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Abstract objective To explore experiences, preferences and engagement with HIV testing and prevention

among urban refugee and displaced adolescents and youth in Kampala, Uganda, with a focus on the

role of contextual factors in shaping access and uptake.

methods This qualitative community-based study with urban refugee and displaced youth aged 16–
24 living in Kampala’s informal settlements involved five focus groups (FG), including two with

young women, two with young men, and one with sex workers from March to May 2019. We also

conducted five in-depth key informant interviews. We conducted thematic analysis informed by

Campbell and Cornish’s conceptualisation of material and symbolic contexts.

results Refugee/displaced youth participants (n = 44; mean age: 20.25, SD: 2.19; men: n = 17;

women: n = 27) were from the Democratic Republic of Congo (n = 29), Rwanda (n = 11), Burundi

(n = 3) and Sudan (n = 1). Participant narratives reflected material and symbolic contexts that shaped

HIV testing awareness, preferences and uptake. Material contextual factors that presented barriers to

HIV testing and prevention engagement included transportation costs to clinics, overcrowded living

conditions that limited access to private spaces, low literacy and language barriers. Symbolic contexts

that constrained HIV testing engagement included medical mistrust of HIV testing and inequitable

gender norms. Religion emerged as an opportunity to connect with refugee communities and to

address conservative religious positions on HIV and sexual health.

conclusion Efforts to increase access and uptake along the HIV testing and prevention cascade can

meaningfully engage urban refugee and displaced youth to develop culturally and contextually

relevant services to optimise HIV and sexual health outcomes.
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Introduction

Forty per cent of the world’s 79.5 million displaced per-

sons are under 18 years old [1]. People in humanitarian

contexts experience elevated exposure to sexual and gen-

der-based violence (SGBV), poverty, and unmet sexual

and reproductive health (SRH) needs [2]. Barriers to

accessing SRH services such as HIV prevention and test-

ing in humanitarian contexts include a lack of informa-

tion, insufficient healthcare services and language barriers

[3, 4]. These SRH barriers may be exacerbated for young

refugee/displaced persons [5] who often experience

stigma, poverty, and are at a developmental phase where

they value privacy [3–5]. Non-judgmental and empower-

ing enabling environments are key to facilitating access

to, and uptake of, HIV preventive resources [6, 7].

Little is known, however, of refugee/displaced youths’

experiences and preferences for HIV testing or prevention

services [2, 5, 8]. This is particularly true for urban refu-

gee/displaced youth; there is a growing trend of urbanisa-

tion among refugees and displaced persons, [1, 9, 10] yet

most sexual health research focuses on refugee settlements

[11, 12]. Uganda hosts 1.4 million refugees [13]. More

than 80,000 refugee and displaced persons live in the capi-

tal city Kampala [13] largely in informal settlements

(slums) where they experience poverty, overcrowding, and

precarious living environments [12]. There are critical HIV

prevention gaps among young people in Uganda. Adoles-

cent girls and young women (AGYW) aged 14–24
reported new HIV infections double that of male counter-

parts [14]; their reported HIV prevalence of 9.1% is three-

fold higher than male counterparts and higher than the

national prevalence of 5.7% [15]. Less than 20% of refu-

gee AGYW in Nakivale refugee settlement reported con-

dom use during sex in the past 3 months [16]. Only 46%

of young persons in Uganda aged 15–24 demonstrated

HIV prevention knowledge [14].

While these youth HIV prevention gaps are notable,

urban refugee/displaced youths’ specific needs remain

understudied. A study reported that lifetime HIV testing

uptake is low (56%) among urban refugee/displaced

youth in Kampala [4]. Among young women, adolescent

SRH stigma was associated with poorer HIV testing out-

comes [4]. STI testing was also suboptimal among this

population, with 26% of urban refugee/displaced youth

in Kampala ever testing for STI, and among those ever

tested, nearly 40% reported a lifetime STI diagnosis [3].

Socio-environmental factors such as stigma and food

insecurity were associated with STI testing practices,

underscoring the need to better understand the role of

social environments in influencing engagement with HIV/-

STI services. Studies with refugee/displaced persons

outside of Kampala also document the important role of

the social environment. For instance, a study in Nakivale

refugee settlement documented the primacy of meeting

daily priorities of food, safety and shelter before engaging

with HIV testing [17]. A study of young internally dis-

placed persons in Gulu reported an HIV prevalence of

12.8%, with increased odds for persons with recent STI

symptoms, and those reporting non-consensual sexual

debut [18]. Young refugee/displaced persons are at ele-

vated risk for SGBV [19, 20], including in Kampala

where more than half of young refugee women reported

experiencing violence at 16 years old and above [21].

Together, these findings point to the urgent need to

identify opportunities to improve access to HIV testing

and prevention services among urban refugee/displaced

youth [5].

We address key knowledge gaps regarding experiences

and perspectives of the role of social environments in

shaping engagement with HIV prevention [6, 22] among

urban refugee and displaced youth aged 16–24 in Kam-

pala. Specifically, we aimed to understand experiences

accessing HIV prevention resources and testing among

urban refugee/displaced youth in Kampala.

Methods

We conducted a qualitative study focused on HIV pre-

vention and testing, including HIV self-testing, among

urban refugee/ displaced youth in Kampala, Uganda in

collaboration with community and humanitarian agen-

cies, academics and the Ministry of Health. Focus groups

(n = 5) were conducted by trained interviewers with refu-

gee/displaced youth living in five of Kampala’s informal

settlements (Nsamyba, Katwe, Rubaga, Kansanga, Kabal-

agala). We held two focus groups (45 min in duration)

with young women, two with young men, and one with

refugee youth sex workers. Trained interviewers also con-

ducted five in-depth key informant (KI) interviews

(30 min in duration) with persons working with refugee/

displaced youth at community-based and humanitarian

agencies, and government and non-government clinics

providing HIV/STI services.

We hired and trained peer navigators, refugees aged

18–24 (n = 12, six women and six men) who lived in the

target informal settlements to conduct purposive recruit-

ment using word-of-mouth strategies for focus group par-

ticipants. Trained interviewers were supported by

translators to conduct focus groups (in English, French,

Swahili, Kinyarwanda, Kirundi) and KI interviews. All

participants provided written informed consent prior to

the focus group/interview. Focus groups and KI
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interviews were audio-recorded, transcribed verbatim,

translated to English and verified with community collab-

orators. Focus group inclusion criteria: aged 16–24, able
to provide informed consent, identify as a refugee, dis-

placed person, or seeking asylum, or having parents who

identified as a refugee, displaced or seeking asylum. We

received research ethics approval from Mildmay Uganda,

Uganda National Council for Science and Technology,

and University of Toronto.

Our study was informed by the conceptualisation of

health-enabling social environments as interconnected

material and symbolic contexts where persons are sup-

ported to practice behavioural changes such as HIV pre-

vention [7]. The material context, inclusive of access to

resources such as clinics, economic security and trans-

portation, can enhance agency to participate in health

care [7]. Symbolic components refer to environments in

which persons’ dignity and value are recognised and

respected, including cultural values and worldviews that

shape perspectives of self, others and health practices [7].

We applied thematic analysis [23, 24] informed by this

conceptualisation of context [7]. Transcripts were double

coded using NVIVO software, following thematic analy-

sis steps of producing initial codes, compiling codes into

initial themes, refining themes into sub-themes, discussing

and member checking themes with community collabora-

tors and refining themes [23]. Applying a contextual

framework [7], we applied deductive analysis [23] to

explore potential material (e.g. poverty) and symbolic

(e.g. gender norms) factors associated with enabling envi-

ronments. Thematic analysis [23] also involves inductive

analysis – data-driven coding – that involves exploring

novel findings (e.g. medical mistrust).

Results

There were 44 focus group participants (mean age:

20.25, SD: 2.19, range 16–24), including young men

(n = 17) and young women (n = 27). Participants’ coun-

tries of origin included Democratic Republic of Congo

(n = 29), Rwanda (n = 11), Burundi (n = 3) and Sudan

(n = 1). Most identified as refugees (n = 42/44; 95.5%),

with one person (n = 1) identifying as undocumented and

one (n = 1) seeking asylum. More than two-thirds

(n = 31/44; 70.5%) of participants had ever received an

HIV test, and over three-quarters (n = 35/44; 79.5%)

were unemployed.

Material contextual factors

Transportation. Transportation and location emerged as

a common concern regarding accessing HIV testing and

other resources such as condoms. Participants described

not knowing where services were and how to reach them,

and reported having insufficient funds to pay for trans-

portation due to poverty and widespread unemployment.

As a key informant working at a hospital offering HIV

testing described ‘They are complaining a lot about trans-

port, food, clothes and rent. . . During counseling sessions

and when you tell them to come on such a day, they will

be like "if I don’t have transport I won’t come" since

some of them are jobless’. (key informant [KI], hospital-

based HIV clinic)

This was corroborated by a refugee youth sex worker

participant: ‘The government services are free but we

have had issues with the transport . . .. if you use a

motorcycle (boda boda) it is too much for us’. (FG, refu-

gee sex workers, ID #3) Others discussed that they would

not be able to access free HIV testing services if they

needed to pay for the transportation costs: ‘there are

some who stay very far [from HIV testing venues] but

have friends who stay nearby who can tell them that "by

the way, there is a free service here". If she is very far,

transport becomes a challenge because not everyone is

well facilitated with transport’. (focus group [FG], young

women, aged 20–24, ID #3)

At times, refugee/displaced youth did not know the

location of testing clinics. Participants recommended

researchers and service providers offer transportation to

clinics to mitigate these barriers. Most persons discussed

that a far distance to clinics would be a deterrent from

accessing HIV testing, as illustrated by a young woman

participant: ‘There are both public and private hospitals

like Mulago, Nsambya but you have to pay for some.

Nsambya is also private but some are for free, but some-

times you find that someone stopped going for testing

because the place is very far’. (FG, young women, aged

16–19, ID #8)

However, others discussed wanting to travel for HIV

testing to a community far from their own due to privacy

and confidentiality concerns. Some described that stigma

would be a barrier for accessing testing in one’s commu-

nity: ‘Even some people, if it is a community service they

are scared of finding their friends there and how they will

look at them. So they would rather stay at home than

come to that community service for testing’. (FG, young

women, aged 20–24, ID #1)

Private spaces. Access to private spaces for HIV self-test-

ing also emerged as a challenge, as urban refugee youth

commonly lived in crowded homes. A key informant at a

humanitarian agency described: ‘There are other factors

that should also be looked at like privacy and confiden-

tiality. When you look at refugees, you will find that
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ninety or ninety-five per cent of refugee families live in

slums. You might find a family of eight or nine people

living in one room, a husband, wife and seven children,

because of the poor living standards, they can’t afford

like a house whereby the children will be living in their

separate rooms, so privacy and confidentiality at home

will hinder that. In organisations like (blinded), we can

provide a room and shade for self-testing’.

Other considerations for HIV self-testing in informal

settlements were private spaces to dispose of HIV self-test

kits: ‘if a family member gives you a test kit then they

would want to know the results, even a friend, even if

they don’t ask you directly but still will try to find a way

to ask some questions, like "where did you dispose it?"

such that I go and have a look at it’. (KI, sex work

agency)

Participants across focus groups with adolescent boys

and young men identified pharmacies as a good place to

access HIV test-kits and condoms. To illustrate: ‘the best

way would be like the way we distribute condoms if we

put them (HIV-ST kits) at different pharmacies and a per-

son can pick them at any time’. (FG, young men, aged

16–19, ID #1)

Literacy. Literacy emerged as another material barrier to

being able to access HIV-ST. For instance, a participant

described ‘in case a person is educated, it is easy for him

to read and understand but how about those who are not

educated? She can’t read and understand anything’. (FG,

young women, aged 20–24, ID #1) Others discussed how

literacy varied, in part due to not being able to access

education and disrupted schooling : ‘Some people are lit-

erate others are not, they never went to school’. (FG,

young men, aged 20–24, ID #8) When asked to describe

the literacy situation among refugee youth, a key infor-

mant at a young refugee agency described: ‘50% can read

and write’.

Some participants described that even if there were

illustrations, that may not be sufficient for persons with

low literacy to understand: ‘if you are illiterate even pic-

tures become complicated to interpret, remember even at

school you are told, “study the pictures.” Those who

went to school are used to interpreting pictures, but not

the illiterate’. (FG, young women, aged 20–24, ID #3) To

access persons with low literacy, participants suggested

using creative mediums such as community radio.

Language

Language barriers emerged as a challenge for HIV test-

ing, and as a barrier to accessing healthcare more gener-

ally: ‘in most cases when they go to these health centres,

the language is a problem and they feel like, maybe they

did not understand me very well, maybe I was not treated

very well’. (KI, young refugee agency) This quotation also

illustrated the potential for misunderstanding and nega-

tive healthcare experiences due to language barriers.

Participants also suggested that all materials regarding

HIV prevention and HIV self-testing be provided in mul-

tiple languages: ‘Some of them cannot understand the

language in which the instructions are written’. (FG,

young women, aged 16–19, ID #6)

Symbolic context

Religion. Participants highlighted the important role that

religion played in their communities and suggested that

HIV outreach leverage connections that people had with

religious institutions. Participants described that religion

for refugees remained an important way to retain cultural

ties with communities and countries of origin: ‘most of

us depend on religion in our country. Though we are

refugees here, we are still having the same culture we had

before’. (FG, young men, aged 20–24, ID #6) For this

reason, many participants recommended HIV and STI

outreach target churches.

There were alternative perspectives regarding religion.

For instance, some noted challenges with this approach,

as religious leaders may be unsupportive toward HIV pre-

vention: ‘I suspect that the perception of pastors, they

may have some prejudice. To some, using a condom is a

sin. But we can use the leadership of the churches, so, if

we call them in the meeting, train them, discuss with

them, so, I think and believe they can do testing and

spread the message to other churches’. (KI, youth refugee

agency) This concern was also corroborated by a KI at a

humanitarian agency: ‘when we organize them [HIV pre-

vention programs] at churches, mainly religious leaders

don’t allow us to distribute condoms, because they believe

that when we distribute condoms we are giving them a

chance to fornicate, that we are supporting adultery’.

Medical mistrust. Mistrust of healthcare workers con-

ducting community-based outreach focused on refugees

emerged as a barrier to HIV testing uptake. A participant

discussed: ‘We fear also these people that are coming in

our area to do the (HIV) test. Because, when they are

coming in our areas we fear and ask ourselves, “are they

the real people that are supposed to test? Are they not

going to give us the virus?” Do we trust them more than

we do the hospitals? So, I think it depends on the reli-

gion, culture and the community you’re staying in and

the people you are staying with.’ (FG, young men, aged

20–24, ID #6)
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This medical mistrust may in part be due to the under-

standing of HIV as a Western illness: ‘they might reject

[testing], you know some people might say, “these are

western things, maybe there’s a disease they may want to

spread.” So, maybe people may have never tried testing

because of that attitude, they might think they would

want to spread something’. (KI, refugee youth agency)

Others discussed that they understood HIV antibodies

were in the blood, so they did not trust an oral HIV self-

test kit.

Inequitable gender norms. Participants described inequi-

table gender norms produced contexts of SGBV across

trajectories of the refugee journey. Inequitable gender

norms reduced adolescent girls’ and young women’s

agency in sexual relationships and harmed their intimate

relationships, contributed to child and early marriage,

and SGBV was exacerbated among sex working refugees.

Participants discussed SGBV targeting women as a

weapon of war with lasting impacts of trauma on women

and intimate partners: ‘During flight when they are trav-

elling or moving from their country of origin, in their

transit they get a number of SGBV issues like rape, sol-

diers rape them. Even when you look at the number of

refugees who are HIV positive under our care, because

now we have like four hundred refugees who are on

ART, who are HIV positive. But when you talk to them,

they are both young and old, the majority were raped

during flight when they were trying to get refuge into

Uganda, rebels raped them. Rebels use that rape tactic to

traumatize those women or those families because you

find that they can tie the husband on the tree and they

rape the wife, like five soldiers, while the husband is

watching so that they traumatize the husband’. (KI,

humanitarian agency)

Inequitable gender norms constrained women’s agency

in heterosexual relationships. Young women shared that

asking partners to test could harm their marriage: ‘in my

community, in Burundi, if you keep on showing that you

don’t trust your partner, then there is already an issue,

you are breaking the marriage’. (FG, young women, aged

20–24, ID#2) Another participant described that young

women had less agency in intimate partnerships than

friendships: ‘Some girlfriends when we are together, we

can talk, you are safe. But when you are with your boy-

friend, you feel inferior, what the boyfriend tells you is

what you follow’ (FG, young women, aged 16–19, ID
#8). These relationship power discrepancies were in part

attributed to the young age at which refugee girls and

young women often married: ‘for refugees, it is from

eighteen, but we have even young mothers or child moth-

ers, but for marriage it is eighteen and nineteen. Those

are very common, and you find refugee women of

twenty-two years having like three kids’. (KI, refugee

youth agency)

Sex workers experienced harassment by police that lim-

ited HIV prevention outreach: ‘On giving out condoms

and lubricant, we are sometimes a bit limited by police

where by they arrest you, who is giving them such things.

But still we find out ways of giving them out because at

night is when they are on demand more. . .do you know

how many times we have fallen into a choking grip by

them? Because of giving out condoms’. (KI, sex worker

agency)

To sum up, gender differences emerged regarding place

of access, medical mistrust and the impact of gender

norms. First, while both young men and women spoke of

the importance of transportation and location to facilitate

HIV testing uptake, young men were more likely to dis-

cuss preferences for accessing testing outside of their

community due to confidentiality concerns, while young

women discussed preferences for HIV testing close to

home to reduce transportation cost barriers. Second,

young men were more likely to bring up medical mistrust

than young women. Finally, inequitable gender norms

were largely discussed in the context of young women’s

lower agency and sexual relationship power (Table 1).

Discussion

Urban refugee/displaced youth narratives revealed socio-

environmental factors that shaped engagement in HIV

prevention and testing. Material barriers included trans-

portation costs, overcrowded living conditions, low liter-

acy and language barriers. Symbolic contexts included

the salient role of religion, mistrust of outreach workers

and inequitable gender norms. These findings produce a

conceptualisation of material and symbolic contexts rele-

vant to developing health-enabling environments [7, 25]

among urban refugee/displaced youth (Figure 1).

Our study corroborates research on the importance of

providing technical information, resources and skills

alongside addressing the social circumstances that con-

strain people’s agency over addressing their sexual health

[7, 25]. First, our study reflected the need for technical

information to be provided in creative ways for refugees

with low literacy, including pictures, radio and demon-

strating in-person how to use HIV self-testing kits. In

other global regions, people with low literacy levels were

willing to access HIV testing [26], yet also struggled with

technologies such as HIV self-testing [27], signalling the

need to prepare low literacy service delivery [26]. Second,

transportation costs were a barrier to travelling to clinics

for SRH services, yet some participants wanted SRH
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Table 1 Material contexts associated with HIV and STI prevention and testing engagement with urban refugee adolescents and youth
in Kampala, Uganda

Material context Sub-theme Illustrative quotation

Transportation

and location

Close proximity helpful to

access HIV/STI testing

‘Some people get interested since they want to know their status, so if that service

comes nearby in a community which you are living in, it becomes an advantage.
It is for free’. (focus group [FG], young women, aged 20–24, ID#6)

‘There can be still some challenges so far, for example transport, to find transport

is very difficult because most of them they don’t work and they are jobless. They

don’t have money. So, the distance also can be a challenge and the means of
reaching there’. (KI, young refugee agency)

‘Let them know if there will be transport, once you explain to them, maybe we

shall need one day a campaign where you mobilise all youths’. (FG, young men,
aged 20–24, ID #3)

‘Sometimes you find that someone stopped going for testing because the place is

very far’. (FG, young women, aged 16–19, ID #8)

‘Up to now we still find sex workers that are shy, yet are in Kampala town; you
can’t tell them to go to a street in Kampala..most times if we mobilize them to

come here we get them transportation’. (KI, sex work agency)

Need far distance from home

for privacy

‘We need privacy and it’s an assurance that no one will know whether you’re

positive or negative, no one will see you going to hospital for test. After that you
may go on for treatment but at least you are doing it alone because you may

choose any hospital which is farther from your house’. (FG, young men, aged 20

–24, ID #6)
Private spaces For self-testing

implementation and disposal

‘Have (testing) at these centres, tents in schools, and in the community because it

allows some people to go and do their test not in the centres that are near them,

but attend centres that are farther because they don’t trust health workers there,

and they need privacy’. (FG, young men, aged 20–24, ID #8)
To access self-testing kits ‘It’s better to have them [HIV self-test kits] in all centres like clinics, pharmacies,

its more accessible’ (FG, young men, aged 20–24, ID #7)

‘We can put them [HIV self-testing kits] in churches and universities’ (FG, young

women, aged 16–19, ID #2)
Literacy Literacy and a lack of access

to formal education is a

barrier

‘There are people who know how to read and those who don’t know how to

read, so I think during the period of distribution, you first teach them so that

they can also use without reading those instructions. I think you can first explain

to them, and even if they don’t read the instructions they can still use that test
kit’. (FG, young women, aged 20–24, ID #3)

‘We as community members have to create a lot of awareness first, because there

are people who have never been to school and they know nothing about this
self-test’. (FG, young women, aged 16–19, ID #2)

Illustrations may not be

sufficient so there is a need

for alternative ways of
educating

‘I think we can use the community radio and make an announcement that these

young people can come and test for free, so most of the time if you have tested

recently or know your status they don’t tend to go there but those ones who
have never tested or those ones who tested a long time ago are the ones who

come. So when you call out like that, the people who come are the exact people

that you want’. (FG, young women, aged 16–19, ID #9)

‘When it comes to sex workers, you still have to physically show them how these
instructions are practically done. Even beyond the pictures. At some point, stand

there and show them exactly the whole process as they are looking. Because

some of the sex workers are not educated’. KI, sex work agency)
‘It is not a matter of just reading the instructions, it is better if someone comes to

buy it and you explain to them how it is used and how long it takes to wait for

the results, that it is twenty minutes. Because you might just give it out and on

reaching at home they wonder where to insert it, whether in the armpit, so it is
good you first teach them how to use it’. (FG, young women, aged 20–24, ID
#2)
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services away from their community to maintain confi-

dentiality. That produces the challenge of providing

transportation and/or testing via community-based

mobile clinics and pharmacies. These findings corroborate

studies with adults in Nakivale refugee settlement who

also noted transportation costs as barriers to both HIV

testing [17] and antiretroviral adherence [28]. Over-

crowded living spaces produced privacy challenges for

HIV self-testing and disposal of test kits, reinforcing the

challenges that youth have realising optimal SRH out-

comes in slums in Uganda [29] and other contexts [30].

Alternative means of HIV self-test kit disposal can be

explored, such as lay health worker pick-up [27]. Lan-

guage barriers are a well-established barrier to realising

SRH among young refugees [31]. As Kampala hosts refu-

gees from many neighbouring countries, multi-lingual

health services are critical (Table 2).

In addition to addressing these logistic issues, partici-

pant narratives amplified the importance of addressing

symbolic contexts. Religion maintained a connection to

home communities and cultures; hence, participants

noted that churches could be harnessed as a platform to

share HIV information once religious leaders were

trained. Prior work in Kenya documented that facilitated

engagement of religious leaders contributed to supportive

views of sexual health [32]. Medical mistrust emerged; in

other contexts, medical mistrust among refugees has been

linked with past and current experiences of being

Material 
context:

• transportation
• private spaces
• literacy 
• language 

Symbolic 
context:

• religion
• medical 

mistrust
• inequitable 

gender norms

Figure 1 Material and symbolic contextual factors associated

with HIV and STI testing and prevention engagement among urban

refugee and displaced adolescents and youth in Kampala, Uganda.

Table 1 (Continued)

Material context Sub-theme Illustrative quotation

Language For HIV self-testing

instructions

‘You can add as many languages as you can, because here we have refugees from

different locations’. (FG, young women, aged 16–19, ID #3)

‘If (HIV/STI) leaflets are distributed, they should also be translated into French

and Swahili’. (KI, humanitarian agency)
‘You should also have persons that speak different languages, say Lingala, French,

since these refugees may not feel comfortable speaking Luganda or English.

When they realize that you have someone who speaks their language, they open
up’. (KI, HIV service provider)

‘There are those who are educated but don’t know English, yet most of these

instructions are in English. Now if I take it to an old person and I tell them it is

here, and I go away, they cannot know what is there because the instructions are
in English. For example, if the instructions say open the box, they should also

put it in Swahili, French’. (FG, young women, aged 20–24, ID #1)

For HIV services and

healthcare

‘Most times we can’t go for an outreach without a counsellor who we attach to

an interpreter, because sometimes they trust that person who speaks their
language who explains very well in their own language’. (KI, sex work agency)

‘At a facility, refugees mainly have a language barrier because most of them speak

French and Lingala like the Congolese, the Burundians French and Kirundi, then

Rwandese French and Kinyarwanda. . . majority like eighty percent are affected
by language barrier. We tried to help them access health services by placing

volunteers. . . to support their fellow refugees access health services because they

understand the local languages for refugees and also English so that they can
interpret for refugees when they go to health centers during sessions with doctors

and nurses’. (KI, humanitarian agency)
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mistrusted, social contexts of discrimination and not

knowing people sufficiently [33, 34]. Peer-led services

could circumvent this mistrust. Our findings that gender-

based stigma and discrimination presented barriers to

realising SRH corroborates prior research [35]. SGBV in

war targeting girls/women not only increases HIV expo-

sure, but exacerbates trauma and existing gender inequi-

ties [36]. Police violence and criminalisation targeting sex

workers in other contexts was associated with con-

strained access to condom use and increased HIV vulner-

abilities [37, 38]. A large body of research describes

gender-based stigma and discrimination, and its intersec-

tion with other stigmatised health concerns such as HIV,

and social identities such as sex work, as profound barri-

ers to HIV testing and prevention [27], including with

young refugees in Kampala [3].

Our study has limitations, including recruiting partici-

pants from community partners. We may have

overrepresented youth more knowledgeable about, and

connected to, HIV resources. The focus group design may

have presented a barrier for some participants sharing per-

sonal experiences. Future research could conduct in-depth

interviews with refugee youth to further explore contexts

linked with their knowledge and engagement with HIV

prevention. Despite these limitations, our study offers a

unique contribution by identifying contextual factors per-

tinent to HIV testing among urban refugee youth – HIV

testing preferences among young refugees are understudied

[2, 5, 8], and this is particularly true in urban settings

where refugees are underrepresented in research [39] and

often lack access to humanitarian support systems [40].

Our findings also signal the need for integration of gender-

based differences and priorities in implementation of HIV

testing initiatives with urban refugee youth [41].

Together these findings point to the need to move

beyond information and skills provision to transforming

Table 2 Symbolic contexts associated with HIV and STI prevention and testing engagement with urban refugee adolescents and youth
in Kampala, Uganda

Theme Sub-theme Illustrative quotation

Religion & religious

institution
involvement

Potential for HIV

and STI testing
and prevention

outreach

‘It will also be good to involve churches because there you find people of different ages’.

(FG, young women, aged 16–19, ID #6)
‘Also [outreaches] at churches and NGOs that work with refugees, radio talk shows’.

(FG, young women, aged 16–19, ID #2)

‘I think the best way is how we have been doing outreaches, most cases are the churches,

from there you can get them because there are many churches for refugees, for
Congolese, Banyarwanda’. (FG, young women, aged 20–24, ID #3)

‘Everyone here has a church they go to; in the area where we stay there are different

churches for refugees, if you approach most of them it becomes easy. . .you give
information to me and I go to my church and everyone goes to their church, that is

how you will get people’. (FG, young women, aged 20–24, ID #9)

Conflicting beliefs ‘It might be tricky, it might work out. The tricky part might be when you look at the

scenarios like when you go to do HIV testing in churches. . . So they need sensitization,
we need to organize like workshops for religious leaders specifically and local leaders so

that they can understand and you can take the program to them’. (KI, humanitarian

agency)

Medical mistrust Mistrust of people
coming in the

community to offer

HIV testing

‘It’s something he heard in the community but never experienced it. That these people
who come in the tents, sometimes they inject you with HIV also. So, people cannot

trust them because they fear maybe they are also giving the same sickness since we

don’t trust the needles they’re using and stuff like that’. (FG, young men, aged 20–24,
ID #7)

Mistrust of the HIV

self-test kit

‘You know they are used to blood tests and know that HIV is in the blood, not just in

the mouth. They will think that it’s just a lie’. (FG, young men, aged 20–24, ID #3)

‘If I want to go and test myself but then I take milk, can it still show that I have HIV in
case I have it? Because some people say that if you go with maybe a boyfriend for an

HIV test and you take milk or Coca Cola that they affect the results and cannot show

that you are HIV positive’. (FG, refugee sex workers, ID #6)

Inequitable
gender norms

Do you think if a woman fears the husband like that, what about the child who is
seventeen years. . .. So for them from eighteen and even seventeen they can be married

off. Because of cultural beliefs and egos among these refugee men, mainly it was

brought about by their cultures for women to respect their husbands and fear them.

(KI, humanitarian agency)
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informal settlements where urban refugee/displaced youth

live into health-enabling social environments [7]. Findings

reveal the need for interventions to nurture a landscape

where refugee/displaced youth can easily navigate trans-

portation, literacy and language issues, access outreach

programmes and manage privacy concerns to access SRH

services. Relationships can be developed between HIV

prevention programmes and religious leaders to offer

contextually relevant services. Gender transformative

approaches can address the traumatic, long-lasting

impacts of SGBV in war to disrupt inequitable gender

norms [36]. Nurturing trusting relationships between ser-

vice providers and refugee communities, and dismantling

gender discrimination and other forms of stigma [42], are

essential components of creating a social context con-

ducive to HIV prevention and testing. Findings can

inform multilevel approaches to alter material and sym-

bolic contexts in ways that increase agency among urban

refugee/displaced youth over their sexual health and well-

being.
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