behaviour, treatment, changes in medicine and science,
and legislation on HIV/AIDS. National policy and guidelines shall take precedence over
this policy, where they differ. The committee referred to above in (7) will meet once in
every two months to evaluate the implementation of the policy and to review the HIV/
AIDS situation at workplace and beyond.

Note: This code will work in conjunction with the ilo code of practice on HIV/AIDS and
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Best practice policy for the workplace on
HIV/AIDS:

Prevent or minimise exposure to HIV infections through workplace
educational programs.

Encourage an open and non-stigmatic workplace environment for
those living with HIV/AIDS

Recommended best practice procedures for
the workplace:

Condoms should be made available in the workplace (preferably
free of charge)

Mandatory HIV testing will not be part of recruitment screening
procedure, nor be included in any regular physical examinations,
though some company benefits may require such testing to be
done.

An employee living with HIV/AIDS will be treated like any other
individual with disability with regard to job application, hiring,
advancement, discharge, compensation, training or other terms,
conditions or privileges of employment.

An employee who is HIV positive is not required to inform the
employer. However, if they choose to do so, the employer should
treat each case with strictest confidentiality and privacy.

Employees are encouraged to seek assistance from established
community support groups for medical treatment and counselling
services. Information about these resources can, if necessary, be
requested confidentially through UBCOA.

An HIV positive employee should be allowed to continue working
provided that they can meet the employer’s acceptable work
performance standards, and medical authorities indicate that their
condition and presence at work pose no risks to themselves or
other employees.

The reasonable workplace needs of employees living with HIV/AIDS
should be met provided this does not impose an undue hardship on
the business.

The employer should provide educational and training programmed
on the subject of HIV/AIDS for the benefit of the employees, and
encourage voluntary confidential counselling and testing.

The employer should have in place procedures to ensure that cross
contamination risks in the workplace are minimised, and offer at
least basic health care facilities internally or externally.
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MODULE FIVE

The International Labour Organization and HIV/AIDS

Background to the International Labour Organization

Mandate of the International Labour Organization

The originality and specific characteristics of the International Labour Organization arise from the
fact that it is the only United Nations agency to be founded on a tripartite structure involving
governments, employers, and workers. It strives to promote social justice and better living and
working conditions on which universal and lasting peace can be established throughout the world.
The recognition of the need to protect the basic rights of all workers, to build a humane society,
and to avoid all negative forms of international competition was the cornerstone of the creation of
the ILO.

Origin and history

Originally embodied in Part XIII of the 1919 Treaty of Versailles and revised by subsequent
amendments, the Constitution of the ILO defines the structure, goals, objectives, and procedures
of the Organisation and authorises the creation of bodies to ensure that its functions are
implemented. It deals, among other things, with the preparation, adoption, implementation, and
supervision of international labour standards.

The first meeting of the International Labour Conference, the supreme body of the ILO, took place
in Washington in October 1919. Between the two world wars, the ILO was an autonomous
organisation within the League of Nations. It had to take decisions on the most urgent problems
of the time, particularly the promotion of the 8-hour working day, the struggle against
unemployment, the creation of social security, maternity protection, and the working conditions of
women and young persons.

In Philadelphia, in 1944, the ILO Conference reasserted and specified the Organisation’s goals
and objectives in what has become known as the ‘Declaration of Philadelphia’, a text that was
subsequently incorporated into the Constitution of the ILO.

This text recalls the basic principles on which the ILO is founded, i.e.:

Labour is not a commodity

Freedom of expression and of association are essential to sustained progress

Poverty anywhere constitutes a danger to prosperity everywhere

The war against want needs to be carried on with unrelenting vigour within each nation, and
by continuous and concerted international effort in which the representatives of workers and
employers, enjoying equal status with those of governments, join with them in free discussion
and democratic decision with a view to the promotion of the common welfare. The Declaration
then states what the goals and criteria of the national and international policies and measures
should be.
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The Structure of the ILO

The International Labour Organization is composed of a general assembly – the International
Labour Conference – which meets every year; an executive council – the Governing Body; and a
permanent secretariat – the International Labour Office. The Organisation also works through
other bodies such as regional conferences, industrial committees, and panels of experts. The
Conference also meets for maritime sessions.

The Conference

The International Labour Conference elects the Governing Body, adopts the ILO programme and
votes on its budget (which is financed by Member States). The Conference also sets international
labour standards and supervises their application (according to procedures described below),
passes resolutions that provide guidelines for the ILO’s general policy and activities, decides
upon the admission of new Member States, and provides a world forum for the discussion of
social and labour questions.

Each national delegation to the Conference is composed of two government delegates, one
employers’ delegate and one workers’ delegate, accompanied (as necessary) by technical advisers.
Employers’ and workers’ delegates to the Conference have total freedom of voting.

The Governing Body

The Governing Body, whose members are elected every three years at the Conference, normally
meets three times a year. It draws up the agenda for the Conference and other ILO meetings,
notes their decisions and decides on the consequent action to be taken. It appoints the Director-
General and directs the activities of the International Labour Office.
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Like the Conference, the Governing Body is tripartite and is currently composed of 56 full members
(10 of whom are permanent because of their industrial importance), of whom 28 represent
governments, 14 workers, and 14 employers. Of the 28 government seats, 10 are held ‘by the
States of chief industrial importance’. The remaining 18 States are elected by the government
delegates at the Conference (except for those of chief industrial importance). The employers’ and
workers’ representatives are elected by the employers’ and workers’ delegates at the Conference
respectively and are chosen in a personal capacity by their respective electoral colleges to represent
the employers and workers of the Organisation as a whole.

The Governing Body also plays an important role in supervising the application of international
labour standards. For this purpose, and to protect trade union rights in particular, it has set up
three bodies: the Committee of Experts on the Application of Conventions and Recommendations,
the Fact-Finding and Conciliation Commission on Freedom of Association, and the Committee on
Freedom of Association. These are described below.

The International Labour Office (ILO)

The International Labour Office in Geneva is the permanent secretariat of the ILO and is made up
of several departments. It prepares the documents that constitute the background material for the
conferences and meetings of the Organisation. It also runs a technical co-operation program to
support the standard-setting work of the Organisation.

Relevant ILO Instruments on HIV/AIDS

The primary goal of the ILO is to promote opportunities for women and men to obtain decent and
productive work, in conditions of freedom, equity, security, and human dignity. That this goal is
being threatened by the HIV/AIDS pandemic has prompted the organisation to provide a ‘social
vaccine’ to support those infected and affected.

All the dimensions threatening the world of work (ranging from stigmatisation and discrimination
to impacts on the workforce and business, social security, gender issues, and so on) are directly or
indirectly covered by International Labour Organisation instruments, including Conventions and
Recommendations on Consultations, discrimination, termination related issues, and social security.

While there are no international labour Conventions or Recommendations that specifically
addresses the issue of HIV/AIDS in the workplace, many instruments exist that cover both the
protection against discrimination and the prevention against infection. Conventions that are
particularly relevant to promoting respect of human rights in the context of HIV/AIDS at work are
given in Table 8.
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Table 7: Relevant ILO Conventions on HIV/AIDS

Official Name of Convention
Right to Organise and Collective Bargaining Convention (No.
98), 1949
Discrimination (Employment and occupation) Convention
(No.111), 1958.
Employment Injury Benefits Convention (No. 121), 1964
Collective Bargaining Convention (No. 154), 1981
Occupational Safety and Health Convention (No. 155), 1981
Termination of Employment Convention (No. 158)
Vocational Rehabilitation and Employment (Disabled persons)
Convention (No.159), 1983
Occupational Health Services Convention (No. 161), 1985
and Recommendation (No.171)

Number of
Ratifications

152

158
23
34
40
33

74

22

Ratification by
Uganda

Not ratified

Not ratified
Not ratified
Not ratified
Not ratified

Ratified on 18 July 1990

Ratified on 27 March 1990

Not ratified

Source: ILOLEX, May 2003.
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Discrimination (Employment and Occupation) Convention (No.111), 1958

This Convention is a key instrument on the right to equality of work. It is one of the eight ILO
Fundamental Conventions charged with ensuring the freedom of association and collective
bargaining, prohibition of forced or compulsory labour, effective elimination of child labour, non-
discrimination, and equality of treatment.

Member States ratifying this Convention are obligated to respect the right to non-discrimination.

(a) Principle of the Convention

The Convention prohibits any distinction, exclusion, or preference that has the effect of
nullifying or impairing the equality of opportunity or treatment in employment and occupation,
which includes access to training, access to jobs, promotion processes, security of tenure,
remuneration and terms and conditions of employment, including leave, rest periods,
occupational safety and health measures and social security benefits.

(b) Grounds of Discrimination

The grounds on which the Convention prohibits discrimination are race, colour, sex, religion,
political opinion, national extraction, and social origin. The Convention permits ratifying
states to add additional grounds after consulting workers’ and employers’ organisations
(Article 1(1)(b). It is important to note that many governments have identified HIV/AIDS as
grounds on which discrimination is prohibited, even if it is not listed in Convention No. 111.

(c) Promotion of proactive measures

Convention No. 111 also promotes proactive measures designed to meet the particular
requirements of persons requiring special protection. Persons with disability are listed among
the groups that might benefit from affirmative action or measures of accommodation at the
workplace. Recommendation No.111, which accompanies the Convention, suggests the
creation of appropriate agencies and advisory committees composed of representatives of
employer’s and workers’ organisations and other related bodies in order to promote
acceptance of the principle of non-discrimination in employment, and to carry out specific
activities such as information and education campaigns.

Right to Organise and Collective Bargaining Convention (No. 98), 1949

This is another ILO Fundamental Convention dealing with freedom of association. It can be used
to address HIV/AIDS in collective bargaining agreements and labour relations’ pacts. Together
with the Promotion of Collective Bargaining Convention, (No. 154) of 1981, the Right to Organise
and Collective Bargaining Convention, (No. 98) of 1949 contains principles that require policies
to encourage the free negotiation of terms and conditions of employment. These could include
measures for the prevention and protection against HIV/AIDS discrimination taken jointly by
employers’ and workers’ organisations, leading to the adoption of collectively binding agreements.



~    70    ~

Vocational Rehabilitation and Employment (Disabled Workers) Convention (No.
159), 1983

This Convention bans discrimination based on disability. Article 4 promotes special protective
measures, such as workplace accommodation and transfers, in order to enable persons with
disabilities to continue to gain a living until such time as their disability affects their capacity to do
a particular job or until they are too ill to work at all. The text has clear relevance for HIV/AIDS in
the workplace. The accompanying Recommendation (No. 168) suggests measures that could also
guide HIV/AIDS policy, starting with community-based care and highlighting strategies for disabled
workers in rural areas.

Occupational Safety and Health Convention (No. 155), 1981

This Convention states only basic requirements to protect workers, all of which are relevant to the
field of HIV/AIDS. These include:

Protective clothing and equipment at no cost to the worker

Right of infected workers with reduced working capacity to be transferred to less onerous
jobs

Right of workers to leave a situation of imminent danger

Freedom of Association Right to Organize and
and Protection of the Right Collective Bargaining, 1949

to organize, 1948

Forced Labour, 1930 Abolition of Forced Labour, 1957

Equal Remuneration, 1951 Discrimination (Employment
and Occupation), 1958

Minimum Age, 1973 Worst Forms
of Child Labour, 1999
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Occupational Health Services Convention (No. 161), 1985

Convention No. 161 requires ratifying Member States to adopt a comprehensive co-ordinated
national policy in the area of occupational health services. Its accompanying Recommendation
(No. 171) lists a number of measures for workplace safety, all of which are relevant to HIV/AIDS:

Assurance that health surveillance is not used for discriminatory purposes

Confidentiality of medical

Collaboration in finding alternative employment where transfer is required for health reasons

Worker counselling on the results of health examinations

Principle of ‘no cost to the worker’ for the health-related facilities provided by the health
service

Advice that occupational health services should, as reasonably practicable, be made available
to self-employed persons, such as informal sector workers.

Termination of Employment Convention (No. 158), 1982

The Termination of Employment Convention (No. 158) of 1982 (and its accompanying
Recommendation, No. 166) sets out the international position concerning possible dismissals:

Termination of employment can only take place when there is a valid reason connected with
the capacity or conduct of the workers, or based on the operational requirements of the
undertaking, establishment, or service (Article 4)

Temporary absence from work because of sickness or injury – whether work related or not –
is not a valid reason for dismissal (Article 6).

Both these provisions are relevant for HIV/AIDS sufferers.

Other International Labour Conventions Covering Specific
Groups of Workers at High Risk of HIV Infection

There are various international labour instruments that cover specific groups of workers who, by
the nature of their work, are at risk of HIV infection. These are:

(a) Nursing personnel

The Nursing Personnel Recommendation (No. 157) of 1977 requires the provision of protective
clothing and temporary transfer from jobs that place staff at risk.

(b) Migrant workers

The Migration for Employment Convention (Revised) (No. 97) of 1949 and the Migrant Workers
(Supplementary Provisions) Convention (No. 143) of 1975 address the inequalities faced by
migrant workers. The Migration for Employment Convention (Revised) (No. 97) of 1949
contains technical requirements, such as medical testing to assess migrants’ and their family
members’ state of health, and merits attention from the point of view of HIV/AIDS. The
Migrant Workers (Supplementary Provisions) Convention (No. 143) of 1975 specifies
provisions on migrant workers’ human rights, in particular their right to equal treatment
with nationals when it comes to social security benefits (Article 6), and the right not to be
expelled because of illness of the workers or of the family members authorised to accompany
them (Article 8).
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(c) Seafarers

Regarding seafarers, the Conventions generally cover shipboard conditions, medical
examinations, and safe, healthy work environments. Of interest is the 1994 Maritime
Conference resolution, which specifically refers to the need to include information on
prevention of HIV infection in the medical examinations of seafarers.

(d) Part-time workers

The part-time work Convention, (No. 175) 1994 also provides useful guidance for a policy
to cover HIV-infected workers who have to change working time arrangements because of
the onslaught of the disease. The Convention requires ratifying States to ensure that part-
time workers receive the same protection as that accorded to comparable full-time workers
in respect of, inter alia, occupational safety and health and discrimination in employment.
It also requires implementation of the principle of proportionality in the areas of wages and
social security conditions.

ACTIVITY 11

International Labour Standards

Aim:

To understand International Labour Standards and Conventions covering people with HIV/AIDS and how Unions are
using them.

Task:

In small groups, discuss:
(i) Relevant ILO Conventions that cover people with HIV/AIDS
(ii) Suggest how your Union can use ILO Conventions to protect workers with HIV/AIDS.

Report back:

In your group(s), elect a chairperson to conduct the discussions and a secretary to take down the proceedings and
make a report in the plenary session on behalf of the group. The activity should take 40 minutes.....

The ILO Code of Practice on HIV/AIDS and the World of Work

The ILO has developed a Code of Practice in response to many requests for guidance, through a
widespread process of consultation with government, employer, and worker constituents in all
regions. The Code represents the ILO’s commitment to help secure conditions of decent work and
social protection in the face of the epidemic: its implementation is at the core of the Programme’s
strategic plan. The Code contains fundamental principles for policy development and practical
guidelines from which concrete responses can be developed at enterprise, community, and national
levels in the following key areas:

Prevention of HIV/AIDS

Management and mitigation of the impact of HIV/AIDS on the world of work

Care and support of workers infected and affected by HIV/AIDS

Elimination of stigma and discrimination on the basis of real or perceived HIV status
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The Code is the product of an intensive process of consultation between the ILO and its tripartite
constituents. It was reviewed and revised by a tripartite group of experts from all regions and
subsequently adopted by the ILO Governing Body in June 2001. Formally launched at the United
Nations General Assembly Special Session on HIV/AIDS (New York, 25-27 June 2001), it received
the support of the UN Secretary General and UN system, as well as that of national leaders,
corporations, labour organisations, and NGOs. The Declaration of Commitment approved at the
Special Session makes reference to the need for national laws and policies to take account ‘of
established international guidelines on HIV/AIDS in the workplace’.

KEY PRINCIPLES OF THE ILO CODE OF PRACTICE ON HIV/AIDS AND THE WORLD OF
WORK

HIV/AIDS is a workplace issue, and should be treated like any other serious illness/condition
in the workplace. This is necessary not only because it affects the workforce, but also because
the workplace, being part of the local community, has a role to play in the wider struggle to
limit the spread and effects of the epidemic.

1. Discrimination
In the spirit of decent work and respect for the human rights and dignity of persons
infected or affected by HIV/AIDS, there should be no discrimination against workers on
the basis of their real or perceived HIV status.

2. Gender equality
The gender dimensions of HIV/AIDS should be recognised. Women are more likely to
become infected and are more often adversely affected by the HIV/AIDS epidemic than
men due to biological, socio-cultural, and economic reasons.

3. Healthy work environment
The work environment should be healthy and safe, so far as is practicable, for all concerned
parties, in order to prevent the transmission of HIV, in accordance with the provisions of
the Occupational Safety and Health Convention (No. 155) of 1981.

4. Social dialogue
The successful implementation of an HIV/AIDS policy and programme requires co-
operation and trust between employers, workers, their representatives, and government,
where appropriate, with the active involvement of workers infected and/or affected by
HIV/AIDS.

5. Screening for purposes of exclusion for employment or work processes
HIV/AIDS screening should not be required of job applicants or persons in employment.

6. Confidentiality
There is no justification for asking job applicants or workers to disclose HIV-related personal
information. Nor should co-workers be obliged to reveal such personal information about
fellow workers. Access to personal data relating to a worker's HIV status should be bound
by rules of confidentiality consistent with the ILO's Code of Practice on the Protection of
Workers' Personal Data, 1997.

7. Continuation of employment relationship
HIV infection is not a cause for termination of employment. As with many other conditions,
persons with HIV-related illnesses should be able to work for as long as medically fit in
available and appropriate work.
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8. Prevention HIV infection is preventable
The prevention of all means of transmission can be achieved through a variety of strategies
that are appropriately targeted to national conditions and are culturally sensitive.

9. Care and support
Solidarity, care, and support should guide the response to HIV/AIDS in the world of work.
All workers, including workers with HIV, are entitled to affordable health services. There
should be no discrimination against them and their dependants in access to and receipt
of benefits from statutory social security programmes and occupational schemes.(a)

GENERAL RIGHTS AND RESPONSILITIES FOR WORKERS AND THEIR ORGANISATIONS
AS STIPULATED IN THE ILO CODE OF PRACTICE ON HIV/AIDS AND THE WORLD OF
WORK

(a) Workplace policy
Workers and their representatives should consult with their employers on the implementation
of an appropriate policy for their workplace, one that is designed to prevent the spread of the
infection and protect all workers from discrimination related to HIV/AIDS.

(b) National, sectoral and workplace/enterprise agreements
Workers and their organisations should adhere to national laws and practice when negotiating
terms and conditions of employment relating to HIV/AIDS issues, and should endeavour to
include provisions on HIV/AIDS protection and prevention in national, sectoral, and workplace/
enterprise agreements.

(c)Information and education
Workers and their organisations should use existing union structures and other structures and
facilities to provide information on HIV/AIDS in the workplace, and develop educational
materials and activities appropriate for workers and their families, including regularly updated
information on workers' rights and benefits.

(d) Economic impact
Workers and their organisations should work together with employers to develop appropriate
strategies to assess and appropriately respond to the economic impact of HIV/AIDS in their
particular workplace and sector.

(e)Advocacy
Workers and their organisations should work with employers, their organisations, and
governments to raise awareness of HIV/AIDS prevention and management.

(f) Personnel policies
Workers and their representatives should support and encourage employers in creating and
implementing personnel policy and practices that do not discriminate against workers with
HIV/AIDS.

(g)Monitoring compliance
Workers' representatives have the right to take up issues at their workplaces through grievance
and disciplinary procedure. They should report all discrimination based on HIV/AIDS to the
appropriate legal authorities.
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(h) Training
Workers' organisations should develop and carry out training courses for their representatives
on workplace issues raised by the epidemic, on appropriate responses, and on the general
needs of people living with HIV/AIDS and their carers.

(i) Risk reduction and management
Workers and their organisations should advocate for, and co-operate with, employers to
maintain a safe and healthy working environment, including the correct application and
maintenance of protective equipment and first aid. Workers and their organisations should
assess the vulnerability of the working environment and promote tailored programmes for
workers as appropriate.

(j) Confidentiality
Workers have the right to access their own personal and medical files. Workers' organisations
should not have access to personnel data relating to a worker's HIV status. In all cases, when
carrying out trade union responsibilities and functions, the rules of confidentiality and the
requirement for the concerned person's consent, as set out in the Occupational Health Services
Recommendation, 1985 (No. 171), should apply.

(k)Workers in informal activities (also known as the informal sector)
Workers and their organisations should extend their activities to these workers in partnership
with all other relevant stakeholders, where appropriate, and support new initiatives that both
help prevent the spread of HIV/AIDS and mitigate its impact.

(l) Vulnerability
Workers and their organisations should ensure that any factors that increase the risk of infection
for certain groups of workers be addressed in consultation with employers.

(m) Support for confidential voluntary HIV counselling and testing
Workers and their organisations should work with employers to encourage and support access
to confidential voluntary counselling and testing.

(n) International partners
Workers' organisations should build solidarity across national borders by using sectoral, regional,
and international groupings to highlight HIV/AIDS and the world of work, and include it in
workers' rights campaigns.

The Code now has an accompanying comprehensive training
manual to guide its use by ILO constituents and other
stakeholders. The manual is an education and reference
document as well as a tool for training, a framework for
social dialogue, and a guide for action. It follows the main
lines of the Code and covers the role of the tripartite
partners, human rights and legal issues, workplace policies,
programmes for prevention and care, the gender dimension,
and the informal economy. Each module is designed to
involve people in active learning through the presentation
of key issues, case studies, diverse learning activities, and
samples of legislation, policies, and collective agreements.
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MODULE SIX

Rapid Assessment Survey on Trade Union Actions to Combat
HIV/AIDS at the Workplace in Uganda

Introduction

A rapid assessment survey undertaken by HIV/AIDS focal persons within the labour movement in
Uganda during the months of September and October 2001. The purpose was to carry out a
qualitative in-depth investigation of activities and programmes targeting workers and trade union
members in the fight against the spread of HIV/AIDS at the workplace. The objectives of the
survey were as follows:

i. To identify and assess the status of HIV/AIDS awareness and education programmes at the
workplace in Uganda

ii. To provide an inventory of State and non-State, community organisations, donors, and
individuals involved in HIV/AIDS awareness and education programmes in Uganda

iii. To identify gaps and needs requiring intervention in the area of HIV/AIDS, with special
emphasis on the workplace

iv. To suggest an evaluative and analytical plan of action towards enhancing trade union action
against HIV/AIDS in Uganda

The methodology adopted by the survey involved interviews with trade union leaders, focal persons
on HIV/AIDS, occupational health and safety officers in trade unions; reviewing relevant published
and unpublished literature in Uganda, and materials by various NGOs and governmental agencies
on HIV/AIDS awareness and education programmes in Uganda. Due to time constraints and
other logistical bottlenecks, the survey covered only ten out of the 19 national unions affiliated to
NOTU. These were:

(i) National Union of Education Institutions

(ii) Uganda Hotels, Food and Allied Workers' Union

(iii) Uganda Beverage, Tobacco and Allied Workers' Union Uganda

(iv) Uganda Mines, Metal and Allied Workers' Union

(v) Uganda Railway Workers' Union.

(vi) National Union of Co-operative Movement and Allied Workers

(vii) Uganda Media Workers' Union

(viii) National Union of Plantation and Agricultural Workers' Union

(ix) Amalgamated Transport and General Workers' Union

(x) Uganda Building, Construction, Civil Engineering, Cement and Allied Workers' Union

The actual field visits covered trade union branches in Kampala, and Busembatya, Entebbe, Kasese,
Jinja, Lira, Masaka, Mityana, Mbale, and Tororo. The survey took ten working days and resulted
in 81 interviews, which were guided by a semi-structured questionnaire.
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Main Findings

(a) Workplace Understanding of HIV/AIDS Issues

(i) Workers' awareness:

The majority of the respondents (77%) knew that a person could not get HIV/AIDS by working
in the same workplace with an infected person. Most of the respondents who mentioned
that a person could get HIV/AIDS by working in the same place with an infected person
came from the Hotels' Union. This could possibly be attributed to ignorance and lack of
information about HIV/AIDS in that particular sector. This is an issue of concern, since the
sector involves workers who normally share and use sharp objects such as knives and forks.

(ii) Discrimination

Respondents were asked whether an employer could dismiss a worker for having HIV: 75%
of the respondents said it was not possible. However, a specific case from the Mines Union
was quoted, of a Mr Babigumira who was dismissed as being medically ill, after the company
received the results of his blood sample. The workmates strongly believe that Mr Babigumira's
dismissal was due to his HIV-positive status.

(iii) HIV/AIDS testing at workplace

On whether the employer had tested workers for HIV/AIDS, 90% said workers had not been
tested for HIV/AIDS. This scenario could be attributed to the Government's sound policy on
educating the masses about HIV/AIDS. In addition, the presence of trade unions in the
workplace is another strong reason why employers have not forcefully tested workers for
HIV/AIDS. Respondents from the Mines Union did however indicate that there are some
employers who test workers for HIV.

The survey findings also brought to the fore various responses pertaining to the question of
employers testing workers for HIV/AIDS:

Many employers do test workers for HIV under the cover of regular check-ups

In one Kampala hotel a house keeper (a young lady) was dismissed because she was
always falling sick

Many employers do test workers and those found positive are laid off under the guise
of restructuring

Employees with long-term illnesses are often regarded as infected workers and are
subsequently laid off

(iv) Sensitisation programmes on HIV/AIDS

Over half (54%) of the respondents held the view that they were aware of fellow union
members who were infected with HIV/AIDS. This increased awareness could be attributed
to the fact that many Ugandans have developed a positive attitude towards PLWAs. The
former stigma attached to HIV/AIDS is gradually fading.

(b) Sectors with High Risk of HIV/AIDS Infection in Uganda

The areas of high risk of HIV/AIDS infection are indicated in Table 9, below.
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Responding Union

National Union of Education Institutions

Uganda Hotels, Food And Allied Workers’ Union

Uganda Beverage, Tobacco and Allied Workers’ Union

Uganda Mines, Metal And Allied Workers’ Union

Uganda Railway Workers’ Union

National Union of Co-operative and Allied Workers

Uganda Media Workers’ Union

National Union of Plantation and Agricultural Workers

Amalgamated Transport and General Workers’ Union

National Union of Building, Construction, Civil Engineering and Allied
Workers

Workers at High Risk

Students and staff
Women at subordinate levels
Medical staff

House-keeping
Room Service
Health club

Health/medical workers
Tobacco Leaf Centres
Drivers
Milk centres
Night-shift workers

Health/medical workers
Cooks
Production section

Locomotive drivers
Security guards
Train guards
Shift workers

Transporters
Workers in factory dealing in coffee
processing
Women at subordinate levels
Long-distance drivers

Night shift Journalists
Machine operators in media houses

Tea pluckers who stay/share rooms
Medical staff
Night shift workers
Bachelors

Shift workers who cover the airport
Guard Officers
Night guards
Mobile staff
Truckers

Sawmills workers
Road constructors

Table 8: Workers at High Risk in Uganda
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Responding Union
National Union of Education Institutions

Uganda Hotels, Food And Allied Workers’ Union

Uganda Beverage, Tobacco and Allied Workers’ Union

Uganda Mines, Metal And Allied Workers’ Union

Uganda Railways Workers’ union

National Union of Co-operative Workers

Uganda Media Workers’ Union

National Union of Plantation and Agricultural Workers

Amalgamated Transport and General Workers’ Union

Types of HIV/AIDS Programmes
Conducted many seminar and workshops on HIV/AIDS
for Makerere University Branch
• Union headquarters had organised many AIDS

awareness seminars
• The Sheraton Hotel offers counselling services to

workers
• Education programmes currently taking place for each

hotel
• The union, working together with Nile Breweries,

organised education programmes for its workers and
union members

• Organised one programme sponsored by CTUC East
Africa Project

• HIV/AIDS is always a topic in every education
programme

• The Union and District Labour Officer in Kasese
organised education seminars on HIV/AIDS

• Conducted a number of sensitisation programmes
sponsored by the International Transport Workers’
Federation.

• Federation of Uganda Employers organised seminar
on preventive measures and living positive with HIV/
AIDS

• Labour officer in Mbale organised video shows on HIV/
AIDS for union members

• TASO organised sensitisation programmes
• EAMI organised sensitisation programmes
• CTUC East Africa Project organised seminars
• American Solidarity Centre (ACILS) organised

programmes
• Federation of Uganda Employers
Sensitisation programmes at workplaces

(c) Trade union programmes on HIV/AIDS

On the question of how much trade unions have done towards sensitising their members, 43% of
the respondents said they had conducted sensitisation programmes on HIV/AIDS. Those who had
not conducted such programmes claimed that their respective union lacked funds, but some indicated
that they were simply complacent. Counselling was given as being the most important service
offered to members. However, only 20% of the respondents mentioned that unions offered
counselling for their members - individual workers did most counselling. There were also instances
where the employers offered counselling services. For example, some Hotel Counsellors do offer
services to workers. Similarly, the Mines Union (Kasese Branch) reported that counselling is offered
at the company-contracted clinics, such as St. Paul Health Centre.

The types of HIV/AIDS programmes undertaken by unions are given below in Table 10.

 Table 9: Unions Activities on HIV/AIDS
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(d) Collective Bargaining and HIV/AIDS Policy at the Workplace

On whether HIV/AIDS should be included in the unions' Collective Bargaining Agreements (CBAs),
86% of the respondents said it was necessary to incorporate HIV/AIDS in CBAs. However, only
16% had succeeded in incorporating HIV/AIDS in CBAs. 14% deemed it unnecessary.

The survey further noted that some companies had put in place sensitisation programmes aimed
at emphasising the importance of incorporating HIV/AIDS in CBAs. There also exist mutual
understandings between unions and employers that there shall be no victimisation for any HIV-
infected worker.

On the question of an explicit HIV/AIDS Policy at the workplace, there was overwhelming agreement
(95% of the respondents) that such a policy is necessary. Some of the areas that should be considered
in an HIV/AIDS Policy include: acceptance, counselling, job security, sensitisation and education,
equal opportunity, care and treatment, reduction of workload, protection, non-discrimination,
payment of sick leave, non-termination, protection of workers rights, terminal benefits, financial
assistance, no compulsory HIV testing, and reduction of working hours.

The respondents were aware of the following enterprises that had developed workplace policies
on HIV/AIDS in Uganda:

National Insurance Corporation

Most companies under the Beverages Union

Print media Houses

FM Radio stations

Uganda Television

Tororo Cement

Roofings

Budongo Sawmills

PUT Sarajevo-Mbale

Radio Uganda

British America Tobacco Uganda Ltd

Uganda Breweries Limited

Further analysis of the survey results indicated that out of the 15 respondents who reported to
have CBAs on HIV/AIDS in place only six participated in the actual policy-making process.

Policy Implications and Recommendations from the Survey
Findings

The findings of the rapid assessment survey on trade union actions against HIV/AIDS indicate that
the labour movement in Uganda has taken positive steps in the fight against HIV/AIDS, mainly by
organising sensitisation programmes. Given the magnitude of the pandemic, more training is still
required, especially for those workers that are at high risk of HIV infection.
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The National Organisation of Trade Unions, together with the ILO, should continue to offer
sensitisation and training to members of the trade union movement. NOTU should come in to
assist workers in formulating polices on HIV/AIDS at the workplace and to ensure that HIV/AIDS
is incorporated in all Collective Bargaining Agreements. In addition, trade union representatives
should ensure that they participate in policy-making, especially in areas relating to HIV/AIDS so
as to prevent any form of discriminatory regulation.

Networking in the area of HIV/AIDS should be considered a priority for members of the trade
union movement. Trade union organisations should acknowledge the role of employers, NGOs
and Government in the fight against HIV/AIDS.

The trade union organisation should safeguard against workers being tested for HIV/AIDS on
issues relating to employment. They should continue to fight for the rights of workers infected with
HIV/AIDS. The ILO Code of Practice should be respected and implemented at all levels. All
mechanisms must ensure that tripartism (workers, employers and government) is fully practised
in the fight against HIV/AIDS at the workplace. Trade unions should be included among the key
implementers of the HIV/AIDS policies developed by the Government under the Uganda AIDS
Commission.
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Survey Instrument

National Organisation of Trade Union (Uganda)
and

International Labour Organization
Workers' Education Manual on

Trade Union Action to Combat HIV/AIDS at the Workplace

QUALITATIVE RAPID ASSESSMENT SURVEY

UNION/PLACE .........................................

BRANCH: .................................................

DATE ........................................................

We are carrying out a survey on HIV/AIDS and we would like to ask you some questions. The
questions will take about 20 minutes to answer. Some of the questions are personal, but they
are necessary in order to get information. Please answer each question accurately and honestly.

SECTION A: WORKPLACE

1. Can a person get HIV by working in the same workplace with an infected
person? (Yes/No)

2. Can an employer dismiss a worker for having HIV? (Yes /No)

3. If yes, can you give a specific case(s)? ............................................................................

......................................................................................................................................

4. Has your employer tested workers for HIV/AIDS for any reason? (Yes/No)

5. If yes, can you give a specific case(s)?...............................................................................

......................................................................................................................................

SECTION B: SENSITISATION PROGRAMMES

6. Are you aware of members in your union infected with HIV/AIDS? (Yes/No)

7. Do you know of members in your union at high risk of HIV infection? (Yes /No)

8. If yes, which sector do they come from/what jobs do they do? ......................................

......................................................................................................................................

9. Have you organised any sensitisation programmes on HIV/AIDS for
your members? (Yes/No)
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10. If yes, give details ...........................................................................................................

......................................................................................................................................

......................................................................................................................................

11. Do you offer HIV/AIDS counselling for your members? (Yes/No)

12. If yes, give details ...........................................................................................................

......................................................................................................................................

......................................................................................................................................

SECTION C: COLLECTIVE BARGAINING AGREEMENTS

13 Is it necessary to incorporate HIV/AIDS in Collective Bargaining Agreements? (Yes/No)

14. If yes, has your union been successful in incorporating HIV/AIDS in CBAs ? (Yes/No)

15. If yes, give details ...........................................................................................................

......................................................................................................................................

......................................................................................................................................

SECTION D: POLICY

16. Is it necessary to have an HIV/AIDS policy at the workplace?  (Yes /No)

17. If yes, what should be included in the policy? ................................................................

......................................................................................................................................

......................................................................................................................................

18. Can you give us companies /enterprises that have come up with workplace polices
(under (your union)........................................................................................................

......................................................................................................................................

......................................................................................................................................

19. Was the policy jointly agreed to by workers and management? (Yes/No)

20. Did the union play any role in the development of the policy? (Yes/No)

21. Is the policy accessible to all workers? (Yes/No)

22. Is the policy in a vernacular language? (Yes/No)
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ACTIVITY 12

Trade Union Policy on HIV/AIDS in Uganda

Aim:

To understand policies on HIV/AIDS in Uganda.
To come up with a trade union friendly policy on HIV/AIDS.

Task:

a) In your groups, discuss the policies given on HIV/AIDS.
b) Identify areas of entry by the trade union organisation.

Report back:

In your group(s), elect a chairperson to lead the discussions and a secretary to take down the proceedings and make
a report in the plenary session on behalf of the group.

The activity should take 40 minutes.
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Glossary of HIV/AIDS-related terms

This glossary of terms commonly used in the context of HIV/AIDS is an abridged version obtained
from the UNAIDS website, www.unaids.org. As stated by the UNAINDS, certain terms used in the
context of HIV/AIDS may have negative connotations for those who are HIV-positive. The use of
inappropriate language may also result in stigma and discrimination, thereby infringing upon
individuals’ rights and hindering effective HIV/AIDS prevention and care programmes.

A

ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS)

The most severe manifestation of infection with the human immunodeficiency virus (HIV). The Centers
for Disease Control and Prevention (CDC) lists numerous opportunistic infections and neoplasms
(cancers) that, in the presence of HIV infection, constitute an AIDS diagnosis. There are also instances
of presumptive diagnoses when a person’s HIV status is unknown or not sought. This was especially
true before 1985 when there was no HIV-antibody test. In 1993, CDC expanded the criteria for an
AIDS diagnosis to include CD4+ T-cell count at or below 200 cells per microlitre in the presence of HIV
infection. In persons (aged 5 and older) with normally functioning immune systems, CD4+ T-cell
counts usually range from 500 to 1500 cells per microlitre. Persons living with AIDS often have infections
of the lungs, brain, eyes and other organs, and frequently suffer debilitating weight loss, diarrhoea,
and a type of cancer called Kaposi’s sarcoma. Since AIDS is a syndrome, it is incorrect to refer to it as
the AIDS virus.

ACUTE HIV INFECTION

The four-to-seven week period of rapid viral replication immediately following exposure. The number
of virions produced during primary infection is similar to that produced during several subsequent
years of established, asymptomatic infection. An estimated 30–60 per cent of individuals with primary
HIV infection develop an acute syndrome characterized by fever, malaise, lymphadenopathy, pharyngitis,
headache, myalgia, and sometimes rash. Following primary infection, seroconversion and a broad
HIV-1 specific immune response occur, usually within 30 to 50 days. It was previously thought that HIV
was relatively dormant during this phase. However, it is now known that, during the time of primary
infection, high levels of plasma HIV RNA can be documented.

AFFECTED COMMUNITY
Persons living with HIV and AIDS, and other related individuals including their families, friends, and
advocates whose lives are directly influenced by HIV infection and its physical, psychological, and
sociological ramifications.

AIDS CARRIER

Any person living with HIV/AIDS. This term is stigmatizing and offensive to many people living with
HIV/AIDS. It is also incorrect; the effective agent is HIV.

AIDS-DEFINING ILLNESS
Any of a series of health conditions that are considered, in isolation or in combination with others, to
be indicative of the development of AIDS. Those conditions occur at a late stage of HIV infection. Quite
often, it is only at this particular stage that many individuals discover that they are infected by HIV.
Such conditions may be grouped in four categories: opportunistic infections; brain and nerve diseases;
certain cancers; and AIDS wasting syndrome.

AIDS MEDICINES
AIDS medicines include antiretroviral medicines, anti-infective medicines to treat or prevent opportunistic
diseases, anti-cancer medicines to treat frequent malignancies in People Living with HIV/AIDS and
palliative medicines to relieve pain and discomfort.

AIDS-RELATED CANCERS

Malignancies including certain types of immune system cancers known as lymphomas, Kaposi’s
sarcoma, and anogenital cancers that are more common or more aggressive in persons living with
HIV/AIDS. HIV, or the immune suppression it induces, appears to play a role in the development of
these cancers.
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AIDS-RELATED COMPLEX (ARC)

A variety of symptoms and signs found in some persons living with HIV. These may include recurrent
fevers, unexplained weight loss, swollen lymph nodes, diarrhoea, herpes, hairy leukoplakia, and/or
fungus infection of the mouth and throat. Also more accurately described as symptomatic HIV infection.
More specifically, a variety of symptoms that appear to be related to HIV infection. They include an
unexplained, chronic deficiency of white blood cells (leukopenia) or a poorly functioning lymphatic
system with swelling of the lymph nodes (lymphadenopathy) lasting for more than 3 months without
the opportunistic infections required for a diagnosis of AIDS.

AIDS SERVICE ORGANIZATION (ASO)
A health association, support agency, or other service involved in the prevention and treatment of
AIDS.

AIDS WASTING SYNDROME
A set of symptoms, none of which is of particularly critical significance per se, but which together
suggest a deterioration of the general condition of a person that could not be explained by any
concurrent illness or disorder other than an HIV infection; involves involuntary weight loss of 10 per
cent of baseline body weight plus either chronic diarrhoea (two loose stools per day for more than 30
days) or chronic weakness and documented fever (for 30 days or more, intermittent or constant).

ANTIBIOTIC OR ANTIBACTERIAL MEDICINES
Drugs used to kill or inhibit the growth of bacteria such as antituberculosis and antileprosy medicines.
A rational approach to the selection of an antibiotic is recommended to avoid increasing bacterial
resistance. Duration of therapy, dosage and route of administration depend on site, type and severity
of infection and response.

ANTIBODIES

Molecules in the blood or secretory fluids that tag, destroy, or neutralize bacteria, viruses, or other
harmful toxins. They are members of a class of proteins known as immunoglobulins, which are produced
and secreted by B lymphocytes in response to stimulation by antigens. An antibody is specific to an
antigen.

ANTIFUNGAL MEDICINE

Drug used to kill or inhibit the growth of fungi causing infections such as aspergillosis, candidiasis,
cryptococcosis, histoplasmosis, and skin and nail fungal infections. Immunocompromised patients
are at particular risk of fungal infections.

ANTIGEN
Any substance that antagonizes or stimulates the immune system to produce antibodies (i.e. proteins
that fight antigens). Antigens are often foreign substances, such as bacteria or viruses, that invade
the body.

ANTIRETROVIRAL MEDICINE 

Drug used fight infection by retroviruses, such as HIV infection.

ANTIRETROVIRAL THERAPY

A treatment that uses antiretroviral medicines to suppress viral replication and improve symptoms.
Effective antiretroviral therapy requires the simultaneous use of three or four antiretroviral medicines
as specified in the WHO ‘Guidelines for a Public Health Approach, Scaling up antiretroviral therapy in
resource-limited settings’ (June 2002). These guidelines are intended to support and facilitate proper
management and scale-up of antiretroviral therapy, providing recommended first and second line
treatment for adults and for children, reasons for changing ART, monitoring patients, side effects of
ART, and specific recommendations for certain patient subgroups.

ANTITUBERCULOSIS MEDICINES

At least 30 per cent of patients who are infected with HIV will also develop active tuberculosis. The six
antituberculosis drugs, isoniazid, rifampicin, pyrazinamide, streptomycin, (which are bactericidal)
ethambutol and thioacetazone (which are bacteriostatic) are used in various combinations as part of
WHO recommended treatment regimens. Directly Observed Treatment, Short-course (DOTS) therapy
which lasts for six or eight months, given under direct observation is one of the most important
components of the WHO strategy against tuberculosis.
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ANTIVIRAL MEDICINES

Drugs that destroy a virus or suppress its replication (i.e. reproduction), such as Herpes Simplex Virus
(HSV), Herpes Zoster Virus, Cytomegalovirus (CMV).

APPROVED DRUG
Any registered or licensed drug, or any drug having marketing authorisation.

ASYMPTOMATIC
Without symptoms. Usually used in the HIV/AIDS literature to describe a person who has a positive
reaction to one of several tests for HIV antibodies but who shows no clinical symptoms of the disease.

B

B LYMPHOCYTES (B CELLS)

One of the two major classes of lymphocytes, B lymphocytes are blood cells of the immune system,
derived from the bone marrow and spleen, and involved in the production of antibodies. During
infections, these cells are transformed into plasma cells that produce large quantities of antibodies
directed at specific pathogens. When antibodies bind to foreign proteins, such as those that occur
naturally on the surfaces of bacteria, they mark the foreign cells for consumption by other cells of the
immune system. This transformation occurs through interactions with various types of T cells and
other components of the immune system. In persons living with AIDS, the functional ability of both the
B and the T lymphocytes is damaged, with the T lymphocytes being the principal site of infection by
HIV.

BEHAVIOURAL SURVEILLANCE
Surveys of HIV-related behaviour involve asking a sample of people about their sexual and, sometimes,
their drug-injecting behaviour. The sample may be restricted to a certain age group, and to men or
women.

BODY FLUIDS

Any fluid in the human body, such as blood, urine, saliva (spit), sputum, tears, semen, mother’s milk,
or vaginal secretions. Confusion about the body fluids that can transmit HIV is a common cause of
misunderstanding and fear about HIV, and continues to cause discrimination against people living
with HIV/AIDS. Always explain which body fluids contain HIV in sufficient concentration to be implicated
in HIV transmission (e.g. blood, semen, pre-ejaculate, vaginal fluids, and breast milk). HIV cannot be
transmitted through body fluids such as saliva, sweat, tears or urine.

BRAND NAME DRUG

Drugs may carry a brand name (also called a proprietary name or trade name, which is marked with
® for ‘Registered’). This is given by the manufacturer and is used for promotion and sales.

BREAKTHROUGH INFECTION
An infection, caused by the infectious agent the vaccine is designed to protect against, that occurs
during the course of a vaccine trial. These infections may be caused by exposure to the infectious
agent before the vaccine has taken effect, or before all doses of the vaccine have been given.

C

CANDIDA
Genus of yeast-like fungi commonly found in the normal flora of the mouth, skin, intestinal tract, and
vagina, which can become clinically infectious in immunocompromised persons.

CANDIDIASIS
An infection with a yeast-like fungus of the genus Candida, generally Candida albicans. It most
commonly involves the skin (dermatocandidiasis), oral mucosa (thrush), respiratory tract
(bronchocandidiasis), and vagina (vaginal candidiasis, formerly called monilia). Candidiasis of the
oesophagus, trachea, bronchi, or lungs is an indicator disease for AIDS. Oral or recurrent vaginal
candida infection is an early sign of immune system deterioration.
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CARCINOGEN

Any cancer-producing substance.

CD4 (T4) or CD4+ CELLS

1. A type of T cell involved in protecting against viral, fungal and protozoal infections. These cells
normally orchestrate the immune response, signalling other cells in the immune system to perform
their special functions. Also known as T helper cells.

2. HIV’s preferred targets are cells that have a docking molecule called ‘cluster designation 4’ (CD4)
on their surfaces. Cells with this molecule are known as CD4-positive (or CD4+) cells. Destruction
of CD4+ lymphocytes is the major cause of the immunodeficiency observed in AIDS, and decreasing
CD4+ lymphocyte levels appear to be the best indicator for developing opportunistic infections.
Although CD4 counts fall, the total T cell level remains fairly constant through the course of HIV
disease, due to a concomitant increase in the CD8+ cells. The ratio of CD4+ to CD8+ cells is
therefore an important measure of disease progression.

CD4 PERCENT
The percentage of all lymphocytes (including B cells, CD4 cells, and CD8 cells) that are CD4 cells. The
normal value is 35 to 40 per cent.

CD8 (T8) CELLS

A protein embedded in the cell surface of suppressor T lymphocytes. Also called cytotoxic T cells. Some
CD8 cells recognize and kill cancerous cells and those infected by intracellular pathogens (some
bacteria, viruses and mycoplasma). These cells are called cytotoxic T lymphocytes.

CENTERS FOR DISEASE CONTROL AND PREVENTION (CDC)
The US Department for Health and Human Services agency with the mission to promote health and
quality of life by preventing and controlling disease, injury, and disability. The CDC operates 11 Centers
including the National Center for HIV, STD, and TB Prevention. CDC assesses the status and
characteristics of the HIV epidemic and conducts epidemiologic, laboratory, and surveillance
investigations.

CHANCROID
An acute, sexually transmitted, infectious disease of the genitalia caused by Haemophilus ducreyi.
Characterized by one or more painful pustular lesions that may rupture to form suppurative ulcers;
there may be regional lymphadenopathy. The lesion appears after an incubation period of three-to-
five days and may facilitate the transmission of HIV.

CHLAMYDIA TRACHOMATIS

The most common sexually transmitted bacterial species of the genus Chlamydia that infects the
reproductive system. Chlamydia infection is frequently asymptomatic (i.e. shows no symptoms), but, if
left untreated, can cause sterility in women.

CLADES
The different sub-types of HIV.

CMV (CYTOMEGALOVIRUS)
A virus of the herpes virus family, which is present as a silent infection in most people. CMV often
becomes re-activated in people with advanced immunosuppression (with CD4 counts of less than 50),
and can cause disease in many parts of the body, especially the eyes, throat and colon. Several
treatments are available.

COFACTORS
1. Substances, microorganisms, or characteristics of individuals that may influence the progression of

a disease or the likelihood of becoming ill.

2. A substance, such as a metallic ion or coenzyme, that must be associated with an enzyme in order
for the enzyme to function.

3. A situation or activity that may increase a person’s susceptibility to AIDS. Examples of cofactors are:
other infections, drug and alcohol use, poor nutrition, genetic factors, and stress. In HIV immunology,
the concept of cofactors is being expanded and new cofactors have been identified. A recent
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example is the discovery of the interaction of CXCR4 (fusin) and CD4 to facilitate entry of HIV into
cells.

COMBINATION THERAPY

(For HIV infection or AIDS.) Two or more drugs or treatments used together to achieve optimum
results against infection or disease. For treatment of HIV, a minimum of three antiretrovirals is
recommended. Combination therapy may offer advantages over single-drug therapies by being more
effective in decreasing viral load. An example of combination therapy would be the use of two nucleoside
analogue drugs (such as lamivudine and zidovudine; see entries for these drugs) plus either a protease
inhibitor or a non-nucleoside reverse transcription inhibitor.

COMPLIANCE

The extent to which a patient takes his/her medication according to the prescribed schedule; synonymous
with ‘adherence’.

COSPONSORS

The Joint United Nations Programme on HIV/AIDS (UNAIDS) has the following eight Cosponsors: the
United Nations Children’s Fund (UNICEF), the World Food Programme (WFP), the United Nations
Development Programme (UNDP), the United Nations Population Fund (UNFPA), the United Nations
Office on Drugs and Crime (UNODC), the International Labour Organization (ILO), the United Nations
Educational, Scientific and Cultural Organization (UNESCO), the World Health Organization (WHO)
and the World Bank. UNAIDS builds on each member’s strengths and promotes collective action
against HIV/AIDS.

D

DIARRHOEA

Uncontrolled, loose and frequent bowel movements. Severe or prolonged diarrhoea can lead to weight
loss and malnutrition. The excessive loss of fluid that may occur with AIDS-related diarrhoea can be
life threatening. There are many possible causes of diarrhoea in persons who have AIDS. The most
common infectious organisms causing AIDS-related diarrhoea include cytomegalovirus; the parasites
Cryptosporidium, Microsporidia, and Giardia lamblia; and the bacteria Mycobacterium avium and
Mycobacterium intracellulare. Other bacteria and parasites that cause diarrhoeal symptoms in otherwise
healthy people may cause more severe, prolonged, or recurrent diarrhoea in persons with HIV or
AIDS.

DRUG REGULATORY AUTHORITY

A national body that administers the full spectrum of drug regulatory activities, including at least all of
the following functions:

• marketing authorization of new products and variation of existing products

• quality control laboratory testing

• adverse drug reaction monitoring

• provision of drug information and promotion of rational drug use

• good manufacturing practice (GMP) inspections and licensing of manufacturers, wholesalers and
distribution channels

• enforcement operations

• monitoring of drug utilization.

DRUG RESISTANCE

The ability of some disease-causing microorganisms, such as bacteria, viruses, and mycoplasma, to
adapt themselves, to grow, and to multiply even in the presence of drugs that usually kill them.

DYSPNEA
Difficult or laboured breathing.
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E

EFFICACY
(Of a drug or treatment). The maximum ability of a drug or treatment to produce a result, regardless
of dosage. A drug passes efficacy trials if it is effective at the dose tested and against the illness for
which it is prescribed. In the procedure mandated by the FDA, Phase II clinical trials, gauge efficacy,
and Phase III trials confirm it.

EPIDEMIC

A disease that spreads rapidly through a demographic segment of the human population, such as
everyone in a given geographic area; a military base, or similar population unit; or everyone of a
certain age or sex, such as the children or women of a region. Epidemic diseases can be spread from
person to person or from a contaminated source such as food or water.

EPIDEMIOLOGY
The branch of medical science that deals with the study of incidence, distribution and control of a
disease in a population.

ESSENTIAL DRUGS

Essential medicines (as defined by the WHO Expert Committee on the Selection and Use of Essential
Medicines) are those that satisfy the priority health care needs of the population. They are selected
with due regard to public health relevance, evidence on efficacy and safety, and comparative cost-
effectiveness. Essential medicines are intended to be available within the context of functioning health
systems at all times in adequate amounts, in the appropriate dosage forms, with assured quality and
adequate information, and at a price the individual and the community can afford. The implementation
of the concept of essential medicines is intended to be flexible and adaptable to many different situations;
exactly which medicines are regarded as essential remains a national responsibility.

F

FLUCONAZOLE

An antifungal drug used to treat thrush (candidiasis), cryptococcal meningitis, and other fungal
infections.

G

GENDER and SEX
The term ‘sex’ refers to biologically determined differences, whereas the term ‘gender’ refers to differences
in social roles and relations between men and women. Gender roles are learned through socialization
and vary widely within and between cultures. Gender roles are also affected by age, class, race,
ethnicity and religion, as well as by geographical, economic and political environments.

GENERIC DRUGS

All drugs carry a generic name—an INN (International Non-proprietary Name)—which is the official
name given to the molecule/medicine.

GLOBAL FUND TO FIGHT AIDS, TUBERCULOSIS AND MALARIA (GFATM)
The Global Fund to Fight AIDS, Tuberculosis and Malaria, established in 2001, is an independent
public-private partnership. It is the largest global fund in the health domain, with over US$2 billion
currently committed. The purpose of the Global Fund is to attract, manage and disburse additional
resources to make a sustainable and significant contribution to mitigate the impact caused by HIV/
AIDS, tuberculosis and malaria in countries in need, while contributing to poverty reduction as part of
the Millennium Development Goals.

GIPA
Acronym for the ‘greater involvement of people living with HIV/AIDS’. In 1994, 42 countries prevailed
upon the Paris AIDS Summit to include the Greater Involvement of People Living with HIV/AIDS Principle
(GIPA) in its final declaration.
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GONORRHOEA

An infection caused by Neisseria gonorrhoeae (bacteria from the family Neisseriaceae containing
gram-negative cocci). Although gonorrhoea is considered primarily a sexually transmitted infection, it
can also be transmitted to newborns during the birth process.

H

HERPES VIRUSES

A group of viruses that includes herpes simplex type 1 (HSV-1), herpes simplex type 2 (HSV-2),
cytomegalovirus (CMV), Epstein-Barr virus (EBV), varicella zoster virus (VZV), human herpes virus type
6 (HHV-6), and HHV-8, a herpes virus associated with Kaposi’s sarcoma.

HERPES SIMPLEX VIRUS I (HSV-I)
A virus that causes cold sores or fever blisters on the mouth or around the eyes, and can be transmitted
to the genital region. Stress, trauma, other infections, or suppression of the immune system can
reactivate the latent virus.

HERPES SIMPLEX VIRUS II (HSV-II)

A virus causing painful sores of the anus or genitals that may lie dormant in nerve tissue. It can be
reactivated to produce the symptoms. HSV-II may be transmitted to a neonate (newborn child) during
birth from an infected mother, causing retardation and/or other serious complications. HSV-II is a
precursor of cervical cancer.

HERPES VARICELLA ZOSTER VIRUS (VZV)
The varicella virus causes chicken pox in children and may reappear in adults as herpes zoster. Also
called shingles, herpes zoster consists of very painful blisters on the skin that follow nerve pathways.

HIGH-RISK GROUPS/GROUPS WITH HIGH-RISK BEHAVIOUR

These terms should be used with caution as they can increase stigma and discrimination. They may
also lull people who don’t identify with such groups into a false sense of security. ‘High-risk group’
also implies that the risk is contained within the group whereas, in fact, all social groups are interrelated.
It is often more accurate to refer directly to ‘sex without a condom’, unprotected sex’, ‘needle-sharing’,
or ‘sharing injecting equipment’, rather than to generalize by saying ‘high-risk group’.

HIGHLY ACTIVE ANTIRETROVIRAL THERAPY (HAART)
The name given to treatment regimens recommended by leading HIV experts to aggressively suppress
viral replication and progress of HIV disease. More recently, a new drug has been developed to
prevent the virus from entering the cell. The usual HAART regimen combines three or more different
drugs such as two nucleoside reverse transcriptase inhibitors and a protease inhibitor, two NRTIs and
a non-nucleoside reverse transcriptase inhibitor or other combinations. These treatment regimens
have been shown to reduce the amount of virus so that it becomes undetectable in a patient’s blood.

HIV DISEASE
During the initial infection with HIV, when the virus comes in contact with the mucosal surface, and
finds susceptible T cells, the first site at which there is truly massive production of the virus in lymphoid
tissue. This leads to a burst of massive viremia with wide dissemination of the virus to lymphoid
organs. The resulting immune response to suppress the virus is only partially successful and some
virus escapes. Eventually, this results in high viral turnover that leads to destruction of the immune
system. HIV disease is, therefore, characterized by a gradual deterioration of immune functions. During
the course of infection, crucial immune cells, called CD4+ T cells, are disabled and killed, and their
numbers progressively decline.

HIV INCIDENCE

HIV incidence (sometimes referred to as cumulative incidence) is the proportion of people who have
become infected with HIV during a specified period of time. UNAIDS normally refers to the number of
people (of all ages) or children (0–14) who have become infected during the past year.
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HIV-INFECTED

As distinct from HIV-positive (which can sometimes be a false positive test result, especially in infants of
up to 18 months of age), the term HIV-infected is usually used to indicate that evidence of HIV has
been found via a blood or tissue test.

HIV-NEGATIVE
Showing no evidence of infection with HIV (e.g. absence of antibodies against HIV) in a blood or
tissue test. Synonymous with seronegative.

HIV-POSITIVE

Showing indications of infection with HIV (e.g. presence of antibodies against HIV) on a test of blood
or tissue. Synonymous with seropositive. Test may occasionally show false positive results.

HIV PREVALENCE

Usually given as a percentage, HIV prevalence quantifies the proportion of individuals in a population
who have HIV at a specific point in time. UNAIDS normally reports HIV prevalence among adults,
aged 15–49.

HIV SET POINT
The rate of virus replication that stabilizes and remains at a particular level in each individual after the
period of primary infection.

HUMAN IMMUNODEFICIENCY VIRUS (HIV)

The virus that weakens the immune system, ultimately leading to AIDS. Since HIV means ‘human
immunodeficiency virus’, it is redundant to refer to the HIV virus.

HUMAN IMMUNODEFICIENCY VIRUS TYPE 1 (HIV-1)

The retrovirus isolated and recognized as the etiologic (i.e. causing or contributing to the cause of a
disease) agent of AIDS. HIV-1 is classified as a lentivirus in a subgroup of retroviruses. Most viruses
and all bacteria, plants, and animals have genetic codes made up of DNA, which uses RNA to build
specific proteins. The genetic material of a retrovirus such as HIV is the RNA itself. HIV inserts its own
RNA into the host cell’s DNA, preventing the host cell from carrying out its natural functions and
turning it into an HIV factory.

HUMAN IMMUNODEFICIENCY VIRUS TYPE 2 (HIV-2)

A virus closely related to HIV-1 that has also been found to cause AIDS. It was first isolated in West
Africa. Although HIV-1 and HIV-2 are similar in their viral structure, modes of transmission, and
resulting opportunistic infections, they have differed in their geographical patterns of infection.

I

IMMUNE DEFICIENCY

A breakdown or inability of certain parts of the immune system to function, thus making a person
susceptible to certain diseases that they would not ordinarily develop.

IMMUNE RESPONSE
The activity of the immune system against foreign substances.

IMMUNE SYSTEM
The body’s complicated natural defence against disruption caused by invading foreign agents (e.g.
microbes, viruses). There are two aspects of the immune system’s response to disease: innate and
acquired. The innate part of the response is mobilized very quickly in response to infection and does
not depend on recognizing specific proteins or antigens foreign to an individual’s normal tissue. It
includes complement, macrophages, dendritic cells, and granulocytes. The acquired, or learned, immune
response arises when dendritic cells and macrophages present pieces of antigen to lymphocytes,
which are genetically programmed to recognize very specific amino acid sequences. The ultimate
result is the creation of cloned populations of antibody-producing B cells and cytotoxic T lymphocytes
primed to respond to a unique pathogen.



 ~    97    ~

IMMUNOCOMPROMISED

Refers to an immune system in which the ability to resist or fight off infections and tumours is subnormal.

IMMUNODEFICIENCY

Breakdown in immunocompetence when certain parts of the immune system no longer function. This
condition makes a person more susceptible to certain diseases.

INFORMED CONSENT
The permission granted by an individual or patient undergoing any kind of intervention (such as an
operation or a vaccine trial), or a participant in a research study (including medical research) after he/
she has received comprehensive information about the study. This is a statement of trust between the
institution performing the research procedure and the person (e.g. a patient) on whom the research
procedures are to be performed. This includes, for example, the type of protection available to people
considering entering a drug trial. Before entering the trial, participants must sign a consent form that
contains an explanation of:

(a) why the research is being done,

(b) what the researchers want to accomplish,

(c) what will be done during the trial and for how long,

(d) what the risks associated with the trial are,

(e) what benefits can be expected from the trial,

(f) what other treatments are available, and

(g) the participant’s right to leave the trial at any time.

Informed consent also pertains to situations where certain tests need to be performed.

INJECTING DRUG USERS (IDUs)

This term is preferable to drug addicts, which is seen as derogatory, often resulting in alienation
rather than creating the trust and respect required when dealing with those who inject drugs.

ISONIAZID (INH)

A medicine used as part of a combination to treat tuberculosis. INH is also used alone to prevent
tuberculosis in people who have been exposed. The chief toxic effect involves the liver, so people on
this medicine need to have their liver enzymes checked periodically.

K

KAPOSI’S SARCOMA

An AIDS-defining illness consisting of individual cancerous lesions caused by an overgrowth of blood
vessels. Kaposi’s sarcoma (KS) typically appears as pink or purple painless spots or nodules on the
surface of the skin or oral cavity. KS also can occur internally, especially in the intestines, lymph nodes,
and lungs, and in this case is life threatening. The cancer may spread and also attack the eyes. There
has been considerable speculation that KS is not a spontaneous cancer but is sparked by a virus. A
species of herpes virus—also referred to as Kaposi’s sarcoma herpes virus (KSHV) or HHV-8—similar
to the Epstein-Barr virus is currently under extensive investigation. Up to now, KS has been treated
with alpha interferon, radiation therapy (outside the oral cavity), and various systemic and intralesional
cancer chemotherapies.

L

LYMPHOID INTERSTITIAL PNEUMONITIS (LIP)

A type of pneumonia that affects 35-40 per cent of children with AIDS, which causes hardening of
the lung membranes involved in absorbing oxygen. LIP is an AIDS-defining illness in children. The
etiology (cause) of LIP is not clear. There is no established therapy for LIP, but the use of corticosteroids
for progressive LIP has been advocated.
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LYMPHOMA

Cancer of the lymphoid tissues. Lymphomas are often described as being ‘large cell’ or ‘small cell’
types, cleaved or non-cleaved, or diffuse or nodular. The different types often have different prognoses
(i.e. prospect of survival or recovery). Some of these lymphomas are named after the physicians who
first described them (e.g. Burkitt’s lymphoma, Hodgkin’s disease). Lymphomas can also be referred to
by the organs where they are active such as CNS lymphomas, which are in the central nervous system,
and GI lymphomas, which are in the gastrointestinal tract. The types of lymphomas most commonly
associated with HIV infection are called non-Hodgkin’s lymphomas or B cell lymphomas. In these
types of cancers, certain cells of the lymphatic system grow abnormally. They divide rapidly, growing
into tumours.

M

MAP

Acronym for the Multi-country HIV/AIDS Program for Africa, undertaken by the World Bank.

MARKETING AUTHORIZATION

An official document issued by the competent drug regulatory authority for the purpose of marketing
or free distribution of a product after evaluation for safety, efficacy and quality. It must set out, inter
alia, the name of the product, the pharmaceutical dosage form, the quantitative formula (including
excipients) per unit dose (using INNs or national generic names where they exist), the shelf-life and
storage conditions, and packaging characteristics. It specifies the information on which authorization
is based (e.g. “The product(s) must conform with all the details provided in your application and as
modified in subsequent correspondence”). It also contains the product information approved for
health professionals and the public, the sales category, the name and address of the holder of the
authorization, and the period of validity of the authorization.

Once a product has been given marketing authorization, it is included on a list of authorized products—
the register—and is often said to be ‘registered’ or to ‘have registration’. Market authorization may
occasionally also be referred to as a licence or product licence.

MICROBICIDE

An agent (e.g. a chemical or antibiotic) that destroys microbes. New research is being carried out to
evaluate the use of rectal and vaginal microbicides to inhibit the transmission of sexually transmitted
infections, including HIV.

MSM
Acronym for ‘men who have sex with men’ .  

MTCT
Acronym for ‘mother-to-child transmission’.

MYCOBACTERIUM AVIUM COMPLEX (MAC)
1. A common opportunistic infection caused by two very similar mycobacterial organisms,

Mycobacterium avium and Mycobacterium intracellulare (MAI), found in soil and dust particles.

2. A bacterial infection that can be localized (limited to a specific organ or area of the body) or
disseminated throughout the body. It is a life-threatening disease, although new therapies offer
promise for both prevention and treatment. MAC disease is extremely rare in persons who are not
infected with HIV.

O

OPPORTUNISTIC INFECTIONS

Illnesses caused by various organisms, some of which usually do not cause disease in persons with
healthy immune systems. Persons living with advanced HIV infection suffer opportunistic infections of
the lungs, brain, eyes, and other organs. Opportunistic infections common in persons diagnosed with
AIDS include Pneumocystis carinii pneumonia; Kaposi’s sarcoma; cryptosporidiosis; histoplasmosis;
other parasitic, viral and fungal infections; and some types of cancers.
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ORPHANS

In the context of HIV/AIDS, it is preferable to say ‘children orphaned by AIDS’ or ‘orphans and other
children made vulnerable by HIV/AIDS’. Referring to these children as ‘AIDS orphans’ not only stigmatizes
them, but also labels them as HIV-positive, which they may not necessarily be. Identifying a human
being by his/her medical condition alone also shows a lack of respect for the individual.

P

PALLIATIVE CARE

Palliative care is an approach to life-threatening chronic illnesses, especially at the end of life. Palliative
care combines active and compassionate therapies to comfort and support patients and their families
who are living with life-ending illness. Palliative care strives to meet physical needs through pain relief
and maintaining quality of life while emphasizing the patient’s and family’s rights to participate in
informed discussion and to make choices. This patient- and family-centred approach uses the skills of
interdisciplinary team members to provide a comprehensive continuum of care including spiritual and
emotional needs.

PANDEMIC
A disease prevalent throughout an entire country, continent, or the whole world.

PEOPLE LIVING WITH HIV/AIDS (PLWHA)
With reference to those living with HIV/AIDS, it is preferable to avoid certain terms: AIDS patient
should only be used in a medical context (most of the time, a person with AIDS is not in the role of
patient); the term AIDS victim or AIDS sufferer implies that the individual in question is powerless, with
no control over his/her life. It is preferable to use ‘people living with HIV/AIDS (PLWHA)’, since this
reflects the fact that an infected person may continue to live well and productively for many years.
Referring to PLWHA as innocent victims (which is often used to describe HIV-positive children or people
who have acquired HIV medically) wrongly implies that people infected in other ways are somehow
deserving of punishment. It is preferable to use PLWHA, or ‘people with medically-acquired HIV’, or
‘children with HIV’.

PERINATAL TRANSMISSION

Transmission of a pathogen, such as HIV, from mother to baby before, during, or after the birth
process. Ninety percent of children reported with AIDS acquired HIV infection from their HIV-infected
mothers.

PHASE I TRIALS
Involve the initial introduction of an investigational new drug into humans. Phase I trials are closely
monitored and may be conducted in patients or in healthy volunteers. The studies are designed to
determine the metabolism and pharmacological actions of the drug in humans, safety, side effects
associated with increasing doses and, if possible, early evidence of effectiveness. The trials also can
include studies of structure-activity relationships, mechanisms of action in humans, use of the
investigational drug as research tools to explore biological phenomena, or disease processes. The
total number of patients included in Phase I studies varies but is generally in the range of 20 to 80.
Sufficient information should be obtained in the trial to permit design of well-controlled, scientifically
valid Phase II studies.

PHASE II TRIALS

Include controlled clinical studies of effectiveness of the drug for a particular indication or indications
in patients with the disease or condition under study, and determination of common, short-term side
effects and risks associated with the drug. Phase II studies are typically well controlled, closely monitored,
and usually involve no more than several hundred patients.

PHASE III TRIALS

Expanded controlled and uncontrolled studies. They are performed after preliminary evidence of drug
effectiveness has been obtained. They are intended to gather additional information about effectiveness
and safety that is needed to evaluate the overall benefit-risk relationship of the drug and to provide
adequate basis for physician labelling. These studies usually involve anywhere from several hundred
to several thousand subjects.



~    100    ~

PHASE IV TRIALS

Post-marketing studies, carried out after licensure of the drug. Generally, a Phase IV trial is a randomized,
controlled trial that is designed to evaluate the long-term safety and efficacy of a drug for a given
indication. Phase IV trials are important in evaluating AIDS drugs because many drugs for HIV infection
have been given accelerated approval with small amounts of clinical data about the drugs effectiveness.

PNEUMOCYSTIS CARINII PNEUMONIA (PCP)
An infection of the lungs caused by Pneumocystis carinii, which is thought to belong to protozoa but
may be more closely related to a fungus. P. carinii grows rapidly in the lungs of persons with AIDS and
is a frequent AIDS-related cause of death. P. carinii infection may sometimes occur elsewhere in the
body (skin, eye, spleen, liver, or heart). The standard treatment for persons with PCP is a combination
of trimethoprim and sulfamethoxazole (TMP/SMX, also known as co-trimoxazole), dapsone, or
pentamidine.

PROPHYLAXIS

Preventive therapy; ‘primary prophylaxis’ is given to at-risk individuals to prevent a first infection by,
say, PCP; ‘secondary prophylaxis’ is given to prevent recurrent infections.

PROTEASE

An enzyme used by HIV to process new copies of the virus after it has reproduced; drugs specifically
aimed at this enzyme are called ‘protease inhibitors’ (see below). Human cells also use protease
enzymes, but they are different from the HIV protease.

PROTEASE INHIBITORS
Antiviral drugs that act by inhibiting the virus protease enzyme, thereby preventing viral replication.
Specifically, these drugs block the protease enzyme from breaking apart long strands of viral proteins
to make the smaller, active HIV proteins that comprise the virion. If the larger HIV proteins are not
broken apart, they cannot assemble themselves into new functional HIV particles. The protease inhibitors
include amprenavir, indinavir, lopinavir, nelfinavir, ritonavir, and saquinavir. Protease inhibitors are
associated with lipodystrophy and metabolic side effects.

R

RESISTANCE

The ability of an organism, such as HIV, to overcome the inhibitory effect of a drug, such as AZT or a
protease inhibitor.

RETROVIRUS

A type of virus that, when not infecting a cell, stores its genetic information on a single-stranded RNA
molecule instead of the more usual double-stranded DNA. HIV is an example of a retrovirus. After a
retrovirus penetrates a cell, it constructs a DNA version of its genes using a special enzyme called
reverse transcriptase. This DNA then becomes part of the cell’s genetic material.

RITONAVIR

A protease inhibitor antiretroviral medicine used in HIV-infection, as a booster to increase effect of
indinavir, lopinavir or saquinavir and in combination with two other antiretroviral medicines.

S

SECOND GENERATION SURVEILLANCE
Built upon a country’s existing data collection system, second generation HIV surveillance systems are
designed to be adapted and modified to meet the specific needs of differing epidemics. For example,
HIV surveillance in a country with a predominantly heterosexual epidemic will differ radically from
surveillance in a country where HIV infection is mostly found among men who have sex with men
(MSM) or injecting drug users (IDUs). This form of surveillance aims to improve the quality and diversity
of information sources by developing and implementing standard and rigorous study protocols, using
appropriate methods and tools.
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SENTINEL SURVEILLANCE

This form of surveillance relates to a particular group (such as men who have sex with men) or activity
(such as sex work) that acts as an indicator of the presence of a disease.

SEROCONVERSION
The development of antibodies to a particular antigen. When people develop antibodies to HIV, they
‘seroconvert’ from antibody-negative to antibody-positive. It may take from as little as one week to
several months or more after infection with HIV for antibodies to the virus to develop. After antibodies
to HIV appear in the blood, a person should test positive on antibody tests.

SEROLOGIC TEST

Any of a number of tests that are performed on the clear portion of blood. Often refers to a test that
determines the presence of antibodies to antigens such as viruses.

SEROPREVALENCE
As related to HIV infection, the proportion of persons who have serologic (i.e. pertaining to serum)
evidence of HIV infection at any given time.

SEROSTATUS
A generic term that refers to the presence/absence of antibodies in the blood. Often, the term refers
to HIV antibodies.

SEXUALLY TRANSMITTED INFECTION (STI)

Also called venereal disease (VD), an older public health term, or sexually transmitted diseases (STDs).
Sexually transmitted infections are spread by the transfer of organisms from person to person during
sexual contact. In addition to the ‘traditional’ STIs (syphilis and gonorrhoea), the spectrum of STIs
now includes HIV, which causes AIDS; Chlamydia trachomatis; human papilloma virus (HPV); genital
herpes; chancroid; genital mycoplasmas; hepatitis B; trichomoniasis; enteric infections; and ectoparasitic
diseases (i.e. diseases caused by organisms that live on the outside of the host’s body). The complexity
and scope of STIs have increased dramatically since the 1980s; more than 20 organisms and syndromes
are now recognized as belonging in this category.

SEX WORKER
This term is preferable to ‘prostitute’, ‘whore’ and ‘commercial sex worker’, which have negative
connotations. The term ‘sex worker’ is non-judgemental and recognizes the fact that people sell their
bodies as a means of survival, or to earn a living.

SURVEILLANCE

The ongoing and systematic collection, analysis, and interpretation of data about a disease or health
condition. Collecting blood samples for the purpose of surveillance is called serosurveillance.

STEVENS-JOHNSON SYNDROME

A severe and sometimes fatal form of erythema multiforme that is characterized by severe skin
manifestations; conjunctivitis (eye inflammation), which often results in blindness; Vincent’s angina
(trench mouth); and ulceration of the genitals and anus.

SURROGATE MARKER
Something that indirectly reflects the patient’s current clinical condition. For example, the number of T
cells tells us something about how much damage HIV has done, but it is not a direct measure of how
much virus is present.

SUSCEPTIBLE

Vulnerable or predisposed to a disease.

SYMPTOMS

Any perceptible, subjective change in the body or its functions that indicates disease or phases of
disease, as reported by the patient.
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SYNDROME

A group of symptoms as reported by the patient and signs as detected in an examination that together
are characteristic of a specific condition.

SYPHILIS
A disease—primarily sexually transmitted—resulting from infection with the spirochete (a bacterium),
Treponema pallidum. Syphilis can also be acquired in the uterus during pregnancy.

SYSTEMIC
Concerning or affecting the body as a whole. A systemic therapy is one that the entire body is exposed
to, rather than just the target tissues affected by a disease.

T

T4 CELL

(Also called T-helper cell). Antibody-triggered immune cells that seek and attack invading organisms.
Macrophages summon T4 cells to the infection site. There the T4 cell reproduces and secretes its
potent lymphokines that stimulate B cell production of antibodies; signal natural killer or cytotoxic
(cell-killing) T cells; and summon other macrophages to the infection site. In healthy immune systems,
T4 cells are twice as common as T8 cells. If a person has AIDS, the proportion is often reversed. The
virus enters T4 cells through its receptor protein and encodes its genetic information into the host
cell’s DNA, making T cells virtual viral factories. HIV-infected T4 cells may not die, but, rather, may
cease to function. They also begin to secrete a substance known as Soluble Suppressor Factor that
inhibits the functioning of even unaffected T cells.

T8 CELL

Also called killer cells. Immune cells that shut down the immune response after it has effectively wiped
out invading organisms. Sensitive to high concentrations of circulating lymphokines, T8 cells release
their own lymphokines when an immune response has achieved its goal, signalling all other participants
to cease their coordinated attack. A number of B lymphocytes remain in circulation in order to fend off
a possible repeat attack by the invading organism. With HIV, however, the immune system’s response
system does not work. T4 cells are dysfunctional, lymphokines proliferate in the bloodstream, and T8
cells compound the problem by misreading the oversupply of lymphokines as meaning that the immune
system has effectively eliminated the invader. So while HIV is multiplying, T8 cells are simultaneously
attempting to further shut down the immune system. The stage is set for normally repressed infectious
agents, such as PCP or CMV, to proliferate unhindered and to cause disease. 

TESTOSTERONE
A male hormone (also present in females, in lower concentrations) that affects muscle mass; it can be
used therapeutically in people with HIV infection to promote weight gain and improve sex drive.

THERAPEUTIC HIV VACCINE

Also called treatment vaccine. A vaccine designed to boost the immune response to HIV in persons
already infected with the virus. A therapeutic vaccine is different from a preventive vaccine, which is
designed to prevent a disease from becoming established in a person.

THRUSH
Sore patches in the mouth caused by the fungus Candida albicans. Thrush is one of the most frequent
early symptoms or signs of an immune disorder. The fungus commonly lives in the mouth, but only
causes problems when the body’s resistance is reduced either by antibiotics that have reduced the
number of competitive organisms in the mouth, or by an immune deficiency such as HIV disease.

TOXOPLASMOSIS

A parasitic infection of the brain, caused by an organism called a protozoan. Many people are infected
by this bug without knowing it. Symptoms include fever, headache, confusion, seizures and, if untreated,
coma. Toxoplasmosis is a risk for those with very low T cell counts. If one becomes infected, one must
take medication indefinitely, to prevent the infection from recurring.
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TRANSMISSION

In the context of HIV disease: HIV is spread most commonly by sexual contact with an infected partner.
The virus can enter the body through the mucosal lining of the vagina, vulva, penis, rectum, or, rarely,
the mouth during sex. The likelihood of transmission is increased by factors that may damage these
linings, especially other sexually transmitted diseases that cause ulcers or inflammation. HIV also is
spread through contact with infected blood, most often by the sharing of drug needles or syringes
contaminated with minute quantities of blood containing the virus. Children can contract HIV from
their infected mothers during either pregnancy or birth, or post-natally, through breast-feeding. In
developed countries, HIV is now only rarely transmitted by transfusion of blood or blood products
because of screening measures.

TUBERCULOSIS (TB)
A bacterial infection caused by Mycobacterium tuberculosis. TB bacteria are spread by airborne droplets
expelled from the lungs when a person with active TB coughs, sneezes, or speaks. Exposure to these
droplets can lead to infection in the air sacs of the lungs. The immune defences of healthy people
usually prevent TB infection from spreading beyond a very small area of the lungs. If the body’s
immune system is impaired because of infection with HIV, aging, malnutrition, or other factors, the TB
bacterium may begin to spread more widely in the lungs or to other tissues. TB is seen with increasing
frequency among persons infected with HIV. Most cases of TB occur in the lungs (pulmonary TB).
However, the disease may also occur in the larynx, lymph nodes, brain, kidneys, or bones
(extrapulmonary TB). Extrapulmonary TB infections are more common among persons living with HIV.

U

UNIVERSAL PRECAUTIONS
A simple standard of infection control practice to be used to minimize the risk of blood-borne pathogens.

V

VACCINE

A substance that contains antigenic components from an infectious organism. By stimulating an immune
response—but not the disease—it protects against subsequent infection by that organism. There can
be preventive vaccines (e.g. measles or mumps) as well as therapeutic (treatment) vaccines.

VAGINAL CANDIDIASIS
Infection of the vagina caused by the yeast-like fungus Candida (especially Candida albicans). Symptoms
include, pain, itching, redness, and white patches in the vaginal wall. It can occur in all women, but is
especially common in women with HIV infection. The usual treatment is a cream applied locally to the
vagina. Women with HIV infection may experience frequent re-occurrence of symptoms and may require
systemic medications in order to treat these symptoms successfully.

VCT
Acronym for ‘voluntary counselling and testing’.

VERTICAL TRANSMISSION
Transmission of a pathogen such as HIV from mother to fetus or baby during pregnancy or birth.

VIRAL BURDEN
The amount of HIV in the circulating blood. Monitoring a person’s viral burden is important because
of the apparent correlation between the amount of virus in the blood and the severity of the disease:
sicker patients generally have more virus than those with less advanced disease. A new, sensitive,
rapid test—called the viral load assay for HIV-1 infection—can be used to monitor the HIV viral burden.
This procedure may help clinicians to decide when to give anti-HIV therapy. It may also help investigators
determine more quickly if experimental HIV therapies are effective.
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VIRAL LOAD TEST

In relation to HIV: Test that measures the quantity of HIV RNA in the blood. Results are expressed as
the number of copies per millilitre of blood plasma. Research indicates that viral load is a better
predictor of the risk of HIV disease progression than the CD4 count. The lower the viral load the
longer the time to AIDS diagnosis and the longer the survival time. Viral load testing for HIV infection
is being used to determine when to initiate and/or change therapy.

VIRUS

Organism composed mainly of nucleic acid within a protein coat, ranging in size from 100 to 2000
angstroms (unit of length; one angstrom is equal to one hundred millionth of a centimetre). When
viruses enter a living plant, animal, or bacterial cell, they make use of the host cell’s chemical energy
and protein—and nucleic acid—synthesizing ability to replicate themselves. Nucleic acids in viruses
are single stranded or double stranded, and may be DNA (deoxyribonucleic acid) or RNA (ribonucleic
acid). After the infected host cell makes viral components and virus particles are released, the host cell
is often dissolved. Some viruses do not kill cells but transform them into a cancerous state; some cause
illness and then seem to disappear, while remaining latent and later causing another, sometimes
much more severe, form of disease. In humans, viruses cause—among others—measles, mumps,
yellow fever, poliomyelitis, influenza, and the common cold. Some viral infections can be treated with
drugs.

Sources: www.unaids.org 
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Appendix

Inventory of HIV/AIDS Institutions in Uganda

Instutution Address Services offered

1. World Vision International P. O. Box 5319 Kampala Training of community Volunteers Trainers:
Tel: 041 345758/543717/251642 Counseling and care of PLWAs: Supplementary
Mob: 077 408287 drugs to health facilities: Renovation of health
Contact Person: Robby Muhumuza facilities
Location: Plot 15B Nakasero Kampala

2. Youth With a Mission P. O. Box 739 Jinja Education: Counselling: Training: IGAs; Clinic;
Tel: 043-121002 Women’s groups
Mob: 077 5011043
Email: ywam-jinja@maf.org
Contact Person: Samuel G. Kisoro
Location: Hopeland, Wairaka Jinja

3. Uganda Youth Anti-AIDS P. O. Box 11407 Kampala Advocacy: Education: Condom promotion and
Association Tel: 041 252740 distribution

Email: uyaas@inforcom.co.ug
Contact Person: Sande P. Ndimwibo
Location: Plot 28/30 Bombo Road

4. Women Alliance and P.O. Box 634 Iganga Gender Advocacy: Training: Family planning
Children Affairs (WAACHA) Contact Person: Susane Isanga education: Anti AIDS Drama

Location: Bubogo Village Kaliro Rd.
Namungalwe Sub-County

5. Uganda Network of AIDS Nakulubye-Balintuma Rd. Research and training
Service Organisations P.O. Box 27346 Kampala

Tel: 256-41 530277
Mob: 077 486507
Email: unaso@africaonline.co.ug

6. ACOWA Family P. O. Box 283 Soroti Education; Health care, Income Generation;
Helper Project Location: Katwaki District Agriculture, HIV/AIDS/STD prevention

7. ACTION Aid Uganda P. O. Box 676 Kampala Education: HIV/AIDS: Emergencies: Gender:
Tel: 267738/267863 Savings and Credit
Mob: 075 739739
Fax: 041 267738/267863
Email: aau@imul.com
Location: Plot 2514/15 Kasanga,
Gaba Rd.
Contact person: Meenu Vadera

8. AIDS Action Uganda P. O. Box 450 Mukono Counselling: Awareness campaigns:
Tel: 041-290967 Reproductive health: Home visiting; training;
Fax: 041-29021 IGAs
Contact person: Ngandu Mukono
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9. AIDS Care Education P. O. Box 9710 Kampala Life skills education, TOT, research;
And Training (ACET) Tel: 041-267826 Organization development; Capacity building

Mob: 077 411417/429219
Fax: 041-267836
Email: acet@afsat.com
Contact Person: David Kabiswa
Location: Off Kizungu Lane Makindye
Kampala

10. AIDS Education Group for Mob: 077 614 540 To reduce the spread of HIV/AIDS/STIs and
Youth Fax: 043-353070 its socio-economic impact

Contact Person: Leo Waibi Among people Counseling, IEC, training;
Mmerewoma material support
Location: Namwenda Rd Kamuli

11. AIDS Information Centre P. O. Box 10446 To reduce the spread of HIV and mitigate the
(AIC) Tel: 041 27433/231528 impact through voluntary counseling and testing

Mob: 077 4551999 VCT; STDs management and training, family
Email- aidsinfo@imul.com planning, information dissemination; post test
Contact person: Jane Batte clubs
Location: Plot 1321 Block 12
Mussajja Alumbwa Rd. Kampala

12. Aminit AID to AIDS Project P. O. Box 16 Sironko-Mbale Counselling, HIV/AIDS awareness;
Mob: 075 625889 Sensitisation, school fees and Medical Support,
Contact person: Wabwire Martin life skills education
Location: Kolir Sub county Kumi

13. Atutur Youth’s Efforts for C/o P. O. Box 22 Kumi To sensitise community on AIDS Awareness
Development Mob: 077 414327

Contact person: Okalany William Drama shows, counseling; sports activities;
Location: Malera Rd. constructing shelter for the needy
Atutur Trading Centre

14. Budiope Welfare and AIDS P. O. Boz 9117 Kampala Psycho-social support; nutritional advice,
Action Initiative Mob: 077 590246 training

Contact Person: Namulondo Joyce
Email- namulondo@yahoo.com
Contact person: Nakabira Buyende
Location: Kamuli District

15. Bwahiha Child Mob: 077 647011/601301 To promote positive behaviour that do not
Development centre Contact person: Oketcho John Francis expose children to HIV/AIDS

Location: Namayingo Rd.
Lumino Busia Home visiting, medical care; counseling;

sensitization; skills training

16. Care for AIDS victims P. O. Box 714 Kampala Empowering beneficiaries; sensitization on
Mob: 077 401549 HIV/AIDS and family planning; provision of
Contact person: Fred Banana school fees; funding for HIV/AIDS medical
Location: Plot 549 Bombo Rd. treatment and nutrition
Makerere

17. Community Awareness and P. O. Box 4529 Kampala To reduce the spread of HIV/AIDS and mitigate
Response on AIDS (CARA) Tel: 041 290995 its impacts Home visits, sensitization; condom

Contact Person: Kabiyamba D. Willy distribution; clinic; referral services
Location: Kayunga-Mukono
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18. Compassion International P. O. Box 8936 Kampala AIDS preventive awareness, counseling,
Tel: 041 220062/222457/220336 special care for children infected and affected by
Mob: 077 457598 HIV/AIDS; medical treatment; learning
Fax: 041 220672
Email- ugmail@ug.ci.org
Contact person: Mr. Jacques Masiko
Location: Prince Anne,
Bugolobi Kampala

19. Culvary Charismatic P. O. Box 108 Kamuli To encourage behaviour change AIDS
AIDS Service Contact person: Beatrice Ssengendo education; counseling; home Care, home visits

Location: Saza Rd. Kamuli

20. Deliverance Church P. O. Box 1431 Jinja Effective church based strategies to address
Uganda (TIAP) Tel: 043 121014 issues/effects of HIV/AIDS In Uganda

Mob: 077 431731
Fax: 043 121322 Training; counseling AIDS care
Email: source@infocom.co.ug
Contact person: Samuel E. Mugote
Location: Plot 31C Lubas Rd. Jinja

21. Faith Action Ltd Contact person: John Okure HIV/AIDS education sensitization, Orphan
sponsorship and afforestation

22. Friends of Christ C/o. P. O. Box 6 Busia Training of counselors, counseling, home case;
Revival Ministries Mob: 077 647011/463616 HIV testing; advocating for the rights of orphans
(FOCREV) Contact person: Oketho John Francis

Location: Namayingo Rd. Lumino Busia

23. Good Shepherd Support P.O. Box 22338 Kampala To reduce the spread of HIV/AIDS
Centre Contact person: Vincent Wandera

Location: Katosi Mukono Sensitisation; seminar, IGAs

24. Grassland Foundation P. O Box 21354 Kampala To support HIV/AIDS prevention among local
Tel: 041 347881 communities
Email: grasfo@africaonline.co.ug Training, counseling; succession planning;
Contact person: Madina Nakibirige orphan support

25. Health Need Uganda P. O. Box 180 Soroti To minimize effect of HIV/AIDS through
(HNU) Tel: 045 61222 prevention of HIV transmission and care of

Email: hnu@africaonline.co.ug. those infected and affected
Contact person: Ochen Richard Education, sensitization; home care, advocacy,
Location: Ijara Rd. Soroti monitoring and  evaluation

26. Hossanna Development P. O. Box 2387 Mbale To achieve sustainable development for better
Project C/o Mob: 077 593985 health

C/o Fax: 045 34461
Contact person: Rev. Asinge Stephen Health care, Aids control, etc

27. Islamic Medical Association P. O. Box 2773 Kampala HIV/AIDS awareness; reproductive health,
of Uganda (IMAU) Tel/fax: 041 272812/251443 education

Contact person: Dr. M. Kagimu
Location: Old Kampala

28. Jinja Anti-AIDS Crusade C/o P. O. Box 577 Jinja To enhance the capacity of people living with
(JAAC) Tel: 120904 HIV/AIDS to participate in HIV prevention and

Contact person: James Wamimbi AIDS care activities both at district and local
Baxi Rd. Jinja Main Hospital levels

Home visits, training PHA; HIV/AIDS education

29. Kabanga Health Care and P. O. Box 583 Mukono HIV/AIDS affected families
Adult Education Association Contact person: Sylivia Musoke Wava Community awareness and training; counselling
(KAHCAEA) Location: Mubanda Ntenjeru-Bule and testing, home care

Mukono



~    108    ~

30. Kamuli Mission Hospital P. O. Box 99 Kamuli To prevent HIV/AIDS /STDs spread and
AIDS Department Tel: 043 353018 reduce HIV/AIDS infection rate among the

Mob: 077 412797 population
Contact person: Dr. Eliziuss Awareness and sensistisation, counseling and

home visits, diagnosis and treatment, promotion
of self-reliance

31. Kamuli Modern Herbal P. O. Box 319 Kamuli To attain improved HIV/AIDS and STD
Association (KAMOHE) Contact person: Katumba Bbira Traditional health care

Training, lobbying and advocacy

32. Kashaari Healers P. O. Box 51 Kampala To unite traditional healers in the fight
Initiative Against AIDS Fax: 0485-21304 against AIDS

Contact person: Sam Karemire
Location: Bukiro Sub County Head Training, counseling; community education and
quarters sensitisation

33. Katakwi Integrated P. O. Box 77 Katakwi HIV/AIDS awareness, counseling, drama,
Development (KIDO) Mob: 077 645288 mobilisation

Contact person: Hellen Asibo
Location: Onangole

34. Kisozi Association for P. O. Box 801 Kisozi-Kamuli To improve the quality of life of people affected
sustainable agriculture Contact Person: Kiyuba David and infected with HIV/AIDS
(KASA) Location: Kisozi-Kamuli Networking, capacity building, IGAs

35. Kisubi Hospital AIDS P.O. Box 40 Kisubi To improve health condition of PHAs so that
Programme Tel: 041 320046 they acquire skills for their own Development

Mob: 077 458837 services
Fax: 041 320046
Contact person: Sr. M. A. Christine Income generation activities IGA, skill Training,
Location: Entebbe Rd. revolving fund, Networking Capacity building

36. Uganda Orphans Rural P. O. Box 853 Tororo To see a healthy, economically productive,
Development Tel: 045 44023 literate and HIV/AIDS free Tororo district
programmes (UORDP) Mob: 075 621842 integrated to the socio-economic progress of

E.mail: uordp@africaonline.co.ug UGANDA
Contact person: Apolo Joramogi

37. Uganda People’s Defense P. O. Box 28814 Kampala To build the institutional capacity and frame work
Forces-PTC and GIPA Mob: 077 488254 for supporting members of UPDF in coping with
Project Fax: 041 349919 HIV/AIDS infection and effects

Email: talusta@cyberworld.co.ug Activities/services:
Contact person: Capt Stephen - Counselling; and education and sensition of
Talugende HIV/AIDS; medical care.

38. Uganda Red Cross Society P. O. 763 Soroti - To alleviate human suffering
E-mail: rpmsoroti@afsat.com - Training, blood donor recruitment;
Contact person: Okurut Samuel Patrick counselling, relief and condom distribution

39. Uganda Small Scale P. O. Box 1 Kamuli - To improve the standards of living of people
Industries Association Tel: 043 353168 infected and affected with HIV/AIDS

Fax: 043 353070 Activities/Services:
Contact person: Isooke Juma Self help reliance training; counselling

40. Kumi District Scouts Council P. O. Box 44 Kumi - Developing positive attitude towards
Contact person: Pascal Olupot immunization of children and awareness of

hazards of HIV/AIDS
Activities/Services:
- Capacity building: training of peer trainers:

community crusades, monitoring peer group
activities
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41. Length Care Foundation P. O. Box 59 Kumi - To offer holistic support to persons infected
(LCF) Contact person: Oluka Robert and affected by HIV/AIDS

Activities/Services:
Sensitisation; farming care and support to HHA;
orphans

42. Lira Apac Community AIDS P. O. Box 572 Lira Activities/Services:
Prevention Initiative Tel: 04*20242 Training counselling; home care; referrals
(LACAPI) Contact person: Christine Atyam

43. Madi Aids Control Initiative P. O. Box 30156 Kampala - Reduce the spread of HIV/STDs through
(MACI-Uganda) Tel: 041 286712 promotion of sustained positive reproductive

Mob: 077 499416 health behaviour
Fax: 041 286712 Activities/Services:
E-mail MACIUG@capp.ch IEC-women, youth on HIV/AIDS; counselling,
Contact person: Idro Jean Williams/ care and support; community leaders’ capacity
Susan Anyait building, domestic violence; VCCT.

Female condom promotion; PLWA capacity on
IGA management on small scale.

44. Kashaari Healers Initiative P. O. Box 51 Kampala - To unite traditional healers in the fight against
Against AIDS Fax: 0485 21304 AIDS

Bukiro Sub county Headquarters Activities/Services:
Contact person: Sam Karemire Training; counselling: community education;

sensitization.

45. Kasozi Association for P. O. Box 801 Kisozi – Kamuli - To improve the quality of life of people effected
Sustainable (KASA) Contart person: Kiyuba S. David and infected with HIV/AIDS

Activities/Services:
Networking; capacity building; IGAs

46. Kisubi Hospital AIDS P. O. Box 40 Kisubi - Entebbe - to improve health conditions of PHAS so that
Programme Tel: 041 320046 they acquire skills for their won development.

Mob: 077 458837 Activities/Services:
Fax: 041 320046 Income generation Activities (IGA) skills training;
Contact person: Sr. M. A. Christine revolving fund; Networking, capacity building.

47. Kitala Herbalists and P. O. Box 91 Abaita Ababiri Entebbe - To combat the spread of AIDS by providing
AIDS Research Group Contact person: Semujjukwa Dominic medical and non-medical care to the

community
Activities/Services:
Workshops and seminars for primary and
secondary students

48. Kumi District Network of P. O. Box 25 Kumi - To prevent the spread of HIV/AIDS
People Living with AIDS Contact person: Aguti Christine Activities/Services:
(KUDINET+) HIV/AIDS awareness; sensitization, capacity

building

49. Kumi AIDS Support P. O. Box 101 Kumi - To prevent further spread of HIV infection and
Organisation (KASO) Contact person: Samuel Alutia mitigation of the socio-economic ill effects of

HIV/AIDS
Activities/Services:
Education, sensitisation, moral and material
support, counselling, capacity building for
communities

50. Mubulamuti Health Care P. O. Box 29 Kamuli – Jinja - HIV/AIDS prevention and care
Services C/o Tel: 043 121294 Activities/Services:

Mob: 077 409727 Counselling, health education, sensitisation,
Contact person: Wakaisuka Isaakwa clinic
Moses
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51. Medicins du Monde P. O. Box 170 Kyotera – Rakai - Reduce the spread of HIV/AIDS
Tel: 041 266427 Activities/Services:
Mob: 077 76647/077468434 Peer education; women programmes, home
Fax: 041 267520 based care, HIV testing, counselling
E-mail: kakuuto@mdm.bushnet.net
Contact person: David Kigongo

52. Mengo Hospital P. O. Box 7161 Kampala - Improving the quality of life of people infected
Tel: 041 270222/3 and affected by HIV/AIDS
Mob: 077 460319 Activities/Services:
Fax: 041 340466 Counselling; community training; medical
E-mail: mengohosp@swiftuganda.com support
Contact person: Dr. Edith Namulema

53. Mobile AIDS Home Care P. O. Box 413 Masaka - To promote the capacity of targeted
and Orphans programme Tel: 0481 20097 comminutes in order to address the
Kitovu Mob: 077 415421 physchosocial and economic impact of

Fax: 0481 20514 HIV/AIDS
Contact person: Robina Ssentongo Activities/Services:

Medical palliative care, counselling, HIV testing,
health education, HIV/AIDS awareness,
behaviour change, support to orphans

54. National Community of P. O. Box 245 Iganga - To improve the quality of life of women living
Women with HIV/AIDS Contact person: Naikoba Apofia with HIV/AIDS and their families
(NACWOLA-Iganga) Activities/Services:

Counselling, home care, tailoring IGA

55. Namirembe Diocese P. O. Box 1497 Kampala - Improved quality of life and improved
HIV/AIDS AND RH Tel: 041 270708 Reproductive Health
Programmes Mob: 077 504157 Activities/Services:

Fax: 041 270708 Sensitisation; IEC; capacity building, training,
E-mail: acrecdon@infocom.co.ug church clinic support; counselling, home care

56. National Community of P. O. Box 4485 Kampala - To improve the situation of women living with
Women with HIV/AIDS Tel: 041 258463 HIV/AIDS in Uganda
(NACWOLA) Fax: 041 345293 Activities/Services:

E-mail: nawou@uol.co.ug Sensitisation, seminars, workshops, IGAs

57. National Community of P. O. Box 319 Kamuli - To improve the quality of life of women ling
Women with HIV/AIDS Tel: 043 35318 with HIV/AIDS
(Kamuli) Contact person: Nakangu Idah Activities/Services:

Mobilisation, home visits, women empowerment

58. National Guidance and P. O. Box 10028 Kampala - To enhance capacity of people living with
Empowerment Network Tel: 041 259481 HIV/AIDS to participate in AIDS prevention
(NGEN+) Mob: 077 403836 and care

E-mail: ngen@infocom.co.ug Activities/Services:
Training, campaigns on GIPA

59. Njeru South AIDS P. O. Box 254 Jinja - To mitigate the health and socio-economic
Initiative Programmes Mob: 077 409727 effects of HIV/AIDS at the individual and

Contact person: Kazindula Moses community level
Activities/Services:
Sensitization , counselling, information sharing

60. HIV/AIDS/STDS P. O. Box 6810 Kampala Activities/Services:
(NOPARAS) Tel: 041 56624/567802 Empowerment in communication and

Mob: 077 504489 negotiation skills:
Fax: 041 345597 Counselling, research, provision of awareness
Contact person: John Bosco Odongo on risks: risk prevention and peer sustenance

of prevention strategies.
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61. Nsambya Intergred AIDS/ P. O. Box 7146 Kampala - To provide services to terminally ill AIDS
Home Care Services Tel: 041 267012/266967 patents and their affected families in their home

Mob: 077 416386 environment through a wholistic approach
Fax: 041 267870 Activities/Services:
Contact person: Dr. Maria Nanyonga Medical and nursing care, counselling,

behaviour change programme, pastoral care

62. Pakwach AIDS Care P. O. Box 35 Pakwach To address the social mitigation of HIV/AIDS
Contact person: Pastor Bosco Odiro Activities/Services:

Education, awareness, prevention

63. Pallisa AIDS Support Tel: 045 7502/3 - To prevent further spread of HIV/AIDS
Organisation Contact person: Jackson Okiring Activities/Services:

Sensitisation, counselling drama, mobilization

64. Pamo volunteers Tel: 045 71196 - To have a world where all the vulnerable
Fax: 045 71099 persons are able to participate and develop
Contact person: J. M. S. Omagor their societies

Activities/Services:
HIV/AIDS education, water and sanitation,
environmental protection, agriculture, vocational
training, orphan support.

65. Pentecostal Churches of P. O. Box 278 Bugiri To have a God fearing generation and free
Uganda (AIDS Project) Contact person: Mudope Loyce from HIV/AIDS

Activities/Services:
Sensitisation, Mobilisation, training

66. People with AIDS P. O. Box 644 Iganga - To bring together people with AIDS so that we
Development Association Tel: 043 242131 create empowerment networks
(PADA) Contact person: Walya Sulaimani Activities/Services:

Sensitisation counselling, home care, IGAS

67. Philly Lutaya Initiative P. O. Box 10446 Kampala - Facilitate people’s internalisation and
Tel: 041 2743314 personalisation f the dynamics of HIV/AIDS
Mob: 075 62209 through interpersonal communication with
Email: aidsinfo@imul.com PHAs in an effort to bring about hehaviour
Contact person: Nsubuga Lucy change

68. Rakai AIDS Information P. O. Box 279 Kalisizo - To improve the quality of life of people in rural
Network (RAIN) Tel: 048 22199 communities

Mob: 077 591674 Activities/Services:
Fax: 048 22119 Peer education, counselling, testing, treatment
E-mail: rpkesz@infocom.co.ug of AIDS patients, patients, promotion of
Contact person: Deogratios Kituusibwa community based health care, training of

traditional birth attendants.

69. Revival Mission of P. O. Box 2269 Mblele - Evangelism
Uganda Inc. Mob: 077 648617/ 075 625358 Activities/Services:

Contact person: Bishop David Bikingi Establishing local churches and schools,
HIV/AIDS sensitisation, humanitarian activities

70. Rubaga Hospital P. O. Box 14130 Kampala - To otter quality care to people and communities
Counselling and Home Tel: 041 270203/4 infected and affected with HIV/AIDS and
Care Mob: 077 426692 prevent further spread of the infection

E-mail: restin@37.com Activities/Services:
Contact person: Sr. Resty Ndagano Visit HIV/AIDS awareness and behaviour

change programmes
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71. Scripture Union of Uganda P. O. Box 14231 Kampala Activities/Services:
– AIDS Support Tel: 041 542991 Life skills education, medical advice and
Organisation) E-mail: suuganda@infocom.co.ug support, home visits advocacy awareness

Contact person: Sarah Mirembe

72. Situational ministries P. O. Box 112 Kampala - STDs and AIDS prevention among truck
Uganda (SIMU) Tel: 041 223444 drivers and attracting away drivers from

Mob: 077610141 prostitutes
Fax: 041 223444 Activities/Services:
E- mail: revruteikara@infocom.co.ug Awareness, advocacy, psycho-social support.
Contact person: Rev. Sam L. Ruteikara

73. St. Francis health Care P. O. Box 2210 Jinja Activities/Services:
Services Njeru Mob: 077 409727 Sensitisation, training, counselling, health

Fax: 043 121322 education, home care, reflexiology.
Contact person: Faustine Ngarambe

74. TASO (The AIDS Support P. O. Box 10443 Kampala - To improve the lives of HPAs and their families
Organisation) Tel: 041 567637 so that they can continue living a meaningful

Fax: 567637 life
Fax: 041 566704 Activities/Services:
E-mail: tasodata@imul.com Counselling, training, medical care, social
Contact person: Ms Sophie Mukasa support

75. TASO Mbale P. O. Box 2250 Mbale - To sensitise people on HIV/AIDS
Tel: 045 33507 Activities/Services:
Contact person: Nafuye Daavis Home visits, our reaches, counselling, medical

care

76. TASO Mulago Drama P. O. Box 14485 Kampala - To restore hope and improve and the quality
Group Tel: 041 530034 of life of persons and communities affected by

Fax: 041 530412/541999 AIDS
Contact person: Ignatius David Butuuro Activities/Services:

Counselling, dramma, awareness, home visits

77. TASO – Tororo P. O. Box 777 Tororo - To contribute to the process of restoring hope
Tel: 04* 44109 and improving the quality of life of persons
Mob: 077 466065 and communities affected by HIV/AIDS
Contact person Harrient Mabonga Activities/Services:

Counselling, training, compliment medical
services

78. Teso Islamic Development P. O. Box 224 Soroti - To reduce effects of HIV/AIDS
Organisation (TIDO) Tel: 045 061191 Activities/Services:

Mob: 077 512640 Community mobilization STI/HIV/AIDS
Fax: 045 61191 prevention and control: revolving fund
Contact person: Haji Salim Etegu

79. The Mildmay Centre P. O. Box 24985 Kampala - To provide specialist, alleviative HIV/AIDS
Tel: 041 200862/5-7 care and training
Fax: 041 200861 Activities/Services:
E-mail: mildint2@infocom.co.ug Training, care, mobile clinical training team
Contact person: Sir Denise Douglas

80. THETA P. O. Box 21175 - To improve community health through
Tel: 041 530619/532930 collaboration among healers, biomedical
Fax: 041 530619 workers and the community
E-mail: msftheta@imul.com Activities/Services:
Contact person: Dr. Donna Kabatesi Training, education, research, information

generation and sharing, advocacy
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81. Toil and Promote P. O. Box 53 Kyegegwa - To improve the standards of living of women
Agriculture Contact person: Rwabulemba Nathan and create income generating activities

Activities/Services:
HIV/AIDS awareness apiary project; piggery
project

82. Uganda AIDS Prevention P.O. Box 425 Kampala - To prevent further spread of HIV/AIDS/STIs
and Care Organisation Tel: 041 534373 Activities/Services:
(UAPCO) Mob: 075 643337 Home visits, counselling, awareness, medical

E-mail: uapco@hotmail.com.WWW care
Contact person; Kyamuwendo Amooti
Elijah

83. Uganda Health Care P. O. Box 5642 Kampala - To build community capacity to cope with
Christian Fellowship Tel: 041 532102 effects of HIV/AIDS
(UHCF) Mob: 077 448873 Activities/Services:

Contact person: Racheal Guttabingi Youth prevention program, home care,
counselling, HIV blood test, evangelism,
treatment of opportunistic infections, skills
training. PHA club meeting.
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Uganda is one of most inspiring examples of an effective national response, having successfully 
reduced overall prevalence of HIV since its peak in 1992. This was done through a variety of prevention 
approaches including community mobilization, pioneering nongovernmental organization (NGO) 
projects and public education campaigns emphasizing delayed sexual initiation, partner reduction 
and condom use.  Strong political leadership, destigmatization and open communication were key 
aspects of the Ugandan response to AIDS.

UNAIDS. 2004 Report on the Global HIV/AIDS Epidemic : 4th Global Report. Page 73.

The manual is aimed at educating all workers in general, and trade union members in particular, on 
the subject of HIV/AIDS. It is meant to serve as a useful tool in equipping workers with the basic facts 
about HIV/AIDS, the magnitude and impact of the disease, international and national legislation, 
and, more importantly, the role of organised labour in the fight against the epidemic at the workplace. 
The manual educates the reader about non-discrimination against workers living with HIV/AIDS; 
clauses in collective bargaining agreements; developing preventive education programmes; 
strengthening health and precautions at work; care, support and counselling to workers infected or 
affected by HIV/AIDS and to their families as well.

Jim Baker,
Director,Bureau for Workers’ Activities, ILO

In close collaboration with Bureau for Workers’ Activities of the ILO, NOTU has prepared this manual 
whose purpose is to ensure that trade union members are equipped with the relevant knowledge and 
skills to deal with the HIV/AIDS pandemic.  It is hoped that the manual will be instrumental in 
stimulating discussions, debate and awareness at the workplace on how to prevent the spread of the 
epidemic and thus contribute towards increase of knowledge on HIV/AIDS, which will eventually 
change workers’ attitude and risky behaviours.

Lyelmoi Otong Ongaba
Secretary General, National Organisation of Trade Unions, Uganda
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