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1. EXECUTIVE SUMMARY   
 
Despite the recognized accomplishments made by the Government of Uganda (GoU) and the 
Ugandan people in decreasing the HIV prevalence in the country over the years, the current state of 
affairs in northern Uganda as a result of the 20 year conflict presents a risk for increased HIV infection 
due to heightened vulnerability, particularly amongst girls and women, as well as gaps in HIV and 
AIDS service provision to the internally displaced persons (IDP) population.  As such, the need to 
clearly identify the gaps in service provision through the collection of data using standardized methods 
is critical to facilitate future planning and implementation of HIV and AIDS interventions in northern 
Uganda.  Additionally, the need to map out the services by health facility and other service providers 
for information sharing amongst all stakeholders at all levels, including the GoU, ie: the Ministry of 
Health (MoH) and the district authorities, particularly the district HIV and AIDS Focal Officers 
(DFO), in addition to UN Agencies, international, national and community based organizations, as 
well as the IDP community members themselves, is essential to an effective response and an equitable 
distribution of services. 
 
Due to the need for increased coordination of HIV and AIDS service provision to the IDP population 
at the district level, IOM was requested to conduct a comprehensive HIV and AIDS mapping exercise 
in northern Uganda as a component of the Joint UN Programme on Health, Nutrition, and HIV and 
AIDS.  The districts included in the mapping exercise are: Gulu, Amuru, Kitgum, Pader, Lira, Oyam 
and Apac. 
 
The results of the HIV and AIDS mapping indicate that overall, upon observing HIV and AIDS 
service provision by district, Pader district is the least serviced district by IDP location.  In particular, 
access to treatment services is minimal, with the majority of IDP leadership respondents stating access 
to testing and provision of ARVs at Dr. Ambrosoli Memorial Hospital in Kalongo or hospitals in 
Kitgum town, which are located at a far distance from the IDP locations.  Furthermore, IDP leadership 
respondents in Pader district were noticeably less knowledgeable of HIV and AIDS service provision as 
compared to other districts.  On the other hand, Lira district noted the most positive responses from 
the IDP leadership in regards to HIV and AIDS service provision in comparison with the other 
districts, whereas Kitgum district indicated a number of service providers accessing a geographically 
wider range of IDP locations as compared to other districts.   
 
In regards to the type of service provided, IEC was largely noted as the most common HIV and AIDS 
related service provided to the IDP locations.  Condom distribution was also highly noted by the IDP 
leadership as a service offered, although it was further stated that there were not enough condoms to 
be distributed.  Pediatric HIV treatment was immensely noted as an area where little or no services 
were being provided, with many of the IDP leadership not being able to provide any information on 
access nor did they have much knowledge of the needs.  Generally speaking, it can be said that even 
when it is stated that a particular service is offered in a particular IDP location, the service does not 
accommodate all in need in the community.  The most perfect example is assistance to orphans and 
other vulnerable children (OVC) since there are an overwhelming number of beneficiaries with limited 
resources, as noted by service providers and IDP leadership alike.   
 
A discrepancy has been noted between what is stated to be available from service providers and where 
the IDP leadership has noted accessing the services.  The majority of HIV and AIDS services are 
accessed at hospitals and health centre IVs, with a small number indicated accessing services from a 
limited number health centre IIIs, according to the IDP leadership.  Exceptions are visible in certain 
IDP locations with organizations providing comprehensive HIV counseling and testing (HCT) and 



HIV and AIDS Mapping, Gulu, Amuru, Kitgum, Pader, Lira, Oyam, and Apac districts, Sept-Dec 2006 8

other HIV and AIDS services, however generally it was explained that while a variety of HIV and AIDS 
services are being provided by health centres and organizations, particularly in regards to HIV testing, 
the services either do not have the capacity to meet the demand or are available in specific IDP 
locations and do not meet others. 
 
Problems related to referral services were overwhelmingly stated in interviews with service providers as 
well as the IDP leadership.  Service providers complained of lack of feedback on referred clients and 
overall lack of coordination, clients not receiving the service in which they were referred, and no 
means to support referral (ie: transport especially).  The IDP leadership indicated similar issues of long 
waiting times due to too many beneficiaries, lack of resources and/or capacity of referred facility to 
provide service, and expense in accessing service (ie: transport and other related costs).  As such, a clear 
call for a better established and systematic referral network to be set up at district level was affirmed. 
 
HIV and AIDS coordination structures are in existence in all districts, with the exception of Amuru 
and Oyam, as the newly established districts were still in the process of determining the structures at 
the time of the mapping.  Generally speaking, the HIV and AIDS coordination meetings or sector 
working groups convene monthly, whereas the District AIDS Committees (DAC) convenes quarterly, 
although this varies by district.  Issues of limited resources for the DAC meetings have been raised by 
the district authorities.  Furthermore, at the time of the mapping, no district had functioning Sub-
county AIDS Committees (SAC) or Parish AIDS Committees (PAC), however the district HIV and 
AIDS Focal Persons stated to be currently working in establishing the SACs.  Findings indicate that 
Kitgum district is stated to have the most developed and functioning coordination system, with Gulu 
and Lira also having positive results, whereas Pader district faces many challenges in coordination.    
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2. BACKGROUND 
 
The people of northern Uganda have suffered for more than 20 years at the hands of the Lord’s 
Resistance Army (LRA).  The conflict has displaced an estimated 1.7 million people1, forcing them to 
live in settlements for the internally displaced which are characterized by appalling living conditions, 
leading to an increase in vulnerability to HIV and AIDS for the internally displaced persons (IDPs), 
particularly for girls and women. 
 
While a basis of information on HIV and AIDS service provision is available to varying degrees at the 
district level from the GoU, including the MoH, the district authorities and the Ugandan AIDS 
Commission (UAC), in addition to OCHA, UNICEF, and international and national organizations, 
one of the primary challenges to improve assistance and overall response towards IDPs has been a lack 
of updated and systematically compiled information.  At the district level, the government authorities 
tasked with health coordination struggle with limited resources and capacity to collect, host, and 
provide information in an efficient way, and therefore require and welcome assistance in enhancing 
existing data and building district capacity for information management.  Furthermore, the lack of 
standardized data collection methods and fragmented information input by service providers has 
presented challenges for OCHAs ongoing efforts to compile baseline camp based information.   
 
The United Kingdom (UK) Department for International Development (DFID) has supported 
improved coordination and joint efforts of the UN in regards to health, nutrition, and HIV and AIDS, 
thus prompting a joint UN health programme under the coordination of UNAIDS, with IOM as well 
as UNICEF and WHO, being recognized as partners for implementing data collection and capacity 
building in information management activities.  As such, IOM was requested by the UN Technical 
Working group on HIV and AIDS, in collaboration with the MoH and the UAC, to collect 
comprehensive and updated information on HIV and AIDS service provision in northern Uganda, 
including the districts of Gulu, Amuru, Kitgum, Pader, Lira, and Oyam and Apac, through an HIV 
and AIDS mapping exercise.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                 
1 “Affected Populations in the Great Lakes Region (As at 15 June 2005)”, UN OCHA. Please note that the IDP 
figure reflects WFP assisted cases and not unassisted IDP population or night commuters. Document can be seen at: 
http://www.reliefweb.int/rw/RWB.NSF/db900SID/EVOD-6FLJ2B?OpenDocument (15 June 2005) 
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3. METHODOLOGY   
 
3.1 Objective 
 
To contribute to the efforts by the GoU, international actors and local community for voluntary and 
durable solutions to internal displacement in Uganda by supporting effective coordination and 
updated information systems in regards to the need of the IDP population. 
 
3.2 Project Purposes 
 
1) To provide systematically compiled reliable and updated data on IDP settlements in seven2 (7) 
districts, in relation to HIV and AIDS service delivery and information available.  
 
2) To enhance the capacity of GoU, especially district authorities in seven (7) districts, in regards to 
coordinating HIV and AIDS interventions in IDP settlements and provide updated information to 
stakeholders.  
 
3.3 Mapping Design  
 
The HIV/AIDS Mapping has been developed as part of the larger UN Joint Inter-Agency Emergency 
Health, Nutrition and HIV and AIDS Response in IDP Camps in Northern Uganda, specifically 
responding to the Sub-Project 7, Objective 3, regarding effective coordination in emergency settings. 
 
The Mapping exercise was designed through a consultative process with various stakeholders at central 
and district level, including the Government of Uganda, particularly the Ministry of Health (MoH), 
and the District Disaster Management Committees (DDMC) and District Director of Health Services 
(DDHS), along with the Ugandan AIDS Commission (UAC), UNICEF, UNAIDS, WHO, 
UNOCHA, and other relevant stakeholders.  Discussions and information sharing, particularly 
amongst the MoH, WHO, and UNICEF, has allowed for the harmonization of the HIV and AIDS 
Mapping with the efforts of the MoH Service Availability Mapping (SAM) exercise conducted in Gulu, 
Kitgum, and Pader districts by the MoH, in collaboration with WHO and UNICEF, in April-May 
2006.  The collaboration has permitted the collection of complementary updated and accurate 
information regarding HIV/AIDS services available to the IDPs in Gulu, Amuru, Kitgum, Pader, Lira, 
and Oyam and Apac3, without duplicating previous efforts.   
 
3.4 Data Collection Tools & Sampling 
 
The MoH SAM questionnaires were utilized as a basis for the development of the data collection tools, 
including both the health facility and IDP camp forms, and suggestions regarding the data collection 
tools were collected at the district level from the DDHS, the DFO, UNICEF, OCHA, WHO, and 
other relevant stakeholders.  The draft data collection tools and the methodology were shared for input 
with the MoH, the UAC, the UNTW on HIV and AIDS, and district authorities, including the 
DDHS and DFOs.     

                                                 
2 The recent division of Gulu district into Gulu and Amuru districts and Apac district into Apac and Oyam districts have 
resulted in the mapping exercise including 7 districts, as opposed to the original 7 districts of Gulu, Apac, Kitgum, Pader, 
and Lira. 
3 The mapping includes information regarding HIV and AIDS service provision in the two sub-counties in Apac district 
with IDP settlements, as well as Apac Hospital.  The mapping does not present information regarding all HIV and AIDS 
service provision in Apac district.     
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Two data collection forms were developed and directed to specified respondents, as indicated below:   
 
Form 1 – Service Provider Data Collection Form:  
 Health facilities: Conducted with health facility staff, including government supported and NGO 

medical service providers providing services to IDP/return communities in all identified districts; 
 UN, NGO, and other not-for-profit non-medical HIV/AIDS service providers: Conducted with 

the HIV/AIDS focal persons of each UN/NGO/service provider providing HIV/AIDS services in 
all identified districts; 

 District Authorities/Structures: Conducted with appropriate district authorities and/or structures 
providing services in the area of HIV/AIDS in all identified districts. 

Form 2 – IDP Community Leadership Form: 
 Communities (IDP settlements): Conducted the camp leadership in IDP settlements in all 

identified districts. 
 
Interviews were conducted in each district with all IDP settlement camp leadership, all functional GoU 
and private not for profit health facilities, and all identified service providers, including NGOs, CBOs, 
and FBOs, active in HIV and AIDS service provision, as well as UN and NGO sub-granting HIV and 
AIDS activities in all 7 districts, with the exception of Lira district.  As Lira district had 16 urban IDP 
settlements at the time of the mapping, although with minimal populations and the majority of 
members accessing services from similar or exact service providers, it was decided that half of the urban 
camps in Lira would be sampled for interview and inclusion in the mapping.  The 8 IDP urban 
settlements4 were randomly chosen and interviews in the settlements were used as the initial test for 
the data collection tool.     
 
Furthermore, discussions at district level in Lira with district authorities, UNICEF, and OCHA 
determined that the information collected should additionally be presented on a sub-county level and 
not simply a settlement site basis due to the progressed return movement as opposed to other districts 
at the time of the mapping.    
 
3.5 Operational Structures 
 
Operational bases were established in the district of Kitgum, Pader, Gulu, and Lira.  Office space was 
generously provided to IOM by partners in the field, including UNICEF in Kitgum, while the 
operational base for Lira, Oyam, and Apac was set up in the DDMC office building in Lira town.  
Additionally, the IOM Gulu sub-office was used as the operational bases for Gulu and Amuru districts, 
while the operational base in Pader was set up in the IOM office space in Pader Town Council.  
Additionally, the data entry and processing base was established at the IOM Gulu sub-office and the 
IOM office in Kampala. 
 
In cooperation with the DFO, and with the assistance of the Chief Administrative Officer (CAO), the 
District Disaster Preparedness Coordinator (DDPC), and the DDHS, IOM has supported district level 
coordination through the provision of necessary furniture and IT equipment, including computers, 
printers, toner, stationary, and so on, based on the specific needs of each district.  The equipment will 
be utilized by the district authorities so as to ensure sustainability of the project through continuous 
data collection and information updates.  
 

                                                 
4 The 8 urban IDP settlements in Lira district randomly chosen for interviews and inclusion in the HIV and AIDS mapping 
include: Ireda, Boke, Lira P7, Amballal, Starch Factory, Corner Dakatal, Lango Koran, and PAG. 
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3.6 Field Staff 
 
A total of 71 field staff were recruited from the 7 districts included in the mapping exercise.  Qualified 
and reliable enumerators and other field staff were identified by IOM based on previous employment 
with IOM for similar data collection exercises.  The selection criterion included an appropriate level of 
education, preferably at the university level, sound knowledge of HIV/AIDS service provision, a strong 
command of English and the local language, previous experience in data collection/data entry, in 
addition to past performance.  Additionally, IOM requested the DDHS and DFO to identify available 
district health staff to join the project team as enumerators for the data collection.  The health staff 
was utilized to conduct the data collection interviews primarily with health facility staff.  
 
Field Staff Gulu/Amuru Kitgum Pader Lira Oyam/Apac 
Enumerators 24 14 12 13 8 

 
A total of 4 data entry clerks were hired for data entry at the IOM Gulu sub-office, and were overseen 
by the Socio-demographic/Data Processing Expert.  Additionally, IOM staff included a Project Officer, 
Socio-demographic/Data Processing Expert, a Nurse, and 2 Project Assistants. 
 
3.7 Data Processing 
 
Data processing and analysis will be undertaken by the IOM Socio-Demographic/Data Processing 
Expert and IOM Project Officer, at which time the will be re-verified, eliminating errors and 
duplications, so as to ensure accurate and reliable results.   
 
3.8 Limitations 
 
Due to the time and resource constraints, the mapping exercise did not include private for profit 
health facilities, but rather focused on government supported and NGO health facilities. 
 
A number of notable NGO service providers are not included in the mapping results or are not 
included in the results in a particular district as no feedback was received by the IOM project team.  
Additionally, while the project team believes that the list of service providers interviewed is complete, 
as reviewed with the district authorities, UNOCHA, UNICEF, and WHO, there is a possibility that a 
service provider had not been contacted for interview for inclusion in the mapping results. The 
mapping results, including the database, will be available for update and/or inclusion with the DFOs 
at district level.  
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4. HIV AND AIDS MAPPING RESULTS 
 
4.1 GENERAL INFORMATION 
 
4.1.1 IDP camps/settlement sites 
 
A total of 198 IDP camps/settlement sites were interviewed in the districts of Gulu, Amuru, Kitgum, 
Pader, Lira, Oyam, and Apac districts.  The IDP locations chosen for interview in Acholiland (ie: 
Gulu, Amuru, Kitgum, and Pader districts) were those included in the WFP and district authorities 
revalidation exercise of September 2006.  The IDP locations interviewed in Lira include all rural IDP 
camps, as well as a sample of 8 urban camp locations.  Finally, all IDP camp locations in Oyam and 
Apac districts were interviewed.  Please see the Table below for the number of IDP locations 
interviewed by district for the mapping exercise. 
 

TOTAL Gulu Amuru Kitgum Pader Lira Oyam Apac 
198 31 33 26 55 33 18 2 

 
Each interview in the IDP location took place with between 1-6 members of the IDP leadership, of 
which the respondents included the Camp Leader, Assistant Camp Leader, General Secretary, 
Women’s Leader, and/or other community leaders within the community.  In the vast majority of 
cases, interviews were conducted with a minimum of 3 respondents, of which one respondent was 
always a woman.   
 
Interviews with leaders in the IDP locations has allowed the mapping exercise to not only map service 
provision as per the service providers, but has allowed the collection of information regarding service 
awareness amongst the IDP communities.  Results indicate that a number of members of the IDP 
leadership are not aware of the services available to their community members, nor are they 
knowledgeable of type of possible services.   
 
4.1.2 Services Providers  
 
A list of HIV and AIDS service providers was compiled by the IOM project team with the assistance of 
the district authorities, particularly the DFO, as well as UNOCHA, UNICEF, and WHO.  
Furthermore, the project team consulted other international and national organizations, in addition to 
IDP camp leadership respondents, in order to assemble the most comprehensive list of service 
providers for interview and subsequent inclusion in the HIV and AIDS mapping report.  Additionally, 
all functional government supported and private not for profit HC II, III, IV, and hospitals were 
included in the sample, of which interviews were conducted with health facility staff, including the 
Officer in Charge, Clinical Officers, Nurses, and so on.  The service provider list included UN 
agencies, NGOs, CBOs, FBOs, and government supported and NGO health facilities.  The full list of 
NGO, CBO, FBO service providers is available in Annex 1, while the list of health facilities is available 
in Annex 2, included in this report. 
 
As the return movement in Lira district is more advanced than in other districts to date, it should be 
noted that the services are stated to be accessed by sub-county and not merely the IDP locations.   
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4.2 PREVENTION 
 
4.2.1 Information, Education, and Communication (IEC)  
 
IEC messages and campaigns is the most common HIV and AIDS service provided by service 
providers.  However, upon observation of IEC service provision by geographical coverage, results 
indicate that a number of IDP locations are not receiving any IEC whereas others are receiving the 
service from a number of service providers.  Duplication of this sort is less evident in Amuru district as 
compared to other districts, whereas Oyam/Apac, Kitgum, and Lira urban IDP locations have the best 
geographical coverage, with all IDP locations in Oyam/Apac districts receiving IEC and nearly all 
receiving IEC in Kitgum and Lira urban locations, with the exception of 3 IDP locations, according to 
service providers.  Please see the Table below for a breakdown of IDP locations not receiving IEC, as 
per service provider respondents. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira 
urban 

Oyam Apac 

IDP locations 188 31 33 26 55 23 18 2 
# without IEC 52 14 17 3 15 3 0 0 

 
Furthermore, geographical distribution of IEC service provision shows the IDP locations located 
nearer to the district HQ and/or location of service provider offices are generally more serviced than 
those located a far distance, with the exception of Pader district as the service provider offices are 
located in different areas of the district.  Reasoning for the above is largely due to logistics and 
resources, particularly for CBOs operating with limited resources. 
 
According to IDP camp leadership respondents, a total of 32 of 198 IDP locations interviewed in 
northern Uganda were not receiving any IEC.  The Table below indicates the responses by district. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira  Oyam Apac 
IDP locations 198 31 33 26 55 33 18 2 
# without IEC 32 9 2 6 14 1 0 0 

 
The discrepancy in the numbers of IDP locations receiving IEC as per service providers versus IDP 
leadership respondents is likely due to the fact that some IEC has been conducted in a one-off or 
irregular manner in the IDP locations to which the IDP leadership is referring.   
 
The target group for IEC campaigns in IDP locations most noted by the IDP leadership is the general 
IDP population, with youth being the second most common target group.  Messages in IEC campaigns 
included fore mostly the ABC strategy5, followed by STI prevention, whereas anti-stigma was the least 
stated message.  Furthermore, while human rights, including sexual and gender based violence 
(SGBV), and preventative routine counselling and testing were stated by the IDP leadership in 63 of 
166 and 81 of 166 IDP locations receiving IEC respectively, this information was not corroborated by 
the information collected from service providers.  In fact, human rights, including SGBV, and 
preventative routine counselling and testing, in addition to messages of sexual and reproductive health 
are identified gaps in IEC service provision. 
 
The use of radio, drama/theatre, and sensitization meetings are utilized as the primary methods for 
IEC on HIV and AIDS.  Sensitization meetings were the most used method in all 7 districts, followed 

                                                 
5 ABC: abstinence, be faithful, and condom use. 
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by drama/theatre. Radio was stated often by the IDP leadership as a method of IEC in Gulu, Amuru 
and Lira districts, whereas the IDP leadership in Kitgum, Pader, and Oyam/Apac districts noted the 
usage of radio in only a small number of cases.   
 
According to the IDP leadership, IEC is conducted in the IDP locations by a number of service 
providers, including health workers, NGO and CBO staff, and FBOs, in addition to religious leaders, 
community volunteers, etc.  Please refer Annex 3 for more specific information regarding IEC service 
provision perceptions of the IDP leadership.   
 
4.2.2 Condom Distribution 
 
The results of the mapping indicate that condoms are generally available, with occasional stock outs, in 
all health facilities (HC II, III, IV, and hospitals) accessed by the IDPs, with the exception of those 
health facilities operated by church missions.  Additionally, several NGOs and CBOs distribute 
condoms to the IDP leadership, peer educators, community volunteer counsellors (CVC), CORPS, 
and others for distribution within the community, or distribute themselves after education/promotion 
interventions, such as sensitization meetings or dramas.  The number of condoms available for 
distribution differs considerably by organization, with some offering small numbers and others such as 
CESVI, GOAL, COOPI, Concern, and IRC distributing large numbers of condoms per month, 
between approximately 20,000-40,000 condoms each.  In nearly all cases, condoms are provided free of 
charge.    
 
According to NGO, CBO and FBO service providers, 47% are offering condom distribution, whereas 
87% of health facilities have stated condom distribution.  Please refer to Annex 1 and 2 for details of 
service providers conducting condom distribution.  The Annexes further offer details of the number of 
condoms distributed in the month prior to the interview for the mapping, thus providing an 
estimation of quantities for general monthly distribution by service provider. 
 

Districts TOTAL Gulu/Amuru Kitgum Pader Lira  Oyam/Apac 
Service Providers 107 26 19 25 29 8 

# condom 
distribution 

50 12 11 11 15 2 

% condom 
distribution 

46% 46% 58% 44% 52% 25% 

 
A total of 76% of the IDP locations were noted by the IDP leadership to receive condom distribution, 
of which only 2 respondents claimed to have to pay for the condoms.  Additionally, respondents have 
noted that condoms are also available for purchase in many of the shops located in the IDP locations, 
for a charge of 300-500 UGX per box of 3.   
 
The Table below indicates the number of IDP locations by district receiving condom distribution 
according to IDP leadership. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira  Oyam Apac 
IDP locations 198 31 33 26 55 33 18 2 
# condom 
distribution 

151 20 33 21 36 25 16 2 

 
As the Table indicates, Gulu and Pader are the districts with the highest number of IDP locations 
stating to not receive any condom distribution.   
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Health workers are the most commonly stated distributors of condoms in all districts by the IDP 
leadership, particularly Gulu district and with the exception of Pader district, to which peer educators 
have been indicated as distributors in 1 more IDP location than health workers.  Other persons 
responsible for condom distribution as specified by the IDP leadership include CORPS, followed by 
village health team (VHT) members6, and the IDP leadership.  PLWHA were noted to distribute 
condoms in only 4 IDP locations. 
 
While condoms distribution as a service is seen to be acceptably accessible by IDP location, in all cases 
it has been noted that there are not enough condoms to meet the demand.  Please refer to the Annex 1 
and 2 for further detail of condom distribution by service providers, as well as Annex 3 for details of 
condom distribution as per interviews with IDP leadership.  
 
4.2.3 Life Skills / Youth Friendly Services 
 
Life skills/youth friendly services are provided to the IDP youth by 60% of all HIV and AIDS NGO, 
CBO, FBO service providers, according to service providers.  Kitgum district noted the highest number 
of service providers in life skills/youth friendly services with 63% of all service providers in the district, 
followed by Gulu with 58%, whereas Oyam/Apac districts had the lowest percentage, with only 13%.   
 
The Table below indicates the number of IDP locations with Life skills/youth friendly service 
provision, as per service providers. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira  Oyam Apac 
IDP locations 198 31 33 26 55 33 18 2 
# life skills / 
YFS 

93 18 10 19 22 18 5 1 

 
Furthermore, 47% of all health facilities have stated providing life skills/youth friendly services. 
 
In regards to life skills availability at the camp level, few IDP respondents were knowledgeable about 
any such services being offered in the camp locations, although it should be noted that few 
respondents had an understanding of what life skills entailed.  As such, the results regarding life skills 
as per the IDP leadership offer varying degrees of understanding of life skills, with some respondents 
confusing this service with general IEC and behaviour change initiatives. 
 
With this in mind, a total of 62% of the IDP leadership respondents in all districts stated that 
community members, particularly CORPS workers, health workers, and peer educators, have been 
trained as trainers in life skills.  Lira was overwhelmingly noted as the district with the highest number 
of IDP locations with trainers in life skills, with only 2 of 33 respondents claiming no trainer.  Gulu, 
Amuru, Oyam/Apac districts had the next most trainers, followed by Kitgum.  Pader had by far the 
least amount of trainers, as only 19 of 55 respondents stated having trained persons to conduct life 
skills with beneficiaries. 
 
As expected, youth were the target group in nearly all IDP locations, with other target groups stated as 
young mothers, girls/women, PLWHA, and OVCs.     
 
 

                                                 
6 VHTs also include CORPS workers. 
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4.2.4 HIV Counselling and Testing (HCT) 
 
Oyam/Apac districts are the only districts where HCT services were largely stated by the IDP 
leadership to be accessed from a service provider rather than a health facility.  Despite this, the IDP 
leadership in other districts also noted accessing HCT services from various NGO service providers.   
 
More specifically, CESVI is providing HCT services to all 20 IDP locations in Oyam/Apac districts, 
while IRC, AIC and ALF are providing testing services in 16 of the 26 IDP locations in Kitgum.  A 
total of 7 of 31 IDP locations in Gulu district are accessing testing from UPHOLD, MS, FPAU and 
GYC, while UPHOLD, MS, and GYC are also providing testing in 5 of 33 IDP locations in Amuru 
district.  In Pader district, AIC, PSI, IRC, ST, BER and CESVI are providing testing services to 37 of 
the 55 IDP locations.  Finally, in Lira district, MSF-H and AIC are offering testing services in a total of 
10 of the 23 rural IDP locations, whereas FPAU is offering HCT in 2 urban locations.  HCT service 
providers do not generally operate from established health clinics located in the IDP locations, with 
the primary exception of MSF, but rather offer the service via mobile clinic. 
 
According to health facility respondents, a total of 85% are offering HIV counselling services whereas 
44% offer testing services to the IDP population.  HCT services are most commonly offered at the HC 
III level and above, however counselling services are generally offered at health facilities that do not 
offer testing, including HC IIs or other HCs that do not offer the service due to lack of test kits.  The 
counselled patients are then referred to the nearest health facility offering testing services.    
 
It can be seen from the Table below that while all HC IVs are stated to be providing testing services, 
high numbers of HC IIIs in Kitgum, Lira, and Apac/Oyam districts have also noted providing HIV 
testing.  Pader and Gulu districts indicate a much lower number of HC IIIs offering testing, with 27% 
and 33% of HC IIIs only.  While all hospital offer testing services, respondents in Apac hospital 
declared no test kits thus preventing the provision of testing services.  For more details regarding HCT 
services by district and health facility, please see pages 21-32 of Annex 2. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira  Oyam/Apac 
Health facilities 136 32 18 21 30 24 11 
% testing total 44% 38% 22% 76% 23% 67% 45% 
% testing HC II 10% 18% 0% 20% 8% 14% 0% 
% testing HC III 59% 33% 50% 92% 27% 83% 75% 
% testing HC IV 100% 100% 100% 100% 100% 100% 100% 
% testing Hosp 91% 100% 100% 100% 100% 100% 50% 

 
Few IDP respondents have stated that they are able to access testing services within the IDP location; 
however the vast majority stated that counselling services were available in the locations from health 
workers, NGO/CBO staff or volunteers, and community volunteers, such as CORPS, peer educations, 
and CVCs, as corroborated by service providers.   
 
IDP leadership respondents have most commonly noted regional referral hospitals and health centre 
IVs as the primary place to access HIV testing in all districts, with the exceptions of Oyam/Apac.  
Respondents in Gulu and Amuru districts also indicated a number of HC III as a place where testing 
services are accessed, while a smaller number also indicated this in other districts.  While a number of 
the IDP locations have a HC II or HC III within its location, testing is often stated to inaccessible due 
to long waiting times as a result of high numbers of beneficiaries and inadequate staffing, and an 
undersupply of equipment and drugs.   As such, the IDP leadership have stated necessary travel to the 
nearest HC IV or hospital to access testing services that are often located at a far distance from the IDP 
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location thus limiting access due to associated costs of travelling to service location, and are also stated 
to be overloaded with beneficiaries.   
 
The table on the next page indicates the most commonly reported facilities stated by IDP camp 
leadership respondents for accessing HIV testing by district. 

District HIV Testing Facility 
Gulu Gulu Regional Referral Hospital, Lacor Hospital, Lalogi HC IV, Ongako HC III, Patiko HC III 
Amuru Anaka Hospital, Lacor Hospital, Amuru HC III 
Kitgum Kitgum Government Hospital, St. Josephs Hospital, Padibe HC IV, Naam Okora HC IV, Lukung 

HC III 
Pader Dr. Ambrosoli Memorial Hospital – Kalongo, Pajule HC IV, Adilang HC III, Patongo HC III  
Lira Lira Regional Referral Hospital, Ogur HC IV, Alebtong HC IV, Aliwang HC III 
Oyam/Apac Anyeke HC IV, Ngai HC III, CESVI outreach 

 
In several cases, health facilities have noted testing numbers higher than that of the counselled 
numbers.  Testing without counsel is a grave issue and should be addressed in order to ensure quality 
HCT services to the IDP population.  Furthermore, Lira Regional Referral hospital has noted 
exceptionally high numbers of persons tested, as compared to other hospitals in the other districts 
included in the mapping.     
 
4.2.5 Prevention of Mother to Child Transmission (PMTCT) 
 
The mapping results indicate that PMTCT is rarely provided by NGO, CBO, FBO service providers 
but rather most often by health facilities, with the exception of Oyam/Apac districts, where CESVI is 
providing PMTCT services to all IDP locations in the districts.   
 
According to the Ministry of Health guidelines, it is the aim that PMTCT services be available at 
health centres with a level of HC III and above ie: HC IIIs, IVs, and hospitals.  As such, of the 78 HC 
IIIs, IVs, and hospitals interviewed in the mapping, 69% are providing testing for PMTCT.  
Furthermore, 91% of all HC IVs and hospitals are providing the service.   
 
Of particular interest in regards to the availability of PMTCT services by district is the discrepancy 
between the numbers of high level health facilities per district.  Pader district is of primary concern as 
there is only one HC IV and one hospital, which therefore limits the degree of service provision to the 
population as only the high level health facilities offer services, such as PMTCT.  Additionally, while 
Amuru is also of concern in this regard as the district also only has one HC IV and one hospital, the 
population may access such services from Gulu municipality which has several hospitals and therefore 
provides options to the population.  Transportation is an issue where access is concerned, as the HC 
IVs and hospitals are located a distance from many of the IDP locations, as has been similarly stated as 
an access problem for HIV testing.      
 
For details by district, please see the Table on the next page for the breakdown of testing service for 
PMTCT by district.  For more detail, please refer to Annex 2. 
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Districts TOTAL Gulu Amuru Kitgum Pader Lira Oyam/Apac 

PMTCT Testing         
% Total HC 

36% of 136 22% of 32 28% of 18 57% of 21 20% of 30 58% of 24 45% of 11 

PMTCT Testing         
% Total HC III 

43% of 56 0% of 9 50% of 4 67% of 12 20% of 15 67% of 12 75% of 4 

PMTCT Testing         
% Total HC IV 

91% of 11 100% of 2 100% of 1 100% of 2 0% of 1 100% of 4 100% of 1 

PMTCT Testing         
% Total Hospital 

91% of 11 100% of 4 100% of 1 100% of 2 100% of 1 100% of 4 50% of 2 

 
No PMTCT services are being offered in the IDP locations by NGO, CBO, FBO service providers in 
the districts of Gulu and Amuru districts, however PMTCT can be accessed in Gulu Municipality from 
Comboni Samaritan’s, Health Alert, with AVSI supporting PMTCT services through health facility 
partners.  PMTCT services are provided by ALF in Kitgum in 3 IDP locations in addition to Kitgum 
town, while PSI is offering PMTCT in 19 locations, AIC in 10 locations, and ST in 3 IDP locations in 
Pader district.  Furthermore, MSF-H is providing PMTCT services in 6 rural IDP locations in Lira, as 
well as FPAU in 2 urban IDP locations in Lira.  For more details, see Annex 1.  
 
According to the IDP leadership, IDPs in 138 of 198 IDP locations can access HIV counselling services 
for PMTCT, whereas only 90 of 198 state being able to access testing for PMTCT.  Testing services for 
PMTCT are stated to be more accessible in Lira and Oyam/Apac districts, with 24 of 33 (73%) and 16 
of 20 (80%) IDP locations accessing respectively, as opposed to the 16 of 55 IDP locations (26%) 
where access to testing for PMTCT in Pader district.  Approximately 30% of the IDP locations in Gulu 
and Amuru districts access testing services, whereas 54% of IDP locations state to access in Kitgum 
district.    
 
The provision of drugs for PMTCT, ie: Niverapine or AZT, were noted by the IDP leadership in 38% 
of the IDP locations interviewed, in addition to 38% stating that the drugs are provided free of charge.  
Nutritional support for PMTCT was declared in 46 of the 198 IDP location interviews.  Furthermore, 
only 19% of respondents stated that the provision of PMTCT services is accessible to all in need in the 
community, Gulu and Kitgum respondents stating the lowest percentage of accessibility.  For more 
details of PMTCT service provision according to the IDP leadership by district, see Annex 3. 
 
4.3 TREATMENT 
 
4.3.1 Sexually Transmitted Infections (STIs) 
 
Treatment of STIs is offered in a small number of IDP locations from NGO, CBO, FBO service 
providers with medical expertise, however it is generally a service offered by health facilities.  A total of 
22 of the 107 service providers interviewed affirmed offering STI treatment services to the IDP 
population.  Refer to the Table below for the number of IDP locations receiving STI treatment in the 
location from NGO, CBO, FBO service providers. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira  Oyam/Apac 
IDP locations 198 31 33 26 55 33 20 
# STI treatment 58 9 4 6 11 13 15 

 
According to health facilities, 100% are offering services in STI treatment.  Nevertheless, while the 
service is offered, the quality of service in the lower HC levels, ie: HC IIs, is questionable as a lack of 
drugs and equipment, and inadequate numbers of staff resulting in many IDPs being referred to other 
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health facilities or simply medicating with under-dosages, which is a frequent problem as indicated by 
the IDP leadership.  The number of health facilities offering services in STI treatment is indicated in 
the Table below.   
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira  Oyam/Apac 
Health facilities 136 32 18 21 30 24 11 

% STI treatment 100% 100% 100% 100% 100% 100% 100% 

 
According to the IDP leadership, access to treatment was noted to be 71%, however only 23% stated 
that STI treatment was accessible to all in need in the community.  Reasons for inaccessibility, as noted 
by both IDP leadership as well as health facility staff, included a lack of drugs and equipment, as well 
as inadequate number of health staff due to high numbers of patients at health facilities.  Of note, Lira 
district noted a significantly lower percentage of respondents who affirmed a lack of drugs as reason for 
inaccessibility to those in need with 24%, as opposed to all the other districts where respondents stated 
between 60-82% inaccessibility.  Additionally, IDP leadership respondents noted expense as a reason 
for inaccessibility, primarily transport expenses from the IDP location to the nearest health facility.   
 
4.3.2 Pediatric HIV Treatment 
 
Pediatric HIV treatment was noted by service providers, including the district authorities and health 
workers, as a service area that has largely been overlooked.  Results of the mapping exercise indicate 
that few service providers are offering service in the area of HIV and AIDS treatment and children, in 
addition to few IDP leadership respondents having knowledge of this area of HIV and AIDS service 
provision.   
 
Pediatric testing services have been stated to be offered by 9% of the 107 service providers (NGO, 
CBO, FBO) interviewed for the mapping, of which the districts of Kitgum, Pader, Lira, and 
Oyam/Apac noted no service providers.  As such, the service providers providing Pediatric testing 
services are working in Gulu and Amuru districts only.  More specifically, only three NGO, CBO, 
FBO service providers are working in the area of pediatric HIV treatment and all are located in 
Gulu/Amuru districts, ie: TASO, Comboni Samaritan’s, and Health Alert.   
 
A total of 91% of HC IVs and hospitals are offering the service, however this indicates limited service 
provision due to the small numbers of HC IVs and hospitals per district.  The Table below indicates 
the service offering by district.  Kitgum indicates the most access, Pader again with the lowest access to 
testing for children.  Again, travel to the HC IVs and hospitals are difficult for many of the IDPs 
residing in IDP locations not hosting such a facility. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira Oyam/Apac 

PMTCT Testing         
% Total HC 

27% of 136 31% of 32 21% of 18 48% of 21 17% of 30 21% of 24 27% of 11 

PMTCT Testing         
% Total HC III 

43% of 56 33% of 9 50% of 4 58% of 12 20% of 15 0% of 12 20% of 4 

PMTCT Testing         
% Total HC IV 

91% of 11 100% of 2 100% of 1 50% of 2 100% of 1 75% of 4 100% of 1 

PMTCT Testing         
% Total Hospital 

91% of 11 75% of 4 100% of 1 100% of 2 0% of 1 100% of 4 50% of 2 

 
In regards to Pediatric HIV treatment availability at health facilities, a total of 15 health facilities have 
affirmed being able to provide pediatric ARV dosages, 4 of which are located in Gulu district.  A 



HIV and AIDS Mapping, Gulu, Amuru, Kitgum, Pader, Lira, Oyam, and Apac districts, Sept-Dec 2006 21

further 2 are in Amuru district, while there are 2 in Kitgum, 3 in Pader, 3 in Lira, and 1 in 
Oyam/Apac.   
 
The health facilities stating to offer the service by district include: Anaka hospital and Atiak HC IV in 
Amuru district; Lacor, Gulu and Independent hospitals, and Lalogi HC IV in Gulu district; St Josephs 
hospital, Orom HC III and Padibe St Peter and Paul HC III in Kitgum; Lira hospital, Ogur HC IV, 
and Abako HC III in Lira district; and Atanga HC III in Oyam district.   
 
For more detailed information regarding the IDP leadership responses, please refer to Annex 3.   
 
4.3.3 Anti Retroviral (ARV) 
 
The provision of ARVs according to health facilities and other service providers is minimal and do not 
meet the needs of the IDP communities.  ARVs are generally only provided from district hospitals, as 
well as a number of HC IVs, whereas a total of 7% of NGO, CBO, FBO service providers have stated 
providing ARVs.  Please refer to Annex 1 and Annex 2 for more detail by service provider by district. 
 
Results from IDP leadership respondents in regards to access to ARVs differ significantly by district.  A 
total of 79% of respondents stated that community members access ARVs, however only 21% affirmed 
that access was available to all in need.  Conversely, only 24% of respondents in IDP locations in Pader 
noted access to ARVs, and only 9% stated availability to all in need.   
 
The foremost reason stated for inaccessibility of ARVs is a lack of drugs due to the high numbers of 
beneficiaries.  Other reasons include a lack of capacity of health staff, including in number as well as 
qualifications, as well as the expense, which is generally transport related as ARVs are stated to be 
given free of charge. 
 
4.3.4 Opportunistic Infections (OI) 
 
Opportunistic infections are treated at the majority of health facilities and a number of medical NGO 
service providers in the districts.  However, just as is the case for the treatment of STIs, the lack of 
drugs and equipment, as well as staff, means that the service may be offered but the quality is 
potentially low in certain facilities.   
 
A total of 26 of 107 NGO, CBO, FBO service providers are providing treatment for OIs, particularly 
via mobile clinics with a few exceptions, such as established MSF clinics.  Furthermore, 97% of the 136 
health facilities interviewed state providing treatment for OIs.  See the Table below for the breakdown 
by district. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira  Oyam/Apac 
Health facilities 136 32 18 21 30 24 11 
% OIs 97% 95% 94% 100% 97% 96% 100% 

 
Difficulties in reporting treatment of opportunistic infections was reported by health workers working 
in facilities that do not offer HIV testing services.  Due to a lack of testing, the health workers cannot 
accurately determine whether they are treating an opportunistic infection or simply an infection. 
 
Accessibility to treatment for OIs was reported by a total of 76% of all IDP leadership respondents in 
northern Uganda.  While IDPs often have to walk long distance to the nearest HC, the vast majority 
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access health services, and treatment of OIs, in general, is a service that is available at nearly all HCs.  
However, despite the majority of respondents stating ability to access the service, only 35% stated that 
treatment is available to all in need in the community.  Reasons for the discrepancy are largely due to 
familiar problems in health service provision, including a lack of drugs and equipment, inadequate 
numbers of qualified staffing, and high numbers of beneficiaries.  Lack of drugs for treatment was 
overwhelmingly noted by respondents, yet when drugs are available it has been stated that they are 
mostly provided free of charge however often times in under dosages due to the minimal supply.  
Details of OI service provision according to the IDP leadership by district are available in Annex 3. 
 
4.4 CARE & SUPPORT 
 
4.4.1 Home Based Care (HBC)  
 
The provision of HBC is a clear gap in HIV and AIDS service provision as a high number of IDP 
locations are not being serviced, yet the needs have been stated as high by service providers and the 
IDP leadership alike. 
 
HBC is being provided to the IDP population by 57% of the 107 service providers interviewed in the 
mapping, as well as 57% of the health facilities, according to service provider respondents.  As such, 
there are a considerable number of IDP locations who do not receive HBC from NGO, CBO, FBO 
service providers; the Table below indicates the number of IDP locations not receiving HBC. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira Rural Oyam/Apac 
IDP locations 198 31 33 26 55 33 20 
# NOT receiving 
HBC 

 19 31 11 33 22 13 

* Does not account for HBC being provided by health workers and CORPS under supervision of health facilities. 

 
HBC services were affirmed in slightly more than half of the IDP locations by the IDP leadership.  The 
districts of Amuru, Lira, and Oyam/Apac all noted percentages of over 60% of IDP locations with 
HBC services, while Pader had the lowest percentage with only 31%.  In accordance, when asked 
whether all community members in need are able to access this service, only 4 of 55 interviews with 
IDP leadership in Pader district stated yes, whereas 45% and 42% of respondents in Oyam/Apac and 
Lira district stated yes.  For full details of the perceptions of IDP leadership in regards to HBC please 
refer to Annex 3.  
 
Furthermore, it should be noted that the scope of HBC provision differs by community. HBC service 
provision to IDP beneficiaries does not always include the comprehensive HBC as advised by the 
MoH, but rather often includes community volunteers, ie: CORPS, peer educators, and CVCs, who 
provide psychosocial support and assistance with household duties, for example, but cannot provide 
trained medical assistance and other support included in a comprehensive HBC programme. 
 
4.4.2 Orphans and Other Vulnerable Children (OVC) 
 
Assistance programmes to OVC are stated to be much in need.  While a total of 79 of 107, or 73%, of 
service provider respondents have stated providing services to OVCs, it has been noted that the 
number of beneficiaries is overwhelming and the provision of service is simply not enough to meet the 
needs.  OVC assistance in Kitgum district reaches the most IDP locations compared to total IDP 
locations by district; however there are still 14 of the 26 IDP locations receiving no service from the 
service providers.  Amuru district on the other hand indicates the lowest number of service providers 
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providing assistance to OVCs by IDP location, with 26 of 34 IDP locations receiving no OVC support 
programmes.  Overall, the number of service providers working in OVC support is above 50% of all 
service providers interviewed, with the exception of Pader district, however the distribution 
geographically shows several service providers working in the same IDP locations.  For more details 
regarding OVC service provision according to service providers, see Annex 1.    
 
IDP leadership respondents stated only 37% of the 198 IDP locations have access to OVC support 
programmes.  The most common types of support provided were educational support, medical and 
psychosocial assistance, and a smaller number with nutritional support.  The number of IDP locations 
with OVC assistance programmes according to the IDP leadership is indicated in the Table below, 
with Lira and Kitgum having the highest percentage and Pader with the lowest. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira  Oyam/Apac 
IDP locations 198 31 33 26 55 33 20 
OVC Assistance 74 9 9 14 12 20 10 
% of Camps 37% 29% 27% 54% 22% 61% 50% 

 
4.4.3 People Living with HIV and AIDS (PLWHA) 
 
Assistance provided to PLWHA is similar to that of assistance provided to OVC.  While a total of 
63%, or 68 of 107, service providers stated providing assistance to PLWHA, many of these services do 
not reach a large part of the beneficiaries due to limited resources and an overwhelming number of 
beneficiaries.  For details of the geographical distribution of service by district, please see Annex 1. 
 
The most common type of assistance provided to PLWHA were medical support including provision 
of ARVs, as well as psychosocial support, and nutritional support.  Only a very small number of 
respondents stated skills building and income generation activities (IGA) were available to PLWHA in 
the IDP locations.  Additionally, the skills building and IGA programmes accessible to PLWHA are 
most often for a very limited number of beneficiaries only, as limited by resource constraints.  Please 
refer to Annex 3 for a breakdown by type of service provided by location in each district, as per the 
perceptions of the IDP camp leadership. 
 
According to IDP leadership respondents, few PLWHA have received training on their fundamental 
human rights.  The Table below indicates the number of IDP locations in which the IDP leadership 
has stated training on human rights has been conducted with PLWHA. 
 

Districts TOTAL Gulu Amuru Kitgum Pader Lira  Oyam Apac 
IDP locations 198 31 33 26 55 33 18 2 
# PLWHA trained in  
human rights 

59 14 12 6 10 11 5 1 

 
5. REFERRAL SERVICES 
 
Nearly one hundred percent of respondents, be that health workers, NGO or CBO staff, have stated 
that they refer clients/beneficiaries to other service providers for services that they themselves cannot 
offer.  Additionally, nearly one hundred percent of respondents have stated poor coordination and 
lack of feedback on referrals as the primary challenges to referral services.  Furthermore, the quality of 
service, and mainly whether the client/beneficiary even receives the service in which they have been 
referred, is a major concern to service providers.  Suggestions to establish a systematic referral system in 
each district has been expressed by a number of service providers. 
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6. HIV AND AIDS COORDINATION STRUCTURES 
 
In terms of HIV and AIDS coordination structures at the district level, according to respondents the 
HIV and AIDS coordination meetings are generally taking place on a monthly basis, whereas the 
District AIDS committees (DAC) are convening on a quarterly basis.  That said, it has been brought 
forth by district authorities that the DAC meetings are difficult to ensure regularity in schedule due to 
limited resources.  The sub-county AIDS committees (SAC) and parish AIDS committees (PAC) have 
widely been stated as non-functional; however the district HIV and AIDS focal persons (DFO) in 
Gulu, Lira, and Kitgum have noted actively working to operationalize the established structures.  Other 
districts have not stated the establishment of the structures.  Additionally, the monthly HIV and AIDS 
coordination meetings, most often chaired by the DFOs, are said to be successful in Lira, Gulu, and 
Kitgum districts.  Due to the logistical difficulties in Pader, and the fact that many NGOs/CBOs did 
not until recently (or still do not) have offices in Pader TC, the HIV and AIDS coordination meetings 
have been irregular in the past, however they are said to be improving.  As Amuru and Oyam districts 
are newly established, the structures for HIV and AIDS coordination also remained in the 
establishment phases.  At the time of the mapping, concerns regarding the establishment of an entire 
new set of structures for Amuru and Oyam districts presented issues for many service providers as they 
will then be required to attend coordination meetings in both Gulu and Amuru, Lira and Oyam, 
which then limits the amount of time available for other activities, including field visits.  However, the 
discussion regarding the establishment of new coordination structures for both districts remain 
underway. 
 
7. CHALLENGES IN HIV AND AIDS SERVICE PROVISION 
 
A number of challenges in the provision of HIV and AIDS services were noted during the mapping 
interviews with service providers.  National organizations, primarily CBOs, most often noted a lack of 
funding as the prime challenge to HIV and AIDS service provision.  Issues of transport and inadequate 
numbers of qualified staff were also noted by a number of respondents.  Health facility respondents 
often stated a lack of drugs and equipment, as well as low staffing numbers, as detrimental to the 
provision of quality HIV and AIDS services.  Overall however, the overwhelming numbers of 
beneficiaries was stated by service providers of all distinction.  Finally, additional challenges related to 
high expectation of beneficiaries is a major challenge to service providers.   
  
8. CONCLUSIONS 
 
The following is a brief overview of the identified gaps and needs in HIV and AIDS service provision 
by service and/or district as evidenced in the HIV and AIDS mapping exercise: 
 
a) Referral Services: A general lack of coordination of referral services amongst service providers was 
raised as a primary concern in all districts.  The need to establish a systematic referral system by district 
is essential to the improvement of the overall quality of HIV and AIDS service provision. 
 
b) Geographical coverage: The results of the HIV and AIDS mapping indicate a number of IDP 
locations receiving HIV and AIDS services from a variety of service providers, while others are 
receiving no services whatsoever in the location.  Evidently, reasons for this include a lack of resources 
amongst others, however service providers are encourage to coordinate through the established HIV 
and AIDS structures, including the DFOs, as well as the HIV and AIDS cluster, in order to determine 
the priority needs and aim to achieve the most equitable distribution of services to the IDP 
populations. 



HIV and AIDS Mapping, Gulu, Amuru, Kitgum, Pader, Lira, Oyam, and Apac districts, Sept-Dec 2006 25

 
c) Information flow to IDP communities: The results compiled from the IDP leadership respondents 
clearly indicated a lack of knowledge regarding service availability, in addition to service needs, 
amongst the IDP communities.  Service providers are therefore encouraged to improve the 
information flow amongst themselves and the IDP population in order to ensure accurate and updated 
information regarding HIV and AIDS service availability from both NGO, CBO, FBO service 
providers and health facilities, as well as information regarding HIV and AIDS facts and potential 
service needs, ie: testing services for children, and so on.  Improved information flow will ensure IDPs 
access services from the appropriate service provider and become aware of their rights to the HIV and 
AIDS services offered to them. 
 
d) Numbers of OVC and PLWHA beneficiaries: Service providers and health facilities have noted 
overwhelming numbers of OVC and PLWHA beneficiaries.  Increased inputs into sustainable 
community programmes to address the needs of OVC and PLWHA is recommended 
 
e) Pediatric HIV and AIDS: An extremely limited number of service providers indicated providing 
HIV and AIDS services for children, particularly in regards to testing and treatment, despite 
affirmations of high numbers of children with HIV infection and AIDS.  It is recommended that the 
relevant medical service providers investigate further the situation of HIV and AIDS in relation to 
children, and improve service availability where determined necessary. 
 
f) Improved access to HCT: The IDP leadership indicated poor access to testing services due to lack of 
test kits, long travel distances, and so on, thus resulting in many IDPs deciding not to test for HIV.  
There is therefore a clear need for the IDP population to access HCT nearer to the IDP communities. 
 
g) IEC components: While IEC is clearly the most common service provided to the IDP communities, 
important elements, including the link between HIV infection and SGBV, as well as preventative 
routine counselling and testing, are stated to be lacking in the information provision.  It is therefore 
suggested that service providers include the above elements in their IEC campaigns where applicable. 
 
h) Human rights training to PLWHA: The IDP leadership noted PLWHA having received human 
rights training in only a very limited number of IDP locations, whereas few service providers stated 
providing the service.  As such, human rights training for PLWHA should be emphasized and included 
in assistance programmes for PLWHA. 
 
i) Coordination structures: The need for improved HIV and AIDS coordination structures, including 
the link between the district authorities and the service providers is necessary, in some districts more 
than others.  Kitgum district can be viewed as the most advance example of a functioning and 
participatory structure.  HIV and AIDS service providers should continue to participate and support 
the district HIV and AIDS coordination structures.   


