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Abstract

Purpose: Women experience a triple burden of ill-health spanning non-communicable diseases (NCDs),
reproductive and maternal health conditions and human immunodeficiency virus (HIV) in sub-Saharan
Africa.. Whilst there is research on integrated service experiences of women living with HIV (WLHIV)
and cancer, little is known regarding those of WLHIV, diabetes and/or hypertension when accessing
integrated care.

Design: The INTE-AFRICA project conducted a pragmatic parallel arm cluster randomised trial to
scale up and evaluate ‘one-stop’ integrated care clinics for HIV-infection, diabetes and hypertension at
selected primary care centres in Uganda. A qualitative process evaluation explored and documented
patient experiences of integrated care for HIV, diabetes and/or hypertension. In-depth interviews were
conducted using a phenomenological approach with six WLHIV with diabetes and/or hypertension
accessing a ‘one stop’ clinic. Thematic analysis of narratives revealed five themes: lay health knowledge
and alternative medicine; community stigma; experiences of integrated care; navigating personal
challenges and health service constraints.

Findings: WLHIV described patient pathways navigating HIV and diabetes/hypertension, with
caregiving responsibilities, poverty, travel time and cost and personal ill health impacting on their
ability to adhere to multi-morbid integrated treatment. Health service barriers to optimal integrated care
included unreliable drug supply for diabetes/hypertension and HIV linked stigma. Comprehensive
integrated care is recommended to further consider gender sensitive aspects of care.

Originality: This study whilst small scale, provides a unique insight into the lived experience of WLHIV
navigating care for HIV and diabetes and/or hypertension, and how a ‘one stop’ integrated care clinic

can support them (and their children) in their treatment journeys.
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Background

Globally, there is a rapidly increasing burden of non-communicable diseases (NCDs), with an estimated
41 million deaths annually, equivalent to 71% of all deaths globally (WHO, 2021). According to the
World Health Organization (WHO) (2021), cardiovascular disease accounts for the majority of related
deaths (estimated 17.9 million per year globally), followed by cancers (9.3 million), respiratory diseases
(4.1 million), and diabetes (1.5 million). Particularly diabetes and hypertension as chronic long term
conditions represent a growing challenge to healthcare systems worldwide, with detection and treatment
forming essential aspects of the health service response to NCDs (NCD Countdown 2030 Collaborators,
2020). Diabetes and hypertension are also the underlying causes of the bulk of NCD related mortality,
disproportionately affecting people in low- and middle-income countries (LMICs). Of the 15 million
NCD related deaths annually which occur in people aged 30-69 years, 85% occur in LMICs.

The WHO Global Status Report on non-communicable diseases predicts that, by 2030, 85% of
NCD-related deaths among women will occur in LMICs, many of which are in sub-Saharan Africa
(Alwan et al., 2011). Women living in LMICs experience a triple burden of ill-health spanning NCDs,
reproductive and maternal health conditions and communicable diseases (human immunodeficiency
virus (HIV)) and as a result are significantly at risk of developing NCDs (NCD Alliance, 2022). The
double burden of HIV and NCD related complications in pregnancy (including hyperglycemic
disorders, hypertensive disorders, weight gain, and osteopenia) in LMICs with high burden of HIV
disease constitutes a significant public health threat for women of child bearing age (Hoffman et al.,
2021). Women with cardiovascular disease in LMICs are also more likely to die from it than women in
higher resource settings (NCD Alliance, 2022).

Sub-Saharan Africa

We report here from sub-Saharan Africa, where although HIV-infection is a leading cause of premature
death amongst adults, the rapidly increasing burden of diabetes and hypertension in the region, have
fuelled a dual epidemic (Adeloye and Basquill, 2014; Atun et al., 2017). Urbanisation and poor
nutrition/activity levels along with high levels of poverty exacerbate chronic ill-health and mortality
rates (Adeloye and Basquill, 2014; Atun et al., 2017). Estimates state that 78% of adults over 55 years
in sub-Saharan Africa are living with hypertension (Ibrahim and Damasceno, 2012) and 28 million are
living with diabetes, with diabetes prevalence anticipated to double between 2010 and 2030 (McCombe
et al., 2022). Patients are increasingly presenting with earlier age of onset of disease and co and multi-
morbidity with HIV in sub-Saharan Africa (Guwatudde et al., 2015; Jaffar and Gill, 2017; Chang et al.,
2019; George et al., 2019). Women are also particularly vulnerable to contracting HIV, with 2020
UNAIDS data indicating 59% of adults living with HIV are women, and that women and girls account
for 63% of all new HIV infections in sub-Saharan Africa (UNAIDS, 2021). The negative impacts of
these conditions are notably more severe within vulnerable and poor populations, especially people

living with HIV (PLHIV) and with women disproportionately affected by HIV and NCDs, particularly
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diabetes and hypertension (lbrahim and Damasceno, 2012; McCombe et al., 2021; UNAIDS, 2021;
Chezaetal., 2021). For example in Kenya, PLHIV have a high prevalence of NCD diagnoses (Achwoka
et al., 2019), particularly concentrated in key populations living with HIV (which include female sex
workers) (Achwoka et al., 2020). NCDs are also the leading cause of both death and disability-adjusted
life years for women older than 50 years in sub-Saharan Africa (IHME, 2017; NCD Alliance, 2022).

Integrated NCD/HIV Care in sub-Saharan Africa

Rising rates and concerns about the management of diabetes and hypertension among PLHIV constitute
major health system challenges in sub-Saharan Africa (Jaffar et al., 2021). Traditionally, health service
coverage for diabetes and hypertension was low (Jaffar, 2016), with efforts to coordinate control and
care programmes rising in recent years (Jaffar, 2016; Lupafya et al., 2016; Jaffar and Gill, 2017). Care
for both conditions is typically provided as verticalized disease programmes. Funding for services,
medicines supply and robust research evidence to inform NCD and multi-morbid health policy is still
developing (Katende et al., 2015; Manne-Goehler et al., 2016; Price et al., 2018). Conditions such as
diabetes and hypertension, and HIV require lifelong care, with integrated care of these conditions
garnering increased interest amongst policy makers, scientists and academics in many sub-Saharan
African countries (Edwards et al., 2015; Rachlid et al., 2016; Divala et al., 2016; Some et al., 2016;
Ameh et al., 2017; Golovaty et al., 2018; Haldane et al., 2018; Juma et al., 2018; Masupe et al., 2019;
Iwelunmor et al., 2019; Kwarisiima et al., 2019; Kintu et al., 2020). Integrated care is defined as ‘the
coordination, colocation or simultaneous delivery of communicable and non-communicable services to
patients who need it, when they need it’ (Vorkoper et al., 2018; Singh et al., 2021: p2 ) and has become
a well-received intervention in sub-Saharan Africa when targeting PLHIV and people living with NCDs
(Duffy et al., 2017; Singh et al., 2021).

Recent efforts originate from a European Commission Horizon 2020 funded pragmatic parallel
arm cluster randomised trial (INTE-AFRICA) (Mfinanga et al., 2021) which has published a Delphi
consensus study on best practice on integrating diabetes, hypertension and HIV care in Africa (Murtagh
et al., 2021). There is also a growing interest in documenting and understanding patient and provider
experiences of integrated NCD and HIV care in sub-Saharan Africa (mostly South Africa, Malawi,
Uganda, Tanzania and Kenya) (Venables et al., 2016; Ameh et al., 2017; Matima et al., 2018; Lebina
et al., 2020; Moucheraud et al., 2020; Muddu et al., 2020; Bosire et al., 2021). Of further interest is the
recognition that PLHIV experience NCDs and related risk factors differently and interventions need to
be tailored to gender specifics of men and women (Choun et al., 2017). The integration of NCD
prevention and control efforts within existing health services for women is becoming increasingly
important to support women’s health and socioeconomic well-being (Sando et al., 2020; NCD Alliance,
2022). Whilst the bulk of research has focused on measuring incidence and prevalence and
understanding healthcare utilisation and service experiences of women accessing integrated HIV and

sexual and reproductive health (cervical cancers) services in the region (South Africa, Kenya and

4



Zimbabwe) (Colombini et al., 2016; Clouse et al., 2018; Cheza et al., 2021), little is known regarding
women’s experiences of integrated care specifically for women living with HIV (WLHIV) and diabetes
and/or hypertension.

Our study responds to that need, aiming to explore their perspectives when accessing a ‘one

stop’ HIVINCD (hypertension and diabetes) integrated care clinic in Kampala, Uganda.

Methodology

Notwithstanding efforts to tackle communicable diseases, Uganda is experiencing a growing burden of
NCDs, especially diabetes and hypertension across all socioeconomic strata (Meghani et al., 2021).
From 2018-2020 a feasibility single arm intervention study (Management of Chronic Conditions in
Africa MOCCA) piloted integrated HIV and non-communicable disease care in the Wakiso district in
central Uganda (Bukenya et al., 2021, Birungi et al., 2021). Clinical and evaluation findings were
encouraging and INTE-AFRICA subsequently implemented additional scale up of integrated care using
‘one-stop’ integrated care clinics for HIV-infection, diabetes and hypertension at selected primary care
centres (trial protocol published elsewhere, Mfinanga et al., 2021). Essentially ‘one stop’ integrated
care clinics operated integrated health education and concurrent management of HIV, hypertension and
diabetes by the same clinician or team of clinicians (nurses, counsellors other staff) in one facility.

Building on the MOCCA and INTE-AFRICA trials in Uganda which adopted a gender neutral
approach, this study aimed to explore and illustrate the lived experiences of Ugandan WLHIV with
diabetes/hypertension multi-morbidity, receiving care at a ‘One-stop’ integrated care clinic in central
Uganda. It was situated within the INTE-AFRICA trial process evaluation (operated in 2022) which
aimed to explore multi-stakeholder experiences, attitudes and practices programme implementation and
to develop an understanding of the impact and importance of context, especially the broader structural
and contextual factors on the implementation process of service integration (process evaluation protocol
published elsewhere, Van Hout et al., 2020). Ethical approval was granted by the Liverpool School of
Tropical Medicine (UK), the AIDS Support Organisation (TASO) Research and Ethics Committee and
Uganda National Council of Science and Technology (UNCST).

A purposive sample of 30 patients who had spent 6 months or more being treated at the ‘one-
stop’ integrated care clinic in Wakiso district of Kampala-Uganda provided informed written consent
and were interviewed as part of the INTE-AFRICA trial process evaluation between 11" August 2021
and 12" February 2022. Out of this group, only six patients were WLHIV with at least one co-morbidity
(hypertension, diabetes or both). The remainder were male patients, or female patients with only HIV,
or only hypertension and/or diabetes. Participants were all aged 42-55 years, and all but one had
received a HIV diagnosis in less than 10 years. One detailed having been diagnosed one year prior to

interview. See Table 1.

Insert Table 1 - Participant profile about here
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A phenomenological approach to collecting and analysing data was adopted in order to reveal
the structures of subjective experience and meaning of a lived phenomenon (in first person point of
view) (Karlson, 1983). In depth phenomenological interviews explored their patient journeys,
management of their conditions, and their perceptions and experiences of integrated care (Van Hout et
al., 2020). Specific questions were asked regarding their perceptions of receiving integrated HIV/AIDS
care and NCD care, observed changes in health provider roles, attitudes and patient relationships;
impacts of accessing integrated health care (medicine supplies, health education, consultations, waiting
times and processes); and barriers to access, retention and medicines adherence. All interviews were
audio recorded, transcribed and translated from the local language (Luganda) into English. Data
analysis was iterative, moving between data collection and analysis to test emerging theories, and
looking for convergent and divergent perspectives of care. The data were coded in a systematic and
logical manner using a data-driven approach and analysed thematically with support from NVivo
(Braun et al., 2019). Five themes emerged: lay health knowledge and alternative medicine; community

stigma; experiences of integrated care; navigating personal challenges and health service constraints.

Results
Lay health knowledge and alternative medicine
There were different experiences regarding diagnosis of HIV and diagnosis of diabetes and/or
hypertension. HIV diagnosis occurred due to routine antenatal testing or when admitted to hospital for
tuberculosis related illnesses. All participants described intense fear and shock around HIV diagnosis,
but were reassured by clinicians and received antiretroviral treatment, including during pregnancy and
childbirth. There were varied levels of women’s health knowledge about their co-morbid conditions.
Only one had an accurate understanding of how HIV is acquired, and how diabetes and hypertension
develop over time. Several women were unclear in their understanding of their co-morbidities and
indicated need for more information. Many described how the health workers at the clinic provided
information regarding dietary and lifestyle changes, and that this guidance was welcomed.

“I really don’t know. | would take half spoon of sugar in a cup of tea. I don’t know whether

it is due to taking less or a lot of sugar. So I need to know.” (Single WLHIV with

hypertension and diabetes, 50 years)
Local cultural beliefs relating to causes of diabetes and hypertension appeared to be important to them.

“I hear people saying that high blood pressure is caused by witchcraft, but I don’t believe

in those things. I believe in God.” (Widowed WLHIV with hypertension, 44 years)

“Some people say that it is witchcraft. If they had not gone to the hospital, he/she might

go to the shrine thinking that he was bewitched” (Single WLHIV with diabetes, 42 years)
There was some discussion around the common use of ‘healers and witch doctors’ in the community

and the seeking of advice on traditional treatments from members of the village.



“They first took her to traditional healers and witch doctors, but she did not improve. It
was discovered that she had HIV. | decided to go to the hospital and if they did not discover
anything, then | would go and consult with the traditional healers.” (Married WLHIV with
diabetes, 42 years)
“I started to take sour herbs like ‘mululuza. (bitter leaf or vernonia amygdalina)’ and
‘bombo’ (momordica foetida). They told me that if | take them the blood pressure will
reduce.” (Widowed WLHIV with hypertension, 44 years)
Decisions to take herbal medicine or consult traditional healers did not appear to be a result of pressure
from members of the community, but rather represented a “cue to action” for some. For example, one
participant revealed that:
“Because some people say that diabetes will heal when you take herbs, some say it can
only be soothed and some herbs soothe.” (Widowed WLHIV with hypertension and
diabetes, 50 years)

Community stigma
The women revealed a range of local community level (often pejorative) meanings attached to HIV,
particularly centering on the devastating impact of HIV on families and communities, and the associated
stigma of promiscuity attached to those living with HIV.
“In our daily life there are some people who call it “mpawo atalikaaba” which means that
every person has cried because of HIV, it has reached to every family. Others call it
“obulwadde bwabenzi” meaning the disease of people with many sexual partners.” . ”Iwho
are unfaithful”. (Widowed WLHIV with hypertension and diabetes, 50 years)
Participants spoke about how HIV linked stigma could be a barrier to using the clinic.
“Because people talk, if the person comes from your village and they see you picking up
HIV drugs, they can tell everyone that you have HIV...some people will not come to the
clinic.” (Widowed WLHIV with hypertension, 44 years)

Experiences of integrated care
All participants said that they wished to continue receiving care at the ‘one stop’ clinic. All described
feeling their medical treatment and care was much improved, compared to use of separate HIV and non-
communicable disease clinics, and described how their quality of life had improved. All reported that
their conditions became stable when using the clinic, with many experiencing both psychological and
economic benefits, including an increased ability to work and earn an income for their families.

“I wish to stay here. I only come once and I get all my treatment at a go. I have seen a lot

of changes in my life.... when | started to come here for medication, | have improved my

health, I no longer fall sick frequently. I'm not worried anymore that I will die. | get more



time in the garden and | grow crops that we eat at home and sell..” (Widowed WLHIV

with hypertension and diabetes, 50 years)
The women described how their help seeking experiences became easier and more supportive when
attending the ‘one stop’ clinic.

“The quality of services is really good to me ....when you come, they give you time to

explain how you are feeling and they give you the necessary advice.” (Widowed WLHIV

with hypertension and diabetes, 50 years)
One described a previous standalone HIV clinic where she was incorrectly prescribed a new HIV
medication, contraindicated for patients with diabetes and hypertension.

“I was very sick before | came here...ever since | joined [here], they give me another

medicine, | can see the change now.... headaches and body weaknesses have stopped. It

encourages me to keep doing whatever the doctors tell me to do. | have never missed any

single day [appointment] because | have got a big change in my life.” (Widowed WLHIV

with hypertension and diabetes, 50 years)
Seating within the clinic was described as inclusive of people with all conditions, that is, there was no
designated seating by condition. All observed how mixed seating could be a positive feature, especially
given long waiting times, during which patients relaxed and chatted with each other. They discussed
how women would often discuss diet and nutrition advice and tips with their fellow patients, as well as
sharing the story of their medical journey with each other whilst waiting to be seen. They felt that this
peer support represented an additional layer of support.

“I became firee and strong that I'm not alone. I talk freely because now they already know

that I have all the diseases. Through such talks, we all become stronger....We advise each

other on what to do and not to do.” (Widowed WLHIV with diabetes and hypertension,

50 years)

Navigating personal challenges
All described the substantial impact on their lives of chronic ill-health, caregiver responsibilities,
poverty, costs of non-communicable disease medicines, and challenges in adhering to the advised diets
and medication regimes.
“I'was badly affected by HIV. I was severely ill that I almost died, I got treatment and was
able to get better. | have never worked again. | have a family to support. | have to look for
money to be able to reach the doctors. So it is hard to get money and food.” (Married
WLHIV with diabetes, 42 years)
“Sometimes I can only get very little money for buying food and so I cannot afford to spend
it on medicine before I buy food.” (Widowed WLHIV with hypertension, 44 years)
When asked whether they experienced any changes in their economic activities, some revealed that they

were unable to work and relied on receiving support from their families, particularly their children.
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“I no longer work ever since the time I got paralyzed, I have never done any work. it’s my

child that takes care of me.”(Widowed WLHIV with hypertension, 44 years)
In contrast, another widowed participant described how enrolling in integrated care and commencing
medication led to her resuming her previous working activities and an increase in income.

“Income levels are low because you are not working actively like when you are strong.

But me since | started to take medication, | started to work normally. ” (Widowed WLHIV

with hypertension and diabetes, 50 years).
All participants observed how medical care for several conditions in one clinic was useful to them in
terms of reducing time and cost spent accessing care. Distances travelled to the clinic varied, with the
majority still experiencing challenges relating to affordability of transport.

“Getting all the treatment in one place helps you save money used for transport. Sometimes

I do not have transport so | have to make sure I look for money to come. Yet at home they

might not have food. This discourages me a lot.” (Married WLHIV with diabetes, 42 years)
The time spent within the clinic was also still a challenge, with all reporting that they had to attend very
early in the morning, and often still being there until late in the afternoon. Many described spending

full days dedicated to accessing their treatment and care.

Service level constraints
Several participants said that, as the demand for care at the clinic was substantial, the lack of clinical
staff should be addressed in order to alleviate wait times. This was especially important to them given
their family responsibilities, patients who required an overnight fast, work commitments and frailty.
“I would like for them to add us more doctors. All the patients for diabetes, hypertension
and HIV come together and wait. ... there are a lot of people....” (Single WLHIV with
diabetes, 42 years)
Access to diabetes and hypertension drugs was illustrated as a recurrent problem for all because, while
HIV drugs was freely available at no cost, these non-communicable disease medications were at the
personal cost of the patient. Some described having to sell something from home, in order to have
sufficient money for diabetes and/or hypertension treatment. One described inconsistent pricing of
diabetes and hypertension drugs (ranging from 1000Ush to 1500Ush per tablet (approximately 0.28 —
0.43 USD). This was said to hinder adherence to treatment regimes.
“...a challenge is that the medicine is expensive... here at the clinic they don’t have the
medicine for blood pressure, so sometimes I'm able to buy and sometimes I don’t afford
it.” (Widowed WLHIV with hypertension, 44 years)
Some observed having to live with their symptoms until they had funds to purchase the medicines.
“A challenge is lack of drugs. The doctors treat us well and counsel us. ... There are times

when they do not have drugs for diabetes. They give you one pack and tell you the buy the



rest. You may not have money for buying drugs at that particular time.” (Married WLHIV

with diabetes, 42 years)
Drug shortages impacted on the general satisfaction with the clinic.

“If the medicine is available, then there are quality services. Because services without

medication is not quality.” (Single WLHIV with hypertension and diabetes, 50 years)
Discussion
This study of Ugandan women’s experiences of accessing integrated care for HIV, diabetes and
hypertension whilst limited by its small scale, provides a unique insight into their lived and contextual
experiences of navigating care for multiple conditions, and how a ‘one stop’ clinic can support them
(and their children) in their treatment journeys. It builds upon the suite of information arising from the
general and gender neutral assessment of integrated care within sub-Saharan African countries such as
South Africa, Kenya and Tanzania. It also complements the existing research base on integrated HIV
and sexual and reproductive care for women living in the region.

The study essentially found that women living with diabetes and/or hypertension together with
HIV experienced many difficulties in getting the care that they needed, but that clinics integrating NCD
and HIV care were better than separate services in facilitating access and peer support. The women’s
narratives revealed substantial satisfaction with the ‘one stop’ service, despite high demand causing
long waiting times to see clinicians and disrupted care due to requirements to pay for diabetes and
hypertension drugs. Health service barriers to optimal experience of integrated treatment centred on the
unreliable drug supply for diabetes/hypertension and associated costs and HIV linked stigma.
Difficulties in having to pay for diabetes and hypertension medication (in contrast to HIV drugs) and
transport, and choosing between food and medicine, are also reported in other integrated care
evaluations (and also by male patients) (Haldane et al., 2016; Ameh et al., 2017; Juma et al., 2018;
Iwelunmor et al., 2019; Bukenya et al., 2021; Shayo et al., 2022).

The study illustrated how the day-to-day gender specific responsibilities and constraints which
women within sub-Saharan Africa face can raise unique and gendered barriers to access to care, and
adherence to treatment regimes. Whilst they experienced some commonalities with male patients in
terms of cost of drugs and travel to the clinic, their experience was different to that of male patients.
For example, the small group of six WLHIV and living with diabetes and/or hypertension described
struggles in navigating HIV (often times stigmatised) and diabetes and/or hypertension, along with
caregiving responsibilities, financial hardship, their families and children having to care for them, and
personal ill health impacting on their ability to work and adhere to treatment. Despite accessing
integrated care, HIV linked stigma appeared to be particularly acute for these women.

The engagement with peers is an important and untapped asset of integrated care; equally
applicable to male patients, but particularly resonant for women. Many of these Ugandan women
described personal fulfilment in engaging with other patients while waiting for care, with spontaneous

sharing of life stories, advice and knowledge around their conditions. This is an untapped resource of
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integrated care and could be further developed in future scale up initiatives, for example through
‘patient clubs’ and other ‘peer’ initiatives. The shared experience along with the anonymity provided
to those with HIV constitutes a potent step in helping to reduce personal and community level HIV
stigma. Long waiting times for both genders indicate the potential for adoption of a 24 hour integrated
clinic. This could also be key in addressing stigma among patients who fear to be seen during day, busy
patients and will also reduce the burden of frail patients.

The study yields useful qualitative findings to support the further development of cultural and
gender sensitive integrated care in Uganda, and potentially other countries in sub- Saharan Africa.
illustrates the barriers and challenges experienced by women in accessing timely, adequate or affordable
diagnosis and care, and how their ability to seek help is impacted by poverty, child rearing and family
responsibilities. It illustrates how these Uganda women’s experiences and journeys can be used to
support greater gender sensitivity in care, and potentially address the health inequities relating to HIV
and NCDs such as diabetes and hypertension. Managing HIV infection like any other chronic condition
however can potentially reduce the stigma, thereby increasing effective control of HIV infection (Garrib
et al., 2019). Staff training could include supporting WLHIV and NCDs with strategies to navigate
stigma and discrimination, financial hardship, adhere to treatment for multiple conditions.

Gender sensitive approaches to capacity building of staff, and cognisant of the needs of female
co and multi-morbid patients could enhance service uptake and retention, the ability for WLHIV to
adhere to treatment, and support future planning and scale up of integrated care systems and models in
Uganda, and other African countries. Specific actions to include more women with HIV/NCD co-
morbidity in the ‘one stop’ clinic could include community mobilisation and outreach (for example
mobile health units targeting women, visual health educational infographics), peer education, medicine
clubs, economic empowerment (sustainable livelihoods) and psychological support programming, at
the ‘one stop’ clinic, training of staff in the unique health needs of women who experience HIV/NCD
co-morbidity, and child minding services to support uptake and retention in care.

Evaluations of integrated models of care in different contexts in sub-Saharan Africa are
warranted in order to support context adaptation and a platform for the sharing of lessons learnt and
best practices, develop and pilot standard operating procedures cognisant of gender and other patient
vulnerabilities, and leverage for health system and policy reforms (Jaffar et al., 2021; Mfinanga et al.,
2021; Van Hout et al., 2020). Further research which involves women in the community and female
patients receiving integrated care for HIV and NCDs at hospital and primary care levels is warranted

on a larger scale and in other sub-Saharan African countries.

Conclusion
The 2030 Agenda for Sustainable Development recognises the importance of addressing HIV, NCDs
and improve Reproductive, Maternal, Newborn, Child and Adolescent Health (RMNCAH) as a

collective, and includes targets to reduce the burden of related disease. The NCD Alliance is calling for
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increased integrated of NCD prevention, treatment and control into existing health programmes and
services for HIV/AIDS, along the RMNCAH continuum, and cognisant of a gender sensitive refined
and strengthened approach (NCD Alliance, 2022). An evidence-based approach to protecting the health
and well-being of women is crucial to tackling NCDs across the life course. This Ugandan study
contributes to the African contextual evidence base which can be used to improve integrated care for
HIV and NCDs generally, and specifically for women who experience distinct vulnerabilities and
barriers to optimal access and service retention. We place great importance on better understanding of

patient experience and reported outcomes, including a focus on their quality of life (Kall et al., 2020).
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Table 1 - Participant profile

Age | Marital Family Occupation Disease Time since Time since
Status Status (Self-Described) Status HIV hypertension/diabetes
diagnosis diagnosis
50 Widow | Children Business Woman | HIV 20 years 6 years
(number Hypertension
unknown) Diabetes
42 Married | 4 Children | Farmer & HIV 3 years 2 years
Washer Woman | Diabetes
44 | Widow | 1 Child Washer Woman | HIV Undisclosed | 1 year
Hypertension
50 Single 2 Children | Business Woman | HIV Undisclosed | 10 years
(1 Hypertension | HIV status
deceased) Diabetes
42 Single Unknown Farmer HIV 30 years 3 years
Diabetes
55 | Widow | Children Unemployed HIV Couldn’t 6 years
(number Hypertension | remember
unknown)
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