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Background: HIV stigma is one of the major barriers to HIV care due to the fear of disclosure
and social discrimination. HIV stigma among men in sub-Saharan countries, including
Uganda, has been linked to the fear about how HIV status might affect their status in society.
HIV among men in sub-Saharan settings has been associated with feelings of shame, reduced
self-worth, and self-blame for their HIV positive status. Information about HIV stigma and its
associated factors among men living with HIV in rural Uganda is limited. This study assessed
the burden of HIV stigma and its association with social support and food insecurity among
men accessing HIV care at a rural health facility in southwestern Uganda.

Methods: We conducted a clinic-based cross-sectional study and consecutively enrolled 252
adult men accessing HIV care at a rural health centre in southwestern Uganda. We collected
information on sociodemographic information, HIV stigma, social support, and food inse-
curity. We fitted modified Poisson regression models to determine the associations between
social support, food insecurity, and HIV stigma.

Results: The mean HIV stigma score of the study participants was 70.08 (SD 19.34) and
75% reported food insecurity 5% of whom were severely food insecure. The risk of HIV
stigma was lower among those aged 35 years and above (adjusted risk ratio [ARR]=0.89;
95% CI 0.83-0.96; P=0.003, those who had been on ART for more than 5 years (ARR=0.92;
95% CI1=0.84-0.99; P=0.04), and those who had social support (ARR=0.99; 95% CI=0.98—
0.99; P=<0.001). Food insecurity was associated with an increased risk of HIV stigma
(ARR=1.07; 95% CI 1.00-1.15; P=0.03). Social support moderated the effect of food
insecurity on HIV stigma (P=0.45).

Conclusion: Stigma is common among men living with HIV in rural Uganda and is
significantly associated with food insecurity. Social support moderated the effect of severe
food insecurity on HIV stigma among men living with HIV. Interventions to build social
support systems and to economically empower men living with HIV should be incorporated
into the mainstream HIV care clinics.

Keywords: HIV positive men, HIV-related stigma, social support, food insecurity, rural
Uganda, sub-Saharan Africa

Introduction

Stigma is a process through which individuals are discredited and discounted by
labeling, stereotyping and discrimination based on an undesirable characteristic that
they possess.' This process impacts individuals at interpersonal and structural
levels and diminishes their opportunities in life.” Stigma is a major challenge in
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the context of HIV manifesting in the form of negative
attitudes by the public towards those affected as well as
through negative experiences by those living with HIV.**®
There are different HIV stigma mechanisms including
enacted stigma, internalized stigma, and anticipated
stigma.” Internalized HIV stigma occurs when a person
accepts and endorses negative stercotypes and beliefs
about HIV or people living with HIV as true and applicable
to their own life.”® Enacted stigma refers to the discrimi-
natory experiences of the people living with HIV that may
manifest in the form of violence and marginalization,
while anticipated stigma is the awareness of the negative
perceptions about HIV and the expectation that people
living with HIV will be discriminated against based on
their HIV status.*'® HIV stigma is one of the major
barriers to HIV care due to the fear of disclosure and

11

social discrimination.”” HIV stigma is associated with

12715 and com-

delays in enrollment and retention in care
plicates mental health outcomes including depression and
suicidality.'*"'>'® HIV testing among adults in Uganda has
been reported to be dependent on the extent to which
individuals anticipate experiencing HIV stigma if they
test positive for HIV.!?

Studies done in India and Swaziland have documented that
men and women experience HIV stigma differently with men
experiencing more of internalized stigma compared to women
who commonly experience enacted stigma.'® 2 Findings
from a study in South Africa showed that men reported more
perceived HIV stigma than women.?' There is a correlation
between HIV status disclosure and perceived HIV stigma
whereby HIV status disclosure may lead to HIV stigma but
also perceived HIV stigma may prevent people from disclos-
ing their HIV status.”*** A study in Ethiopia reported that
perceived HIV was more prevalent in rural than urban areas.**

Gender norms related to notions of masculinity fuel
HIV stigma experiences among men living with HIV in
sub-Saharan Africa.”>?* Cultural beliefs in most African
settings uphold men in high esteem, suggesting that invol-
vement in HIV care by men would be seen as a sign of
weakness against concepts of masculinity synonymous
with self-confidence, resilience, and endurance.?’*° HIV
among men in South Africa and Swaziland was associated
with feelings of shame, reduced self-worth, and self-blame
for their HIV positive status.'>** Additionally, men fear
that their HIV status might affect their status in society in
relation to respectability, independence, risk taking and
emotional control as indicated in studies in Uganda and
South Africa.”®*!*? Men believe that HIV testing would

interfere with their employment opportunities and hence
compromise their ability to provide for their families if
found HIV positive.'>?* Men are also reluctant to test for
HIV to avoid being blamed for spreading HIV due to their
HIV risk sexual behavior and the associated stigma.**°
As documented by a study in Uganda, perceived HIV
stigma among Ugandan men originates from the fear of
loss of dignity and status in society due to the association
of HIV with promiscuity, being irresponsible, untrust-
worthy and those living with HIV are often deemed to be
dangerous to society.’” Men being the heads of households
with a role as providers are more vulnerable to internalized
HIV stigma and discrimination at society level.**~*

Previous research in Uganda and Nigeria indicated that
men are less likely to take up HIV services, including volun-
tary counseling and testing and initiation on ART,**** are
less adherent to antiretroviral therapy (ART) and less virally
suppressed compared with women.?'**'* In Uganda, fewer
men are enrolled in care and fewer are adherent to ART with
higher HIV-related mortality reported among men compared
with women.*>** HIV-related mortality among men has also
been reported to be higher in rural areas than in urban areas.**
Adherence to ART among men in Uganda is reportedly poor
due to the fear of rejection,” while others fear that the side
effects of ART or being seen taking HIV medicine may result
in community gossip leading to loss of respect and dignity in
society.>” Enduring physical symptoms and delays in seeking
care was viewed as a sign of strength among men living with
HIV in Uganda.®

Factors associated with HIV stigma among adults with
HIV include low level of education, symptomatic HIV/
AIDS, and lack of HIV status disclosure.*>*® According
to the Uganda demographic and health survey,*’ few peo-
ple attain secondary education whereby the majority of
those who are enrolled in school dropout at primary
level. On average, the median years of schooling in
Uganda for men is 3.9 years and 3. 4 years for women.*’
Other factors associated with HIV stigma, especially in
sub-Saharan Africa, include religion and age,*® as well as
having an HIV positive partner.*’ Studies on the associa-
tion between duration of ART and HIV stigma have found
mixed findings.**>° Social support has been associated
with reduced HIV stigma among adults living with HIV
in Uganda.”'>? Additionally, studies in Uganda have docu-
mented a significant association between food insecurity
and HIV stigma among adults living with HIV.”*>*

Food insecurity is when people are not able to access
sufficiently safe and nutritious food for normal growth and
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development and for an active and healthy life.®> Because
food is a social determinant of health,’® food insecurity is
associated with poor health outcomes in both the short and
long terms.””® Uganda is one of the countries with high
levels of food insecurity in Sub-Saharan Africa.’°
A previous population-based study in Uganda reported
a prevalence of food insecurity of 25% among women
and 9% among men.®’ Moreover, 31% of the Ugandan
population are absolutely poor, yet poverty and food inse-
curity have a strong correlation.®” Some of the factors
associated with food insecurity in Uganda include limited
access to agricultural technology, poverty, dependence on
rainy seasons which are no longer sustainable due to
climate change and morbidity associated with chronic
illnesses.”*%>®* The relationship between HIV stigma
and food insecurity has been linked to social distance
and reduced involvement in social activities that come
when people test positive for HIV, which impacts the
ability to access tangible support, paid labor, and cash
loans that would enable them to access food.>*¢>¢¢
Additionally, HIV is associated with morbidity which
affects the ability of adults living with HIV to work on
their farms or engage in other economic activities which
leads to food insecurity at household level.®”-®®

Although it has been documented that perceived HIV
stigma is a major barrier to enrollment in HIV care and
that perceived HIV stigma is more prevalent in rural

: 17,24
settings, 7.

information about HIV stigma among men
living with HIV in rural south-western Uganda is sparse.
Despite literature indicating high levels of food insecurity

in Ugandan communities,®*"

the relationship between
social support, food insecurity, and HIV stigma among
men living with HIV in rural southwestern Uganda is not
well understood. This study aimed at understanding HIV
stigma and its relationship with social support and food
insecurity among men living with HIV in rural southwes-

tern Uganda.

Materials and Methods
Study Setting and Design

This was an observational cross-sectional study to determine
the prevalence of HIV stigma and the associated factors
among HIV positive men attending an HIV clinic in a rural
health facility in southwestern Uganda. The study was con-
ducted at Ruhoko Health Centre IV (RHC IV), in Ibanda
District. RHC IV is located about 300 km from Kampala, the
Ugandan capital city. The health facility has about 2656

people enrolled for HIV care of whom 832 are adult men.
The HIV clinic at this health facility serves people from
Ibanda District and the surrounding districts of Kitagwenda,
Kazo, and Kiruhura. The clinic handles people with HIV four
days a week and the clinic is run by two doctors, six clinical
officers, four counselors, fifteen nurses, and two peer educa-
tors. About 90 patients are seen per clinic day.

Study Participants

We enrolled adult men aged 18 years and above, who had
been on ART for at least 6 months, and were willing and
able to provide written informed consent to participate in
the study. We consecutively enrolled 252 participants, 5 of
the participants who met the study criteria declined parti-
cipation due to time constraints. We excluded men who
were below 18 years, those with acute mental illness
symptoms that would interfere with their ability to under-
stand the contents of the questionnaire and the consent
form, those who were physically ill and would not be
able to stand the length of the interview, and those with
communication disabilities like hearing impairment. The
sample size was estimated using Cochran’s formula®
using the prevalence of HIV stigma among men (63%)
from a study done in Cameroon.*®

Data Collection

We consecutively recruited HIV positive men who came to
the clinic for their routine visits until we reached our pre-
determined sample size. We used a researcher-administered
questionnaire in a private room within the HIV clinic. We
collected details on social demographic data including age,
marital status, level of education, religion, occupation, area
of residence, and HIV status of the partner. We also collected
information on clinical factors that included the ART regi-
men, the duration on ART, and the presence of ART side
effects. We also collected information on HIV stigma using
the Berger HIV stigma scale,”® social support using the
Multidimensional Scale of Perceived Social Support
(MSPSS),”" and food insecurity using the Household Food
Insecurity Access Scale (HFIAS).72

Study Measures

The Berger HIV stigma scale is a 40-item scale rated on
Likert-type
2=Disagree; 3=Agree; 4=Strongly Agree) and consists of 4

a 4-point scale (1=Strongly Disagree;
subscales to measure different forms of stigma: concerns
about public attitude, concerns about self-image, concerns

about HIV status disclosure and negative self-image. HIV
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stigma is calculated by summing all the items in the scale.”
The minimum score is 40 and the maximum is 160. High
scores indicate higher levels of HIV stigma. The Berger HIV
stigma scale has been validated and used among adult popu-
lations with HIV in various Sub-Saharan African countries
with high reliability (Cronbach’s alpha=0.91).**7

The 12-item MSPSS that measures three sources of
social support (friends, family, and significant other) was
used to measure social support in our study. The scale is
scored on a 7-point Likert type scale ranging from “1=Very
strongly Disagree” to “7=very strongly Agree”. Social sup-
port is obtained by summing up the scores for all items with
higher scores indicating higher social support.”' The mini-
mum score is 12 and the maximum is 84. The scale has been
adapted for use in Uganda showing good reliability
(Cronbach’s alpha=0.83).”* The MSPSS has also been
used among people living with HIV in rural Uganda.”>’¢

The Household food insecurity access scale is a 9-item
scale where each question has two parts. The first part of
each question asks about the occurrence of a specific chal-
lenge concerning food insecurity in the last 4 weeks and
the second part of the question asks about how often the
specific challenge concerning food insecurity had occurred
in the last 4 weeks. The first part of the question requires
a “yes” or “no” response, while the second part provides
three response options (1=Rarely; 2=Sometimes;
3=Often).”” The scale has been validated in eight
countries’” and has been adapted for use among adults
living with HIV in Uganda with excellent reliability
(Cronbach’s alpha=0.91).*"" The scale measures multiple
domains of food insecurity experiences, including worry
about availability and supply of food, the quality and
quantity of food available, and social challenges of food
unavailability.”® Food insecurity is the sum of all the
scores from the 9 items with the highest score being 27
and the lowest score is 0. We categorized food insecurity
into mild, moderated, and severe food insecurity following
the algorithm provided during scale development.’?

Ethical Considerations

The study was conducted according to the ethical guide-
lines of the Declarations of Helsinki.”” We received ethical
approval from the research ethics committee of Mbarara
University of Science Technology (# 09/01-20). We also
received clearance from Uganda National Council for
Science and Technology (UNCST) (# RECLEAR/O1) as
per Ugandan national guidelines. We obtained administra-
tive clearance from Ibanda District Health Office and the

facility in-charge at Ruhoko Health Centre IV. All partici-
pants provided written informed consent before enrolling
in the study. We pre-tested the questionnaire on a small
sample of HIV positive men at the facility to test for
validity and content applicability to the local context.
Data were collected in a private room within the clinic to
ensure patient privacy. The questionnaire was adminis-
tered in Runyankole, a local language spoken in the
study area.

Data Management

Data were entered into EpiData software (version 4.6)
each day of data collection. Entry was done by two sepa-
rate entrants. The duplicate files were then validated to
identify data entry errors. A validated dataset was then
exported to Stata version 16.1 (StataCorp LLC, college
station Texas, USA) for cleaning and analysis.

Data Analysis

We summarized sociodemographic characteristics using
proportions for categorical variables and means and stan-
dard deviations for continuous variables. We then fitted
modified Poisson regression models® to estimate the asso-
ciations between HIV stigma, food insecurity, and social
support after adjusting for other covariates, including age,
duration on ART, HIV status of the spouse, religion, and
ART-regimen. Significance was determined at a P-value
<0.05. We also sought to determine whether social support
modified the relationship between food insecurity and HIV
stigma. In this analysis, we included social support (con-
tinuous variable) as the main effect of exposure to food
insecurity and the main product term for the interaction
between social support and food insecurity. For both mod-
els, we adjusted for the independent variables indicated
above.

Results

The study enrolled 252 participants. The majority of the
participants were married (72.6%), aged 35 years and
above age 35 years and above (70%), and had attained
primary education (61.9%). The mean HIV stigma score
was 70.08 (SD 19.34) with a minimum HIV stigma score
of 40 and a maximum HIV stigma score of 132. The mean
social support score was 68.13 (SD 8.88) and more than
half (52%) scored below the 50th percentile on the social
support scale. Three quarters (75%) of the study partici-
pants were food insecure, 5% of whom had severe food
insecurity (Table 1).
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Table | Characteristics of Study Participants (N=252)

Category Frequency | Percent
Age

18-34 years 75 29.8

35+ years 91 36.1
Marital Status

Married 183 72.6

Single 18 7.1

Divorced 44 17.5

Widowed 7 2.8
Level of Education

None 22 8.7

Primary 156 61.9

Secondary 62 24.6

Tertiary 12 4.8
Religion

Catholic 155 61.5

Anglican 75 29.8

Others (Muslim, Pentecostal, SDA) | 22 8.7
Employment

Skilled employment 53 21.0

Unskilled employment 199 79.0
Area of residence

Rural 178 70.6

Urban 74 294
ART Regimen

First line 229 90.9

Second line 23 9.1
Duration on ART

Less than 2 years 45 17.9

2-5 years 84 333

More than 5 years 123 48.8
Side effects

Yes 21 83

No 231 91.7
Access to ART

From health facility 248 98.4

Home delivered 4 1.6
HIV Status of Spouse

Positive 131 52.0

Negative 71 28.2

Unknown 50 19.8

70.08 19.34

Social support 68.13 8.88S
Food insecurity

Yes 189 75

No 63 25

On bivariate analysis, we found that the risk of

HIV stigma was lower if participants were aged 35
years and above (unadjusted risk ratio (URR 0.84;
95% CI 0.79-0.90; P= <0.001)), had been on ART
for more than 5 years (URR 0.85; 95% CI 0.78-0.93;
P= <0.001), and had social support (URR 0.99; 95%
CI 0.98-0.99; P= <0.001). However, the risk of HIV
stigma was higher among those with food inse
CI 1.02-1.19; P=0.02)

curity (URR 1.01;
(Table 2).

Table 2 Bivariate Analysis of the Factors Associated with HIV

Stigma Among Men

Characteristic Unadusted Risk P-value
Ratio (95% CI)
Age

18-34 years Ref

35+ years 0.84 (0.79-0.90) <0.001
Marital Status

Widowed Ref. Ref.

Single (never married) 1.08 (0.90-1.29) 0.39

Divorced/separated 0.98 (0.82-1.16) 0.82

Married 0.99 (0.85-1.16) 0.95
Level of education

No education Ref. Ref.

Primary 0.97 (0.85-1.12) 0.75

Secondary 1.01 (0.87-1.17) 0.84

Tertiary 0.99 (0.80-1.23) 0.96
Religion

Others (Anglican, muslim, Ref. Ref.

Pentecostal, SDAA)

Catholic 0.96 (0.90-1.03) 0.29
Employment (casual labor) 1.05 (0.96-1.14) 0.26
Area of residence (rural) 0.98 (0.92-1.05) 0.55
ART regimen 1.09 (0.96—1.25) 0.16
Duration on ART

2-5 years 0.91 (0.83—-0.99) 0.03

>5 years 0.85 (0.78-0.93) <0.001
Side effects 0.96 (0.85-1.07) 0.47
Access to ART 0.88 (0.65-1.18) 0.39
HIV Status of spouse 0.96 (0.92-1.01) 0.13
Social support 0.99 (0.98-0.99) <0.001
Food insecurity 1.10 (1.02-1.19) 0.02

Abbreviations: ART, antiretroviral therapy; SDA, seventh day adventist.

Abbreviations: ART, antiretroviral therapy; SDA, seventh day adventist
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On multivariable Poisson regression analysis, we still
found that the risk of HIV stigma was lower among those
aged 35 years and above (adjusted risk ratio [ARR]=0.89;
95% CI 0.83-0.96; P=0.003, those who had been on ART
for more than 5 years (ARR=0.92; 95% CI=0.84-0.99;
P=0.04), and had social support (ARR=0.99; 95%
CI=0.98-0.99; P=<0.001). Food insecurity was associated
with an increased risk of HIV stigma (ARR=1.07; 95% CI
1.00-1.15; P=0.03) (Table 3).

When we included the main effect of social support
(high-level social support) in the regression model for HIV
stigma, along with product terms to test for an interaction
between social support and food insecurity, social support
moderated the relationship between food insecurity and
HIV stigma, with a non-statistically significant coefficient
(P=0.45).

Discussion

The mean HIV stigma score among our study participants
was 70.08 (SD 19.34) with a maximum HIV stigma score
of 132 on the Berger scale. Food insecurity was associated
with an increased risk of HIV stigma, while social support
moderated the effect of food insecurity on HIV stigma
among our study participants.

The protective influence of social support against HIV
stigma in our sample echoes findings of previous studies in
Uganda and other sub-Saharan settings indicating that lack of
social support is associated with high levels of HIV stigma
among adults living with HIV."'! However, our findings are
unique because the study focuses on men living with HIV in
a rural area in Uganda. According to previous research, men

Table 3 Multivariate Logistic Regression of Factors Associated
with HIV Stigma

Characteristic ARR (95% CI) P-value
Age
<34 years Ref. 0.003
35+ years 0.89 (0.83-0.96)
ART regimen 1.05 (0.94-1.18 0.39
Duration on ART
2-5 years 0.94 (0.87-1.01) 0.13
>5 years 0.92 (0.84-0.99) 0.04
HIV Status of spouse 0.99 (0.95-1.03) 0.70
Social support 0.99 (0.98-0.99) <0.001
Food insecurity 1.07 (1.00-1.15) 0.03

Abbreviation: ART, antiretroviral therapy.

shun HIV care services to avoid the stigma associated with
HIV which may dent their status in the society.*”*! In addi-
tion, men with HIV do not disclose their HIV status to avoid
discrimination at work or loss of employment which would
compromise their ability to provide for their families which
deviates from society's expectations of men in most African
settings.'>** > Avoidance of HIV care services means that
men do not disclose their HIV staltus,37 which hinders their
accessibility to social support.®*®3 Lack of social support has
been associated with high®' morbidity and mortality rates
among men living with HIV in Uganda.*

According to existing literature, social support provides
a sense of security for those who are experiencing stressors
and promotes positive behaviors including improved self-
confidence, self-esteem, and empowerment, which promote
positive mental health.***® For people living with HIV,
social support promotes a sense of belonging and neutralizes
negative anticipations and feelings associated with HIV
stigma.?*>!#387 The availability of social support enables
people living with HIV to access relevant information and
guidance needed to navigate HIV care.’>™ HIV stigma
narrows social networks and inhibits social interactions due
to self-imposed social isolation related to the fear of negative
judgment, shame, and guilt associated with HIV.>?

We also found a statistically significant association
between HIV stigma and severe food insecurity, which is
similar to what has been reported in the previous research.®®
HIV stigma predisposes HIV-affected households to food
insecurity through limited social interaction and self-
isolation by people living with HIV due to feelings of
shame, guilt and self-devaluation.®>®® Previous studies
show that HIV stigma is associated with higher levels of
loneliness and social alienation, which disrupts their social
relationships.'®* Avoidance of social interaction in relation
to HIV stigma narrows economic productivity due to the
affected people missing out on employment opportunities,
inability to engage in income generating activities and lim-
ited access to financial support.'® The fear of loss of employ-
ment opportunities is one of the documented reasons why
men living with HIV do not seek care.’”*' The relationship
between HIV stigma, social support and food insecurity in
our study is best explained by the hypothetical model
described by Takada et al’' (Figure 1). Both perceived HIV
stigma and internalized HIV stigma limit accessibility to
local social support systems, including sharing food with
neighbors and borrowing money from family members and
friends, which in turn limit their ability to access food.”>*° In
the presence of enacted stigma, people living with HIV are
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Figure | A hypothetical relationship between HIV stigma, social support and food insecurity.
Notes: Adapted from Takada S, Weiser SD, Kumbakumba E, et al. The dynamic relationship between social support and HIV-related stigma in rural Uganda. Annals of
Behavioral Medicine. 2014;48(1):26—37. Copyright © 2013, The Society of Behavioral Medicine.

not able to access instrumental supports like sharing food
with neighbors or borrowing money to meet their personal
needs.’'**%° Internalized HIV stigma narrows social net-
works and inhibits social interactions due to self-imposed
social isolation related to the fear of negative judgment,
shame, and guilt associated with HIV.>'->* With internalized
stigma, the affected people alienate themselves, hence cut-
ting off social relationships and this compromises their abil-
ity to access emotional support.'®!

The relationship between HIV stigma and food inse-
curity has also been linked to poverty’' and internalized
HIV stigma has been documented to have a greater impact
on those with limited resources.'®**%> The correlation
between HIV stigma, food insecurity, and poverty may
apply in our study since our participants were from
a rural area where the majority of our study participants
(79%) were involved in unskilled employment with lim-
ited sources of income. It has also been documented that
food insecurity is more common in the rural areas due to
limited land and poor soil quality which may further
explain the food insecurity levels found in our study.”
Additionally, HIV is associated with morbidity which lim-
its the ability of adults with HIV to work in their farms or
engage in other economic activities which increases the
risk of food insecurity at household level.*”*°

Our study findings should be interpreted in light of
some study limitations. The study was conducted among
men in a rural HIV clinic and this may limit the general-
izability of our findings to all men living with HIV in
Uganda. Secondly, this was a cross-sectional study making

it difficult to determine the causal effect relationship
between HIV stigma, social support, and food insecurity.
The stigma scale we used did not differentiate between
internalized, enacted, and anticipated HIV stigma, which
could have affected the interpretation of our findings in
relation to the relationship between HIV stigma and food
insecurity found in our study, given that existing literature
points to a stronger association between internalized HIV
stigma and food insecurity.°® Nonetheless, the Berger scale
used in this study captures different aspects of HIV stigma
including fear of disclosure, public negative attitudes, and
self-image under which aspects of internalizing stigma are
captured.”’ Thirdly, we did not explore for masculinity
norms which have been pointed out as a major barrier to
HIV care among men living with HIV in most sub-Saharan
settings and this could have had an impact on the inter-
pretation of findings in relation to the associations between
HIV stigma and food insecurity. However, beyond mascu-
linity norms, previous studies have indicated the relation-
ship between HIV stigma and food insecurity in Uganda.
Last but not least, we interviewed only men in this study;
hence, the findings do not represent the HIV stigma
experiences and challenges of food insecurity and social
support among women living with HIV in this setting.

Conclusions

Our findings show that social support and food insecurity are
significantly associated with HIV stigma among men acces-
sing HIV care at a rural health facility in southwestern
Uganda. We also found that social support moderated the
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relationship between severe food insecurity and HIV stigma

among our participants. Our findings suggest a need to incor-

porate social support interventions into the mainstream HIV

care within the HIV clinics to enable adults living with HIV to

form groups through which they can access and cope with the

challenges of living with HIV. This is in line with previous

studies showing that support groups within HIV clinics and

communities are protective against mental health problems

and HIV stigma among adults living with HIV.”**> All our

participants reported HIV stigma and HIV stigma is documen-

ted as a major barrier to HIV care which indicates a possibility

that there are men living with HIV in the community and are

not accessing care due to the fear of judgement and

discrimination.”** There is a need to develop and implement

community-based interventions to psychologically empower

men in rural areas against HIV stigma to enable them to access

care. Additionally, interventions aimed at economically

empowering men living with HIV are necessary to overcome

challenges of food insecurity since food insecurity is detri-

mental to HIV treatment outcomes through its interference
with ART adherence.
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