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Globally, the HIV/AIDS pandemic continues to have an enormous impact on affected societies. Despite several health promotion
interventions being carried out, HIV/AIDS remains a major cause of deaths in low and middle income countries. At the
workplace, the pandemic has brought about reduction in productivity, increased staff turnover, increased production costs, high
levels of stigma, etc. HIV stigma is one of the main reasons why the pandemic has continued to devastate a number of societies
around the world. HIV stigma presents barriers to HIV prevention in different settings including the workplace. Unlike large
enterprises, small-scale enterprises have received less attention in the fight against HIV/AIDS.*is study’s purpose was to explore
how employers and employees can overcome challenges of HIV-related stigma at the workplace.*is study employed a qualitative
case study design. Data were collected from eighteen participants in three small-scale enterprises in Kabale. Findings indicate that
small-scale enterprises are faced with the fear of HIV testing, status disclosure, staff turnover, suicidal thoughts, gossip, etc.
Implementing operative national HIV workplace policies may enable small-scale enterprises to overcome challenges of HIV-
related stigma at the workplace.

1. Introduction

Globally, the HIV/AIDS pandemic continues to impact most
affected societies. UNAIDS global data from 2017 estimated
36.9 million people to be living with HIV/AIDS [1]. *e
same report revealed that 1.8 million people became newly
infected with HIV in 2017. Despite several health promotion
interventions being carried out, HIV/AIDS remains a major
cause of deaths in low and middle income countries [2].
Unlike other infectious diseases, HIV/AIDS has become a
challenge at different levels of society in general [3, 4] and to
workplaces in particular because it affects persons of
working age [5–7]. Along with other settings like school,
hospital, and city, the workplace has been established as one
of the priority settings for health promotion in the 21st
century [8]. *e workplace is where workers congregate and
spend a major portion of their waking hours, a situation that
makes it suitable for health promotion programs [9]. It offers

an ideal setting and infrastructure to support the promotion
of health to a large audience [8, 9]. According to Kumar and
Preetha [10], health promotion efforts can be directed to-
wards prioritized health conditions in settings-based designs
such as the workplace. HIV/AIDS has brought about re-
duction in productivity, increased staff turnover, increased
production costs, et cetera, in workplaces, due to its related
illness and deaths [11–13]. It has also led to the rise of stigma
and discrimination in workplaces [5, 13, 14]. UNAIDS [15]
defines HIV stigma as a process of devaluation of people
either living with or associated with HIV and AIDS. Dis-
crimination is a consequence of the HIV stigma [16]. It is
viewed as a stigma in action [17]. HIV-related stigma and
discrimination continue to undermine the efficiency of
national efforts to prevent and control the pandemic, es-
pecially in Sub-Saharan Africa [18, 19].

Sub-Saharan Africa (SSA) carries a disproportionate
burden of the HIV pandemic, accounting for more than 70%
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of the global burden [1, 20]. In 2017, the region had 25.7
million people living with HIV/AIDS and over 70% died
from HIV/AIDS-related causes [21]. With regard to the
spread of HIV infections in the region, many people are
affected by either AIDS-related deaths or illness [22]. But
according to a UNAIDS report, SSA has made the most
progress against HIV by cutting down the rate of new in-
fections by 30% in contrast to the global average of 18% [23].
*e literature on the region reveals the existence of HIV
workplace policies in large companies and enterprises as an
important tool in addressing the pandemic [7, 24]. However,
this is not the case among small-scale enterprises, as most of
them do not have HIVworkplace policies [7, 25]. Small-scale
enterprises, sometimes called small and medium enterprises
(SMEs) employ 90% of the working age population in the
region [26]. Hence, the majority of Africa’s economic
growth is dependent on small-scale enterprises [27]. In
many SSA countries, small-scale enterprises play a crucial
role in addressing poverty, inequality, unemployment, etc.
*at is, they provide income generating opportunities for
often-disadvantaged groups in the population, such as
youths and women, who may not have qualifications or
opportunities for employment in formal sectors [28]. For
instance, in South Africa, small-scale enterprises account for
about 84% of private employment [29]. In Uganda, small-
scale enterprises contribute to approximately 75% of
Uganda’s GDP and employ approximately 2.5 million
people [30].

Uganda is among the Sub-Saharan African countries that
have been hard hit by HIV/AIDS [31, 32]. Preliminary findings
of the Uganda Population-based HIV Impact Assessment
(UPHIA) estimated the prevalence of HIV among adults aged
15–64 at 6.2% [33]. According to the Uganda Ministry of
Health (UMoH),HIV prevalence among people of working age
[15–49] is 3.7% [6]. *ey represent roughly half of the pop-
ulation affected byHIV/AIDS, and it is thus important to target
them for HIV prevention [20]). Moreover, developing coun-
tries like Uganda employ 90% of this age group in small-scale
enterprises [26, 34, 35]. Notwithstanding the critical role played
by small-scale enterprises in Uganda, small-scale enterprises
are faced with numerous challenges including the impact of
HIV/AIDS, stringent insurance requirements, limited technical
andmanagement skills, and competition from large enterprises
[36]. *ough small-scale enterprises may not have such in-
frastructure to support health promotion as large enterprises,
they also lack the knowledge to initiate and sustain vital health
promotion initiatives [9, 37] such as antidiscriminatory HIV
workplace policies. Nevertheless, a study conducted among
small-scale enterprises in Uganda suggested that implementing
antidiscriminatory workplace programs while involving all
stakeholders could yield low levels of HIV stigma and dis-
crimination [25].

HIV-related stigma and discrimination in workplaces
are prevalent in most affected societies [38]. *e prevalence
prompted the International Labour Organisation (ILO)
through its Code of Practice on HIV/AIDS and theWorld of
Work to pledge to overcome stigma and discrimination in
the workplace [39]. *e code states “HIV/AIDS is a
workplace issue, not only because it affects the workforce,

but also because the workplace can play a vital role in
limiting the spread and effects of the epidemic. Ideally, there
should be no discrimination or stigmatisation against
workers on the basis of real or perceived HIV status” [39]. In
the same way, the Uganda Ministry of Public Service
(UMoPS) adopted an HIV workplace policy in an effort to
reduce HIV-related stigma and discrimination that affects its
employees. *e policy stipulates, “Public officers living with
HIV/AIDS shall be protected against stigmatisation and
discrimination at the workplace” [40]. One of the principles
of the Uganda National HIV Policy states, “the ethic of
nondiscrimination to anyone on the basis of their HIV/
AIDS status shall be enforced and promoted by all service
providers” [41]. However, the policy does not specify how
employers/organisations should address HIV-related stigma
and discrimination in workplaces.

Research indicates that HIV-related stigma and dis-
crimination present major barriers to HIV/AIDS preven-
tion, treatment, and care in the workplace setting
[19, 42, 43].*is is largely because stigma and discrimination
hinder the uptake of HIV/AIDS counselling and testing
among employees in workplaces [16, 18, 44]. In the work-
place, employees may suffer from HIV-related stigma and
discrimination from their coworkers and supervisors/em-
ployers in the form of social isolation, ridicule, and termi-
nation of employment [45]. Some enterprises adopt
selection criteria that stigmatise those found HIV positive
[46]. For example, a study conducted in South Africa
revealed that half of the respondents had lost their jobs in the
preceding 12 months due to their HIV Sero-status [14]. In
Botswana, HIV stigma is one of the barriers to accessing
ARVs [47]. In Kenya, HIV stigma has hindered infected
health workers from disclosing their HIV status [48]. In
Uganda, HIV stigma has hampered small workplaces in the
fight against HIV/AIDS [25]. Conversely, the issue of stigma
and discrimination is a double-edged sword because not
only do employers who are infected fear being stigmatized
by their employees [49], they are also afraid of diminishing
productivity amongst their employees due to increased
absenteeism and high staff turnover [34, 49, 50].

Four decades into the pandemic, HIV-related stigma and
discrimination still hinder individuals and communities from
accessing and benefiting from effective prevention and
treatment programs [51, 52]. Studies addressing HIV stigma
and discrimination have been conducted in affected com-
munities [18, 53]. A study conducted in Ghana found that
encouraging people to go for HIV counselling and testing
helped in overcoming HIV-related stigma and discrimination
[54]. In Uganda, program implementers argued that in-
creasing availability of antiretroviral therapy will help in
reducing HIV stigma [55, 56]. Pulerwitz and colleagues [57]
noted that responding to the needs of stigmatized pop-
ulations, involving people living with HIV/AIDS (PLHA) in
service delivery and engaging the community contributed to
efforts directed at reducing HIV stigma. Indeed, overcoming
stigma requires an understanding of the associated factors,
such as people’s increased knowledge of how PLHA combat
stigma [38, 52]. Whereas a number of research studies on
HIV-related stigma and discrimination have been conducted
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in different settings and large enterprises in Uganda [58–61],
research on HIV-related stigma and discrimination in small-
scale enterprises remains scanty. *is shortage could be a
starting point at designing HIV prevention interventions in
small-scale enterprises. *e shortage may also explain why
small-scale enterprises in Uganda have been left out in the
fight against HIV/AIDS [25]. *ough most scientific work
about HIV-related stigma and discrimination focuses on
challenges rather than strategies to overcome it, studies that
identify strategies to reduce HIV-related stigma and dis-
crimination are equally important [52]. Stigma-reduction
work has shown the importance of in-person training, an
approach that is intended to create safe spaces for the contact
between healthcare workers and PLHA [62].

In this paper, therefore, we explore how employees and
their employers in Southwestern Uganda can overcome
challenges of HIV-related stigma and discrimination in
small-scale enterprises. Specifically, we address two research
questions: (i) What are the challenges faced by employees
and employers due to HIV-related stigma and discrimina-
tion at the workplace? (ii) How can small-scale enterprises
overcome the challenges of HIV-related stigma and dis-
crimination at the workplace?

2. Materials and Methods

2.1. StudyDesign. *is study employed a qualitative research
design that utilized a case study approach. Case studies
“explore a program, event, activity, process, or one or more
individuals in-depth” [63, 64]. We chose a case study be-
cause it enables researchers to explore and understand the
meanings of individuals or groups ascribe to a social or
human problem [64]. In this study, our case was three small-
scale enterprises. We utilized a qualitative case study design
because it provides the researcher with an opportunity to
probe further (using “why,” “what,” “how” questions) the
phenomenon under investigation [64].

2.2. Study Participants and Setting. Data were collected from
18 respondents purposively selected from three small-scale
enterprises. *e enterprises were geographically located in
Southwestern Uganda where the prevalence of HIV/AIDS
among adults aged 15–64 was estimated at 7.9% [33]. We
applied a purposive sampling procedure because our study
was limited to employees and employers in small-scale
enterprises. Respondents were categorised into three groups:
employees, supervisors, and employers as shown in Table 1.
Out of the eighteen respondents, eleven were men and seven
were women. *e types of small-scale enterprises visited
were Carpentry (Cap), Bakery (Bak), and Matchbox factory
(Mat). All three enterprises employed 5–15 employees on a
part-time basis at the time of the interviews. *is limited the
number of recruited respondents because a few employees
could be found at the workplace at any given time.

2.3. Study Procedure. Before actual field work commenced,
the first author (BT) contacted his former colleague that was
working in Kabale district, Southwestern Uganda. *e main

intention of the communication was to establish a contact
person to guide and identify five small-scale enterprises to
participate in the study. Out of the five small-scale enterprises
contacted, only three enterprises agreed to participate in the
study.*e other two enterprises did not give reasons as to why
they declined to participate. All the three employers (in their
respective enterprises) were visited by BT at their workplaces
before actual data collection. Of the three employers who
agreed to participate in our study, one employer delegated a
senior staff member (supervisor) to participate. After con-
ducting an interview with an employer, he/she would intro-
duce BT to his/her employees from their specific units/
departments. Each employee was approached and purposively
selected to participate depending on his/her interest and on
whether they were available to take part in the study.

2.4. Instruments and Measures. *e first author (BT) col-
lected data using in-depth interviews to explore the chal-
lenges of HIV-related stigma and discrimination and their
solutions.*e in-depth interview guide comprised questions
such as Why do some employees fear to test for HIV? Why
do some employees fear to disclose their HIV status? How
can employers and employees overcome the challenges of
HIV-related stigma at the workplace? In-depth interviews
enabled us to obtain in-depth information from a total of 18
respondents. *ese were conducted in an environment (all
study sites had a private room) suitable for interviews. On
average, each interview lasted for 50 minutes. Depending on
the choice of our respondents (employees and employers),
all interviews were conducted in either Rukiga (local lan-
guage) or English but were noted down in English.

2.5. Data Analysis. *e process of data analysis began with
transcribing data, followed by inductive coding. Codes were
then categorised deductively into both descriptive and an-
alytical codes using themes developed from the in-depth
interview guide such as challenges of HIV-related stigma
and discrimination as seen in Table 2. Grouped coded data
were later analysed thematically using Creswell’s six steps of
qualitative data analysis [64].

2.6. Ethical Considerations. *e study was approved by the
Uganda National Council for Science and Technology
(UNCST). We ensured that all respondents were provided
with two written informed consent forms. Before BT began

Table 1: Demographic information.

Item Group Number Total

Sex Men 11 18
Women 07

Job description
Employees 14 18
Supervisors 01
Employers 03

Type of enterprise
Carpentry 05 18

Matchbox factory 07
Bakery 06
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the interviews, he asked the respondents to read the in-
formed consent form. He then explained the purpose of the
study emphasising that participation was voluntary and that
they could withdraw from the study at any time. He assured
the respondents that all data collected would be kept con-
fidential. Anonymity was ensured in transcriptions by using
identifiers such as “Cap-Emp-M,” “Employer-A” instead of a
respondent’s name. Two copies of the written informed
consent forms were signed by BT and the respondent, and
each respondent retained a copy. Due to the sensitive nature
of the topic and the dynamics of small-scale enterprises, we
ensured privacy by conducting each interview in a reserved
room in each of the three selected small-scale enterprises.

3. Results

*e presentation of our findings is structured under two
main themes that emerged through data analysis, namely,
challenges and solutions. Based on our findings from 18
respondents, challenges of HIV-related stigma and dis-
crimination in small-scale enterprises continued to
emerge. Although views from 18 respondents may not
represent all employees and employers in small-scale
enterprises in the whole country, lessons concerning
challenges related to HIV/AIDS stigma and discrimina-
tion and suggestions on how to overcome them can be
learnt from this study.

3.1. Challenges. A majority of the respondents revealed that
HIV-related stigma and discrimination create fear for HIV/
AIDS testing among employees at the workplace. Similar to
their employees, the three employers who participated in
this study confirmed that their employees fear to test for
HIV/AIDS due to fear of being stigmatised by fellow
employees:

“Some employees fear to test for HIV/AIDS because they
do not want co-workers to know their HIV/AIDS status”
(Cap-Emp-L).

“I think some employees fear to test for HIV/AIDS [. . .]
they do not want their fellow staff to know that their status
[. . .], may be stigmatised by fellow staff” (Employer-B).

*e findings of this study revealed that employees fear to
disclose their HIV test results because they are afraid of

being stigmatised and discriminated against in the work-
place by employers.

“[. . .] some employers end up losing staff who declare to be
HIV positive, due to HIV stigma, some HIV positive em-
ployees leave the enterprise after their disclosure [. . .]” (Cap-
Emp-M).

“I would not share my results with my employer [. . .] In
case of any he may end up disclosing my HIV status to ev-
erybody” (Cap-Emp-L).

“Some workers do not want anybody to know their HIV
status [. . .] they do not want to disclose their status due to fear
of discrimination by employers” (Employer-A).

Employees and employers further revealed that some
small-scale enterprises face the challenge of staff turnover
and loss of prospective employees as some employers
insist on knowing their employees’ and job applicants’
HIV status. Both employees and employers consented that
the two challenges equally affect employers and
employees:

“Due to stigma, employers lose hardworking staff [. . .]
prospective employees may shun an enterprise after being
stigmatised during recruitment” (Mat-Emp-Q).

“Due to stigma, we may lose good staff [. . .]; one may not
come back to work after he has been stigmatised and dis-
criminated” (Employer-C).

Regarding testing employees from their workplaces, one
of the employers who participated in this study disagreed
and revealed that small-scale enterprises might not afford to
maintain confidentiality attached to HIV test results. It was
revealed that healthcare providers carrying out HIV testing
could at the same time bleach confidentiality:

“9e workplace is not a good place for one to take an HIV
test. [. . .] those carrying out the test may disclose the results”
(Employer-B).

Our results showed that HIV-related stigma and dis-
crimination had created hostile/challenging work environ-
ments characterised by rumour mongering, loneliness,
isolation, misunderstandings, role conflict, occupational
stress, etc.

“[. . .] because of gossiping about their co-workers, you
find that some employees want to fight each other [. . .], some
employees do not talk to each other” (Mat-Emp-R).

“We find it challenging to sustain two groups of employees
[. . .] and to keep them productive” (Employer-A).

Table 2: An example of organisation of data by tabulation (employees).

*eme 1: challenges of HIV-related stigma and
discrimination Respondents Descriptive codes Analytical codes

Subtheme 1: reasons why employees fear to test for
HIV

L, O, S, V
N, Q, R, Y

Fear for HIV-related problems/issues, fearing discrimination
from coworkers

HIV stigma fear
Fear of

discrimination

T, U, W, Z Mainly fear to be known as HIV positive by employers, fear to
be chased away by employers Fear to disclose

Subtheme 2: the workplace is a good environment
for one to take HIV test

Y, Z, W, P,
N, U, T

Never advised to utilise the workplace, unknown motives, ever
busy to discuss with us

Underutilised setting,
lack of cooperation

U, O, R, X
V, W Limited informal HIV talk, our productiveness Poor working

relationship
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A few of the employees and employers highlighted that
some employees in small-scale enterprises are faced with
suicidal thoughts after testing HIV positive. It was revealed
that after testing HIV positive, some youths perceive such
HIV positive results as an end to their employment and lives.
Some employees who test positive lose hope and start
thinking about committing suicide:

“9ese youths lose hope and develop suicidal thoughts
after testing HIV positive. I have heard it from some of our co-
workers here [. . .]” (Bak-Emp-W).

“I do not support employers who deny their employees
employment after testing HIV positive; one may completely
lose hope and commit suicide?” (Employer-B).

Contrariwise, when asked about the approach of
workplace-based HIV testing, a number of employees were
comfortable with the idea of HIV testing from the
workplace:

“As workers we all need to test from here and know our
HIV status as a group [. . .], that we are safe or not” (Bak-
Emp-Y).

“[. . .], it is ok, it is good to test and know my status. [. . .] I
am okay with testing from here, my HIV status is mine alone”
(Mat-Emp-S).

3.2. Solutions. In relation to the above challenges, this study
indicated that employees and employers in small-scale en-
terprises are willing to support each other in an effort to curb
down fears related to HIV testing at the workplace.

“After testing for HIV, I got courage to support my co-
workers by telling them to go for HIV testing so that they can
know their status” (Mat-Emp-T).

“I support my employees by advising them to go for HIV
testing [. . .], advise them to stop taking alcohol [. . .]” (Em-
ployer-C).

A majority of employees and employers revealed that
implementing HIV workplace policies that involve all em-
ployees could reduce HIV-related stigma and discrimination
in workplaces. A number of employees and employers in-
dicated that employees should be consulted and allowed to
participate in the design and implementation of HIV
workplace policies. All three employers specifically revealed
that cooperation between employers and employees reduces
HIV-related stigma and discrimination in workplaces:

“Employees also need to be highly involved in the design and
implementation of HIV workplace policies” (Cap-Emp-N).

“[. . .] employers should always cooperate with employees,
[. . .] should get time to discuss with their employees” (Em-
ployer-C).

A number of employees revealed that HIV sensitization
and awareness programs at the workplace could reduce
HIV-related stigma and discrimination. Employees alluded
that the government of Uganda should sensitize all em-
ployers on how to handle issues of HIV-related stigma and
discrimination in workplaces. Similarly, employers stated
that small-scale enterprises should also be considered in the
fight against HIV/AIDS in workplaces. It was revealed that
even small-scale enterprises deserve HIV sensitization and
awareness programs:

“Employers should be sensitised so that they start sharing
HIV-related issues with their employees at the workplace
[. . .]” (Cap-Emp-O).

“[. . .] HIV support organisations should utilise HIV
outreaches to ensure that even employees in small-scale en-
terprises are fully sensitised [. . .]” (Employer-A).

With regard to workplace-based HIV testing, some
employees and employers suggested that their enterprises
ought to be affiliated with nearby health centres as a way of
overcoming HIV-related stigma and discrimination in
workplaces:

“Employers ought to make sure that their enterprises are
affiliated to near-by clinics so that workers use these facilities
for some HIV-related services [. . .]” (Mat-Emp-T).

“Employers should always have time for their employees,
take them to a nearby health facility in case of health issues
especially those perceived to be positive, [. . .]” (Employer-C).

4. Discussion

In this study, we explored how employees and their em-
ployers in Southwestern Uganda can overcome challenges
of HIV-related stigma and discrimination in small-scale
enterprises. Whereas HIV testing is a crucial step in the
fight against HIV/AIDS, some employees still fear testing
for HIV at the workplace due to fear attached to HIV stigma
and discrimination from coworkers and employers. Con-
sistent with our findings, studies have revealed that most
employees feared testing for HIV at the workplace due to
fear of HIV stigma and discrimination by coworkers and by
employers [16, 18, 46, 65]. However, according to the in-
ternational best practices and particularly the ILO Dis-
crimination Convention [66], an employee has the right to
privacy and confidentiality regarding his/her HIV/AIDS
status and freedom from discrimination on the ground of
the said status. In line with the convention, findings of this
study indicated increased social support in terms of will-
ingness by employees and employers to support each other
in curbing down fears related to HIV testing at the
workplace. In one of the studies conducted in Australia,
increased social support was associated with less HIV
centrality, less internalised stigma, and less psychological
distress [67]. Studies conducted among medium and large
sized African workplaces demonstrated that employees will
be more interested in taking up HIV testing if they know
there is support available in case they are found to be HIV
positive [18, 68]. As a result of HIV-related stigma and
discrimination, some individuals are denied necessary
social support [44, 69].

Regarding the disclosure of HIV status, our study
revealed that employees fear to disclose their HIV test results
because they are afraid of being stigmatised and discrimi-
nated against in the workplace. Also, a study conducted in
the Netherlands by Stutterheim and colleagues [70] reported
that more than half of the participants were not willing to
disclose their HIV status at the workplace showing that this
is not only applicable to Sub-Saharan Africa. Disclosing
one’s HIV status at the workplace is still accompanied by fear
of HIV stigma and discrimination [71, 72]. A number of
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research studies conducted in other settings in Uganda have
clearly documented HIV-related stigma and discrimination
as an obstacle to HIV status disclosure [59–61, 72, 73].
Equally, in Australia, nondisclosure in the workplace was
much higher compared to other settings [74, 75]. Our
findings highlighted the important role national HIV
workplace policies could have to mitigate these fears, to-
gether with sensitization of employees and their employers,
counselling, and access to treatment. *ese findings rein-
force suggestions by Kassile et al. [18] that constant roll out
of HIV/AIDS sensitization and awareness programs can
reduce HIV-related stigma and discrimination.

*is study revealed that some small-scale enterprises are
faced with the challenge of staff turnover and loss of pro-
spective employees due to employers who insist on knowing
their employees’ and job applicants’ HIV status. Similarly, a
study conducted in South Africa also found that employees
failed to test for HIV because some employers insisted on
knowing their HIV status [76]. Based on our findings, we
assume that an HIV positive job applicant may not go back
to the enterprise if he/she has been asked to test for HIV/
AIDS during the selection process. Without a doubt, pro-
spective employees living with HIV/AIDS also experience
HIV stigma and discrimination from employers [46]. A
study carried out in South India established that some people
lose jobs after being screened and found to be HIV positive
[43], implying that any job applicant who tests HIV positive
would be denied employment opportunities. It is unfortu-
nate that, to date, such discriminatory behaviours still exist
in some enterprises [68]. However, according to the Uganda
National Policy on HIV/AIDS and the World of Work,
employees or prospective employees should not be subjected
to personal discrimination on the basis of real or perceived
HIV/AIDS status [77].

Our findings revealed that many of the employees were
in support of workplace-based HIV testing. In line with this,
a study conducted among private and public sectors in
Nigeria indicated workers’ willingness to support various
HIV/AIDS-related activities at the workplace including
voluntary HIV counselling and testing [46]. Certainly, on-
site voluntary HIV counselling and testing (VCT) in the
workplace might be one way to improve uptake of HIV
testing [78]. On the other hand, a few respondents were not
in support of workplace-based HIV testing and revealed that
small-scale enterprises might not afford to maintain con-
fidentiality. Whereas workplace testing is a variant of venue-
based testing that brings testing to populations that may not
access care in routine settings, concerns about confidenti-
ality during testing can undermine the acceptability of
workplace-based HIV testing [79]. As a way of overcoming
HIV-related stigma and discrimination in workplaces, our
respondents suggested that small-scale enterprises should be
affiliated or linked to nearby health facilities. In agreement
with our findings, a study conducted in South Africa
revealed that linkage to off-site clinics increased the number
of employees that tested for HIV [80]. *is means that
employees in enterprises with clear HIV workplace policies
and formal arrangements with health facilities can be tested
safely and confidentially.

Research indicates that HIV-related stigma and dis-
crimination affect people’s lives, destabilise workplaces and
HIV positive employees [14, 18]. According to our findings,
HIV-related stigma and discrimination create hostile/chal-
lenging work environments characterised by interpersonal
effects such as gossip, isolation, misunderstandings, occu-
pational stress, loss of hope, suicidal thoughts, etc. *ey can
also exacerbate mental health problems and significantly
reduce the quality of life of PLHA [59, 60, 81]. Poor in-
terpersonal relations between employees and coworkers stir
up gossip, a stigmatizing practice [82]. However, miscon-
ceptions that exist among some employers on how to relate
with HIV positive workers stem from a lack of adequate
information on HIV/AIDS [46]. *us, it is crucial to des-
tigmatize HIV/AIDS in workplaces especially through
scaling up sensitization and awareness programs [61].
Furthermore, our findings highlighted that some employees
in small-scale enterprises are faced with suicidal thoughts
after testing HIV positive. After testing HIV positive, some
people lose hope and start thinking about committing
suicide as they perceive HIV/AIDS positive results to be an
end to their lives [69, 83]. In the context of prevention,
relevant authorities ought to initiate and work with other
stakeholders to promote HIV prevention programs, par-
ticularly in the workplace [84].

In this study, employees and employers called for em-
ployee participation/involvement in the implementation
process of HIV workplace policies. *e principle of par-
ticipation and involvement is among the five principles of
health promotion that came out clearly in this study [85].
Sustainable health promotion change can only take place if
the target group has the opportunity to develop ownership of
the program [85]. Based on the ILO code of practice, em-
ployers should consult with employees and their repre-
sentatives to develop and implement appropriate HIV
workplace policies designed to prevent the spread of the
infection and protect all workers from HIV-related stigma
and discrimination [84]. In line with our findings, a study
carried out in Zambian enterprises confirmed the role of
employee involvement in implementing HIV workplace
policies [7]. Participation and involvement during the for-
mulation, review, and implementation of the policy will
perhaps create morale among employees to appreciate it and
own it [10, 85, 86]. It is, therefore, important to ensure that
employees benefit from such workplace policies because
knowing how they benefit from a specific initiative helps
policy makers to properly design and implement new and
effective initiatives [9, 87].

5. Limitations

A few of the employers interviewed were reluctant to in-
troduce their employees to BT and claimed that they would
not have enough time to attend interviews. Despite a few
hurdles, BTmet fifteen employees who agreed to participate
in the study. Most of the employees were employed on a
part-time basis and residing in distant places. *is yielded
undesirable outcomes such as conducting interviews in the
evening. Fortunately, in each enterprise that participated in
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the study, BT was allocated an illuminated private room.
Study respondents expected us to distribute condoms.
However, we did not have any, but we offered an explanation
that this study was only for academic purposes and advised
them to visit a branch of Uganda AIDS Information Centre
located in Kabale town.

6. Recommendations

Our study indicates that there is a need to address HIV-
related stigma and discrimination in small-scale enterprises.
A positive contribution in this context would be the en-
actment of effective and nondiscriminatory HIV workplace
policies to advocate for workers’ health rights. With such
policies in place, employees who are afraid of going for HIV
testing might overcome their fears.

National and International Nongovernmental Organi-
sations working under the umbrella of fighting the HIV
pandemic should engage all small-scale enterprises other
than concentrating on large-scale enterprises.

Employers in small-scale enterprises should involve their
employees while designing and implementing HIV work-
place policies.

*ese findings further contribute to the basis for the
potential methodology of utilising the workplace setting to
overcome HIV-related stigma and discrimination.

7. Conclusion

Our study indicated that some employees fear to test for
HIV/AIDS and to disclose their HIV/AIDS status because
they are not sure of how they will be perceived and treated by
their fellow employees and employers. Our findings dem-
onstrated that limited confidentiality in small-scale enter-
prises exacerbates stigma and discrimination attached to
HIV/AIDS testing and disclosure at the workplace. Similar
to other settings, HIV-related stigma and discrimination
have affected employees in small-scale enterprises by
attaching a lot of fear to HIV testing and HIV status dis-
closure. *e Ugandan government’s support in the form of
implementing operative HIV/AIDS workplace policies like
the National HIV/AIDS Policy and National Policy on HIV/
AIDS and the World of Work may greatly contribute to
efforts geared towards overcoming challenges of HIV-re-
lated stigma and discrimination at the workplace.
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*e processed data (in the Published*esis) can be found at
http://bora.uib.no/handle/1956/4279.
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