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Nursing in Uganda: 

Its diff usion and development 

Anthropology needs to discover history… to search the causes of the present 
in the past. Only in this way [can] we come to comprehend the forces that 

impel societies and cultures here and now.  (Wolf 1982:ix)

‘Every woman is a born nurse!’ So goes a local saying in Uganda. But 
what is nursing, and what are the forces that have infl uenced and 
continue to shape present-day nursing care and practise in Uganda? 
Nursing in Uganda was intimately linked to British colonial rule during 
the late nineteenth and early twentieth century (Holden 1991), and as 
a profession is relatively new, only traceable to the late 1890s. My aim 
in the fi rst part of this chapter is to historically contextualise current 
nursing practise in Uganda, tracing when and how nursing as a profession 
reached the former British protectorate, and with what outcomes. 

In the second half of this chapter, I talk about nursing in times of 
ART. I show how nurses are trained (and have been historically shaped) to 
have a certain ethic of care, namely compassion. In current circumstances 
where they are overburdened by the HIV epidemic and their pivotal 
role in it, still they provide care. Th ey even create innovations in care, 
such as in social support and adherence, as well as working with expert 
patients. My hope is to give the reader an understanding of the forces and 
processes that have and continue to shape present -day nursing practise 
in ART specifi cally, as well as to provide a context for the discussion in 
the subsequent chapters.

In trying to search for a single defi nition of ‘nursing’, Leininger 
(1970:29) specifi cally observes that there is no defi nitive or unanimous 
statement upon which members of the nursing profession can agree. 
In her research in Indonesia, Sciortino (1995) notes that the borderline 
between nursing and medicine seems ill-defi ned, and nursing occupies 
an ambiguous position between the care and cure domains. Th e goal of 
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nursing is to restore, maintain, and advance the health of individuals, 
groups, or entire communities. Th e factsheet (2007) of the College of 
Nurses of Ontario (CNO) defi nes nursing more comprehensively as a 
science and an art. Th e science is the application of nursing knowledge 
and the technical aspects of practise. Th e art is the establishment of a 
caring relationship through which nurses apply their knowledge, skills, 
and judgment in a compassionate manner. Both focus on the whole 
person, not just a particular health problem. In other words, nursing is a 
caring profession whose major focus is the facilitation of optimal health. 
Th e American Nursing Association defi nes nursing as the protection, 
promotion, and optimisation of health and abilities, prevention of illness 
and injury, alleviation of suff ering through the diagnosis and treatment 
of human response, and advocacy in the care of individuals, families, 
communities, and populations (American Nursing Association 2003). 

Gordon (1998) sums up the theories about nursing that developed 
over its fi rst fi ve decades as a set of propositions, defi nitions, and concepts 
that present a systematic view of the phenomena of human beings, 
human surroundings, health/disease, and nursing. Th e discipline of 
nursing is in a process of rapid transition (Th e van Maanen, H. 1990). 
Nurses have many diff erent roles – clinical practitioner, administrator, 
teacher, researcher – in many diff erent settings, including hospitals, long-
term care facilities, clients’ homes, clinics, industries, and classrooms, 
to name just a few. Th ey care for individuals at all stages of life and in 
all states of health, from normal functioning to crisis. Nursing roles are 
often referred to as competencies and skills performed in response to 
the current and anticipated health needs of the client (CNO 2007). All 
these defi nitions do not give a concise conceptualisation of the present 
reality in Uganda, where due to new chronic diseases – HIV/AIDS in 
particular – many nurses have become both nurse and client/patient 
simultaneously. But what did nursing practise entail in colonial times?

How British Nurses Found their Way into British 
Colonies
Holden (1991:67) has argued that the occupation of nursing is fi rst and 
foremost a typically western product. Th e tradition for women to nurse 
overseas as part of an organised group had an important precedent in the 
Crimea, under the direction of Florence Nightingale, where women of 
diff erent social classes and backgrounds are said to have worked together, 
contributing to the war eff ort and practising a form of female heroism 
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sanctioned by both church and state (Dickson 1990). Sciortino (1995) 
discusses in great detail the origin and history of nursing in the west. 

Essentially, by the second part of the nineteenth century, it had 
become clear that doctors alone could not cope with the illnesses and 
frequent deaths experienced by many Europeans living and working 
overseas in the British colonies. Moreover, colonial medical services 
were constantly overburdened and under-resourced, thus were frequently 
forced to concentrate on curative services with quick results rather than 
time-intensive preventive measures. All this prompted the establishment 
of the Colonial Nursing Association (CNA) in 1895, founded by a 
coterie of friends in London connected with the Colonial Offi  ce (CO), to 
recruit and send nurses from England to attend to British and European 
expatriates living in what they regarded as ‘primitive’ colonial habitats 
(CNA archives 1954). Th e CNA operated at arms’ length from the CO 
and was self-funded from voluntary contributions. Th e fi rst English nurse 
to be selected by the CNA sailed for Mauritius early in 1896, and for the 
next seventy years the association eff ectively operated as a recruitment 
agency for the CO. In 1919, the name was changed to Overseas Nursing 
Association (ONA), which in turn sent some 8,400 trained nurses to 
the colonies throughout the years of its operation, until its closure in 
1966 (Dickson 1990). 

A Description of the Expatriate Nurse
Th at nurses sent out to the colonies should be ‘ladies’ who aimed to 
replicate their sense of propriety abroad was accepted without question 
by the CNA. What was meant by lady was clear: middle class nurses were 
expected to be religious, modest, gentle, patient, compassionate, and self-
sacrifi cing, always placing the needs of other members of their families 
ahead of their own needs or wishes (Helmstadter 2001). In an open 
letter circulated to the nurses and their friends and families, the CNA 
(hereafter referred to as ONA) stated that a nurse who is a “pleasant, 
capable woman, with some tact, and of good private reputation” was 
considered “invaluable” (CNA archives 1909). Th e ONA’s image of the 
ideal nurse was, therefore, dependent upon recruits coming from a very 
specifi c target population, as their behaviour was to be emblematic not 
only for the ONA but for Britain. 

Holden (1991) points out that class divisions and social mores of 
British life were even more rigidly enforced in the colonial situation 
than at home because of the need to maintain distance from, and ideas 
of superiority to, the native races. A letter to the ONA from the offi  ce 



Nursing in Uganda: Its diff usion and development   51

of the Under-Secretary of State in the CO advises that nurses for the 
colonial hospital in Lagos, Nigeria, should not be chosen from the 
domestic servant class because they would be less able than nurses of 
higher social standing to resist the temptations (especially sexual related 
ones) to which they would be exposed in a colony (open letter to nurses 
1909). A letter concerning recruitment for Malawi rejects a certain Mrs 
Clark on grounds that her papers show that she is not a lady (CNAA 
1954a). A nurse’s behaviour not only refl ected the authority of the 
colonising power, but, at the same time, could easily undermine it. In 
an open letter to nurses, the ONA strongly instructed its recruits thus: 

A nurse’s success is her own, but her failure is not her failure 
only, and no nurse should leave England without realising this, 
and having a distinct standard of right and wrong on which she 
means to base her life. (CNAA 1909). 

Th e distinct standard of right and wrong applied to her behaviour, 
her uniform, and her social and work habits. She was expected to be 
obedient to her medical offi  cers and uncritically accept her place in the 
hierarchy (Ibid). Th e ONA called for moderation in social activities, 
which were clearly of secondary importance in the life of a lady nurse. 
It was advised that a lady should not be too knowledgeable, worldly, or 
independent; her actions and behaviour would be criticised “more than 
in England”, especially by those “whom she thinks, in all innocence, 
are greatly admiring both her savoir faire and knowledge of the world”. 
(Holden 1991)

Nurses were expected to be symbols of order, discipline, and morality. 
In fact, a 1903 letter on the levity of conduct of some nurses overseas 
stressed that nurses should devote themselves to duty and on no account 
put pleasure fi rst (Holden 1991). For this reason, they were to wear 
uniforms at all times to remind them that their primary duty was to 
attend to the sick and that they were not to be invited to card parties at 
the club or to bachelors’ entertainments. 

The Expatriate Nurse in the Colonial State in the 
Early 20th Century
Life for nurses among the expatriate and indigenous colonial community 
provided accommodation, reasonable pay, pension for those who 
stayed long enough, and a sense of contributing to the imperial 
project of bringing western healthcare to the expatriate communities 
they served (Colonial Nursing Association Archives 1954a). Some 
nurses were driven to work abroad by the desire for adventure and a 
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newfound independence. But invariably their experiences tested their 
resourcefulness, resilience, as well as their physical and emotional resolve. 
Rafferty (2005) describes how the highly regulated and scrutinised order 
of their lives as representatives of the empire meant that any breach of 
the codes of conduct were met with stern criticism at best, and at worst 
termination of their position as an ONA nurse. 

They held a signifi cant position – as the fi rst women to serve in the 
colonial service (albeit not as fully-fl edged offi cers with full pension 
rights) – however, they also adopted a range of attitudes to colonial 
life, from loyal complicity to active resistance and rejection of their 
‘imperial mission’. Rafferty (Ibid.) argues that there is little evidence 
that these nurses actually were the standard bearers of universal ethics; 
some nurses did display cultural sensitivity in their roles. The historical 
evidence shows that these nurses were multilayered subjects operating 
with complex motives in pursuit of multiple agendas. They defy any 
simple classifi cation into stereotyped categories of nurse, woman, 
spinster, colonial offi cer, or expatriate, as is often portrayed by some 
western writers. There was no uniform way of exporting a British ‘model’ 
of nursing, if indeed such a model existed (Rafferty 2005).

The Changing Roles of the Expatriate Nurse
The twentieth century saw an increased sense of responsibility for 
native health, as well as acknowledgement of the economic importance 
of maintaining a healthy working population in the colonies. Holden 
(1991) describes how the early recruitment of nurses for the colonies 
coincided with the realisation that there was a growing need to train 
native personnel to assist with healthcare work. In this task, many nurses 
saw themselves as “women pioneers... blazing civilisation’s trail in the 
far corners of the world” (Rafferty 2005). The challenge of working 
in the colonies gave them the opportunity to test themselves: however 
well equipped a nurse may be with technical knowledge and experience, 
many other qualities – superlative ingenuity, serenity in the face of 
incredible diffi culties, and untold perseverance – were necessary for 
success (Rafferty 2005). Gertrude Merriman’s account of working in 
Uganda in 1927 illustrates well her pioneering spirit. She was sent to the 
Government Hospital and worked for two years before she succumbed 
to illness and was forced to resign her post. She contested the assertion 
that her health was unable to cope with the tropical climate, and, having 
survived a severe attack of malaria, argued the case for keeping her 
position (Rafferty 2005).
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During the last 13 months I was in Uganda I was in charge of 
the Native Hospital in Jinja. When I went to Jinja I found that 
the Native Orderlies were untrained with the exception of two. 
Th e interior of the wards were like ill kept stables in appearance; 
men and women were being nursed together, and there was no 
discipline whatever. Patients died as a result of lack of attention. 
I was told that I would be responsible for the cleanliness, and 
discipline of the Hospital, also for all equipment of the Hospital, 
and clothing of patients, orderlies, nurses, also for the teaching 
of the latter... Th e linen was needing renewing, and I had one 
Native boy to help to keep the linen for 104 beds in repair, 
also coats for the native male nurses, and to make the usual 
bandages etc. We also opened a women’s ward, and altogether 
it was a very busy place. Th e African nurse had to be taught to 
read the patients’ prescriptions, and symbols etc. All this took 
time, apart from trying to teach them how to nurse. ... I quite 
enjoyed teaching them; and I saw much progress, but one must 
not relax for one minute; the trouble was, one had no suffi  cient 
time to spend on one branch of the Hospital; also the young 
Medical men, fresh from the London Schools, found it diffi  cult 
to be always improvising, and so were always complaining they 
had nothing to work with. ... I am not complaining, and I loved 
it all (Raff erty 2005).

It was expected that the decorum and demeanour of the nurse, as well 
as her class and status, would convey her capacity to exert authority 
over the natives. For the CO, the nurse acted as a conduit into the local 
population and a means of winning their confi dence. For instance, 
some nurses mentioned that the need to learn languages was motivated 
less by a desire to interact with their indigenous patients and nursing 
counterparts than by the necessity to communicate orders to ward staff  
and teach them British nursing practise. In 1928, Nurse Gracie Holmes 
wrote from Uganda about her role as a teacher in a busy ‘Native Hospital’:

...we are on the go all the time, added to that myself and one 
other sister give instruction classes each morning for 1 hr to the 
Native Orderleys [sic!]. Th ese are a series of Lectures on Practical 
Nursing, 36 lectures in all and are quite good and we hope to 
teach the Orderleys Nursing on a very diff erent scale to what has 
been done up to the present. Th is is the Native Training School 
& from here the Orderlys are draughted from all over “Uganda” 
so that we have to keep our wits about us and endeavour to make 
them learn (Letter of Gracie Holmes to the Secretary 1928). 
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On the Road to Professional Nursing in Uganda 
It was not until the 1930s that the tone of CO policy began to change. 
Mainly spurred on by the threat of independence, a more conciliatory, 
development oriented, and enlightened self-interested approach had to 
be adopted (Raff erty 2005). During this time, colonial policy in East 
Africa in particular recommended that education become a priority as 
a means to promote the economic advancement of the country.

As in the political sphere so in the social, it should be the aim to 
train the natives themselves to take on an ever increasing part, 
not only in the work of the educational, medical, administrative 
and other services alike, by fi lling in such services any posts 
for which individuals may increasingly become qualifi ed, but 
also in the local direction of these services through the native 
councils (Welch 1941).

The councils referred to here were the professional registration bodies 
responsible for the regulation of training standards, and the vehicle for 
reciprocal recognition of qualifi cations between Britain and its colonies. 
But the CO only began to pay serious attention to nursing on the eve 
of World War II. It was then that it recognised the benefi ts for Britain. 

From the mid-1930s, the ONA’s role evolved into providing nurse 
training for indigenous populations in the colonies, with the aim of 
creating a workforce capable of contributing to the British colony health 
service. Systematic nurse training in Uganda began in the 1940s. Formal 
girl child education at the time was not a priority for many Ugandans 
and this contributed signifi cantly to the diffi  culty of fi nding the ‘right 
type of girl’ for training. Holden (1991:73) illustrates how one sister, 
when describing her work at Mulago – which was and still is the main 
government hospital – in the 1940s, says she felt she should be raising 
standards but that girls were of low educational background and knew 
no English and were barely literate in Luganda. She sought the help of a 
male charge nurse who translated into Luganda as she taught in English, 
and with whom she worked to translate a textbook into Luganda, while 
at the same time eff orts were made to rewrite syllabuses to suit local 
conditions.

Eff orts to exert control over the nurses, for instance by regulating 
female sexuality, were evident in the professionalisation of nursing in 
Uganda. Such control was typically emphasised by government and 
church mission organisations through, for instance, single-sex hostels 
for nurses in training; implicit in this was the idea of separation (Welch 
1941). Th is separation was not only for the sexes but also meant separating 



Nursing in Uganda: Its diff usion and development   55

nurses from their family backgrounds which were strongly associated 
within discipline, loose sexual morals, traditional medicine, and 
superstition. However, such eff orts at separation often led to frustration 
and disappointment among British nurses as many girls, including those 
they considered their best students, fell pregnant; this meant instant 
dismissal. Education for African nurses involved the provision of a new 
culture incorporating a ‘moral universe’ in which control of leisure, 
encouragement of decent recreation such as swimming, tennis, and 
knitting, and teaching the nursing students of ‘European ways’, played a 
signifi cant role. Th e expatriate British nursing sisters noted that though 
the discipline was strict, they believed it was approved by the local people, 
as even the daughters of senior chiefs and princesses came to the sisters 
for training. Nursing matrons took the issue of uniforms seriously and 
these were designed according to nursing hierarchy in diff erent colours. 
Welch (1941) notes that with time, nursing as a whole became a socially 
acceptable profession for women, and over the years provided them 
with status and prestige and identifi ed them with ‘modernisation’ and 
‘westernisation’. 

Some of the early preoccupations found in the development of nursing 
in Britain – such as the concern with class, selection of the right type of 
woman, emphasis on uniform as a symbol of control and order, ideas 
of separation, and the control of sexuality – were further emphasised 
and developed during the later colonial period by the British nursing 
sisters working in Uganda. It is important to note that commitment to 
the essential values, and the determined eff orts by many British nurses, 
actually provided the foundation for what has become a key career for 
Ugandan and African women generally for many decades now.

But does this mean that the young women recruited to nurse 
training programmes in Uganda were a perfect fi t with the British/
western cultural paradigm? Holden (1991:76) illustrates that while the 
transference of western-style nursing to Africa involved the construction 
of an organisation which attempted as much as possible to replicate 
that of the home culture of the colonialists, there was an ever-present 
awareness among British nursing sisters that this was a task beset by 
many diffi  culties; for instance, the low education among recruits, and 
high pregnancy and dropout rates despite the rather strict control on 
sexual morality. Even though they are considered independent career 
women, nurses today still shoulder a lot of criticism directed at the 
provision of health services in Uganda, including charges of corruption 
and sexual immorality.
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Nursing in Post-colonial Uganda 
In the 1950s a new fully equipped nurse training school was opened 
in Kampala with well equipped nurses’ hostels and higher educational 
qualifi cations for entry. Th is period also saw a rapid expansion of medical 
services in Uganda, with the opening up in 1962 of a highly equipped 
new fl agship national referral teaching hospital in Mulago. In addition, 
the fi rst Nurses and Midwives Council was formed in 1956, and until 
1967 it maintained a reciprocal relationship with the general Nursing 
Council of Britain. All this saw nursing gradually evolve into a career. 
Th e local nurses trained by British expatriates in the colonial days have 
since helped to train subsequent generations of locals, such that by the 
1990s Mulago Hospital was staff ed almost entirely by Ugandan nurses. 
By 2007, there were 28 nurse training schools spread across the country, 
including the faith based, private, and government funded. 

From the early 1970s, however, Uganda experienced a severe 
economic crisis and political turmoil under the reign of General Idi 
Amin, which resulted in a serious breakdown in medical care provision 
in the country. The political crisis continued into the mid-1980s, and 
the structural adjustment policies of the International Monetary Fund 
(IMF) and World Bank under the reign of President Yoweri Museveni, 
aimed at reviving the country in the mid-1980s after the civil war, did 
not favour the health sector either. Instead, they led to the restructuring 
of the country’s entire social and economic system, with conditions of 
massive national budgetary cuts for the health sector and other social 
services, downsizing of the civil service, retrenchment, and premature 
retirement (Kajula, Kintu, Barugahare, Neema. 2004). 

As a result of structural adjustment, Uganda saw the gradual collapse 
of the health sector through the decentralisation and privatisation of 
healthcare services (Kajula et al. 2004). Today, Government health 
facilities at all levels lack the necessary resources, equipment and staff  
to fulfi l health policy goals. For instance, the Uganda Health Sector 
Strategic Plan 2000/01-2004/05 mentioned a mere 75% fulfi lment of 
the minimum staffi  ng norms as a key objective (MoH 2000-2006), but 
at the end of this period, only a level of 68% human resource coverage 
had been reached (MoH 2006: 51). In addition, Holden (1991) notes, 
for example, that at the time of her visit to Mulago national referral 
hospital in 1985, there was no proper water supply, soap, disinfectant, 
or bed linen, and drains and latrines were blocked. Healthcare was 
institutionally decentralised through the creation of lower-level health 
facilities in line with the political divisions of the country, meant as a 
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way of bringing services closer to the people. Th e system is structured 
as follows: below the regional referral hospital is a hospital at the district 
level; below this a health centre IV at county level; a health centre III at 
sub-county level; a health centre II at parish level; and a health centre 
I at village level. However, in the 1980s there were not enough doctors 
to man all these centres and so nurses increasingly took on more roles. 
For instance, they were offi  cially put in charge at the administrative 
level from health centre III down. Th ese include the primary healthcare 
centres which serve the majority of the rural population in Uganda. 

The prestige of nurses was raised as they acquired managerial 
roles assigned to them by government. But in the absence of medical 
specialists, the government in addition assigned nurses a diagnosis 
and treatment role, generally considered the exclusive symbols of the 
physician’s power. Nurses were therefore compelled to deviate from the 
western model of nursing in which they had been trained. Th is role shift 
is emphasised further in the HIV/AIDS care practise, and as this study 
reveals, for even in the HIV/AIDS clinics at the level of health centre 
IV, nurses do most of the work formerly done by physicians.

Concurrently with decentralisation, the liberalisation of healthcare 
saw the proliferation of private healthcare practise among nurses and 
doctors. Nurses opened and ran drug shops throughout the country, 
especially in rural areas, to compensate for the limited and hard-to -reach 
health centres and make healthcare more accessible. Nurses became key 
players in the lives of rural populations especially, as they increasingly 
took on more of a curative than a caring role, and were respected as 
recognised gatekeepers for medical care. In case of illness, people often 
consult with the nurse at the drug shop, and if the medicines there fail 
to cure them, they continue to the health centre or hospital. However, 
as Martin (2009) notes, there is a highly critical public dialogue about 
malpractice in the healthcare system common among users, in the media 
and in politico-administrative circles. Th ere is an outcry from the public 
about the poor services they receive in government health facilities, and 
in local communities health workers are held personally responsible for 
the malfunctioning of the healthcare system. Although health workers 
are often grouped together in this respect, the number and visibility of 
nurses make them particularly vulnerable to this criticism, and accounts 
of their corruption, negligence and rudeness abound (2009: 6).

At the maternity ward of the public health centre where I worked, 
expectant mothers are given a list of the things they have to bring for 
delivery including gloves for the midwife, the plastic delivery sheet, a 
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giving set in case of transfusion, fuel for the generator in case they fail to 
have a normal delivery; all this is in addition to the hospital admission 
and delivery fees. Th is list of items is checked before admission to 
the labour ward. Th e commercialisation of healthcare and the fact 
that nurses are generally seen as lacking empathy has led to claims of 
reduced quality of care, with those people who can aff ord it opting to 
go to private hospitals, while others resort to traditional healers where 
they can receive care on credit and with more empathy. “We simply 
have to be strict with patients; otherwise, they take us for granted or 
even they don’t pay”, noted a nurse at the public clinic. Martin notes 
that being a nurse in Uganda today is diffi  cult and demanding because 
one must perform in a highly resource-defi cient setting and is exposed 
to severe public criticism. In addition, nurses must come to terms with 
the contradictions between professional ideals and everyday practise. 
(Martin 2009:6). So it can be said that ambivalence and contradictions 
in care are not just a result of the juxtaposition of a western, colonial 
style of nursing with traditional systems; it also results from more recent 
trends in socio-economic reform, and how nurses have tried to adapt 
in the face of adversity created by these reforms as well as HIV/AIDS. 

Th e crisis situation in the health and economic sectors in Uganda was 
only to become worse when in 1982 the fi rst cases of HIV and AIDS 
(Serwadda et al 1985) were diagnosed. Th e epidemic spread rapidly 
throughout the country, fuelled by the liberation war that ended in 
1986 and the civil war that continued until the late 2000s. Th ough the 
epidemic was spread predominantly through heterosexual relations, the 
medical and nursing sector were especially vulnerable given the high 
risks involved in caring for those infected with insuffi  cient supplies, 
including basic items such as gloves. It goes without saying that the 
health sector has lost many of its highly qualifi ed personnel to HIV, both 
nurses and doctors. For instance, it was estimated that of the national 
health workforce of 30,000 in 2004, 10,000 – including doctors, nurses 
(enrolled and registered), and midwives – were infected with HIV/AIDS 
(MoH 2005b); and the total national health workforce as of July 2008 
declined to only 29,000 serving 30 million Ugandans (MoH 2008). Th is 
decline, despite increased output of professionally trained healthcare 
personnel at over ten diff erent universities in Uganda, is blamed on 
the high ‘brain drain’ to other countries, as health workers emigrate 
in search of better working conditions, and on the impact of HIV/
AIDS, meaning that of all healthcare professionals trained in Uganda 
almost 50% are not practising there (Th e New Vision 12 January 2008). 
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So, whereas Martin (2009) has emphasised the interface between the 
nurse as a person and the profession of nursing in Uganda, my point 
of emphasis here shall be the interface between the nurse as a caregiver 
(referring to performance of the nursing role) and as a patient (referring 
to the experience of disease/illness and care) in everyday practise.

The Socialisation of Nurses Today 
How was the model of British nursing translated into the many and 
varied outposts of the British Empire? How were the rituals, routines, 
and norms associated with practise invented and reinvented in the 
process? Iliff e (1998) gives a detailed historical perspective of medical 
practise in East Africa, where he describes conventional acute medical 
care as involving a monologue relationship between the professional 
health worker and the patient. Here the patient takes on a ‘sick role’ 
and the professional health worker is the ‘expert’ who has to make the 
right diagnosis and prescribe treatment. Th e patient often has no say 
in his treatment, and is rarely given an account of the diagnosis. Much 
information is withheld from the patient or his attendant in the name 
of medical ethics and protecting patient confi dentiality. In conventional 
terms, medical practise is generally concerned with treatment of disease 
in the body and not the totality of the person (body, mind, and soul). 
Th e professional health worker is seen as the key to wellness, and his 
words are fi nal and must be taken seriously if one is to regain health. 
Doctors retain the right to all manner of clinical care and the right to 
treatment information and procedural issues. Given this, what qualities 
are expected of the nurse today? 

At the national level, nurses are expected to be inspired by the ideal 
of caring and humanitarianism. Th ey are trained to be professional 
(Martin 2009), precise, objective, strict, disciplined, and work according 
to medical care standards (Uganda Nursing Care Policy 2003). Nurses 
are socialised and expected to be gatekeepers to the healthcare system, 
negotiating the relationship between patient and doctor. In all senses, 
they are supposed to keep these categories clear. Th ey are also taught to 
stick to their role as healthcare providers. Nurses from the public clinic 
stressed the importance of keeping these boundaries clear:

You can’t cultivate a close relationship with patients otherwise 
you compromise your ethical medical code of conduct, you must 
act professionally and keep your distance. (FGD with nurses in 
public clinic, 19 06, 2008) 
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In ART care, they are also supposed to ensure adherence to – in other 
words compliance with – medical regimes. Thus boundaries and 
maintaining a professional distance are seen as important, for in order 
to ensure that objectives and routines are accomplished, nurses have to 
discipline patients. 

In their training, nurses’ moral behaviour is theoretically grounded in 
a commitment to care and to the patient (Georges & Grypdonck 2002). 
Nurses are not only responsible for protecting vulnerable patients but 
also vulnerable social values – such as not abandoning the sick – all of 
which gives them power and authority in their role. Th e question that 
arises is what happens to these values when a nurse becomes a patient 
of the chronic disease she/he treats? When and how do they maintain 
professional distance? Are nurses as patients and carers challenged by 
the very ethic of adherence and disclosure that they try to promote to 
their patients; and if so, how do they deal with this? I return to these 
questions when I discuss the everyday living and working experiences 
of HIV positive nurses within ART clinic practise. 

Motivations to Become a Nurse Today and to Work 
in a Resource-poor Setting
In the following section, I show that nurses’ retrospective accounts 
demonstrate how their expectations of the work before and during 
training varied from those they held once in practise, and again once they 
became HIV positive. Most signifi cantly, their view of caring changed 
(see Chapter 4 on HIV positive nurses). In the two settings where I 
worked, generally the personnel involved in ART care consisted of 
enrolled nurses (regular nurses with certifi cate level training), registered 
nurses (diploma and degree holders), midwives (both diploma and degree 
holders), and expert clients (also called lay care providers – HIV positive 
patients on ART who receive two weeks’ training, and as recent entrants 
in the clinic space are helping to reduce nurses’ workloads). Here I shall 
concentrate only on nurses and discuss expert clients’ motivations later. 

Th e majority of nursing personnel are female. Th is can be fi rst of 
all attributed to the historical fact that families’ initial preference for 
higher education is for boys, while girls are sent to lower-cost education 
generally leading to secretarial work, tailoring, catering, and nursing, 
the latter of which is provided in boarding schools heavily subsidised by 
the government. Secondly, nursing was typically considered a low-status 
profession. However, the upgrading of nursing to a degree level in the late 
1990s, and the government’s policy of affi  rmative action whereby girls 
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entering university were given an extra 1.5 point to compete favourably 
with boys, attracted even more to nursing, and raised it to a profession 
suitable for all social classes. Th irdly, the government’s policy initiated in 
2005 to cut down spending on social science courses in favour of ‘hard’ 
science has seen more girls (and boys) enrol in degree nursing courses. 
Fourthly, the drive by western countries since 2003 to recruit nurses 
from abroad, with promises of better remuneration and citizenship, 
has been a major factor for many in choosing a nursing career. In fact, 
today nursing is the most competitive science degree course for entry 
to Makerere University’s medical school (Academic Registrar records 
2008, Institute of Public Health report 2005). 

Economic considerations are a key motivation at the individual level 
for many nurses joining the profession. Parents of nursing students have 
to pay relatively minimal school fees, and there is a ready market for 
these nurses when they fi nish school, meaning that they can immediately 
start to earn a living. Another motivation is the proliferation of HIV/
AIDS related NGOs throughout the country, which need nurses to run 
their VCT and ART programmes and off er better remuneration than 
the government. Th e NGOs and, of course, the privatised healthcare 
sector take up a sizeable number of nurses and provide an inspiration 
for many to join the profession. Interviews with some young nurses 
revealed that they also hoped to become managers and charge nurses of 
lower health centres, made possible by the government’s decentralisation 
policy of the mid-1990s which off ered experienced registered nurses and 
midwives the chance to apply for managerial positions in community 
health centres III, II, and I. All this means that nurses can have better 
earnings and more prestige and authority. 

When I asked nurses to give one reason why they chose to join the 
profession, fi ve out of 20 said they were fascinated by the way their 
mothers or aunties used to treat patients; they wanted to do the same 
since it gave them great satisfaction. Four other nurses said  they were 
fascinated by the nurses in their smart uniforms. Apropos of this, it 
is interesting to note, however, that while it is a rule for nurses at the 
public clinic to wear their uniforms, nurses at the NGO mobile clinic 
do not wear uniforms at all; instead they dress casually in ordinary 
clothes at all times. Only six nurses gave as a reason for joining the 
profession the government’s ideal of the desire to care and improve the 
general population’s health. Fourteen expressed that in the beginning 
of their training, they knew too little about what the content of formal 
nursing was. 
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By the end of their training, however, more than half of the nurses had 
changed their reasons for being in the profession. Th ose who preferred 
to stay in the public sector were of the view that though the salary is 
poor compared to the private sector, you are assured of a permanent 
job and a pension on retirement, which makes the future more secure. 
Further, they said the public workplace atmosphere is more relaxed, you 
can work at your own pace, and with less supervision and disciplinary 
measures you can easily navigate the rules and do what you like. Of the 
things nurses said they disliked about working in the public sector, one 
was the fact that they can be transferred to anywhere in the country 
without consultation; although often there is some room for lobbying 
and negotiation if you know the right people and have good reasons, 
mostly related to family. Th e second complaint was related to the often 
late salary payment; and that when it does come many nurses are already 
in debt if they have no supplementary income. Th is would explain why 
the majority of nurses at the public clinic revealed having a supplementary 
source of income: a chicken or milk project, a kiosk in town, a family 
farm project, a private clinic, a restaurant, or they belonged to a women’s 
credit group or women’s nigina (gift circle). 

After completion of their training, many nurses stated that economic 
considerations became more paramount. Some hoped to join the public 
sector fi rst “to make a CV” for themselves – meaning to gain experience 
– and then move on to the NGO or private sector or go abroad to make 
money. Th e government was not seen as a place to earn well in order 
to live comfortably; you would not be able, for example, to meet your 
own and your family’s basic needs, pay your children’s fees in a good 
school, or even save and buy land, build a house for your children, or 
aff ord a small car. Th e NGO nurses especially argued that although they 
wished to earn more given the workload they had – and at the time of 
the research they were lobbying for a salary increase – their salary was 
fairly good in that it allowed them to be part of the local middle class, 
which added to the respect aff orded them by those around them. Th e 
NGO and public nurses alike appreciated the fact that they worked in 
a rural area, which meant that life was cheaper. Th ese rather practical 
considerations generally motivated nurses to remain and work in rural 
areas which, in terms of medical practise necessities, were resource-poor 
settings. What is interesting is that at the national level, the overall 
expectation about a nursing career is that it should be inspired by strong 
caring and humanitarian ideals, while these other compelling practical 
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considerations and stimuli for joining are not taken into account. 
(Academic registrar records 2008).

Generally, both public and private nurses felt motivated by the fact 
that they were autonomous. Half of all nurses mentioned that they 
enjoyed being in control, rather than being the servants of doctors 
who just follow orders. Th e NGO nurses especially had easier access to 
resources, which allowed them room to be enterprising and creative. 
Th is fact will become clearer when I discuss the HIV positive nurses’ 
experiences. About working in the HIV clinic, the nurses generally felt 
that here they were able to exercise their caring role towards patients and 
society more than anywhere else, which gave them great satisfaction. 
It also meant being able to help not only those infected but also those 
aff ected by HIV – which they themselves were – providing all the more 
reason to care in a humanitarian way. But as I shall show later, these 
caring ideals often shifted depending on the prevailing circumstances, 
especially for those who were HIV positive. Working at the HIV clinic 
also meant working with sick people as well as those who have regained 
their health and look normal, and meant coordinating more people 
than in any other disease or setting. Especially in the NGO, the nurses 
felt that more than simply following the working of the clinic and the 
organisation at large, they were able to participate in building a new 
society through the variety of services they off ered, as shown in the next 
chapter. For any policy maker in the Ministry of Health, these answers 
seem to fall wonderfully in line with the agenda stipulated in the national 
HIV/AIDS ARV communication strategy of 2007-2011. But as I show 
in the following chapters, these answers often do not resonate with what 
actually happens in daily practise.

Nursing in the Era Of HIV/AIDS: The Impact on 
Human Resources for Health
Beyond the impact of the colonial era on nursing in Uganda, of the 
many factors that have shaped healthcare in general and nursing practise 
in particular over the years, HIV/AIDS is a special case, having an 
unprecedented impact not only on people but also on systems of care 
and treatment. As the focus of this research, I elucidate on the impact 
HIV/AIDS has had in terms of shaping new trends in nursing practise 
in post-independence Uganda. Th ere have been few specifi c studies on 
the impact of HIV/AIDS on nurses and nursing in Uganda; therefore, 
in my overview below I also refer to sources on general health, and 
accordingly enrich the text with accounts by my respondents. 
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According to the WHO, human resources for health are the 
men and women who make healthcare happen. Th ey include nurses 
and midwives, pharmacists, physicians, dentists, and other health 
professionals. Th ey also include auxiliary healthcare workers, community 
health workers, practitioners of traditional medicine, technicians, and 
other paraprofessional personnel (http://www.who.int/whosis/health_
personnel/health_personnel.cfm accessed 10.11.07). Th ey are important 
because the existence and quality of services to promote health, prevent 
illness, cure, and rehabilitate, depend on the knowledge, skills, and 
motivation of human resources for health. 

Going back to the late 1980s and the 1990s, the general picture in 
many hospitals in Uganda was one where most of the hospital beds were 
occupied by people with HIV related illnesses. Moreover, on average, 
HIV positive patients stayed in hospital four times longer than other 
patients, which meant more work for nurses (Palitza 2006). According 
to a UNAIDS report (2009), the number of people living with HIV 
worldwide continued to grow in 2008, reaching an estimated 33.4 
million. Th e total number of people living with the virus in 2008 was 
more than 20% higher than the number in 2000, and the prevalence 
was roughly threefold higher than in 1990. Of these, about 24.9 million 
are in Sub-Saharan Africa and 42.9% are estimated to be women. 

Uganda is currently reported to have a high HIV prevalence of around 
6.4%, compared to an average 2% found elsewhere in the Sub-Saharan 
region (Government of Uganda, 2010). HIV/AIDS is thus a signifi cant 
phenomenon in the history of Uganda, although prevalence has been 
in decline: from 30% between 1982-1992– a decade characterised by 
the rapid spread of HIV– it fell to an average of 15% between 1992-
2002 (Serwadda et al 1985; Stoneburner  & Low-Beer 2004, All Africa 
2007), and then to an average of 6.4% between 2003-2009, a period in 
which ART use became increasingly widespread.. As of December 2008, 
approximately four million people in low and middle income countries 
were receiving ART, a 10-fold increase over fi ve years (UNAIDS 2009). 

In August 2008, Dr Kihumuro Apuuli, the director general of the 
Uganda AIDS Commission (UAC), released current statistics stating 
that out of a population of 30 million, approximately two million 
were living with HIV, almost close to half of whom required access 
to ART. Th e report found that only 125,000 people, of whom 13,000 
were children, had access to the life- prolonging drugs and despite an 
aggressive campaign by the government and NGOs to increase access, 
HIV treatment was being outpaced by the rising number of infections 
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(Uganda AIDS Commission 2008). In 2006 it was predicted that 
patients aff ected by HIV/AIDS would soon account for 60-70% of 
hospital expenditure in Uganda and South Africa (Palitza 2006). 

In 2000, Uganda was regarded as a model for Africa in the fi ght 
against HIV/AIDS due to strong government leadership, broad-based 
partnerships, and eff ective public education campaigns, all of which 
contributed to a decline in prevalence in most population groups. 
However, debate over the best strategy to tackle the epidemic – which 
pits pro-abstinence and faithfulness supporters against those in favour of 
condom use – and growing complacency, is putting the country’s gains at 
risk (UAC 2008; Bunnell et al. 2008). Today, even with more availability 
of ART, hospitals in Uganda are still struggling to cope, especially with 
a shortage of beds. Th is shortage results in people being admitted only 
in the later stages of illness, reducing their chances of recovery. It is 
estimated that over 70% of hospital beds in medical wards are occupied 
by patients suff ering from HIV/AIDS related diseases (Dieleman et al. 
2007). All this aff ects the morale of the nursing staff  especially, who 
feel that they do their best only to watch patients die because of late 
admissions. As the epidemic worsens, more complex cases of HIV/AIDS 
are likely to arise, taking up more nursing time and further reducing 
the standard of care provided (Palitza 2006). 

PLWHA in Uganda not only face diffi  culties related to treatment 
and management of the disease; they also have to deal with HIV/AIDS 
related stigma and discrimination. Th is is visible at all levels of society, 
from families and local communities to health centres and government. 
President Museveni himself supported the policy of dismissing or not 
promoting members of the armed forces who test HIV positive, and in 
2001 he suggested that a rival presidential candidate was unsuitable for 
offi  ce because he was allegedly infected with the virus. Discrimination 
has also been reported in the private sector, including mandatory HIV 
testing for new employees. As well as hurting those aff ected, such 
attitudes are a major hindrance to prevention and treatment eff orts 
(Tumushabe 2006). A study conducted in four major ART providing 
hospitals in Uganda by Dieleman et al. (2007) found that HIV positive 
health staff  remained in hiding, and most staff  did not want to get tested 
as they feared stigmatisation and, as a result, being isolated and gossiped 
about by their colleagues and patients. HIV positive staff  either continued 
working until they were too ill, or did not seek help at all. 

Th e staff  themselves fear stigma. Th e other staff  are not so 
sympathetic. No. Th ere was a midwife who died last year, she 
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was being abused by another midwife. Th ey were on duty and 
they got some quarrel over a patient and one of them told the 
other that ‘you are sick and tomorrow you are going to die’ and I 
was there. And that is the thing that is making staff  fear to test. 
(Public clinic ART nurse provider, March 2006)

Th e same study showed that organisational responses to the impact of 
HIV/AIDS were implemented haphazardly, and furthermore, none of 
the hospitals had written policies to prevent and mitigate the impact of 
HIV/AIDS or support HIV positive staff  (Dieleman et al. 2007). Areas 
that were not explicitly addressed in any of the hospitals were stigma, 
HIV counselling and testing among staff , supporting HIV positive staff , 
availability and use of post-exposure prophylaxis (PEP), and emotional 
support. As opposed to the private sector (Private Sector Alliance on 
HIV/AIDS 2004) in Uganda, there were no workplace policies in the 
public health sector. Lack of organisational support is also shown in other 
African countries, such as Zambia (KIT/CHAZ 2005). Th e Uganda 
Joint Clinical Research Centre (JCRC) is an exception as health workers 
here were prioritised and were among the fi rst people to receive free 
ARVs (JCRC 2003). However, the picture is not rosy for the patients 
and health providers in general in the sense that healthcare providers 
are becoming oversubscribed, with many being forced to turn away 
people seeking ARV treatment. Th is is because of the global economic 
crisis, fl at funding and switching interests of donors. For instance Dr. 
Fiona Kalinda, a clinical manager at JCRC in Kampala had this to say:

“Th e dilemma here is that we made a promise to patients. If they 
came here for HIV care, we said if you qualify for treatment, you 
will get treatment but now, we have to tell them to go elsewhere” 
(The New Vision, 12th January 2009).

While HIV/AIDS is causing an increased demand for health services, 
large numbers of healthcare providers are being directly aff ected by 
the epidemic. Like the general population, nurses and other healthcare 
workers may become infected with HIV as a result of their personal 
sexual behaviour (Shisana 2004). However, they face significant 
additional occupational risks from handling non-sterile injecting 
equipment or through accidental exposure to infected body fl uids, 
especially blood or serum. Moreover, the severity of occupational 
risk varies between diff erent cadres of health workers. For instance, a 
study in a South African hospital investigated the potential for HIV 
transmission occurring as a result of sharp instrument injuries. Of 100 
on-duty injuries reported over a two-year period, 41% occurred among 
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nurses, 38% among cleaners, and 6% among administrators. A study in 
one region of Zambia found that 40% of midwives were HIV positive 
(UNAIDS 2006). On investigating HIV/AIDS prevalence among South 
African health workers in 2002, Shisana (2004) found that in a sample 
of 721 health workers an estimated 15.7% employed in the public and 
private health facilities located in four provinces were living with HIV/
AIDS. Among younger health workers in South Africa the risk was 
much higher: those aged between 18–35 years had an estimated HIV 
prevalence of 20%. Botswana lost 17% of its healthcare workforce due 
to AIDS between 1999 and 2005. 

Th e Uganda sero-behavioural survey of 2005 put the number of HIV 
positive professional healthcare workers in public service at 10,000 out of 
approximately 30,000 (MoH 2005b), the majority of whom were nurses. 
With roughly one third of healthcare providers in the public sector HIV 
positive, this presents signifi cant diffi  culties, particularly given the time 
it takes to train one professional healthcare worker. Th e numbers in the 
private sector are not known. Although there are no current concrete 
fi gures available for the total number of public and privately employed 
professional healthcare workers who are HIV positive in Uganda, the 
following quotes from health managers in my research study sites refl ect 
the current debilitating atmosphere of morbidity and mortality among 
health sector personnel.

Th ere are many health personnel here dying from AIDS but 
there is high stigma among health workers – it’s a shame many 
of our staff  are suff ering and even dying in stigma. (Public health 
facility administrator January 10, 2007)
We have lost quite a number of our staff to HIV… There is no 
fast-tracking for staff, no staff clinic. (Clinical manager 10th 
December 2007)

Healthcare workers are scarce in Uganda today, not only due to a growing 
population but more so due to an increased disease burden (Rowe et al 
2005). Th e doctor-patient ratio is 1:18,700, while the nurse-patient ratio 
is 1:4,300 (MoH 2000-2006). Such a serious shortage of health workers 
has negatively infl uenced access to and quality of care. For instance, 
Dieleman et al. (2007) found that 64% of health workers in four 
hospitals answered as being responsible for between fi ve and 10 diff erent 
tasks related to HIV/AIDS, the most common being health education, 
counselling, STI treatment, and caring for HIV/AIDS patients on the 
ward. Only 50% reported being trained for all their HIV/AIDS tasks.
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Poor pay, the temptation to migrate to richer countries after training, 
and excessive workloads are factors that have also played a signifi cant role 
in the nurse staff  shortage (Th e New Vision 12 January 2008). Although 
the recent increase in the provision of ARVs has brought hope to many in 
Africa, it has also put increased strain on healthcare workers, especially 
nurses to whom most of the work in HIV/AIDS care has been assigned. 
Currently, much of the literature focuses on the need to motivate 
(Dieleman, Cuong, Anh, & Martineau, 2003) staff  and encourage 
retention (Rowe et al. 2005); however, hardly anything is known about 
the working conditions and burdens of existing staff . Findings from my 
research show that ART has notably improved nurses’ power, for they are 
using sophisticated technologies which normally remain in the hands of 
doctors. Moreover, the medicines work – a fact which is evident in the 
remarkable return to life for very ill patients – which creates new hope 
not only for patients but also for nurses themselves. 

Nursing Care, HIV/AIDS, and Pre-ART Treatment
The nurses in my study vividly described for me the HIV/AIDS 
situation in the 1980s and 1990s. During this time they recalled how 
many were experiencing low work morale, infl uenced largely by the 
numerous indiscriminate deaths which they were confronted with every 
moment they were on the wards. Nurses reasoned that though they were 
trained with the ethic of saving life, the deadly epidemic defi ed medical 
knowledge at the time and indiscriminately led to the demise of people 
everywhere, irrespective of class, profession, age, or gender. 

Caring became very much coupled with helplessness, sadness, 
torment, and grief at the same time. Th e incurable nature of the 
disease and the rate at which it killed people left us wondering 
about the very essence of care in our profession. We had to cope 
with large numbers of deaths. (FGD with nurses at a public 
health facility, 15 December 2007)

In our medical training we were taught to care and save lives, but 
then because of AIDS especially in the 1990s and early 2000s 
we spent most of our time packing up corpses – it was such a 
demoralising scene at the time. (FGD with nurses at a public 
health facility, 15 December 2007) 

We lost so many people very dear to us, both colleagues, friends, 
and family… We all knew several people in our family let alone 
our surroundings and our patients who had HIV/AIDS and 
were for sure dying anytime and we were helpless. (FGD with 
nurses at the NGO mobile health facility, 28 December 2007)
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Emotionally it was very diffi  cult not to be aff ected, it was 
tormenting and saddening having to face death so often 
everyday… It was a hopeless situation… we felt rather helpless 
in this respect and it was more painful just looking at all these 
lives ebbing away. We were called all the time to attend funerals 
of our patients. (FGD with nurses at the NGO mobile health 
facility 28th Dec 2007)

Th e nurses from the public and NGO healthcare centres all shared similar 
sentiments of the pre-ART era. Th eir statements speak volumes of the 
desperation at the time. As one nurse aptly put it, “We felt we were at 
the frontline and losing a battle to a mysterious enemy whom we had 
no known tactic with which to bring him down”.

Nursing Care in the Era of ART
What is unique about Uganda in terms of HIV/AIDS is the fact that 
there are so many donors and actors in ART care (Wasswa 2008). During 
the period 1998-2003, before free ARVs were widely available, many 
clinical trials on ARVs as HIV treatment were underway in Uganda. 
During the times when some health workers, especially in public health 
facilities, felt helpless, their colleagues in research-based private settings 
such as the JCRC had access to free ART. Here the medical staff  were 
given priority if they accepted to test and were found HIV positive and 
with a low immune system, but their patients – with the exception of 
those enrolled in trials – had to pay for the costly ARVs themselves.

When the many ARV clinical trials of the late 1990s in Uganda and 
elsewhere proved successful, a new hope began to be felt among nurses 
and other healthcare professionals, heightened by the government’s 
commitment to roll out ARVs in 2004. Th e initial consignment of drugs 
was funded by the World Bank, with future drugs to be paid for by a 
Global Fund grant of US$70 million, and large grants from America’s 
PEPFAR initiative (Wasswa 2008). Healthcare professionals welcomed 
the programme. Th e nurses often accounted for this enthusiasm in 
relation to the previous trauma of having to cope with large numbers 
of deaths in the absence of eff ective treatment; now with ARVs, an HIV 
positive diagnosis is no longer an automatic death sentence. 

Th e results of the clinical trials as well as the initial phase of the roll 
out were drummed up by government politicians, the MoH, and the 
media, which created even more enthusiasm among health workers and 
the general population. Six months after the roll-out, at the public clinic 
where I worked clinicians and nurses could be heard congratulating and 
complementing clients who had started making great improvements.
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When we opened the VCT centre in 1998, all we were seeing 
were very ill moody faces. Th e mood of this waiting room often 
used to be quiet, a silence fi lled with sad sunken faces… HIV/
AIDS was all too visible. But within only six months of ART in 
2005, the whole atmosphere has changed suddenly, people come 
in here with a smile on their face, boasting to you how they were 
improving terrifi cally, and by looking at them and comparing 
with their pre-ARV state, you cannot help but congratulate 
them. (FGD with nurses at a public health facility 15/12/2007)

Th ese days there is loud laughter in the waiting room and we 
sometimes have to control the clients like school kids, telling 
them simply to keep quiet or the noise is too much as they 
chatter and laugh away. (FGD with nurses at a public health 
facility15/12/2007)

Initially, when asked about the impact of the roll-out on the healthcare 
system, none of the healthcare workers off ered anything negative. Th ey 
were only concerned that the roll-out should continue quickly to all 
levels so that more people could be helped, and the health facility could 
start to register fewer deaths and sick people (at the time these healthcare 
workers were serving people from many districts outside of their offi  cial 
catchment area).

Much as they were heavily overworked and underrecognised, my 
data suggest that the nurses directly involved in the provision of ART 
were highly committed. Th is level of commitment often went far beyond 
the call of duty and appeared to involve a level of motivation refl ective 
of intense personal investment in the ART programme. Th e nurses 
attributed this motivation to the fact that they themselves were nursing 
family members or close personal friends with HIV/AIDS. Another 
reason given for their commitment and motivation were their close 
bonds with the communities where they worked.

We simply just go the extra mile because some of us we belong to 
this community. Th ese clients could as well be our close family 
or friends and who knows, it could be me. (FGD with nurses at 
a public health facility 18/12/2007)

Although nurses acknowledged their vulnerability to HIV infection, it 
did not seem to be a very important issue in their discussions amongst 
themselves about their work with HIV positive clients; discussing 
themselves seemed to be too sensitive. Th e realisation of vulnerability, 
however, partially contributed to their investment in providing proper 
care and extending compassion towards patients. 
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A religious dialogue was also used by nurses to convey feelings 
regarding ART provision and the HIV/AIDS epidemic in general. In 
the public health facility, though it was not very pronounced, there 
were undertones of a common religious dialogue when I talked to 
individual healthcare workers. In the private mobile facility, however, 
it was mandatory that the nurses start the day together with prayer. 
Th e same went for all their outreaches, where clients were often asked 
to take the lead. In both facilities, however, listening in to the nurse-
patient consultations, God was always invoked and religious metaphors 
employed to give hope and encouragement to the clients (see also Leydon, 
Boulton, Moynihan, Jones, Mossman, Boudioni, 2000):

God is on your side, that is why we have these tablets for you… 
But God helps those who help themselves; so, help yourself by 
taking all your drugs. (Nurse counsellor to a client)

Th e fi ndings here suggest that the association of biomedicine with 
Christianity has been strengthened by ART’s life-giving potential. For 
instance, among the clinical administration in both the NGO and 
public ART centres, there was a preference to recruit nurses who had 
been trained at faith based nurse training institutions because, they 
argued, such nurses were proven to be more compassionate because of 
the Christian ethic of ‘service above self ’ and ‘doing unto others as you 
would want them to do to you’. Th ey were also seen to be more resilient 
to the prevailing conditions within the health centres due to the strict 
discipline during training. Christianity was seen as an asset, a source 
of commitment to caring, a value recognised by all facility managers.

Using ART to treat HIV/AIDS patients needs a lot of patience 
and a lot of compassion. But the degree of emphasis on such 
issues is only found among faith founded nursing schools where 
these are further specially taught as part of the Christian ethic of 
caring… So for this purpose we are increasingly more interested 
in people from this background to handle our HIV/AIDS 
patients. (In-depth interview with a health facility administrator 
29/12/2007)

Th is experience in ART care tried to break the acute care, task oriented 
approach within which care providers previously functioned, as well as 
combating the frustration of the pre-ART era. Among other reasons, 
it is also clear from this study that the enthusiasm and hope raised by 
the ART programme is related to healthcare workers’ ability to now 
provide treatment other than palliative care; to prolong life rather than 
constantly packing corpses. 
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A Global Public Health Approach: What it Means to 
Give or Use ART
When ARVs were imported into resource-poor settings as a global 
medical technology, they were not just pills but rather a package of things. 
Th is package included drugs, machines, protocols, care models, a new 
curriculum, and new need for (re)training. New concepts were introduced 
such as positive living and testimonials, disclosure and confi dentiality, 
stigma, treatment support/buddies, adherence counselling, and 
comprehensive care (including treatment and information, psychological/
emotional support, socio-economic/welfare support, human rights, and 
legal support). Further, there was a renegotiation of the patient-health 
provider relationship (to become partners in care), which meant involving 
patients in treatment decisions, following the GIPA (Greater Involvement 
of People living with HIV/AIDS) principle in issues that aff ect their 
well-being, including programme planning and implementation), and 
ongoing patient monitoring. In the package were also requirements 
for collaboration, coordination, and monitoring across diff erent levels 
(national, district, private/public, community). Th is holistic approach 
to total care is unique to HIV/AIDS, and locally nurses in particular, 
as front liners in HIV/AIDS care, have been confronted with these new 
realities for which they were ill prepared. 

HIV/AIDS is an exceptional disease and special policy measures 
are required. Th e policy on ARV treatment is also exceptional in the 
sense that it is subject to vertical programming and supply, restricted 
access, adherence, control, and extreme monitoring and surveillance 
(MoH 2003-2006, MoH 2007-2011). For example, unlike most 
pharmaceuticals, which are usually obtained through drug shops and 
pharmacies, ARVs are (supposed to be) provided only by health workers 
direct to the patient (however, in contradiction to policy, some patients 
do obtain ARVs and septrin from diff erent sources). Th ough while HIV/
AIDS clinics provide ARVs to PLWHA, many do not provide medicines 
for opportunistic infections, necessitating visits to diff erent providers. 

With ART, the chronic care model has replaced the acute model. It 
requires the professional health worker to dialogue with the patient about 
their medical treatment and care, as well as ongoing counselling and 
treatment of opportunistic infections, and at least a monthly face-to-face 
interaction between the client and professional health worker. All of this 
increases the workload of nurses. While ART has transformed AIDS 
from a deadly disease into a chronic one, total adherence is required and 
defaulting on the drug is medically unacceptable. In ART, adherence 
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is of utmost importance (Weidle, Wamai, Solberg, Liechty, Sendagala, 
Were, Mermin, Buchacz, Behumbiize, Ransom, & Bunnell 2006). 
Poor adherence may lead to medication failure, viral mutations, and 
development of drug resistance, while future treatment options become 
limited because of cross resistance. Th e risk of transmission of resistant 
strains also makes adherence a public health concern. Complicating this 
picture, research and daily practise have shown that strict adherence is 
diffi  cult to achieve for many HIV positive patients because it requires 
them to behave in a way that cannot easily be incorporated into daily 
life (Bamberg, Fina, & Schiff rin 2007).

Th us ART as presently available is highly eff ective but complex to 
manage. It necessitates lifelong treatment with at least three ARV drugs 
(triple combination therapy)3. Breakthrough drug resistance, followed 
by rising viral loads and clinical failure is relatively common even with 
high levels of adherence. Th is entails ongoing clinical and laboratory 
monitoring and access to second-line regimens. Side eff ects of drugs, 
especially in the early stages of treatment, occur relatively frequently, 
some of which are suffi  ciently dangerous to require modifi cations to 
treatment (Coetzee (a), Boulle, Hildebrand, Asselman, Van Cutsem & 
Goemaere 2004). Currently, the issues seen as central to the success of 
ART include maintaining adherence, improving survival, increasing 
HIV testing, enrolling people into follow-up systems of care, and 
ensuring that ARVs do not pass their expiry dates while still on the 
pharmacy shelf. However, there are many challenges to and idiosyncrasies 
in care provision. For instance, large -scale voluntary counselling and 
testing (VCT) by individuals may only occur if providers are perceived 
as trustworthy and empathetic (WHO 2008a). Further, in some 
programmes, much of the success of ARVs may be attributable not 
to the work of the health workers but to community based activities 
involving patient advocacy groups, NGOs, or lay counsellors (Uganda 
Cares report 2004). Nonetheless, ensuring lifelong treatment, accessible 
and well functioning health facilities, good management of referral 
systems, partnership with non-state actors, monitoring and evaluation, 
and removal of the many barriers to entering and remaining in care, 
all imply a high level of systems and managerial capacity which makes 
ART more complex than many other healthcare interventions.
3 Uganda’s first line ART regimen, as defined by the National ART Policy, consists of 

zidovudine (AZT) or stavudine (d4T) + lamivudine (3TC) + nevirapine (NVP) or 
efavirenz (EFV). The standard second-line regimen is zidovudine (AZT) + didanosine 
(ddI) + lopinavir/ritonavir (LPV/r). There is no standard third line treatment. As of 
October 2007, the first and second-line options were under review because of the 
changing nature of HIV and the emergence of new ARVs.
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Unlike any other disease so far, the exceptional nature of HIV/
AIDS has prompted debate about the nature of its treatment, but also 
the challenges (Farmer, Léandre, Mukherjee, Gupta, Tarter, & Yong-
Kim, 2001; Mermin, Were, Ekwaru, Moore, Downing, Behumbiize, 
Lule, Coutinho, Tappero, & Bunnell, 2008). ART has been dubbed a 
complex therapy for a number of reasons (Amolo-Okero et al. 2006). Its 
complexity lies not only in the pharmaco-kinetics of the drug (Weidle et 
al. 2006) but also its administration. It is a combination therapy which, 
once initiated, one must take for life (Barnett & Whitehead 2002). 
Initiation also requires thorough preparation of the patient, including a 
prior HIV test and continued follow-up care. All of this is the work of the 
nurses. ARVs are thus medicines with strict rules (Mermin et al. 2008), 
and they are embedded in programmes in a way that is unlike most other 
medications. However, the requirements of diff erent programmes vary, 
and the nature and extent of the role of clients diff er; some are expert 
clients/patients, others are ‘ordinary’ clients, and most programmes only 
accept people when they meet certain criteria (for example, in Africa 
initiation on ARVs requires a CD4 count below 350, while in the USA 
initiation occurs when the CD4 count falls below 500).

HIV/AIDS treatment can be compared to a social trial because 
programmes create conditions for people and demand that they commit 
themselves (for example, to obtain free ART). ARVs are a political 
commodity; sensitivity and care are always needed. Control is also 
exercised through strict monitoring and regulation of drugs, including 
the prescription of ARVs in small amounts to last for limited periods 
(Wendo 2003), which from the provider point of view ties people to 
the treatment source (since they must frequently return for refi lls), but 
which is experienced by patients as a restriction. Flexibility is at the 
discretion of the health worker. Initiation onto ARVs begins with a trial 
on septrin as a way of checking adherence (Wendo 2005). In practise, 
there may also be de facto treatment supporters among family, friends, 
and neighbours. I later explore the bio-social relations with ARVs when 
nurses are also users.

According to the national guidelines for implementation of ART 
(MoH 2003, MoH 2005a), a patient is required to bring along a 
treatment supporter to whom they have disclosed their HIV status, 
who will help with adherence. Th en nurses, in consultation with the 
patient, must draw up an individual treatment plan before patients are 
initiated onto therapy by a medical doctor after thorough assessment 
(WHO 2005). However, at both my study sites all this work was done 
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by nurses. Nurses in the public ART clinic received only three weeks 
of training prior to taking up their new roles. ART knowledge changes 
all the time and the majority of these nurses have no opportunities to 
update their knowledge as often as they should. Moreover, despite their 
very busy schedule at the HIV clinic, the public clinic nurses also have 
to attend to patients on the general wards and OPD. For the NGO 
nurses, though they do receive more training prior to taking up the 
post, and have better access to up-to-date information, they work in the 
fi eld throughout the week and often do not return to the offi  ces until 
late in the evening.

Nurses Working With Expert Patients
For a long time, HIV treatment approaches remained highly dependent 
on scarce and expensive highly skilled medical professionals, who are in 
short supply in resource-poor settings. With the need to put more people 
on treatment, a call was made for the implementation of alternative, 
lower-cost human resource models for delivery of HIV prevention, 
treatment, care, and support, including the deployment of auxiliary 
and community workers, and engaging PLWHA in service delivery as a 
matter of urgency (UNAIDS 2006). Th is move was also a response to the 
GIPA principle. But cultural innovations in Uganda in the era of HIV/
AIDS are striking. For instance, the use of patients in HIV/AIDS care 
was fi rst introduced prior to ART by Th e AIDS Support Organisation 
(TASO), who instituted an internal policy favouring recruitment 
of HIV positive counsellors (Kaleeba, Kalibala, Kaseje, Ssebbanja, 
Anderson, Van Praag, Tembo, & Katabira 1997). Reports indicate that 
though these counsellors suff ered burnout from seeing their own bleak 
future in the people they worked with (TASO Annual Report 2007), 
nonetheless it provided a model for lay care provider (popularly called 
expert patients) involvement in the clinic space (Kaleeba, et al. 1997). 
TASO had begun to indigenise biomedicine in a revolutionary way by 
showing that patients can also be carers. When free ART became widely 
available in 2004, another NGO, Uganda Cares, took TASO’s model a 
step further to actually train patients as lay providers and advocates of 
ART in order to facilitate better ART uptake, give adherence support, 
and reduce the workloads of ART providers. 

In Uganda’s overall treatment campaign, fi nding appropriate models 
for the delivery of ART services to maximise benefi t for those in need 
remains a big challenge (Jaff ar et al. 2005; McCannon, Berwick & 
Massoud 2007). When the government scaled up ART, initiative was 
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necessary given the signifi cant reorganisation of health service delivery 
required to meet the high demand for treatment. In order to minimise 
the burden of care, medical care workers at the NGO and public health 
centre introduced lay providers called ‘expert patients/clients’ within the 
traditional hierarchy of the clinical space (Uganda Cares report 2004, 
health centres annual report 2005). Th rough this new care arrangement, 
PLWHA using HAART were given a chance to participate in the delivery 
of chronic HIV/AIDS clinical care. 

However, while there is a policy requirement for PLWHA to be 
involved in every area that concerns their health (MoH 2005c), there 
is currently no policy institutionalising, operationalising, or regulating 
at clinic level the involvement and/or participation of lay providers in 
the clinic. Nevertheless, expert clients have become a mediating factor 
between patients and nurses in HIV/AIDS care, and much literature 
on patient identifi cation attests to the fact that patients tend to identify 
more easily with fellow patients in care (Kober & Van Damme 2006). 
Th ere is also the issue of carer identifi cation with patients; for instance, 
a young mother nurse will identify easily with young mother patients. It 
goes without saying that this has had a profound impact on the practise 
of nursing within the clinical context, especially in terms of power and 
care relations between nurses and patients, as I show later. 

Additionally, Uganda’s communication strategy for ART (2005-2010) 
notes that the introduction of ARVs came with more accompanying 
challenges for healthcare providers who are also users, citing self-
initiation on ARVs, and inconsistent use or misuse of therapy as key 
challenges which have negatively aff ected ARVs’ effi  cacy (MoH 2005a). 
Th e causes of inappropriate use or misuse include inadequate information 
on ART, failure by health workers to adhere to treatment protocols, 
fear of being seen taking drugs daily, inadequate support from partners 
and family, cost of drugs, side eff ects, the long distances to travel to 
accredited ART centres, and the belief that all HIV positive persons 
should be on ARVs. 

Nursing Care and HIV/AIDS Treatment: Some 
Contextual Issues
Despite the therapeutic and operations related complexities of ART, 
by the end of 2005 the Ugandan government had rapidly scaled up to 
167 centres countrywide, starting with regional referral hospitals, then 
district hospitals, and then to lower-level health centres IV and III (JCRC 
2005). Th is rapid scale-up was also in response to the global WHO 3x5 
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initiative, where Uganda targeted to treat at least 60,000 PLWHA by 
the end of 2005, 50% of those who were in need at that time. Although 
the initial drugs roll-out was fairly slow, within two years 41% of the 
50% of those in need were receiving treatment (WHO 2006, WHO 
2008b); increasing to 56% in 2006. At this time, emphasis was put on 
provision of infrastructural capacity (including laboratory and clinical 
equipment, storage facilities, and provision of drugs) – the hardware of 
health service delivery – and broadened coverage (UAC 2005; UNADS 
2007). More than anything else, the continued disease burden led to 
the 3x5 initiative which placed much emphasis on meeting targets by 
initiating as many patients as possible on ART but it never considered 
keeping patients on treatment. Th is created more work for nurses as the 
key personnel manning clinics in lower-level health facilities. Workload 
also increased given that the demand for ART was so high yet few people 
were trained in its provision. 

According to Africa Science News report (2008), in Uganda the 
number of people on treatment rose to 132,000 (including 8,690 
children) – less than half of those currently in need estimated at 300,000 
people – by July 2008 with around 1,000 new patients initiated on 
ARVs per month. An estimated 61,000 people died from AIDS in 
2008 (Government of Uganda, 2010). However, there were less than 
550 nurses specially trained in HIV/AIDS ART care countrywide, 
in both the public and NGO sectors (MoH 2008). Th us this rate of 
1,000 per month may slow as the national programme faces problems 
getting the drugs to those in need, including delays in procurement 
and distribution, poor storage and weak quality control, stockouts, 
and a chronic lack of staff  (African Science News 2008). For instance, 
Dr Elizabeth Madraa, formerly manager of Uganda’s AIDS Control 
Programme, reported that “the management of the whole supply chain 
is very weak and problematic… We are now moving slowly as a result 
of the stockouts because if we spread out rapidly and ran out of drugs, 
it would be disastrous” (WHO 2008b). Currently, the limited provision 
of support and care services to PLWHA remains the weakest link in 
the national response to the HIV/AIDS epidemic in Uganda, and this 
is without mentioning the lack of proper care and support services to 
healthcare workers as PLWHA or as implementers of the government 
ART programme (UNAIDS 2007c). For the most part, the provision 
of such comprehensive services has been left to the NGO sector, mainly 
TASO, Uganda Cares, AIDS Integrated Model (AIM), and Masaka 
AIDS and Home Care programme, but their capacity is limited.
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Meanwhile, in 2005, the momentum of the ART scale-up in Uganda 
was put in jeopardy following the suspension of funds from one of the 
country’s key donors. Up to 95% of ART provision in Uganda is donor 
funded and largely by PEPFAR. In August 2005 the Global Fund to 
Fight AIDS, Tuberculosis, and Malaria suspended the disbursal of 
grants after fi nancial irregularities were discovered especially in ART 
support activities (Global Fund Press Release 2005). It was found that 
management of grants was generally poor, and that signifi cant sums of 
money had been diverted to activities unrelated to HIV/AIDS (Bass 
2006). Th e national ART support programme is likely to suff er further 
setbacks given weak monitoring and regulatory institutions, aside from 
having to dance to the tune of donors. Th e mismanagement of global 
funds raised many concerns, especially from nurse and patient activists, 
highlighting all the more the question of trust and sustainability of care 
support and access to these life-prolonging drugs. 

Another contextual issue is the drug stock-outs, which are a growing 
problem in the delivery of ART in Uganda. From fi eld visits conducted 
in October 2007 as part of the annual countrywide monitoring of the 
ART programme, the National Health Assembly and Joint Review 
Commission found that the entire country had in the recent past 
experienced shortages of ART drugs. Researchers found that stock-outs 
had occurred in most districts at one time or another, and that upcountry 
ART centres in particular had become accustomed to intermittent drug 
supplies. People on ART went without drugs in the districts of Katakwi, 
Pallisa, Luwero, Soroti, Hoima, and Mityana for up to four months. In 
Moroto, people who were on efavirenz were given cotrimoxazole instead 
for up to four months, even though the latter has never been prescribed 
for HIV. Often the blame for such irregularities is heaped upon nurses 
by patients. 

According to the MoH’s report on the supervision of the ARV supply 
chain management for the third quarter of 2007, in the district of Nebbi 
drug shortages meant that some infants went without drugs for several 
days. At some centres, patients were switched back from second-line 
to fi rst line treatment, even though fi rst line therapy had previously 
failed. Between April and September 2007, for example, only two out 
of a sample of seven centres in eastern Uganda did not experience drug 
stock-outs. Th e rest did not have the drugs they needed for between 15 
to 60 days (MoH 2007). But what are the causes of these problems, and 
what has been the impact on nursing care and practise? In Uganda, the 
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National Medical Stores (NMS) is the body responsible for procurement 
and delivery of essential drugs, including ARVs. But the supply line for 
ARVs is not the same as for other essential drugs. On March 6, 2008, 
the government owned New Vision newspaper reported that the Minister 
of Health Dr Steven Mallinga had interdicted three offi  cials and fi ve 
drivers implicated in the theft of ARVs from the NMS. Th e interdiction 
followed an internal investigation “after persistent press reports of drug 
thefts”, Mallinga said. Th e audit recommended that two offi  cials be 
suspended pending further investigations, while one offi  cial and the fi ve 
drivers were to be handed over to the police for prosecution. 

Th e minister had previously stated in Parliament that 50% of the 
drugs distributed to the districts was being stolen; the Anti-Corruption 
Coalition (ACC) put the fi gure at 75%. “Essential medicine is supposed 
to be free of charge in Uganda”, the group said in a leafl et as part of its 
sensitisation campaign. “Unfortunately, essential medicine is most often 
not available in the public health facilities due to mismanagement and 
corruption. Up to 75% of the medicine distributed to the health centres 
is leaked”. On December 12, 2007 Th e New Vision had broken the 
story of a scam involving a network of personnel within NMS in which 
drugs worth hundreds of millions of shillings were stolen. Mallinga said 
the ministry was concerned given that the NMS is the main supplier 
of bulk medicines to all public health facilities (Mugisa & Nabusoba 
2007). Expiring stocks is another major problem, and because of this 
thousands of Ugandans die of HIV/AIDS related conditions annually. 
Former NMS General Manager Robert Rutagi was suspended in 2007 
for mismanagement that led to the expiry of ARV packs worth 936 
million shillings – about 450,000 US dollars.

Even if the strategies to combat these thefts were not very clear and 
all the parties involved were not identifi ed, these reports went a long 
way to clear the heavy blame that was earlier put on nurses, accused 
of hoarding or siphoning ARVs and selling them outside the public 
clinic. Instead, it became a joint campaign between nurses and patients 
advocating for access to drugs, as far up as the Ministry of Health as I 
show in chapter 9. Th is saw very profound changes in the meaning and 
practise of nursing, as nurses challenged the existing hierarchical power 
relations within the professional medical care establishment, not only 
as nurses but as patients too. 

In this chapter I have shown how nursing as a profession came about 
in Uganda. Nurses have been trained – and the nursing profession has 
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been historically shaped – to have a certain ethic of care. Nurses in 
Uganda play a pivotal role in HIV/AIDS care, yet they are overburdened 
by the epidemic, having to contend with many structural and contextual 
issues. It is within such a complex framework that some nurses live as 
both carers and as patients. But despite all the challenges both in the 
context and in the operationalisation of the nurses’ caring role, they 
even create innovations in care (related to social support and adherence) 
and work with expert clients. Where does the nurses’ resilience come 
from? How have they confronted these realities as carers and suff erers, 
and what have been the outcomes? Since nurses have taken on doctors’ 
functions, what does it mean to be treated by a nurse and not a doctor? 
Finally, how does being HIV positive produce a diff erent nurse, and what 
can we learn from the everyday experiences and care-giving practises of 
these nurses? Th ese are issues I expand on and to which I dedicate the 
remaining part of this dissertation.




