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1. Introduction 

 I first heard of the term the digital divide from Professor Roland Stanbridge, as he was giving a 

lecture with that very name. Being interested in development issues, I decided to search the web for 

more information. That’s when I realized that I had stumbled upon a huge and exciting field where 

development studies meet computer science and information systems to form a new discourse 

called ICT4D. That stands for information and communication technologies for development. It is the 

matter of using the “new” digital technologies to address some of the world’s most pressing 

problems. Studying media and communication, I felt that this would be an interesting subject to 

write a paper on. One thing led to another, and before I knew it I was on the way to Uganda to see 

how two non-governmental organizations (NGOs) were using mobile phones in a project to mass 

communicate prevention messages about HIV/AIDS. Here follows some brief background information 

that will serve as an introduction to the subject of choice, and hopefully make the reader share some 

of my enthusiasm for it. Later in the chapter, I will present the purpose of the study, research 

questions, and finally give an overview of the disposition of the paper.  

1.1. Problem 

The advantages or effectiveness of using interactive media like the Internet or cell phones to 

promote behavior change in different health issues have been well documented in a number of 

studies,1 but mobile phone-based HIV prevention is still a new and unexplored field. This study can 

be seen as an attempt to change that by examining how two NGOs in Uganda have used mobile 

phones in a HIV prevention campaign.  

1.2. Background 

1.2.1. ICT4D and the MDGs 

The concept ICT4D was born in the 1990’s as a result of two major developments. Firstly, the fast 

spread of the internet to the general public in the North and secondly, the International 

Development Goals in 1996, later formalized as the Millennium Development Goals (MDGs) in the 

year 2000. The MDGs were established by the UN as “a blueprint to a better world”, 2 as the 

Secretary - General Ban Ki-moon put it; they provide concrete targets with the aim to reduce 

poverty, improve health, education and gender equality by 2015.3 Centrally, the MDGs are about 

improving the lives of what some scholars have called “the bottom of the pyramid”:4 the 2.5 billion 

people on the planet who live on an average of less than USD 2 per day. Thus, ICT4D is seen by many 
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academics and politicians alike, as an important tool in order to reach the MDGs. This can be 

illustrated by the fact that in 2003 and again in 2005, the UN held a World Summit on Information 

Society (WSIS), where it was recognized that economic, social and political life in the 21 century will 

be increasingly digital, and those without ICTs will be increasingly excluded.5 

1.2.2. The digital divide  

There have been many different definitions of the digital divide over the years, but essentially the 

term refers to the North-South split in access to information and communication technologies (ICTs). 

The imbalance can be both physical: as in hardware and infrastructure; and knowledge-based: as in 

having the ability and skills to use ICTs effectively. Since information make markets work better, and 

markets improve welfare, it is feared that the digital divide will intensify the pre-existing economic 

divide between rich and poor countries. It was with the ambition to bridge this gap that the UN held 

the WSIS (see above). The challenge was “to harness the potential of information and 

communication technology to promote the development goals of the Millennium Declaration”.6 The 

summit received criticism from civil society that very few steps were outlined about how to reach the 

objectives. Be that as it may, but with participants from 175 different nations, representing all 

sectors of society, the summit definitely put the whole question of spreading ICTs to the developing 

world high up on the political agenda.  

1.2.3. The mobile phone explosion 

Initially during the digital divide and ICT4D, there seem to have been too much focus on the internet 

and an invention-down approach, with too little understanding on how existing technologies were 

being applied within poor communities. There was a wrongful assumption that one could simply 

replicate successful solutions from the North and implement them in the South. A report written in 

2001 to the Canadian based International Development Research Centre, on the possibilities to 

combat HIV/AIDS with ICTs, serves as a case in point. This 45 page long report has its focus on the 

African continent, and yet mobile phones are not mentioned once. 7 This is remarkable, since the 

same year - 2001 - mobile phone users surpassed the number of fixed lines in Africa.8 Since then, the 

market has sky rocketed. 

In 2000, there were less than 740 million mobile subscriptions in the world. Today, we have passed 

the 4 billion mark.9 It is self evident given the sheer numbers that most of this growth has been in the 

developing world. Interestingly however, the growth has been fastest in the poorest regions. 

Between 2003 and 2008, Africa has seen a surge in mobile subscriptions from 54 million to almost 

350 million – an increase with almost 550% in 5 years. In a fraction of the history of fixed lines, 

mobile phones have come to dominate. There are several reasons for this: a mix between 
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liberalization of markets together with some successful government intervention regarding 

regulations and licensing, technological innovations and the reduced price for handsets; but more 

importantly the market has been driven by demand rather than supply, and by needs rather than 

technology.10 This is easily understood if one look at the spending on ICTs in the South: while the big 

developing agencies like the World Bank and the US Agency for International Development (USAID) 

spend around USD 2bn per year on ICTs in developing countries, private sector investments are far 

larger. It is estimated that the private sector spends USD 10bn per year in Africa on mobile 

infrastructure alone. 11  

In some ways, we stand at a fork in the Internet access road. Do we still keep pushing 

down the PC-based route when less than 0.5 per cent of African villages have so far got a 

link this way? Or do we jump ship to a technology that has already reached many poor 

communities – mobile telephony (…)?12 

 

1.2.4. The HIV/AIDS epidemic 

HIV/AIDS is one of the most urgent threats to global public health. The number of people living with 

HIV worldwide in 2008 was estimated to 33.4 million, and there were approximately two million 

deaths related to AIDS in that year.13 Every day, nearly 7300 become infected with HIV and 5500 die 

from AIDS, mostly due to inadequate access to HIV prevention and treatment services. Although the 

percentage of persons infected worldwide has stabilized since 2001, continuing new infections and 

increased longevity as a result of the further expansion of treatment in the form of antiretroviral 

drugs (ARVs), contribute to the estimated number of persons living with HIV today being greater than 

ever before.14 

Sub Saharan Africa is the most seriously affected region, with AIDS being the leading cause of death 

here. More than two thirds of all HIV positive people live in this region and almost three quarters (1.4 

million people) of all AIDS deaths in 2008 occurred here. It is estimated that 1.9 million people in the 

region were newly infected with HIV in 2008, bringing the total number up to 22.4 million people 

living with the virus. Moreover, Sub Saharan Africa accounted for as much as 91% of new HIV 

infections among children, due to continuing high numbers of mother-to-child transmission (MTCT).15 

The HIV virus has had far reaching economic and social consequences, often robbing communities of 

men and women in the prime of their productive lives. As parents die or are widowed, orphans may 

be forced to leave school and move into the labour market, thereby prolonging the viscous cycle of 

vulnerability. Estimates show that there are more than 14 million orphans in the region whom have 
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lost one or both their parents from AIDS.16 At the community and national level, the loss of human 

capital has greatly hampered economic productivity and growth, as well as all human development 

and quality of life.  

The UN has made it a millennium goal (goal 6 in the Millennium Declaration) to halt and reverse the 

spread of HIV/AIDS by the year 2015.17 Some progress can be seen, as the numbers of newly infected 

has decreased somewhat since 2005. Yet, it is evident that efforts need to be massively scaled up in 

order to reach the pronounced target. Since HIV/AIDS is a sexually transmitted disease, and no cure 

or vaccine is on the horizon, prevention through appropriate behavior is still the best weapon to fight 

further spread of HIV infection. There is growing evidence from all over the world that prevention 

programmes are yielding results.18Prevention includes many aspects: empowerment of women, 

access to condoms, but mostly it is about information and education promoting safer sexual 

behaviors. This can be communicated either through interpersonal or mediated channels.  

1.3. Purpose of study 

 The purpose of this study is to examine how mobile phones are being used as a medium in 

prevention strategies to combat HIV/AIDS. There are numerous ways to disseminate information via 

the mobile phone: toll free hotlines, free mobile phone games integrating education and 

entertainment, sending out bulk SMS messages encouraging risk minimizing behaviors; the 

possibilities to reach a large population are plentiful. In order to make an in-depth analysis, I have 

chosen to focus on one specific project that took place in Uganda in 2009, where SMS messages in 

the form of multiple choice questions were used to raise awareness on issues regarding HIV/AIDS, as 

well as encouraging the targeted population to seek voluntary HIV counseling and testing (VCT).  

My ambition is to describe in general how this intervention was implemented and what the results 

were in terms of people accessing VCT services. I also intend to highlight some of the unique 

strengths and weaknesses of using the mobile phone as a mass communication device to change 

attitudes and alter behaviors.  Further, I wish to find out how the messages were being received by 

some of the individuals who got them; how they reacted to the campaign, and what potential there 

is to use the mobile phone in prevention interventions targeted at populations most at risk (of 

contracting  HIV). My research-questions will therefore be: 

1) How are mobile phones used in prevention strategies on HIV/AIDS? 

2) Can mobile phones be an effective medium in prevention interventions against HIV/AIDS? 

3) What are the strengths of using this strategy, and what are the weaknesses? 
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4) What potential does mobile phone-based HIV prevention interventions have in reaching 

the most at risk population? 

1.4. Outline 

In the next chapter, a few social cognitive theories on health communication will be presented and 

criticized. I will also present the basics of social marketing, followed by an overview of previous 

research regarding mass mediated HIV prevention campaigns, and other areas relevant to this study. 

In chapter three, the method and material used to write this paper will be accounted for, and some 

method problems will be discussed. 

In chapter four, an in-depth description of the Text to Change/AIDS Information Center mobile 

phone-based HIV/AIDS intervention will be presented, including the results of the intervention. Also, 

the feedback from the respondents I have interviewed will be analyzed and discussed, followed by a 

discussion where the research questions will be answered, as far as possible. 

Finally, chapter five is a brief summary of my findings and of the study at large. Here, some of the 

implications of the findings will also point to areas for further research.  

 

 

 

  

                                                           
1
 For a good overview, see Bull, S. chapter on this field in Edgar, et al. 2009.   

2
 The Millennium Development Goals Report 2008, United Nations, 2008. 
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2. Theory and Previous Research 

In this chapter I will discuss some of the theories that exist regarding health communication and in 

what way they are relevant in the analysis of the Text To Change/AIDS Information Centre project, 

which forms the core of this study. Also, I will argue the centrality in understanding the social, 

cultural, epidemical and economic context, when dealing with mass communicated health 

interventions in general, and HIV/AIDS prevention in particular. As will become clear, it is neither 

possible nor desirable to try to separate the communication process analysis from the environment 

in which it is taking place, and the dynamics of the HIV/AIDS epidemic in Uganda must therefore be 

explored to some basic level.  Finally, some of the previous research that has been done on the 

impact of mass-mediated campaigns on attitudes and behavior will be highlighted and discussed. 

2.1 Social Cognitive Theories in Health Behavior 

A number of social cognitive-oriented theories are available to try to explain why people act in a 

certain way and what input is needed to make them act in another, from a health perspective more 

desirable way. Since most of these theories are overlapping, and focus on the role of information, 

attitudes and beliefs, there is no need to account for all of them here (for a good overview of existing 

theories, see Fisher & Fisher, 2000).19 The two social cognitive approaches presented below have 

been selected because they complement each other quite well and also show how these existing 

theories, although similar, have slightly different perspectives. These two theories should therefore 

be helpful when trying to analyze an HIV/AIDS intervention aimed to raise awareness and promote 

safer sexual behavior, or in this case get people to access VCT.   

2.1.1. The Health Belief Model 

The Health Belief Model (HBM) was originally proposed by Rosenstock in 1966 and later further 

developed in the 1970’s and 1980´s by Becker and Rosenstock. Essentially, it says that people’s 

decisions concerning health behaviors are a function of their “subjective perceptions about a 

potential health threat and a relevant behavior.”20 Hence it is the perceived threat that motivates 

people to take action, but it is the beliefs of potential behaviors that determine in what way they will 

change their behavior. Belief here simply means in what way a person views a certain behavior: is it 

easy to adapt to? Will it solve the problem or threat? Will it be accepted by society, partners and 

friends?  The perceived threat of the particular problem is twofold: 1) the perceived severity of the 

health problem and 2) the person’s perceived susceptibility to that problem.  The model also states 

that the individual’s confidence in his/her ability to sustain the recommended behavior without help 
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from others is an important determinant and that behavior is driven by internal (e.g. bodily 

symptoms) or external (e.g. a mass media campaign) factors.21 The overall premise is that knowledge 

will lead to change. 

So according to HBM, an effective mass media campaign for HIV/AIDS prevention should address the 

issue of threat, that is to say that it should make clear that the threat is real and severe, but that it 

can be effectively avoided by taking certain actions or precautions. It should also provide information 

or guidance about how these relevant plans of actions and precautions can be achieved. Overall, this 

model can be of some value when applied in the context of HIV/AIDS prevention in Northern 

Uganda. Yet, it is perhaps better suited to address some health problems more than others.  

To clarify this, let us look on what is the most common form of transmission for HIV/AIDS in Africa; it 

is through heterosexual intercourse22. Now, looking at the Health Belief Model, it is easy to see that 

(like most social cognitive theories) it is based on rational reasoning. “People are believed to consider 

consciously the different consequences of the various options before deciding whether or not to 

engage in particular health behaviors.”23 However, when sexual interactions come into the picture, it 

may very well have a diminishing effect on rational decision making. In fact, studies have shown that 

negotiation about condom use in a “casual” sexual encounter, usually takes place after both 

individuals have taken their clothes off. In such a sexually charged situation, any model using rational 

decision making to predict or explain behavior will be utterly flawed.24 

What is more, the model does not take into account other factors that may prompt behavior, such as 

cultural or economic variables. In Northern Uganda, structural inequalities such as gender-based 

violence and discrimination, poverty and mass-illiteracy are factors that increase vulnerability to HIV 

infection, so does cultural practices like polygamy. Consequently, prevention efforts must recognize 

that the epidemic is driven by larger forces than individual behavior and personal choice.25 These 

issues, regarding the larger context of the HIV/AIDS epidemic, will be discussed in more detail in 

chapter 4.  For now it will suffice to say that knowledge is a necessary but not sufficient step to 

behavior change.   

2.1.2. The Information-Motivation-Behavioral Skills Model 

This model was proposed by Fisher & Fisher in 1992 to provide an understanding in risk-taking 

behavior in the context of HIV/AIDS. The model suggests that three set of factors determines 

whether a person will engage in preventative acts: 1) Information – including knowing the facts 

about modes of transmission, ways to reduce risk, etc. 2) Motivation – not only perceived risk, but 

attitudes towards preventative acts and social support for performing such acts, and so on.                                                                                                                               



12 
 

3) Behavioral skills – the individuals objective ability and perceived self-efficiency concerning the 

performance of preventive acts, such as condom use, negotiation for HIV testing and monogamy, etc. 

Information and motivation is not correlated, one can have one but not the other. Both these factors 

need to be in place however, in order for an individual to develop behavioral skills, and it is primarily 

the behavioral skills that influence HIV preventive behavior. If the preventive act is very easy to 

perform however, like for a pregnant woman to follow the doctor’s recommendations and perform a 

HIV test once she is already at the clinic, information or motivation could be enough to effect  

behavior. 26 More or less the same critique applies to the Information-Motivation-Behavioral Skills 

Model (IMB) as HBM. What separates the first from the latter is mainly that IMB focuses more on the 

relationship between the different factors that determine behavior, and that it puts more emphasis 

on behavioral skills.  

According to Edgar, Fitzpatrick and Freimuth, whom have been scanning the vast literature on HIV 

prevention media campaigns and other issues related to HIV/AIDS communication and messages for 

the past 25 years; there is enough empirical evidence to suggest that: “Individuals will take necessary 

actions to prevent a disease such as AIDS only when (a) they are properly informed and (b) they feel 

motivated to respond to the information they possess “27 and c) ”that individuals need not only to be 

informed and motivated, but to have the behavioral skills and control over the situation in order to 

carry out their intended actions.”28 Quite self evident, one might think. Nevertheless, it will be a good 

starting point for this study.  

2.2. Social Marketing and Campaign Effectiveness 

Turning the perspective now from the individual to the campaign level, there have been a lot of 

theories regarding the media’s effect on audiences and what makes an effective campaign. First of all 

it is important to underline that media campaigns can have a significant effect on awareness, 

attitudes and behavior, although impact assessment can be difficult, since a campaign always 

operates in a nexus of social, cultural and other mediated influences.29 

2.2.1. The Effect Hierarchy 

The overall purpose of social marketing is to shape public behavior by targeting awareness and 

attitudes on a certain issue. This process follows a logical sequence from awareness to attitude 

change to behavior change and has been called “the effect hierarchy”.30 The argument goes that to 

change people’s behavior regarding for example safe sex, they must first change their attitudes 

related towards condom use, faithfulness etc. In order to change people’s attitudes towards these 

issues, they need to be made aware of the risks of for example HIV infection, modes of transmission 
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etc.  Again, there is no guarantee that awareness will lead to attitude change or that attitude change 

will lead to a change in behavior; but the first raises the probability for the second to occur and so 

on.  

2.2.2. Marketing Principles 

Even though social marketing is different from traditional marketing of consumer products, many of 

the same principles are used to design and implement programs and campaigns. Given the limited 

scope of this study it is not possible to account for all of them here. Yet, some of the conditions that 

determine campaign effectiveness must nevertheless be mentioned, since this is relevant in order to 

answer some (if not all) of the research questions formulated in chapter 1.2. 

Source: If the source is known, trusted and respected by the receiver of the message, this will have a 

positive influence on effect.  

Content: The message content should be clear, consistent and repetitive. It can appeal to either 

rationality or emotions or both.  

Channel: The choice of channel or medium is important in many ways; it determines reach, cost and 

to some extent content (text, image or sound), as well as level of interactivity and many other factors 

that influence effects. Medium characteristics will be discussed more below. Generally, using several 

channels is considered to have a positive effect, for obvious reasons.  

Receiver: The effectiveness of a campaign will also depend on the targeted population´s previous 

knowledge and attitude regarding the message and the objective of the campaign. If the objective is 

approved on and if the receiver has enough knowledge not to misinterpret the message, chances are 

higher that it will have the desired effect. Audience research and tailoring messages to fit with the 

targeted population is thus considered important in any campaign.31 

2.2.3. Medium Characteristics of the Mobile Phone 

As noted, the medium is a fundamental variable in the communication process. It is therefore 

appropriate to pin down a few qualities of the mobile phone. However, it would be difficult and 

rather pointless here to try to separate the essential characteristics of the medium itself from its 

typical content, use and context of use, since all these factors influence the communication 

process.32 The mobile phone is different from old media in many ways: Firstly, it is interactive, 

meaning that users can respond to messages received, giving them a certain independence from the 

source and a feeling of control over the content. Secondly, its primary use is (still) for interpersonal 

communication, adding an element of social presence or sense of personal contact with others. 
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Thirdly, use and content tend to be private. The implications of these attributes on the TTC/AIC 

campaign will be analyzed and discussed in more detail in chapter 4.  

2.3 Previous research  

Here follows a short overview of previous studies on the subject of HIV prevention, which should 

provide interesting knowledge for this study to build upon. Even though there are no studies on cell 

phone-based HIV prevention in developing countries to date, other relevant research has been made 

on mass-mediated HIV prevention and the role of voluntary counseling and testing (VCT) in 

prevention. Studies on Internet based HIV prevention exists, but these have been deliberately left 

out because of two reasons: Firstly, most of these studies are from the U.S. and therefore made in a 

very different socio-cultural context than the one from Uganda. Secondly, even though the Internet 

has similarities to cell phones in terms of being an interactive type of media, it has not yet 

penetrated the African continent. As has been showed in chapter 1.2.3., mobile phones are the new 

medium which is readily available on the ground.  

2.3.1. Mass-Mediated HIV/AIDS Prevention Interventions 

Overall, there is a growing body of evidence showing that HIV/AIDS media campaigns can have 

effects on behavioral change, even though effects have been relatively small and short term, the 

wide reach of media campaigns can still render them cost-effective.33 Noar et al. (2009) has 

conducted a 10-year systematic review of HIV/AIDS mass communication campaigns by going 

through 38 HIV/AIDS campaign evaluation articles published in peer reviewed journals between 1998 

and 2007. The articles covered 34 distinct campaigns in 23 countries during the period. The results 

point to facts already noted in the literature, namely that most HIV/AIDS campaigns have too weak 

outcome evaluation designs for any impact assessment to be possible.  

To clarify, rigorous evaluation cost money, and that may very well be a resource often spent on other 

elements in the campaign regarded more important. However, out of the 34 campaigns included in 

the study, 10 (30%) were considered to have a strong enough outcome evaluation design to achieve 

high internal validity. Eight of these campaigns showed statistically significant campaign effects on 

behavior or behavioral intentions.34  

A similar review was done by Vidanapathirana et al. (2005), focusing on mass media interventions 

that promoted VCT. Out of 35 studies identified in the review, 14 were deemed to have strong 

evaluation designs, and of these all 14 documented short-term changes in HIV testing produced by 

the campaigns. There was no support for any long-term effects (which in part can be explained by 

the fact that it is rare with studies measuring impact over a longer period of time, it is usually a 
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matter of making a survey or to have a focus group discussion “before” and “after” the intervention, 

without following up in a year or longer).35 

2.3.2. Cell Phone-based Interventions 

Considering the enormous amount of research out there on the use of mobile technologies in health 

related services - or mHealth ,in short - in everything from smoke cessation36  to promotion of 

sunscreen use,37  it is somewhat surprising to see how few studies there are on cell phone-based 

HIV/AIDS prevention campaigns. One cannot help to wonder why this is the case, since HIV/AIDS 

prevention research otherwise is so abundant. It couldn’t simply be because there haven’t been 

many such campaigns to date? Surely, this would only generate even more focus on the 

implementation and outcome of those few campaigns that do exist. The question is something for 

future researchers to shed light on. For now it will have to be enough to note that this fact makes the 

present study all the more important. 

 One rare exception, nevertheless, is the SexInfo text message campaign launched in San Francisco in 

2006, targeting African American youth with information on sexually transmitted infections (STIs), 

HIV and pregnancy as well as referral to free sexual health clinics. Dobkin et al. found that the 

messages effectively reached the targeted population and recommends that this method be further 

explored as a means of improving adolescent sexual health care. 38 In a survey made on 214 youth 

from 10 health clinics, knowledge of the program was associated with reportedly increased concern 

about STDs.39 For reasons not revealed in the study, no attempts were made to measure an eventual 

increase in visits to health clinics or any other behavior change or effect on awareness.  

On the treatment side, in contrast, mobile phones have long been recognized as an excellent tool to 

scale up antiretroviral therapy (ART) in resource-limited settings. Examples of this is using text 

messaging to remind patients to medicine adherence and helping peer health workers (PHWs) to 

communicate with highly skilled medical personnel enabling more effective treatment and utilization 

of human capital.40 

2.3.3 Voluntary Counseling and Testing 

Since this is a case study of the TTC/AIC SMS Quiz project, which had as one of its two primary 

objectives to increase the number of people coming in for VCT (the other objective being to raise 

awareness of HIV/AIDS in general among the targeted population), let us now look on what is known 

about the role and effectiveness of VCT as a prevention tool to combat the spread of HIV/AIDS. 

According to Scott (2008) “scientists have not reached a consensus about the effects of HIV testing 

and counseling on prevention behavior”.41 He questions the chain of premises he names “the 
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knowledge enthymeme” – in which one’s knowledge of sero-status will empower the individual and 

make them take preventative actions. Meta-analyses of studies have yielded mixed findings both 

across and within study populations -in the U.S .42- it is important to add. A meta-analysis on studies 

made in developing countries showed VCT to be effective in reducing risky sexual behavior.43 

Clearly, the incentives and realities of an injecting drug user in Baltimore is not the same as a 

pregnant mother in rural Uganda. Yet, Scott’s article still can serve as a word of caution to 

overestimate the power of the “knowledge enthymeme” by pointing out that there are other forces 

at play that may have an even greater influence on people’s behavior. For example, the power they 

have in their relationships, access to medical care or conflicting cultural messages. 

Despite this controversy, it is increasingly recognized that VCT plays a critical role in HIV prevention. 

In a study from 2000 conducted in Kenya, Tanzania and Trinidad, where 3120 individuals and 586 

couples were randomly selected to receive either HCT or basic health information, the proportion of 

individuals reporting unprotected intercourse with non-primary partners declined significantly more 

for those receiving VCT than for those who only received basic health information, and the same 

results were found among the couples. The behavior change difference was even higher for 

individuals tested seropositive and among serodiscordant couples.44 Matson & Basnyat (2008) argue 

that the inherently interpersonal and persuasive nature of VCT makes it an effective method to 

reduce risky behaviors and that there is ample evidence in the literature to support this.45 Nyanzi-

Wakholi et al. (2009) states that while the role of VCT in curbing the pandemic “remains debatable, 

research shows that VCT informs individuals of their sero-status and thus, personalises the risk of 

infection and encourages treatment seeking”.46 In any event, treatment and prevention is 

interconnected here, since a seropositive person receiving ART is much less infectious than a person 

not on ART, all else being equal. 
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3. Method and Material 

 In this chapter, I will give a detailed account for the method used in this qualitative, descriptive case 

study. I will also give arguments for using this method, especially concerning the choice of interview 

method and the selection of respondents. Later in the chapter, I will discuss some method problems 

and the validity, reliability and transferability of the study. Finally, the material used for answering 

the research questions, both printed, recorded and electronic (web), will be presented. This will 

hopefully give the study enough transparency for the reader to be able to make a well informed 

judgment regarding the credibility of the findings presented in chapter 4.   

3.1. Method 

I have chosen to make an in-depth, descriptive case study on one particular mobile phone based 

HIV/AIDS prevention intervention that took place in the West Nile region of Uganda from January-

February in 2009. To do this, I have used a qualitative approach consisting of two main sources of 

information: Firstly, the study of literature and scientific articles in HIV/AIDS prevention and health 

communication, and secondly, semi-structured interviews with the staff of the two NGOs 

implementing the project,  respondents to the SMS Quiz  (for a detailed account of the project, see 

chapter 4) as well as other people knowledgeable within different areas relevant to this study, such 

as national policy makers from within the government of Uganda and professionals from the 

Ugandan telecom sector.  

The qualitative research-interview is a form of professional conversation where knowledge is 

constructed in the interaction between the interviewer and the interviewee.47 Unlike a survey 

interview, which has plenty of standardized methodological rules to follow, the qualitative interview 

is more like a craft than an exact science. The quality of the knowledge produced by this method is 

based on the skills, experience and personal judgment of the interviewer, as well as his/her 

knowledge of the field of the study. The aim is not to reach quantifiable data, like in a survey 

interview, but to try to understand different themes from the interview objects’ everyday life, as 

experienced from his/her own perspective.  By looking at the specific, contextual, and narrative, the 

qualitative research interview offers a unique opportunity to access and understand the “lived world 

as experienced.” 48  

To use semi-structured interviews was an obvious choice in this study, since it allowed each of the 

experts to share their knowledge without being too limited by my own previous understanding of the 

subject (how mobile phones can be utilized in HIV prevention in the local context), as they would 
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have been if a structured interview method was used. This would have made no sense here anyway, 

since I was looking for qualitative rather than quantifiable data. The semi-structured interview allows 

for a certain level of flexibility in the interviews, which in this study was crucial, as I wanted the 

different experts to be able to talk freely about the subject from their own perspective, and let them 

develop thoughts, patterns, understandings of events, etc., which they found particularly interesting 

based on the focus of this study. It also allowed me to give follow-up questions about the things 

which I found interesting or confusing. This flexibility would not have been possible using a more 

structured approach, where any divergence from the beforehand formulated questions would have 

jeopardized the validity and reliability of the study.49 Consequently, by using semi-structured 

interviews, I was able to get a much deeper contextual understanding of the dynamics of the 

HIV/AIDS epidemic in Uganda and the relationship between knowledge, attitudes and behavior, 

which is at the core of all health communication efforts.  

On the other hand, to use completely unstructured interviews would not have been suitable either; 

this study had a relatively clear focus from the beginning and I had a number of questions and 

themes made up from my initial research which I wanted to shed light on. Non-structured interviews 

are more often used in anthropological studies or in studies where even the most rudimentary 

interview guide is seen to be in the way of getting an authentic life story from the respondent and 

how they experience the world.50 

Before conducting the interviews, I had to create an interview-guide for each interview. An interview 

guide is a list with questions and themes that needs to be covered in order to answer the research 

questions. It is important to formulate the questions with an open mind in order to get information 

about the interview objects´ views on a certain theme or question. In other words, you need to get a 

clear picture of what the respondents finds particularly important in relation to each of questions 

and themes that the study is centered around. Also, you need to create some order from the 

different themes and questions so that they follow in a natural and coherent way (but again, you 

need to be ready to change the order depending on what direction the interview is going).51 Each of 

the interview guides was quite different, depending on each of the respondent’s different area of 

expertise.  The reader will find all the interview guides attached in appendix 2. 

Before turning to the material used in the study, a brief account of how I went about the research 

phase of the study could be useful to the reader.  I originally found information about the Text to 

Change/AIDS Information Centre HIV/AIDS SMS Quiz program by searching the web in hope of 

finding some health communication project in Sub-Saharan Africa which used mobile phones as the 

main medium for mass communication and to disseminate information. The entry-point of this 
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interest has already been explained in the introduction chapter. I used the Eldis database to search 

for the mHealth projects, which are now very popular in the development world. Eldis is a leading 

database for development studies and served as a good guide to get an overview of the subject of 

mHealth, and it was through this search that I found out about Text to Change (TTC) and AIDS 

Information Center (AIC). 

Once finding the above mentioned project and the respective organizations´ websites,52 additional 

searches on Eldis and Google in order to find similar projects quickly led me to understand that there 

were not many projects out there utilizing mobile technology in HIV/AIDS prevention, and that the 

TTC/AIC project was quite unique in this area.  In the introduction chapter I mentioned some of the 

other approaches or methods that the mobile phone has been used in HIV/AIDS prevention in 

developing countries, but none of the few organizations I found involved in these projects answered 

my e-mails, so when I got in contact with TTC and AIC, and received confirmation from these 

organizations that they would be willing to help me in my enquiries in the field, going to Kampala, 

Uganda seemed to be both the most feasible and fruitful option. 

Before going to Uganda, I did some initial research on HIV/AIDS prevention by searching for scientific 

articles on Communication and Mass Media Complete and on Pubmed, both serving as two 

complementary databases with the former being more focused on media and the latter on medicine. 

Needless to say, health communication is an area right in between these disciplines and the search 

results were quite rewarding in terms of offering scientific articles about social marketing, cell phone 

marketing and HIV/AIDS prevention. This led to a higher understanding of the context of the 

HIV/AIDS epidemic and the role of communication in prevention. Examples of search words used are: 

“HIV”, “prevention”, “mobile phone”, “cell phone”, “AIDS” & “intervention”. These terms were used 

in different combinations as well as with truncation to get as many relevant hits as possible. Google 

Scholar and Google Books were also used to find literature and articles, as well as LIBRIS, in order to 

find the latest HIV/AIDS prevention literature. This material will be accounted for in chapter 3.2. 

Once in Kampala, I conducted semi-structured interviews with a broad array of experts from 

different fields relevant to this study.  

Apart from the self evident selection to interview the heads of the two NGOs that collaborated in the 

SMS Quiz project that will be the focus of this study; Bas Hoefman of Text to Change and Dr. 

Raymond Byaruhanga of AIDS Information Center, I interviewed one HIV/AIDS researcher from 

Makerere University in Kampala, Mphil. Fred Bateganya, one policy maker from the Ministry of 

Health, Paul Kadwa, and finally one spokesperson from MTN, Uganda’s largest telecom company.  
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The real fieldwork was conducted in Arua, the provincial capital in the West Nile Region, located in 

North-Western Uganda. It was here that the SMS quiz intervention that will be examined in this 

study had taken place. Before meeting with the participants of the intervention, I conducted a semi-

structured interview with Dr. Lulu Henry Leku, who is the branch manager at the AIC in Arua. He was 

directly involved in designing the questions in the quiz program, as well as organizing the community 

sensitization work before the start of the program. Dr. Leku then provided me with a list of 

telephone numbers to people whom had been actively participating in the quiz (answering one or 

more questions). Note that this list was only with telephone numbers, there were no names or any 

other information attached.  

Based on both timely and financial limitations, as well as the scope of the study itself, I decided to 

only interview people who had chosen to participate in the quiz. The selection of respondents was 

based on a convenience sample; I simply interviewed the people that I was able to reach through the 

phone and schedule a meeting with within two days. I explained over the phone and again in person 

that these interviews was going to be confidential, in as far as the respondents did not have to give 

me their name, age, occupation or any other personal information. I also underlined the fact that I 

was an independent researcher, and that I was not working for Text to Change or AIDS Information 

Center. I explained the purpose of my study and managed to interview four respondents; two male 

and two female. These interviews were a bit more structured than the previous ones, with a 

prepared set of questions that I wanted each respondent to answer, in the same order. Yet, the 

interviews were still semi-structured in nature allowing for different follow-up questions depending 

on the respondent’s answers, and therefore the participants own testimonies of how they had 

interpreted and experienced the SMS quiz intervention could be told as thoroughly and authentic as 

possible. 

Again, the ideal would have been to interview even more respondents, to get a deeper and more 

multi-faceted understanding of their involvement and reactions to the intervention. However, since 

the respondents had to be financially compensated in some way, for taking time off work or traveling 

into town to meet me, my budget unfortunately limited me to have to suffice with just four 

interviews. On the other hand, these four interviews were all very rewarding in information. Also, 

quite similar testimonies were given from each of the participants, which led me to believe that I had 

gathered enough empirical data to reach a high level of reliability for this study.  

3.1.1. Method Problems 

One thing that could perhaps make my interpretation or rather generalization of the information 

provided by the quiz participants interviews, more positive towards the intervention than would 
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otherwise be the case, is that my feeling when doing the interviews with the respondents was that 

they had partly let me interview them because they thought it was an interesting intervention in the 

first place, and therefore wanted to share that information with me (although there is no way to be 

certain about this). It would of course also be interesting to hold interviews with some of the people 

who did not respond to the quiz,  in order to get an idea about what they did not feel appealing with 

the quiz and why they chose not to participate. But this would probably have been more effective if 

my visit would have been closer in time after the intervention. Now as it played out I was only able to 

go to Arua some nine months afterwards.  

 In any case, it is evident that in order to gain more reliability, more semi-structured interviews with 

respondents to the quiz could have been used. A survey exam was never a possibility in this study, 

since there were no data on the addresses of the respondents. To interview participants through 

telephone were deemed as to have lowered the reliability of the study, since it was of utmost 

importance that the respondents knew who I was and understood my motives and trusted me with 

confidentiality, in order for me to get authentic and truthful testimonies from the respondents. 

Interviews by telephone would in my view have left a too high risk of misunderstanding between me 

and the respondents.  

Overall, I regard this study to hold high validity and reliability, because of the methodology used; 

employing both literature and semi-structured interviews, which has enabled me to get a deeper 

understanding of the context, which is central for a qualitative study, especially in the phase of the 

analysis. Also, the experts interviewed have had special competence to provide relevant information 

in order to answer the research questions. I have critically evaluated the information in the material 

and deem it to be credible. Furthermore, I have written down all the interviews personally, to make 

sure that no data has been lost in the transcription phase. Of course, it is up to the reader to see 

whether or not my conclusions are plausible based on the material at hand. I have done my best to 

give clear, reasonable arguments based on coherent findings from more than one source, and relate 

this to previous research and literature. 

Concerning the transferability, this is a case study and one should be careful to make generalizations 

beyond the Ugandan context. Some of the findings presented in chapter 4 may be less tied to the 

area of the intervention. For example the discussion about the mobile phone’s effects on people 

when sending messages, whether it is for advertising purposes or health communication, is not 

necessarily limited to the context. What may be transferred to other contexts must be decided by 

the reader using common sense. If more studies are made on similar HIV prevention interventions 

which use mobile phones, then it will be possible for researchers to find any eventual patterns.  
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3.2 Material 

This study is primarily based on two types of material: First, the literature, which includes books, 

documents and scientific articles. Second, the interviews, which includes longer interviews with a 

number of experts as well as four shorter interviews with participants of the SMS quiz in Arua, 

Uganda.  

3.2.1. Literature 

For anyone interested in ICT4D or mHealth (the use of mobile communications in health services and 

information), there are vast amounts of information to be found by a simple search on the web. 

Apart from Eldis, you have all the UN websites which offer publications on these topics.53 The most 

comprehensive one is perhaps “mHealth for Development”,54 where the reader can find some 

information about the SMS program under scrutiny here.  One important note is, nonetheless, that 

there are no other scientific studies about this project or any other similar to this one. Therefore, this 

study should be considered a pilot study in an area that needs much further research. The most 

relevant previous research is discussed in chapter 2.3. 

Most of the scientific articles referred to in this paper have been published in peer reviewed journals, 

and those articles that are not peer-reviewed have been scrutinized thoroughly for transparency in 

method as well as sources given to different data, and deemed credible by the author. The main 

books used were Communication Perspectives on HIV/AIDS for the 21st Century,55 and HIV/AIDS: 

global frontiers in prevention/intervention. 56 Also Kvale and Brinkmann’s Den kvalitativa 

forskningsintervjun57 and Bryman’s book on Social Research Methods58have been helpful for 

guidelines for conducting the interviews, as well as being a good reference for the additional data 

collection and analysis. 

Two key documents that deserves to be mentioned is the Uganda HIV/AIDS Sero-Behavioral Survey,59 

which contains national and sub-national estimates on HIV prevalence as well as indicators of 

knowledge, behavior and attitudes. This survey is the latest one made based on a nationally 

representative sample of 10,430 households distributed in 417 enumeration areas. This survey has 

been the source for most of the data concerning knowledge levels, HIV/prevalence, etc. The other 

key document is Accelerating HIV Prevention: The Road Map towards Universal Access to HIV 

Prevention in Uganda,60 which is a policy document developed by the Ugandan Government, with 

help from other major stakeholders (such as UNAIDS) to formulate a response to the HIV/AIDS 

epidemic in Uganda. This document have been used to provide information about the key drivers of 

the epidemic and obstacles limiting the success of intervention programs and the ABC strategy 

discussed in chapter 4.1. 
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3.2.2. Interviews 

The main material for this study is of course the interviews, which can be divided into two categories: 

First, we have the six expert interviews; including the staff of AIC and TTC, Francis Ssebuggwawo of 

MTN, Mphil. Fred Bateganya from Makerere University, and finally the interview with Paul Kadwa 

from the Ministry of Health, Uganda. These interviews were approximately 60-70 minutes long, 

except for the one with Commissioner Paul Kadwa, which was about 15 minutes. Then we have the 

four interviews with the respondents of the SMS quiz. These were between 10 and 20 minutes long. 

The reader will find all the interview guides used in this study attached in appendix 2. All the 

interviews have been recorded and transcribed and are available to the reader upon request.61 

Undoubtedly, most information gathered during these interviews has been very useful when writhing 

this paper, if not directly then indirectly by providing me with a greater understanding of the subject 

of HIV prevention in the Ugandan context, and thereby enabling me to shape my research questions 

and also to answer them, although that process has been one of reading and searching for new 

material and re-reading the interviews again in new light.  
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4. Analysis and Results 

In this chapter, I will analyze the material and try to answer my research questions. The TTC/AIC 

HIV/AIDS SMS Quiz program will be described in depth, and the interviews with the respondents of 

the quiz will also be analyzed and discussed. At the end of the chapter I will discuss my findings and 

answer my research questions. First, however, the reader must get some primary information on the 

HIV/AIDS epidemic in Uganda and the prevention strategy adopted to tackle it. 

4.1 The ABC Strategy  

Uganda has often been labeled a success story in the fight against HIV/AIDS. Despite structural 

constraints such as poverty and mass illiteracy, the country was able to turn the peak of the epidemic 

in the early 1990’s, when HIV prevalence stood at some staggering 21 percent, down to six percent 

by 2001. When the first AIDS cases were documented in the Rakai district in the early 1980’s, Uganda 

was ravaged by a civil war that swept the current president Yoweri Museveni into power; this was 

the second armed conflict the country endured within a period of ten years. 62 The earliest 

interpretations of this new and deadly disease were that it was caused by witchcraft. The war had 

broken down most social services, and there was no way of making science based diagnoses. Anyone 

losing weight could arbitrary be diagnosed as suffering from the “Slim Disease”, as AIDS then was 

known.63 

Uganda’s anti-AIDS awareness campaign began in 1986, and was based on strong political support 

and openness, the involvement of international aid organizations, NGO’s and faith-based 

organizations (FBOs). Much emphasis was made on education, interventions to empower women 

and girls, to fight stigma and prejudice against people living with AIDS (PLWA), and to promote the 

adoption of safer sexual behaviors. This message was spread through leaflets, radio, drama and song, 

and by key members of different communities such as tribal chiefs and religious leaders, as well as 

the political leadership. The ABC strategy was developed in the 1990’s as a response to the growing 

pandemic. The “A” stands for abstaining from sex or a delay of sexual debut. The “B” stands for Being 

Faithful or reducing the number of sexual partners, while “C” stands for the correct and consistent 

use of Condoms. These were simple messages, and “Uganda’s subsequent decline in HIV prevalence 

has been linked to a change in all three ABC behaviors. These interventions are heralded as the main 

causes of the remarkable decline in HIV prevalence at the time, which resulted from increased 

abstinence and delay in sexual debut (decreased teenage pregnancy rate and STIs), increased 

faithfulness and a reduction in sexual partners, and an increase in condom use between casual 
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partners.”64 Later, in 2004, life-saving antiretroviral medication were finally available for free for 

those that needed it, and VCT has since then become a core intervention within the national strategy 

to address HIV infection. Table one show some basic data about Uganda, for more information see 

for example www.who.int/countries/uga/en.  

 

Demographic  data, Uganda Year Estimate Source 

Total population  (thousands) 2007 30884 UN Population Division 

Annual population growth rate (%) 2007 3.6 UN Population Division 

Life expectancy at birth (years)  2006 50 World Health Statistics 2008, WHO 

Under 5 mortality rate (per 1000 live 

births) 

2006 134 World Health Statistics 2008, WHO 

Gross national income, ppp, per 

capita (Int.$) 

2006 880 World Bank 

Adult literacy rate (%) 2006 72 UNESCO 

HIV prevalence women, 15-49 (%) 2005 8 Uganda Sero Behavioral Survey 

HIV prevalence men, 15-49 (%) 2005 5 Uganda Sero Behavioral Survey 

Table 1. Source: Epidemiological Fact Sheet on HIV and AIDS, WHO, UNAIDS & unicef 2009. Uganda Sero Behavioral Survey, Ministry of 

Health & OCR Macro, 2005.   

 

Today, HIV prevalence had stagnated at around 6.4 percent, with a higher preponderance amongst 

women and in urban areas. A majority (60%) of the new infections is taking place within married 

relationships. This is largely due to the continuation of extra-marital sex amongst married men, a 

practice that has been tolerated in Uganda since traditional times.65 Furthermore, five percent of all 

the married or cohabiting couples are discordant, with one spouse being seropositive and the other 

one being negative. The consequence of this is that even if you follow the “B”, you will still be 

exposed to a high risk of getting infected with HIV. According to the ministry of health: “Ignorance 

about how common discordance is leads couples to neglect taking precautions even in cases in which 

they know or suspect that one of them is infected, because they feel the situation is hopeless”66 This 

belief is widespread, with more than 70% of people thinking that if one partner has the virus, the 

other one will always have it too.67 

Evidently, this is an area where VCT, especially for couples, has a great role to play in restraining one 

of the drivers of the epidemic, but today only 6 million people (around 20%) of the Ugandan 

http://www.who.int/countries/uga/en
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population have been tested for HIV and know their status. 68 The poor utilization of VCT services 

makes it difficult to deliver other HIV related care and treatment services, since testing is the only 

way a person can know his or her HIV status.69 

Even though awareness of the modes of transmission is very high in Uganda (around 90% among 

adults), only around one fourth of women and one third of men (adults, aged 15-49) have 

comprehensive knowledge about HIV/AIDS. Comprehensive knowledge is defined as knowing that:  1) 

risk of HIV transmission is reduced by using a condom, 2) risk of getting the AIDS virus is reduced by 

having only one partner who is not infected and who have no other partners, 3) people cannot get 

the AIDS virus from mosquito bites or by 4) sharing food with a person who has AIDS, and 5) a 

healthy looking person can have the AIDS virus.70  In light of this, it is evident that education, 

information and communication still have a big role to play in the national strategy to curb the 

pandemic.  

4.2 The HIV/AIDS SMS Quiz Program – An Overview 

Here follows a description and analysis of the Text To Change/AIDS Information Centre HIV/AIDS SMS 

program in Arua, Uganda. I intend to answer the following questions: What was the ambition with 

this project? Who were the stakeholders? How was it implemented? And what was the outcome? In 

answering these questions it is my belief that it will also lead to some answers to the research 

questions presented in chapter 1.2. 

4.2.1. Stakeholders 

The mobile phone based HIV prevention intervention analyzed in this study was a joint project 

between the Dutch NGO Text To Change and the Ugandan NGO AIDS Information Centre, with some 

assistance from the country’s largest telecom company, MTN.  TTC is a relatively young and small 

organization (founded in 2006) specialized in mobile phone based solutions to measure, analyze and 

improve knowledge, attitudes and behaviors on HIV/AIDS and other health issues in Sub-Saharan 

Africa. They developed the SMS multiple choice quiz-format that was used in Arua in north-western 

Uganda. 

The AIDS Information Centre is a well known Ugandan NGO established in 1990 to provide VCT as 

well as care and support services for the Ugandan people. It has 8 main branches in different regions 

throughout the country, and today offers many more services including syphilis testing and 

management of all sexually transmitted diseases (STDs), family planning, tuberculosis management 

and treatment of opportunistic infections (note that these areas are all connected to HIV).71 Since its 

start, the organization has counseled and tested some 2.5 million people.72 
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MTN is the largest telecom company in Uganda, with around 5 million customers and network 

coverage of about 86% of the country. MTN were not directly involved in the program in terms of 

planning, funding or implementation, but they did provide TTC and AIC with the telephone numbers 

that were used, which for their part would be considered as a good way to show corporate social 

responsibility.73 

4.2.2. The aim of the program 

The HIV/AIDS SMS quiz-program in Arua was the second project of its kind in Uganda and indeed in 

the whole of Africa (the first one was a pilot, which took place in Mbarara in southwestern Uganda in 

2008 – it will not be analyzed here due to the time and space limitations of this study). The time 

frame of this mobile phone based intervention between 28th of January and 28th of February in 

2009.The aim with the program was to increase knowledge and awareness about HIV/AIDS related 

issues by sending out SMS text messages as well as promoting behavior change in the form of getting 

more people to come and get VCT services at the AIC branch office in Arua.  

The idea behind the quiz design is that it can capture the interactive nature of the mobile phone, and 

thereby make it possible for the respondents to be involved in the campaign. To only send out bulk 

messages would not make use of the interactivity, and that would possibly make the information less 

attractive or interesting to the respondent, or even be seen as annoying or intruding for some 

people, limiting the effectiveness of the campaign.74 The quiz format was thought to be a more 

effective way to package the message in order to make it stick with the audience, and to make the 

audience feel empowered, which would in turn be beneficial for learning or attitude change. The 

difference between one-way and two-way communication is that in the latter, both parties are 

senders and receivers of information and therefore it results in a more balanced power relationship. 

Both parties can share the control of events and reach a mutual understanding.75 Of course, this 

doesn’t mean that both parties share the control of information equally or on equal terms, but it 

does nonetheless provide a more dynamic and balanced way of communicating, even though the 

design of the two-way communication in this SMS quiz clearly limits the influence of the respondents 

to the advantage of the party that asks the questions.  

In addition, incentives in the form of entering a draw to win airtime or mobile handsets were used as 

to further encourage people to participate.  

“People can send back the answers and they were eligible to win airtime. So in that way, it was like 

edutainment, HIV/AIDS education with an incentive so people started to talk about it and that was 
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actually the idea behind it that we bring about a discussion on HIV/AIDS.”  Bas Hoefman – Director of 

Text To Change. 

Whether or not the project had the desired effect will be explored below under 4.2.4. 

In sum, the overarching strategy or axiom of this approach is that by asking people questions that 

requires knowledge about HIV/AIDS, it would challenge people into thinking and also encourage 

them into entering a dialogue in the community or between individuals about a subject which could 

otherwise be a bit stigmatized, or even considered taboo in many African cultures (even though the 

level of stigma is quite low in Uganda).76  

Another objective with this project was to get data on the knowledge levels and behavioral patterns 

of mobile phone users about HIV/AIDS in the Arua region, as the answers sent back by the audience 

could be saved and analyzed.  In this way the quiz also serve as a monitoring and evaluation tool; the 

data can be fed into the national health system database and used to help in future program 

implementations. The implications of this for tailoring prevention messages to reach certain 

audiences (like youths or married couples) will be further discussed below. 

4.2.3. Implementation 

Before the SMS messages were sent there was some community sensitization of the project through 

radio and from handing out of flyers in Arua town, as well as a truck driving around with a member of 

AIC’s “know-your-status” club, explaining about the campaign. This was to make people aware of the 

campaign and to take away misunderstandings about who received the messages. For example, a 

few people could be thinking that only seropositive people would be receiving messages, since AIC 

had got hold of their phone numbers somehow. By sensitizing about this on local radio talk-shows 

and some other build up efforts, these misconceptions could be addressed.77 

During the one month long intervention, three SMS messages per week were sent to 10 000 MTN 

subscribers in the region. These subscribers were all post paid, which means that MTN did not have 

any information as to who they were, only where they were, where they were calling and how often 

they were using their phone. The phone numbers were provided by MTN, who have information on 

where the SIM cards are sold and what numbers are active in any particular region, in this case Arua. 

The SMS messages were in the form of questions about issues surrounding HIV/AIDS, with multiple 

choice options to answer. 

 Included in the messages was also the following information: 1) that it was free to answer, 2) that 

participants would remain anonymous, 3) that prices could be won if answering, and 4) the location 
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of the AIC branch in Arua, where participants were entitled to a free HCT session.78 Altogether, 15 

messages were sent to the targeted population – 10000 randomly selected MTN subscribers in the 

Arua region. The reason why they were randomly selected and not targeted better was simply that 

there were no information available as to who were behind the phone numbers. This is due to the 

fact that a vast majority of the mobile phone subscribers (over 97%)79 in Uganda are pre-paid, 

meaning that the phone companies don’t have access to the customers´ names, addresses, or any 

other personal information for that matter. SIM cards are sold on the streets by small venders, and 

there is no registration procedure upon purchasing a SIM card.80 Therefore, it becomes difficult to 

know who is behind a telephone number. 

The two first questions were not about HIV/AIDS, but enquired about the age and gender of the 

respondent. This was to get a clearer picture of who the respondents were, which would later help in 

the monitoring and evaluation of knowledge levels on particular topics. A list of all the messages and 

multiple choice answers are attached in Appendix 1. I recommend the reader to look at them right 

away to get a clearer picture about what the questions were about and how all this information 

could be included in the SMS correspondence between the audience and the TTC database.  

Upon answering a question, the respondents immediately got a SMS message back to their phone 

with information on whether or not the answer was right, as well as the correct answer and some 

additional information on the subject. The questions were designed by the counselors at AIC in Arua, 

and were meant to answer the most FAQs that they were being asked by people in the counseling 

rooms.81 Furthermore, they were meant to remove misconceptions and address local myths 

surrounding HIV/AIDS in the Arua region. Outreach workers (the counselors in this case) are close to 

the audience and are therefore more likely to be knowledgeable about the cultural and social 

conditions which exist within the targeted community. The involvement and participation of 

outreach workers in program planning and implementation has been linked to better message 

quality and campaign effectiveness in previous studies.82  

The questions were also meant to raise awareness on questions concerning VCT; like confidentiality, 

accuracy, cost and the time it takes to get the HIV test result back. These issues have all been 

identified in previous studies as barriers that prevent people from seeking out VCT. 83 One question 

was designed to inform about the location of AIC in Arua. This is in accordance with previous 

knowledge that neighborhood knowledge of a test site is one of the strongest predictors of HIV 

testing.84  
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“The essence of using Text To Change services (…) were for one simple reason: How do we get that 

certain population of people, that are not utilizing the services? And therefore it becomes difficult for 

them to know their status. The services are available, they are accessible, but they are not utilizing it.” 

Dr. Raymond Byaruhanga –Director of AIDS Information Center.  

4.2.4. Outcome 

Out of the 10000 subscribers reached in Arua district and West Nile region, 2100 were directly 

involved in the HIV/AIDS SMS quiz. That means that 2100 individuals either sent back answers to one 

or several questions. 376 males and 301 females accessed HCT services at AIC in Arua town during 

the period of the intervention, making a total of 677 people.85 The number of couples served was 131 

(or 262 individuals). This was the highest number ever achieved at AIC in Arua. In figures it represents 

around a 35% increase in the number of clients accessing VCT compared to a regular month. That this 

increase in visitors was directly caused by the SMS intervention could be measured, since the people 

who seek out VCT at AIC have to fill out a form where they write down who referred them there. Of 

course, not all 677 visitors mentioned being referred there by the quiz, but some 102 clients 

presented the text messages and therefore got free services. Many of those people were also coming 

in with their partners, meaning that the chain of referral was even greater than 102 individuals, and 

therefore it corresponds roughly with the 35% increase in visitors.86 

In addition, other VCT sites in the West Nile region also reported that people had been coming in, 

showing their text messages on their phones and wanting to get a free HIV test. There are no figures 

for this unfortunately. However, it shows that more people got motivated to go for a test but for 

some reason (geographic distance from Arua town and a lack of means for transportation being the 

most straightforward explanation) could not get to the AIC.87 All in all, the project was deemed as a 

success by all stakeholders. 

Regarding the dialogue that was supposedly created in the community through this intervention, it 

was not possible for me to witness or measure such a phenomenon, since I was in Arua undertaking 

this study about eight months after the intervention, but all four of the respondents that I 

interviewed confirmed having discussed one or more questions with one or several friends and/or 

colleagues.  

4.3 Respondents Feedback Analysis 

Of the four respondents that I interviewed, two had heard about the project on the radio before it 

started and two had not heard anything about it. That did not however seem to influence their 

choice to participate in the program, which all of them did. This does not mean that sensitization is 
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unnecessary, of course, but rather shows that the information forwarded in the first SMS message 

(an SMS message cannot be more than 160 characters) could be sufficient in explaining about this 

type of intervention and making people willing to participate. It is not entirely dependent on people 

first hearing about it on the radio or through other channels, although using multiple channels is 

always going to be beneficial and indeed more effective, since it increases the chances of the 

message reaching the targeted population.88 The two respondents who had heard about the program 

in advance also reported that they started to answer the questions immediately.  

All four respondents reported curiosity as one factor that motivated them to answer the questions. 

They wanted to know whether they knew the correct answer or not. Two mentioned the incentives 

(the possibility of winning airtime or a mobile phone) as something that encouraged them, and one 

woman also mentioned the fact that it was free to answer as something influencing her participation. 

None, however, perceived this as the only reason for joining the quiz.  

“It was not just about that you could win something, but I answered because I had some message 

about it and I also had some knowledge about HIV. So I picked interest to answer and whether it was 

the true answer.” Respondent 1, a woman 25-35 years old.  

None of the four respondents had ever received any health messages on their phones before. 

Another interesting finding came from respondent 4, a man in his 30’s, who said he answered the 

questions: 

“.. because they were sent to me. Otherwise, I was motivated by the way they were framed; short and 

direct to the point. Actually they were objective type questions.” 

Because they were sent to me. Respondent 1 also implies this as something important, as you can 

see above. To clarify let me quote her again: “I answered because I had (received) some message” 

(my emphasis). This is exactly what is meant by people feeling recognized when receiving a direct 

question to their cell phone. Namely, it is being perceived as being asked to you, personally. Unlike 

television or radio the mobile phone is a personal media device and therefore the messages you get 

on your phone will feel personal. By how it is used, by being with you most of your time awake, the 

mobile phone has become a part of who you are. So when receiving a question it seems like many 

people will answer almost automatically, by reflex, because it is simply a normal reaction; when 

asked a question by somebody you tend to answer it, it would almost be (or feel, rather) rude not to. 

The findings from these respondents point in that direction, but surely the material is too thin to 

draw any firm conclusions. Further studies should be made interviewing 100 or more respondents to 

gain reliability. However, I believe this personal attribute combined with the interactivity that the cell 
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phone offers is one of the strongest predictors that led to the high participation in the quiz and the 

high turn-up of people for VCT during the intervention. Respondent 3 gave the following remark on if 

he thought the mobile phone was a good medium to communicate health messages: 

“I think through the phone it encourages people much more, because over the radio things have been 

going on but people are reluctant. They just hear it like music. They enjoy the advertisements but they 

cannot respond. But this time I find some of my friends who used to resist testing, go and test when 

they received three or four question on their phone.” 

This type of reaction indicates the importance of empowering the targeted population by involving 

them in the communication process. By actively participating, people will be motivated to embrace 

the message and think about and discuss the issues surrounding HIV/AIDS. 

“I think many people were motivated to go and test at AIC because they thought it was a very 

interesting, should I say game? Because using phones had never come to our place.” Respondent 2, a 

woman 30-40 years old. 

All the respondents stated that they already knew most of the answers to the questions from before, 

but three out of four still felt that they had gained some new knowledge about HIV/AIDS from the 

intervention, while one respondent felt that it was more like a reminder “of the danger of having a 

reckless life.”89 This reflects the high knowledge levels on HIV/AIDS in Uganda, and at the same time 

may be an indication that those who chose to participate in the quiz were people who already had 

comprehensive knowledge about the disease, and that those with a lower knowledge level may have 

been discouraged to participate. A testimony from respondent 1, talking about her colleagues, points 

to this: 

“I was checking with them if they also had received the messages, and the ones that had were like: 

ah, it’s useless to answer because we don’t know anything about HIV.” 

Nevertheless, studies have shown that the correlation between knowledge and behavior is vague or 

even non-existent.90 Although it is true that the first step to behavior change lies in having the 

information, people with higher education and more wealth are often knowledgeable about HIV, but 

will still indulge in high-risk behavior, even more so than those who are from lower parts of the social 

ladder.91 Thus, raising awareness and reminding people of the dangers of HIV by this type of 

intervention can even lead to attitude/behavior change amongst those who already have the 

knowledge, by giving them motivation to go and test. Some of the quotes above points to this. 

Therefore, this part of the population, whom have the knowledge but still have not been motivated 

to find out their serostatus, are far from useless to target in this type of program. 
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 Here follows some of the testimonies from the respondents of what they learned and if they 

perceived any behavior change: 

“I (…)maybe failed some (questions), two or three. But then I would also get a message back 

immediately with the right answer. (___)  One question was about how long it takes to go for another 

test. I thought it was three months, but they said it was after one month”. Respondent 1 – a woman 

25-35 years old. 

“It encouraged me to speak freely about these diseases. Every week you have to speak of it, so that 

you will not sleep around. And from that time, I have not attempted it, I try to be careful.” 

Respondent 3, a man 25-35 years old. 

“I think it opened up my mind on HIV, because there were certain things I didn’t know, I took for 

granted. I was able to know after discussing with a few friends. When I get a question that puzzles 

me, I go and discuss it with a few people and some had better ideas than me that helped me to 

answer the questions.” Respondent 2, a woman 30-40 years old.  

As you can see, a dialogue seems to have been set in motion, which could be a very important factor 

in taking away stigma and making people feel more comfortable with the idea of going for VCT. 

Moreover, the respondents’ stories seem to verify an interesting observation that Dr. Raymond 

Byaruhanga, director of AIC underlined, namely that the entry point for most of the discussions, and 

for people coming in for counseling, came from the wrongly answered questions.92 Again, this shows 

how the mobile phones interactive potential can be used effectively to make people interested in or 

motivated to learn more about the disease, and to even seek out VCT, which is in itself a very 

important behavior change. The following testimony from one of the respondents indicates that 

stigma may still be a barrier for seeking VCT, and thus the dialogue seems to have served its purpose 

in making VCT services more approachable for the ordinary citizen: 

“I knew where the office was but I had fear of going there. I had fear of going there like people seeing 

me going to AIC will think maybe I am already HIV positive. So when I received this message I even 

had more courage (…), now I can go. No one will victimize me because they know I received this 

message.” Respondent 2, a woman 30-40 years old.  
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4.4 Discussion 

Coming back to the research questions formulated in chapter 1.3, it is now time to try to answer 

them explicitly. 

4.4.1. How are mobile phones used in prevention strategies on HIV/AIDS? 

Since this is a case study, I can only account for this particular HIV intervention that has been 

examined in detail above. Nevertheless, this study shows at least one in probably many ways in 

which the mobile phone can be used as a mass communication device to disseminate information, 

even on subjects that are a bit sensitive like sexual and reproductive health. In this program, SMS 

messages not more than 160 characters long were used and instantly reached many thousands 

mobile phone owners with HIV prevention messages. Some interactivity was being utilized in the 

program, which is an option available with the mobile phone. As we have seen from the 

respondents´ stories, this interactivity seems to have lead to a dialogue within the community about 

HIV/AIDS, which is a much desirable effect of any HIV/AIDS intervention.  

“If the information is two-way and there is a dialogue, you tend to address the misconceptions, the 

myths, the negative beliefs and even the actions. Because through the dialogue, you will talk to this 

person, talk to his peers and talk to other people.”  Paul Kadwa –Commissioner of Health Promotion 

and Education at the Ministry of Health, Kampala, Uganda.  

 Furthermore, two-way communication also makes it possible for a prevention campaign to at the 

same time be a monitoring and evaluation tool. Knowledge levels of the respondents and other 

relevant information about the respondents can be collected from those who participate in this kind 

of intervention, and the data can then be used to design more tailor-made messages in future 

programs. This is what is called profiling or audience segmentation, and it is a fundamental part of 

any successful media campaign. In this program, two control questions were used: age and gender. 

There is nothing, however, that says even more questions of respondents´ background cannot be 

collected. For example, questions regarding marital status or occupation may be added in order to 

further segment the audience in future mobile interventions.  

4.4.2. Can mobile phones be an effective medium in prevention 

interventions against HIV/AIDS?   

The short answer would be, yes, of course they can.  The real question is how effective? And 

compared to what exactly? As has already been discussed in chapter 3.3, there is evidence from 

previous research that HIV prevention campaigns through mediated communication can have effect, 

not only on knowledge and attitudes but even on behavior.93 In this intervention a behavior change 
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was seen as the number of people accessing VCT services increased with around 30% as compared to 

a regular month. Therefore, it is clear that the mobile phone offers an additional channel thorough 

which health messages can be forwarded.  

A channel mix is often an advantage in any effective media campaign, since it increases the chances 

of constant exposure and reaching the targeted population.94 In the TTC/AIC quiz program, radio was 

used in combination with cell phones, and the result was a response rate of over 20% for the SMS 

questions. It should be emphasized that this was the first mobile phone HIV/AIDS prevention 

intervention of its kind in Arua (the second in the whole of Sub Saharan Africa), and it was not 

targeted to any particular audience, except the very wide one of “mobile phone owners in Arua”.95 

Better targeting would most likely lead to better message quality, higher response rate and greater 

campaign effectiveness. At the very least, the SMS program in Arua has shown that mobile phones 

are a feasible medium to communicate health messages, and that it works well in combination with 

radio.  

The mobile phone is the medium with second largest reach in Uganda, after radio. According to the 

last national representative study from 2004-2005, some 10% of Ugandan households owned a 

mobile phone, while 60% owned a radio.96 In comparison, less than 7% of the households owned a 

television in that year. More importantly, the mobile phone subscriptions has since then increased 

more than sevenfold, from 1,3 to 9,4 million subscriptions. That represents a tele-density of 31.5 

lines per 100 inhabitants. As you can see from diagram 1, only a small fraction of this growth comes 

from fixed lines.97 

 

Diagram 1. Source: Uganda Communications Commission, Market Review, 2009. 
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Due to the unknown number of multiple SIM card ownership, it is impossible to tell how many 

individuals in Uganda whom owns or have access to their own mobile phone. Many people from the 

higher wealth quintile may have two or more phones and even more SIM cards. So, the “real” tele-

density in terms of unique subscribers is probably somewhat lower than 31.5%.98 On the other hand, 

mobile phones are also shared by people from the lower wealth quintiles, within households and 

within villages. Shared ownership has some complicating implications for monitoring and evaluation, 

as well as for targeting, and this will be discussed more below.  

From the figures presented above, however, there can be no doubt that the dramatic growth in 

mobile phone subscriptions over the last five years has not just been a result of an increase in 

multiple SIM card ownership. The percentage of households (and individuals) that own a mobile 

phone have surely increased, perhaps even doubled, to around 20%. This is all the more remarkable 

given the constant shortage or complete lack of electricity in many regions throughout the country. 

Only 3-5% of the population has access to electricity.99 Even during the intervention in Arua, there 

was a challenge of power in the West Nile region (where Arua is the provincial capital). Normally in 

this area, it is rare to get power during the day.100 This, then, could explain why some respondents 

did not participate in the whole quiz but only answered some of the questions, because their phone 

may not have been switched on the whole time.   

Yet, there is many ways to charge a phone, and it doesn’t require that much power. The solar 

charged mobile handsets are now entering the market, but the costs are still too high (around USD 

30) for most Ugandans.  MTN is also piloting a new type of charger, called “dynamo”, it is a sort of a 

bicycle that has the capacity to charge 6 handsets at a time, and also includes a light and a radio.101 

“..people are getting so innovative. You will find in the rural areas that somebody has like one solar 

panel, the whole sub-county bring their phones there for charging. (---)You have the new bicycle, the 

dynamo, then the car battery. Many of them are charging on generator. So they have somehow 

found their way through managing the situation.”  Francis Ssebuggwawo - Project Officer, MTN, 

Uganda. 

The quote above explains to a large degree the big discrepancy or contradiction between the number 

of mobile subscriptions and the actual number of people whom have access to grid electricity. It is 

also a stunning example of how the “bottom-up” approach, rather than the “invention-down”, is 

driving the explosive growth of the telecom market in Uganda. 
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 4.4.3. What are the strengths of using this strategy, and what are the 

weaknesses?   

Most of the strengths have already been discussed above, yet, it could be informative to sum them 

up and develop some of the issues further, before looking at some of the potential problems or 

obstacles that could occur by using mobile phones in prevention interventions for HIV/AIDS.  

The reach of the mobile is one of its major strengths in the East African setting. Apart from a tele-

density of 31.5 %, the network coverage in Uganda surpasses 86% of the population.102 Only radio 

has the ability to reach more people. The mobile infrastructure investments by both public and 

private sectors continues, and the high growth in mobile subscriptions makes the mobile phone one 

of the most reliable sources for health communication and the dissemination of information. In 

Uganda, the communications sector attracted USD320 million in capital investment in the fiscal year 

2008/2009, and was the highest single contributor to government revenue.103  

One must also keep in mind that, when talking about tele-density, Uganda has the youngest 

population in the world, with half of the population being under the age of 15.104 Youths, generally, 

do not own mobiles, and therefore the tele-density among the adult population doubles to around 

60%. This does not mean that the youths are in no need for HIV prevention messages, of course, but 

rather points to the fact that today, probably every second adult in Uganda can be reached with 

prevention messages via the mobile phone. On the other hand, the fact that most youths do not 

have phones, must be recognized as a limitation in terms of who you can reach with the mobile, and 

this will be discussed further below. 

Apart from its extensive reach, the interactive dimension of the mobile makes it a very different tool 

from traditional media. When you can engage the audience to participate, to include them in the 

communication process, the result will inevitably be a feeling of empowerment on behalf of the 

audience, which quite plausibly will make them more susceptible to the message and thus lead to 

greater campaign effectiveness in terms of attitude and behavior change.  

“If you tell someone like: ‘Use a condom!` Like top-down. You think like ´mind you own business`. But 

if you ask someone a true or false question: Using a condom lowers the risk to get HIV? You challenge 

people to think. Even if they are not interested in the question (…) you can’t prevent people from 

thinking.” Bas Hoefman – Director of Text to Change.  

At the same time, the interactivity also makes a prevention campaign a monitor and evaluation tool. 

By getting answers sent back to your data base, you will not only get an idea of knowledge levels of 

your targeted population, but you can actually tailor the messages (or questions, in this case) during 
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the campaign. Take the population of women, for example: In the Arua quiz program gender was one 

of the control/monitoring questions. Accordingly, tailor made messages could have been sent out to 

men and women (in this case, all the questions were the same, but the programs are evolving and 

the databases with information about the respondents are growing). Women may be in more need 

of information about mother-to-child-transmission (MTCT), and therefore get more questions on 

that topic, and so on. So, the potential to tailor messages to specific needs exists, however, the 

challenge lies in collecting the necessary information as to who is behind the telephone number.  

Another advantage with the mobile is that its use tend to be personal and private, and therefore the 

messages received is being perceived as directed to you, personally. Unlike a television or radio, you 

carry your phone with you wherever you go. In fact, studies have shown that users often are 

emotionally attached to their phone, and that it has become a part of their life. Furthermore, there is 

a connection between the degree of emotionally attachment and receptiveness of the message.105  

“We have done it all with radio, but with radio, its’ not that interactive. The reason is you will reach 

many people, but there are very few who are going to respond. (---)With a mobile phone, it’s more 

individualized. Therefore you will not hide behind your fort and be ignorant. With this (the mobile), I 

might not say your name, but I am asking you the questions.”  Dr. Raymond Byaruhanga –Director of 

AIDS Information Center. 

So what of the weaknesses then? We have already touched upon a few of them in the analysis 

above. Firstly, the mobile device is still quite expensive for most Ugandans and youths and the 

poorest strata of the population may not afford one. Of course, the population under, say 11, may 

not be technically literate enough to have a phone, or there could be other cultural or practical 

reasons for not allowing them to have a mobile phone of their own (the most straightforward being 

that youths are “irresponsible”, they have a tendency to loose or break things). The youths must 

therefore be reached or educated primarily via other media or through their peers.  Secondly, there 

is the issue of literacy; only 72% of the adult population can read and write (81.2% of men and 64.1% 

of women). Literacy is of course a prerequisite for any SMS based HIV/AIDS prevention intervention, 

and the high level of illiteracy in Uganda may very well limit the effect of such interventions. On the 

other hand, illiteracy can also be seen as a double edged sword from a health communication 

perspective, given the fact that so many people share phones in Uganda. If an illiterate person 

receives a text message on his/her phone, but cannot read, one can presume that this person will 

seek out somebody in his/her network who can read the SMS for you. Thus, one message can reach 

more than one person and perhaps even start a dialogue about the subject of the SMS.  
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This brings us to the third weakness with using the mobile phone in prevention campaigns on 

HIV/AIDS, namely the phenomenon of phone sharing, which can be very confusing from a monitoring 

and evaluation perspective. If many people share one phone, then it becomes difficult to target the 

message to a certain segment of the population, simply because a family or even a whole village will 

share one phone. However, if the mobile market keeps growing steadily like it has for the last couple 

of years; it will not be long until most adults have their own personal phone and hence can be 

directly targeted with tailor-made messages.  

Lastly, the lack of electricity throughout the country is still a problem for many mobile phone owners. 

You may have a phone, but you might have it switched off for long periods to save batteries and only 

use it to communicate with your friends and relatives a few times every week. So, one could say that 

the true potential of the mobile is still contained by other, structural related factors such as bad 

infrastructure for electricity, illiteracy, poverty and gender inequality (women do not only have less 

access to education, but to financial recourses and therefore also to durable goods like cell phones).  

4.4.4. What potential does mobile phone-based HIV prevention 

interventions have in reaching the population most at risk? 

 In order to be able to answer this final research question we must first define the most at risk 

population: Those are the commercial sex workers (CSW), sero-discordant couples, the fishing 

communities, the uniformed personnel (like the army, the police and the prisoners), and long 

distance truck drivers, all of whom have been identified by the Uganda AIDS Commission as 

populations that may drive the epidemic due to lifestyles, situations or professions that make them 

prone to higher risk sex.106 “Higher risk sex includes sex with multiple partners especially non-marital, 

non-consensual; inconsistent or no condom use; commercial, transactional and intergeneration sex 

including sex for survival; alcohol consumption and drug abuse before sex; unprotected sex with 

someone whose status one does not know; sex without testing and disclosure in marriage 

relationships, and early sex.”107 

As has already been explained, some information about certain target groups can be made available 

by looking on the frequency of used telephone numbers from a particular mast; this will make a 

certain population within a certain geographical area available. So, by knowing where, for example, 

the fishing communities are located, that population can be targeted quite easily.108 Then, there is 

the matter of working hours, which for the CSWs normally start at nightfall. So by looking at the 

communication between different telephone numbers and adding the time dimension onto that, the 

long distance truck drivers and CSW can (and is, in current programs) actually be targeted by data 

that can be made available from the telecom companies.109 
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Furthermore, if incentives like the possibilities of winning prizes are used, more information about 

the mobile phone users can be made available, if the respondents are willing to share it. Background 

information like: age, gender, marital status and profession. In this way, it is possible to reach and to 

phase out certain groups that are considered to be amongst the most at risk, and to specifically tailor 

prevention messages to them. Many of those groups have mobile phones. So there is that potential, 

to segment your target population and package the message to be appealing to the population most 

at risk, but as long as more than 97% of the subscriptions are pre-paid, some of this information 

needs to be collected with the consent and active participation of the respondents. How successful 

that will be is beyond this study to answer. More studies needs to be done in this area, which at the 

moment seems to be peculiarly under-researched.   
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5. Summary 

The HIV/AIDS scourge has led to incalculable human suffering on the African continent. Uganda is 

one of the countries that has suffered most from the pandemic, but has also managed to turn the 

development by a national mobilization focusing on education, information and communication 

about the disease. Yet, the HIV prevalence has now stagnated at 6.4% in the new millennium, and 

after almost two decades with the ABC strategy, prevention messages does no longer seem to have 

the same effect. The mobile phone offers a new channel to disseminate information about serious 

health threats such as HIV/AIDS.  

The purpose of this study was to examine how the mobile was being used in one HIV/AIDS 

prevention intervention in North Western Uganda, where SMS text messages were sent out to 10000 

people in an SMS quiz. As we have seen, the results were quite positive in terms of response rate 

(21%) and in turn-up for VCT services (35%). This shows that the mobile phone can be both feasible 

and effective in HIV prevention campaigns in the East African setting, despite structural constrains 

such as lack of electrical power and illiteracy.  

I have also discussed some of the unique strengths and weaknesses of using the mobile phone as a 

mass communication device in HIV prevention. Perhaps the most prominent characteristic of the 

mobile is its interactive potential, whereby the audience can become involved in the communication 

process, empowering them and also making them participate in another way than traditional media. 

Further, the personal nature of the mobile seems to give it some advantages in terms of message 

quality over other media, because people feel recognized when receiving messages on their phone.  

This study is of course too small to draw any firm conclusions, yet, it points to many interesting 

findings that will require much further research. For example, how far is it possible to package and 

tailor HIV prevention messages, to a segmented audience with specific information needs, like the 

population most at risk, when so little information is available as to who is behind the telephone 

numbers?  

The potential is definitely there, as I have tried to show. Now what remains to be seen is how precise 

this targeting can get, and what implications that will have on campaign effectiveness. In a very short 

period of time, the mobile phone has become the most popular medium in Africa, and there are 

presently numerous mHealth projects taking place. This is an area where researchers can really do a 

lot more to get the facts and help to spread best practices, so that diseases like HIV/AIDS may be 

curbed, and not cause more unnecessary suffering.  
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Uganda on November 10, 2009. Bas Hoefman lives in Kampala and works throughout the whole of 

East Africa with mobile phone-based health communication projects. 

Interview with Dr. Raymond Byaruhanga, director of the Ugandan NGO Aids Information Center, 

recorded on November 20, 2009 in Kampala, Uganda. Dr. Raymond Byaruhanga has been working 

with HIV/AIDS prevention in Uganda and in South Africa for more than 20 years. 

Interview with Francis Ssebuggwawo, Project Officer for Applications Laboratory, MTN, Uganda. 

Recorded on November 28, 2009 in Kampala, Uganda.  

Interview with Fred Bateganya, Mphil and researcher in HIV/AIDS at the Department of Sociology at 

Makerere University, Kampala. Recorded in Kampala on December 3, 2009.  

Interview with Dr. Lulu Henry Leku, Branch Manager at AIDS Information Center, Arua branch. 

Recorded in Arua on December 10, 2009.  

The four respondents to the AIC/TTC SMS Quiz project was all interviewed in Arua between 

December 11 and 12, 2009.  

Interview with Paul Kadwa, Commissioner of Health Promotion and Education, at the Ministry of 

Health, Kampala. Recorded in Kampala on December 15, 2009.  
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Appendix 1 

The TTC/AIC SMS Quiz: questions and answers.  
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Appendix 2 

Interview Guides 
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Interview with Bas Hoefman, director of Text To Change: 

 Short on your organization, philosophy, principles etc. 

 The idea behind the TTC/AIC SMS Quiz. The implementation. How does it work? 

 Was the program a success? Why/Why not? 

 What is unique about the mobile as a medium? Strengths and weaknesses? Compared to 

radio etc.  

 Effectiveness and potential. Message quality/quantity. How does it fit within the general 

media landscape? 

 Dialougue, develop, describe.  

 Where is most of the information being communicated? From the SMS questions or from 

people seeking out VCT? 

 Designing the questions. Why the Quiz? Why not an HIV/AIDS toll free hotline? 

 At what point would you consider to have raised awareness? 

 Costs. Long term effect? Lessons learned. 

 How would you fit this program within the broader strategy of HIV/AIDS prevention in 

Uganda? 

 

Interview with Dr. Raymond Byaruhanga, director of AIDS Information Center: 

 About your organization. Your role in the organization. 

 The project with Text To Change. Was it a success? Why/why not? 

 Designing the questions. Local languages?  

 Phones potential in prevention efforts. Why not radio? 

  The issue of power/electricity.  

 VCT within the broader ABC strategy. Supply and demand for HCT (accessibility and 

utilization) 

 The relation between knowledge and behavior. 

 Stigma. Myths. Attitudes and believes. 

 Gender. 

 The population most at risk. Who has HIV? Where? 

 Costs and funding. Universal access. 

 Are you positive to more projects like this one? Lessons learned? 

 Dialogue. 
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Interview with Francis Ssebuggwawo, Project Officer for Applications Laboratory, MTN, Uganda: 

 About MTN. 

 The mobile phone market. What is known? 

 Coverage, prizes, etc. 

 The customers. Who? Where? 

 Integrity. Information about phone numbers and customers name, age, etc. 

 Technology.  

 Social responsibility.  

 Using the mobile in health communication. Mhealth. Applab. How does it work? 

 HIV/AIDS education. Controversial? 

 

Interview with Mphil. Fred Bateganya, Makerere University, Uganda: 

 HIV/AIDS in Uganda. 

 Prevention. 

 ABC strategy. 

 HCT. What role does it have within prevention? Accessibility and utilization. 

 Knowledge, attitudes, behavior. Stigma.   

 Education. Comprehensive knowledge of HIV. 

 Condoms. Demand, supply. 

 Do you think the mobile phone as a medium to disseminate information will be 

effective/useful in prevention efforts? 

 Why is it so hard to bring about behavior change, even when people have the information? 

 What needs to be done in your opinion? 

 

Interview with Dr. Lulu Henry Leku, branch manager at AIDS Information Center, Arua: 

 The SMS Quiz, results. 

 Couples counseling.  

 The mobile phone. Feasibility. Strengths and weaknesses.  Potential. 

 Dialogue in the community. 

 Comprehensive knowledge. Behavior. Local myths and misconceptions. 

 The work at the Center. HCT in HIV prevention, treatment, care and support. 
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 Motivating people to test. 

 Reaching the population most at risk. 

 Drivers of the epidemic. The local context. 

 English or local languages? 

 Sensitization.  

 Stigma.  

 Interpersonal and mediated communication. 

 Universal access.  

 The mobile phone as a tool for information dissemination. 

 

 

Interview with Paul Kadwa, commissioner of Health Education and Promotion 

 Why has the HIV prevalence stagnated at 6.3%? Is the ABC strategy still working? 

 Using mobile phones in health education. Effectiveness of the message. 

 Target segmentation and message quality. 

 The correlation between knowledge and behavior. 

 One-way and two-way communication. Channels used in prevention. 

 Channel mix. 

 

Interviews with the respondents of the SMS quiz in Arua: 

 Had you heard about the SMS Quiz before it started? Sensitization. 

 How did you react to the questions? 

 How did it feel to get these type of questions on your cell phone? Has it happened before? 

 What did you think about the questions? 

 Did you know the answers? How many approximately? 

 Did you discuss the questions/answers with anyone else? 

 Did you learn anything from the quiz? 

 What motivated you to answer? Did the incentives in terms of prices influence you to 

answer? Did it matter to you that it was free of charge to answer? 

 Did you go for HIV testing and counseling? Why? Why not? First time to go for VCT? 

 Have you changed your behavior in any way after this intervention? 
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Appendix 3 

Map of Uganda 
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