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ARTICLE

High mobile phone ownership but low internet access and
use among young adults attending an urban HIV clinic in
Uganda
Jane Namukasa Wanyama, sarah Maria Nabaggala, Agnes Kiragga,
Noela Clara Owarwo, Madina Seera, Winnie Nakiyingi, Solome Naluwu,
Barbara Castelnuovo and Rosalind Ratanshi

Infectious Diseases Institute, College of Health Sciences, Makerere University, Kampala, Uganda

ABSTRACT
Whilst there is increasing interest in the use of mobile phones
and other technologies for improving health outcomes
(mHealth), limited data exists on how young people living
with HIV use these technologies to gather information and
support their health. We sought to assess access and use of
mobile phones and the internet among young adults living
with HIV attending the Infectious Diseases Institute (IDI) clinic,
Kampala. Data collection took place between March 2014 and
January 2016 among young adults aged 18–24 years attending
the IDI transition clinic in a cross-sectional survey using a semi-
structured questionnaire. Of the 272 young adults interviewed,
75% were female and median age was 22.3 years (IQR: 20.6–
23.5). Whilst there was a trend to females being more likely to
use mobile phones compared to the males, this was not sta-
tistically significant (93.7% female versus 85.9%, p = 0.057).
Fifty percent of mobile phone users used their phones for
HIV-related activities such as medication reminders. General
access and use of the internet was low at 34% and users
were more likely to be males than females (45.5% versus
30.6%, p = 0.027). A third (32.3%) of the internet users used
it to search for HIV-related information. Owning a mobile
phone was associated with ease of access to HIV information
and preference to receive messages via text messages
(p < 0.05). Having internet access was associated with very
easy access to HIV information and preference to receive
information via email. Despite the rise in smartphones and
internet access in Uganda, in this group both access to and
use of standard mobile phones are higher than internet-based
methods such as email. Using newer technologies to engage
with patients especially young people is a great opportunity,
but the innovations need to be tailored to the needs and
technology access for different patient populations.
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Introduction

Globally, young adults aged 15–24 years represent a growing number of people living
with HIV. At the end of 2016, 610,000 young people between the ages of 15 and
24 years were newly infected with HIV; of these, 260,000 were adolescents aged between
15 and 19 (Joint United Nations Programme on HIV and AIDS(UNAIDS), 2017). In
Uganda HIV prevalence among youths aged 15–19 is estimated at 2.4% (Ministry of
Health [Uganda] and ICF International Calverton Maryland, 2011). Overall, HIV
programs face enormous challenges to help young adults to adhere to their anti-retro-
viral therapy (ART) and clinic appointments (Adejumo et al., 2015), especially in low-
and middle-income settings (Hudelson & Cluver, 2015; Kim, Gerver, Fidler, & Ward,
2014). Therefore, there is need to find interventions that increase both, the engagement
with young adults living with HIV (YLH) and adherence to ART and clinic
appointments.

In sub-Saharan Africa, there has been a dramatic increase in mobile phone owner-
ship in the past five years (Aker & Mbiti, 2010; Fjeldsoe, Marshall, & Miller, 2009). At
the end of 2016, there were 420 million mobile subscribers and 718 million SIM
connections (Edquist, Goodridge, Haskel, Li, & Lindquist, 2017). In Uganda, phone
coverage of both mobile and fixed lines was at 57.2%, whilst internet coverage of both
mobile and fixed internet lines was at 31.1% (Swahn, Braunstein, & Kasirye, 2014;
Uganda Communications Commission, 2017; Uganda Communications Commission
Uganda Telecommunications and Broadband Reports, 2017). Currently, phone owner-
ship cuts across education level, age, economic status, gender and is independent of
whether one is living in urban or rural areas (Swahn et al., 2014). As access to phones
and the internet increases, their use as health-intervention and disease-prevention tools
(mhealth or eHealth tools) is increasingly researched. Advantages of mhealth technol-
ogies include: opportunity to reach patients beyond clinical settings and supporting
patients to establish social networks for patients who might need them. (The Daily
Monitor, 2016). Text message reminders and other mobile phone adherence interven-
tions have shown positive results among adults living with HIV (Cole-Lewis &
Kershaw, 2010; Horvath, Oakes, & Rosser et al., 2013). Two randomized clinical trials
conducted in Kenya associated improvement in self-reported adherence to ART to the
text messages participants received (Horvath, Azman, Kennedy, & Rutherford, 2012;
Pop-Eleches, Thirumurthy, & Habyarimana et al., 2011). A pilot study to assess
feasibility and validity of interactive text messages as a measure of adherence to ART
among YLH showed promising results (Lester, Ritvo, & Mills et al., 2010). Belzer et al.
found positive findings from their two studies one assessing acceptability and feasibility,
and another assessing the effect of daily cell phone support on self-reported adherence
and viral control among non-adherent youths (Dowshen, Kuhns, Gray, Lee, &
Garofalo, 2013; Me, Naar-King, & Olson et al., 2014).

Access to reliable health information has been linked to positive change in behaviour
and linkage to care. On the other hand, internet-based interventions represent an
important avenue for communication about HIV (Belzer, Kolmodin MacDonell, &
Clark et al., 2015; Duggan, Ellison, Lampe, Lenhart, & Madden, 2015). Despite the
various opportunities that mhealth approaches provide, there is little information on
the prevalence of their access and use especially among YLH in resource-limited
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settings. This study undertaken at the Infectious Diseases Institute (IDI), Uganda aimed
to document prevalence of mobile phone/internet access and use; also to examine
factors associated with mobile phone/internet access and use. IDI hosts one of the
largest clinics for YLH in Uganda.

Methods

Study setting and population

This study was conducted at the IDI, located at the Mulago National Referral Hospital in
Kampala, Uganda. IDI hosts a large urban HIV prevention, care and treatment clinic with
currently over 7,405 active patients in care (Duggan & Smith, 2013; Nwaka et al., 2012). In
April 2004, IDI started giving free ART through the Global Fund to Fight AIDS,
Tuberculosis and Malaria (GFATM) and The United States President’s Emergency Plan
for AIDS Relief (PEPFAR). As a part of psycho-social support, IDI provides free internet
access in the waiting area to patients and those who accompany them to the clinic.
Individuals interested in using the computer are given support to register for email by
clinic volunteers. The only challenge with the clinic internet is although it remains open
to all users. IDI patients mostly use it when they return to the clinic for their monthly or
three-monthly appointments. In 2008, a specialized clinic to provide youth-friendly
services and psychosocial support to YLH aged between 15 and 24 years was launched
at the IDI. The main objective of this clinic is to help YLH gradually transition from
paediatric to adult HIV healthcare (Infectious Diseases Institute Annual Report, 2017).
Between March 2014 and January 2016, there were 458 young adults attending the IDI
clinic (Katusiime, Parkes-Ratanshi, & Kambugu, 2012). Within the IDI clinic, ART is
provided as per the current Uganda Ministry of Health and WHO ART guidelines
following a public health approach to HIV care (Katusiime et al., 2012).

Study procedures

We undertook a cross-sectional study using a semi-structured questionnaire between
March 2014 and January 2016. The aim was to quantify access and use of mobile
phones and internet in a sample of YLH attending the transition clinic at IDI, Kampala,
Uganda. All eligible participants present on the transition clinic day were given the
opportunity to participate in the survey. A first-come first-served approach was used to
enroll eight eligible participants on every transition clinic day. Eligibility included:
being 18–24 years of age, attending the transition clinic at IDI, willingness to provide
informed consent, willingness and ability to comply with study procedures.
Questionnaires were administered in English or Luganda (the main local language
used in the central region) and each interview lasted about 30 min.

The questionnaire included sections on: patients’ demographic, HIV treatment
history, internet access and use, mobile phone access and use and access to healthcare
information. We asked a general question about where participants were checking their
emails from including whether they were accessing it within the IDI clinic. Therefore,
we report overall internet use inclusive free internet access within the IDI clinic
(Questionnaire Appendix 1).
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Variable definitions

A participant was considered to have access to a mobile telephone if they owned a
personal phone or shared one with a family member or another person outside their
family.

A participants was considered to be owning a phone if they were the sole owners of the
phone.

A participant was considered to be using a mobile telephone if they used it to make or
receive voice calls, for texting, internet, used the alarm function or for mobile money
transactions.

A participant was considered to have access to the internet if they had somewhere they
were accessing the internet from but verified by whether they had an email address or
knew internet sites for HIV information.

A participant was considered to be using the internet if they were searching for HIV
information from the internet, chatting, on Twitter, part of e-groups or online support
groups, Blogs, Forum or on social media.

An e-group is an internet-based feature for social network services which allows users
to create post, comment to and read from the group’s own interest.

A young adult was considered to be living independently if they were not staying with
parents/guardians.

Data collection and data quality

Data were collected in two phases: between March 2014–September 2014 and June
2015–January 2016. A study specific semi-structured questionnaire was administered
face-to-face by IDI clinic counselors. The collected data were subsequently checked
for quality, completeness and discrepancies and validated by the study coordinator
before being entered. Data were entered into a database designed using
Epidata 2.1b.

Statistical analysis

Open-ended data (for example, names of internet sites used, reason for use of alarm
function of cell phone and smartphone) were coded according to emerging themes.
Participants’ characteristics were stratified by gender and compared using chi-square
test for categorical variables and Wilcoxon rank-sum test for not normally distributed
variables. After reporting descriptive statistics, generalized linear model was used to
estimate the odds of reporting mobile phone or internet use, adjusting for underlying
differences in demographic and HIV treatment history variables for both the crude and
adjusted Relative Risk (RR). Only variables with a probability value less than 0.2 at the
unadjusted level and those variables deemed theoretically important to adjust for
potential confounders were considered for the adjusted level. All variables with
p > 0.2 were dropped singly from the model. Variables were considered significant at
a 95% level of significance (p < 0.05). The analysis was performed using STATA®
version 13, Texas USA.
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Ethics statement

Ethical approval for this study was granted by the Joint Clinic Research Center
Institutional Review Board and the Uganda National Council for Science and
Technology (Approval number: IS 103). All participants provided written informed
consent.

Results

Participant characteristics

A total of 272 young adults were surveyed, median age was 22.3 years (IQR: 20.6–23.5)
and median CD4 cell count was 481 cells/μL (IQR: 339–666). The majority of the
participants were females (75.7%), not married (72.1%) and did not have children
(52.9%). One hundred eighty-seven (68.8%) participants were on first-line ART, 24
(8.8%) on second-line ART and 61 (22.4%) had not yet initiated ART. Median duration
on ART was 1.7 years (IQR: 0.7–3.96). Participants’ demographic and HIV treatment
history characteristics by gender are summarized in Table 1.

Access to mobile phones and the internet among young adults attending the IDI
clinic

Access and use of mobile phones
Overall, 250/276 (92%) of the participants reported owning a personal mobile phone.
Of the 250/276 who owned personal phones only 36% owned smartphones. Higher
educational level was associated with mobile phone use (p = 0.027). Two hundred
twenty-five (90%) participants of mobile phone owners owned one device, yet 123
(50.4%) participants had two phone numbers (accessing different phone service provi-
ders or ‘networks’). Eighty-three percent (n = 223) reported they could be available on
their phones for between 15 and 24 h a day. Among mobile phone users, general uses
included: text messaging (90%), searching the internet (30%), mobile money transac-
tions (78%), scheduling social events (51%) and for HIV-related activities in particular
as medication reminders (50%). Females were more likely to use phones compared to
the males, however the p value is not significant (Table 2).

Access and use of the internet
Overall, 93 (34.2%) of the participants were accessing and using the internet and these
were more likely to be males as compared to females (45.5% versus 30.6%, p = 0.027).
Males were also more likely to have an email address (80% versus 58.7%, p = 0.044) and
know internet sites with HIV information (21.2% versus 8.7%, p = 0.006) as compared
to females. Seventy-one (29.6%) participants of those who were using the internet did
not know any site where they could access HIV information. Internet use was asso-
ciated having attained higher education level (p < 0.001) as shown in Table 2.
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Demographic and HIV treatment history characteristics associated with mobile
phone/internet access and use

Mobile phone users
At the multivariable level, adjusted estimates for age, gender, occupation, marital status,
having children, living status, knowledge of HIV internet sites and current ART regi-
mens did not demonstrate any significant association with mobile phone use.

Internet phone users
At the multivariable level, participants who were older in age, unemployed and those
without children were significantly more likely to use the internet. Marital status, living
status, knowledge of HIV internet sites and current ART regimens were not associated
with internet use (Table 3).

Ease and access to health information and services

Among phone users
Owning a mobile phone was associated with easy access to HIV information and
preference to receive messages via text messages. Majority of the participants preferred
to receive information via a phone call, travelling to the clinic was very easy and they
travelled between 1 and 10 miles to the clinic (p < 0.05).

Table 1. Participants’ demographic and HIV Treatment history characteristics stratified by gender.

Characteristic
Total, n (%)
N = 272

Male, n (%)
N = 66 (24.3%)

Female, n (%) N = 206
(75.7%) P-value

Median age(IQR) 22.3 (20.6–23.5) 22.2 (20.3–23.5) 22.3 (20.8–23.5) 0.093
Occupation
Employed 137 (50.4) 31 (47.0) 106 (51.5) 0.526
Unemployeda 135 (49.6) 35 (53.0) 100 (48.5)

Married
Yes 76 (27.9) 12 (18.2) 64 (31.1) 0.042
No 196 (72.1) 54 (81.8) 142 (68.9)

Has children
Yes 128 (47.1) 13 (19.7) 115 (55.8) <0.001
No 144 (52.9) 53 (80.3) 91 (44.2)

Living
Independently 131 (48.2) 32 (48.5) 99 (48.1) 0.952
Dependently 141 (51.8) 34 (51.5) 107 (51.9)

Highest level of education
completed
None/Primary 103 (37.9) 27 (40.9) 76 (36.9) 0.228
Secondary 133 (48.9) 27 (40.9) 106 (51.5)
Tertiary Institution 36 (13.2) 12 (18.2) 24 (11.6)

Median Recent CD4 (IQR) 481 (339–666) 461 (298–591) 483 (345–697) 0.129
Current ART regimen
1st Line 187 (68.8) 41 (62.1) 146 (70.9) 0.035
2nd Line 24 (8.8) 11 (16.7) 13 (6.3)
Not yet on ART 61 (22.4) 14 (21.2) 47 (22.8)

Time on ART (years)b

<1 62 (29.4) 20 (38.5) 42 (26.4) 0.047
1–2 76 (36.0) 12 (23.1) 64 (40.3)
3–5 50 (23.7) 11 (21.1) 39 (24.5)
>5 23 (10.9) 9 (17.3) 14 (8.8)

aUnemployed include the schooling and university students.
b Included only participants who were on ART (n = 211).
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Among internet users
Participants who had internet access were more likely to report very easy access to HIV
information, preference to receive information via email and finding travelling to the
clinic very easy (p < 0.05). Conversely, lack of internet access was associated with
difficulty accessing medical advice (p < 0.05).

Notably, our additional analysis (not included in the paper) showed that distance from the
clinic and socio-economic status did not affect mobile phone/internet access and use (out-
come). Additionally, we found no significant differences in participant characteristics and
outcome (mobile/internet access and use) among participants recruited betweenMarch 2014
and September 2014 and those recruited between June 2015 and January 2016.

Discussion

In this study, we found that 92% of the young adults surveyed owned a mobile phone.
Although 90% of the participants did not own personal phones, they had access to a

Table 2. Extent of mobile phone and internet use stratified by gender.

Characteristic

Total, n
(%)

N = 272

Male, n (%)
N = 66
(24.3%)

Female, n (%) N = 206
(75.7%) P-value

Own a mobile phone
Yes 250 (91.9) 57 (86.4) 193 (93.7) 0.057
No 22 (8.1) 9 (13.6) 13/206 (6.3)

Own a smartphone a

Yes 90 (36.0) 19 (33.3) 71 (36.8) 0.633
No 160 (64.0) 38/57 (66.7) 122 (63.2)

Number of phones owned a

1 225 (90.0) 51 (89.5) 174 (90.2) 0.880
2–3 25 (10.0) 6 (10.5) 19 (9.8)

Did not own a phone but had access b

Yes 18 (81.8) 6 (66.7) 12 (92.3) 0.167
No 4 (18.2) 3 (33.3) 1 (7.7)

Hours available on phone in a day c

<1 20 (7.5) 4 (6.4) 16 (7.8) 0.557
1–8 15 (5.6) 5 (7.9) 10 (4.9)
8–15 11 (4.1) 4 (6.3) 7 (3.4)
15–24 222 (82.8) 50 (79.4) 172 (83.9)

Use internet
Use internet
Yes 93 (34.2) 30 (45.5) 63 (30.6) 0.027
No 179 (65.8) 36 (54.5) 143 (69.4)

Have an email address d

Yes 61 (65.6) 24 (80.0) 37 (58.7) 0.044
No 32 (34.4) 6 (20.0) 26 (41.3)

Know Internet sites containing HIV
information d

Yes 20 (21.5) 11 (36.7) 9 (14.3) 0.014
No 73 (78.5) 19 (63.3) 54 (85.7)

Use the HIV internet sites e

Yes 18 (90.0) 9 (81.8) 9 (100.0) 0.178
No 2 (10) 2 (18.2) 0 (000.0)

Note: aincludes only participants that owned a mobile phone (n = 250).
bincludes only participants that did not own a mobile phone (n = 250).
cincludes only participants that either owned or had access to a phone (n = 268).
dincludes only participants that used internet (n = 93).
eincludes only participants that know internet site containing HIV information (n = 20).
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phone. More than half (50.4%) of the participants who owned mobile phones were
connected to more than one network provider (i.e. had more than one phone numbers).
This is common in Uganda as each network provider offers service at different rates and
people frequently move between networks (depending on variables such as cost of call,
signal strength). Text messaging was the most common additional feature that partici-
pants were using their mobile phones for.

Over 90% of the participants reported that they were using their mobile phones to
send or receive text messages. This reinforces the potential to use text messaging as a
major tool for engaging YLH. A recent GMSA report has shown mobile phones as a
vital tool for greater inclusion and addressing social challenges especially for under-
served communities (Edquist et al., 2017).

We found that only approximately a tenth of the participants reported owning a
smartphone. This finding is much higher than the overall Uganda’s national smart-
phone ownership estimated at 4% (Ministry of Health Uganda, 2012). This difference
may be due to the additional features and multiple applications provided by smart-
phones which makes smartphones more appealing to young people. However, this
finding may be due to the fact that; we surveyed an urban Uganda youth population
which can afford a smartphone. Low smartphone ownership in the general public may
be related to the cost of acquiring a smartphone and buying data for internet. The cost
of buying and maintaining a smartphone may be prohibitive for young adults. We
analyzed to establish whether there was a change in smartphone ownership over the
study period as lower cost smart phones became more widely available; but there was
no change in the penetration. However, as data and hardware drop further in price we
would expect a further increase in this number.

However, while mobile phone access and use is much more common, internet use
remains low in this population. We found internet use at as low as 30% in this study

Table 3. Estimated Odds of Internet use based on demographic and HIV Treatment history
characteristics.

Unadjusted Adjusted

Variable Crude Risk Ratio, 95% CI P-value Adjusted Risk Ratio, 95% CI P-value

Age 1.04 (0.92–1.17) 0.558 1.18 (1.01–1.37) 0.035
Gender
Male 1.00 1.00
Female 0.53 (0.30–0.93) 0.028 1.01 (0.52–1.74) 1.988

Occupationa

Employed 1.00 1.00
Unemployed 1.92 (1.15–3.19) 0.013 2.13 (1.15–3.95) 0.016

Marital Status
Married 1.00 1.00
Not Married 2.43 (1.30–4.52) 0.005 1.67 (0.71–3.91) 0.233

Have children
Yes 1.00 1.00
No 3.41 (1.98–5.87) 0.000 2.98 (1.56–5.71) 0.001

Living Status
Independently 1.00 1.00
Dependently 1.67 (1.01–2.78) 0.047 0.96 (0.49–1.87) 0.909

Know internet HIV site
Yes 1.00 1.00
No 0.19 (0.09–0.42) 0.000 0.34 (0.18–0.66) 0.000

aUnemployed include the schooling and university students

8 J. N. WANYAMA ET AL.
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amongst YLH. A similarly low level of internet use had been reported earlier in the
Uganda general population (Swahn et al., 2014; Uganda Communications Commission,
2017; Uganda Communications Commission Uganda Telecommunications and
Broadband Reports, 2017). However, what is unique is our study was conducted
among younger people who according to the 2016 Uganda Demographic and Health
Survey are at high risk of HIV acquisition (Uganda Bureau of Statistics (UBOS) and
ICF, 2017; WHO, 2013). Therefore, warrants need for further studies to explain the low
levels but also to suggest initiatives to broaden internet access and use among this key
population.

Patient characteristics identified to be associated with internet use included: increasing
age, unemployment, not having children and internet literacy. Potential reasons for this
could be that the older young adults may afford a phone and internet data plans;
unemployed young adults may be searching the internet to look for jobs or pass time;
non-parents may have more time or more disposable income to spend on the internet. In
contrast, a survey about cell phones and American adults showed that parents with
children were more likely to use phones mainly to connect and check on their children
(Miller & Himelhoch, 2013). Whilst having attained higher education level was associated
with phone use at bivariate level, this difference disappeared in the multi-variate analysis.

Owning a mobile phone was associated with ease of access to health information with
text messaging being the most preferred method of information exchange. Being able to
access the internet was associated with ease of access to health information and pre-
ference for email communication as a means of information exchange. Having internet
access was also related to ease travelling from home to the clinic probably because these
participants were staying around Kampala. We found that participants with no internet
access had difficulty accessing health information and thus preferred to receive messages
via text messages. Such findings have implications for planning programs; young adults
without personal phones and those who travel long distances to the clinic may be targeted
for text message-based interventions. This is because majority of the participants pre-
ferred text messaging irrespective of whether they owned or shared a phone.

Limitations

Our findings should be appraised within the context of our study limitations.
Firstly, there was potential for selection bias given the fact that we interviewed
those who arrived early. Those arriving in clinic early may be different socio-
demographically and economically from those who came later. However, we
enrolled over 60% of the YLH population attending the clinic; this gave an
opportunity to more than half of the overall YLH population to take part in the
study. Secondly, mobile phone/internet access and use were self-reported. Although
the self-report measure used in this study was carefully developed to assure content
validity, there is a possibility that participants could have under or over reported
use (Amanda, 2010). In lieu of objective data, future studies may seek to further
validate this measure. Thirdly, our sample consisted of young adults from an urban
setting (in and around Kampala capital city) where both mobile phone/internet
access and use are expected to be higher than other parts of the country. Residing
within 10-mile radius from this urban clinic as reported by majority of the
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participants could have been a proxy for both mobile phone/internet access and use
in this group. Thus, attempts to generalize these results to other populations should
be made with caution. However, the current study provides a profile of mobile
phone and internet access/use to inform future intervention work using mhealth
especially among YLH.

Conclusions/recommendations

There is high mobile phone access and use but low internet access and use among YLH
attending the IDI clinic in Kampala. Young adults who are older, unemployed, without
children and those who know internet sites with HIV information were more likely to
use the internet. Our findings suggest that at present text messages may be the most
appropriate medium of communication for current programme planning using
mhealth. This was emphasized by the fact that even participants who did not own
personal phones reported they could get the text message if it is sent to their next of kin.
However, this space of mhealth technology changes rapidly thus need to plan for
interventions which can be adapted to the increasing innovation and penetration of
both mobile phones and internet use.
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Appendix 1. Survey Questionnaire

A. Patient information:
1. Study Identification (SI) _______________________
2. IDC number ______________________
3. Date (dd/mm/yyyy) _______________________
B. Demographics
DOB: _________________
Gender: □ male □ female
Occupation: □ working □ school □ university/college □ unemployed
Occupation (if working) _______________________
Course studied (if studying) _____________________
If studying, are you doing a part time job? Yes/no. If yes, what is the job?
____________________
Are you married or co-habiting? □ Yes □ No
Do you have children? Yes/no. If yes, how many and what ages? _________________________
Living: □ independently □ Living with relatives
Highest level of education attained □ No formal education □ Primary □ Secondary □ Tertiary
Institution
C. HIV Treatment History
Current ART regimen: □ 1st line □ 2nd line □ Not yet on ART
Time on ART in years: □ <1 □ 1–2 □ 3–5 □ >5
Recent CD4 count_______________________
Previous Opportunistic infection(s) _______________________
D. Internet
1. Do you have an email address? □ Yes □ No
2. If yes to 1, what do you use it for?
□ Send messages
□ Receive messages
□ Other, specify ____________________
I can read my mails in a confidential setting □ never □ sometimes □ most times □ always
How frequently do you check your mailbox: □ hourly □ daily □ weekly □ monthly
Where do you check your email? Home/clinic/school/university/internet café/other
____________________________________
3. Do you know about any internet sites for people living with HIV? □ Yes □ No
Name of any sites known: _________________________________________________
4. Do you use them? □ never □ sometimes □ frequently □ highly frequently
Do you find the information you need? □ never □ sometimes □ most times □ always
5. Do you ever use:
Chat: □ Yes □ No
Facebook: □ Yes □ No
Twitter: □ Yes □ No
E-groups: □ Yes □ No
Online support groups: □ Yes □ No
Forum: □ Yes □ No
Blogs: □ Yes □ No
Social media: Facebook □ Yes □ No Whats App □ Yes □ No
6. Which one do you prefer? ____________________
E. Mobile telephone
1. Do you own a mobile telephone? □ Yes □ No
If yes, how many phones? 1/2/3/4/more
If yes, how many lines? 1/2/3/4
If no, do you have access to a mobile phone? □Yes □ No
If yes, □ in my family □ shared with friends □ with my VHT worker □ other:
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How do you use a mobile phone?
□ I switch it only on to make a call.
□ I switch it also on if I expect a call.
How many hours a day are you available? □ <1 □ 1–8 □ 8–15 □ 15–24
2. Do you use text messages? □ Yes □ No
If yes, what is your reason for text messaging? □ Sending messages □ Receive messages □ both
3. How many times you use text message per day: less than 1 □ 1–5 □ 5–10 □ 11–20 □ 21–30 □ <30
4. How often do you change your SIM card? □ Weekly □ Monthly □Annually □ Never
5. Do you ever use the alarm function of cell phone? □ Yes □ No
6. If yes to 5, what do you use it for? __________________
7. Do you use a smart phone? □ Yes □ No
If yes, what do you use it for?
8. Do you use your cell phone for internet? □ never □ sometimes □ regularly □ frequently
9. Are registered for mobile money? □ Yes □ No
If yes, how frequently do you use it? □ Daily □ Weekly □ Monthly □ Annually
If you still have some time, please can you help with these additional questions?
F. Healthcare:
Getting medical advice is: □ very easy □ easy □ difficult □ very difficult
Getting Information about HIV is: □ very easy □ easy □ difficult □ very difficult
I would like to receive HIV information by: □ phone □ text □ email
To travel to my clinic is: □ very easy □ easy □ difficult □ very difficult
Distance from my home to my clinic: □ 1–10 miles □ 11–20miles □ 21–50 miles □ >50 miles
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