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Abstract
The livelihoods of persons living with HIV/AIDS (PLWHAs) in Ghana and sub-Saharan Africa have generally been 
under-researched using the social context approach. Employing the social context explanatory framework, 
we explore the livelihoods and challenges facing 38 PLWHAs in the Lower Manya Krobo Municipality (LMKM) 
in the Eastern Region of Ghana. LMKM has the highest prevalence of HIV/AIDS in Ghana. In-depth interviews 
have been conducted with participants who are out-patients at either of the two HIV/AIDS clinics in the 
study area. Their family relations, healthcare, healthcare seeking, and health status have been explored. The 
findings show the participants to generally be poor, have poorer health, and to have had some challenges 
to healthcare seeking, including food insecurity. They also lack sufficient support from family and romantic 
partners. Most have family members and romantic partners who had succumbed to HIV/AIDS. The participants 
generally have a high burden of child dependents, including orphans from HIV/AIDS. Our explanatory model 
confirms that the participants are caught at the interphase of intrapersonal, interpersonal, community, and 
national vulnerabilities that are interdependent and reciprocal. Safety-net provisions such as the National 
Health Insurance scheme provide them with inadequate social protection. For improved health status and 
general livelihood, we recommend more pro-active social support for the participants and their dependents. 
Furthermore having stakeholders make greater efforts is recommended for strengthening Ghana’s economy 
against shocks.
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Previous researchers have documented the absence of contextual issues that persons 
living with HIV/AIDS (PLWHAs) face, especially pertaining to poor African settings 
with negligible social protection from the state (Tenkorang et al., 2017; Teye-Kau, 
Tenkorang, & Agyei, 2018). Being a vulnerable group, the daily livelihoods and general 
well-being of PLWHAs are critically important, particularly given the high impact the 
epidemic has on their communities. Previous researchers have observed that the contexts 
of the livelihoods of vulnerable persons, such as those who live in abject poverty, put 
them at risk of acquiring HIV. Similarly, living in such depraved conditions can affect 
how the infection is managed (Fobil & Soyiri, 2006; Langmagne, 2016; Lund & Agyei-
Mensah, 2008). Additionally, giving prominence to some of PLWHAs’ known and 
extremely challenging living situations means drawing the attention needed to be able 
to bring them some relief. Being a vulnerable group, their living situations are usually 
covert (National Association of Persons Living with HIV/AIDS [NAP+] et al., 2014). 
This is further worsened by the known stigma and discrimination that comes with being 
HIV-positive in sub-Saharan Africa in general and Ghana in particular (Mill, 2003).

Ghana has had its fair share of the scourge from the HIV/AIDS pandemic. Ghana’s 
first case of HIV/AIDS was confirmed in 1986. The national 2016 prevalence rate for 
15-24 year olds was 2.4%, and the incidence rate was 1.1% (National AIDS Control 
Programme [NACP], 2016). UNAIDS (2017) recorded a total of 15,000 AIDS-related 
deaths in Ghana in 2016, of which 2,500 were children between 0-14 years old. 270,000 
children have become orphans (ages 0-17 months) due to AIDS. Ghana, with over 1% 
of its inhabitants infected with HIV, has a generalized epidemic (Ghana AIDS 
Commission [GAC], 2019), although the HIV rates in Ghana are lower than those of 
the surrounding countries (UNAIDS, 2017). These statistics set the tone for reckoning 
some of the livelihood and socio-economic challenges HIV/AIDS has imposed on 
individuals, families, communities, and the national.

Agormanya, one of the 40 national HIV sentinel sites in the Eastern Region, has had 
the highest rates of infection since the pandemic emerged in Ghana, except for 2011 and 
2014 (UNAIDS/GAC, 2014; GAC, 2015a). In fact, the first confirmed HIV/AIDS case 
in the country was from Agormanya (Teye-Kau et al., 2018). Although the rates in 
Agormanya have decreased over time (i.e., 13% prevalence in 1999 [NACP, 2003] and 
11.6% in 2013 [GAC, 2015b]), Agormanya’s current HIV/AIDS prevalence rate of 5.6% 
(GAC, 2019) is disproportionally high compared to the rest of the country (1.69% in 
2018; GAC, 2019). Thus, the Eastern Region has sustained most regularly the overall 
highest HIV/AIDS rates among the regions in Ghana since data collection began.

The burden of the HIV/AIDS menace on inhabitants in the Lower Manya Krobo 
Municipality (LMKM), the catchment area of Agormanya, is of greater interest. 
Previous researchers (e.g., Fobil & Soyiri, 2006; Lund & Agyei-Mensah, 2008; 
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Langmagne, 2016; Teye-Kau et al., 2018) have highlighted the contextual issues and 
pointed out the reciprocal effects these and HIV/AIDS have on Agormanya’s inhabitants 
and surrounding vicinities. Different forms of material and non-material poverty have 
been stressed as accounting for the high prevalence of HIV/AIDS in Agormanya and 
nearby localities. These include financial poverty, comparatively high unemployment/
underemployment rates, deficient housing, and overcrowding. Others are near-alienated 
levels of several social problems such as single parenting, school dropout and truancy, 
teenage pregnancy, and childbirth out of wedlock (Langmagne, 2016; Tenkorang, 
Owusu, & Laar, 2017a). For example, a couple of years ago, LMKM had the worst 
youth unemployment rates in the Eastern Region (Ghana Statistical Service [GSS], 
2013, 2014; Owusu & Laar, 2018). Furthermore, other forms of social problems have 
accompanied the trail of HIV/AIDS in the locality. These include the untimely 
termination of marriages as spouses die and the surviving ones loses potential sources 
of social support, high numbers of orphaned and vulnerable children (OVCs) as parents/
guardians become incapacitated by or die from HIV/AIDS, distressed and discontinued 
businesses as people become too poor to patronize such ventures, and simply the high 
number of HIV-infected persons (Langmagne, 2016; Lund & Agyei-Mensah, 2008).

Moreover, previous research has documented poorer housing in LMKM, with 
negative implications for the inhabitants’ health, particularly PLWHAs. The Housing 
and Health Framework advanced by Dunn (2002; 2004) drew a correlation between 
substandard housing and poor health. Dunn’s framework is critically applicable to the 
study of PLWHAs. A compelling link has been established between inadequate housing 
and health, particularly for populations such as HIV-positive persons due to their 
compromised immunity system (Milloy, Marshall, Montaner, & Wood, 2012; Teye-
Kau et al., 2018). While poor housing can ordinarily be generalized to Ghana (GSS, 
2013a; Boamah, 2014), both anecdotal (National Catholic Health Services, 2010) and 
more substantive (GSS, 2013b) evidence indicate that the housing situation in LMKM 
may become worse with documented notably poor outcomes for the health of PLWHAs 
in LMKM (Tenkorang et al., 2017; Teye-Kau et al., 2018). This poses additional public 
health threats to PLWHAs in LMKM. Thus, LMKM is at an important intersection of 
two critical public health vulnerabilities. First, it has been buffeted by the bewildering 
effects of the HIV/AIDS pandemic (Langmagne, 2016; Lund & Agyei-Mensah, 2008). 
Second, the hypothesis on housing and health underscores a higher toll on the health 
of PLWHAs living in LMKM (Tenkorang et al., 2017a; Teye-Kau et al., 2018).

A paucity of qualitative studies exists on the experiences PLWHAs live with in 
Ghana (Teye-Kau et al., 2018). Additionally, despite the numerous studies on HIV/
AIDS in Ghana, a paucity of scholarship exists on studies juxtaposing the several 
different aspects of contextual issues to better unearth the multiplicity of factors 
exposing PLWHAs to being vulnerable. This paper attempts to fill the gap in scholarship 
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in the contexts of living with HIV/AIDS in Ghana in particular and sub-Saharan Africa 
in general. Unlike previous research on HIV/AIDS in Ghana, this paper uniquely gives 
prominence to the synergies between the catchment area’s vulnerabilities for LMKM 
and for Ghana in general, and the intrapersonal vulnerabilities PLWHAs experience 
in their daily livelihoods (Collins & Rau, 2001; Langmagne, 2016). Through the 
literature review and field data, this paper uniquely combines the aspects of community-
related meso contexts with the PLWHAs-related micro contexts to shed light on some 
of the day-to-day vulnerabilities of PLWHAs. Thereby, it provides suitable entry points 
for supportive policies for PLWHAs (Department for International Development, 
1999). Previous authors have underscored the importance of studying certain ill-health 
conditions in Africa and Ghana by understanding the synergies between the peculiarities 
in the sick individual’s everyday life and the meso and macro structural settings (Aikins, 
2015; Patel & Stein, 2015). Specifically, the forms of deprivation, trauma, and social 
disadvantage have a strong correlation with poor health in Ghana and sub-Saharan 
Africa (Aikins, 2015; Patel & Stein, 2015). They point more forcefully to the damaging 
effect marginalization, disadvantage, and inequality have on poor health in African 
settings (Aikins, 2015; Patel & Stein, 2015).

The paper focuses on the on social contexts of HIV/AIDS in LMKM specifically 
and Ghana generally. It stresses the intersectionality between the study community’s 
known vulnerabilities and the participants’ individual situations to highlight their 
contextual susceptibility and pursues three specific objectives. First, the study 
explores some of the contextual circumstances PLWHAs face in their daily lives. 
Second, it highlights some of the challenging situations facing PLWHAs in Ghana’s 
district with the greatest HIV-positive endemic. Third, it contributes to the literature 
regarding the nuances of living with HIV/AIDS in Ghana and sub-Saharan Africa. 
Previous studies have illuminated aspects of the effects of socio-cultural and 
community vulnerabilities and applied them to HIV/AIDS in LMKM (Fobil & Soyiri, 
2006; Langmagne, 2016; Lund & Agyei-Mensah, 2008; Tenkorang et al., 2017a; 
Teye-Kau et al., 2018). All these studies on HIV/AIDS in LMKM have commented 
on the effect of several socio-cultural, economic, travel, ecological, and community 
organizations as precursors and outcomes of the scourge of HIV/AIDS in LMKM. 
All these previous researchers link poverty and vulnerability in LMKM to the 
plausible causation, experiences, and outcome of HIV/AIDS in LMKM as noted 
above. These are all examples of the dynamic individual-cum-interpersonal, 
multidimensional, historic, cultural, multi-directional, and co-constitutive inter-
linkages among PLWHAs in LMKM’s experience with the disease, as well as other 
influences from meso and macro structures. For instance, Lund and Agyei-Mensah 
(2008) documented the community arrangements for taking care of HIV/AIDS-
related OVCs in the study district.
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This paper additionally contributes directly applying social context theory to 
PLWHAs in the study district, Ghana, and Sub-Saharan Africa generally as no previous 
study has focused on applying this theoretical framework. Social context theory 
provides an apt theoretical framework for discussing issues pertaining to the social 
framework. The subsequent sections in the paper include literature review on the 
peculiarities of HIV/AIDS in the study district, the theoretical framework being used, 
and methodology. These are followed by sections on the findings, discussion, and 
conclusions and recommendations.

The Peculiar Socio-Cultural Context of HIV/AIDS in Lower Manya  
Krobo Municipality

Previous researchers have attempted to explain Agormanya’s high rates of HIV 
through diverse explanations, such as the Ghana government’s failed resettlement 
program for people within the environs of Agormanya. Resettlement had displaced 
roughly 80,000 residents of the Agormanya catchment area after the Kpong and 
Akosombo dams were constructed (Girmay, 2006; Teye-Kau et al., 2018). Economic 
hardships resulted from the dams’ destruction of arable lands and habitats. This led to 
a poverty-induced vulnerability toward HIV/AIDS (Sauvé et al., 2002; Teye-Kau et 
al., 2018). The effects the HIV/AIDS scourge itself had on the vulnerability of the 
LMKM catchment area directly and indirectly are another contextual issue worth 
highlighting. Previous authors have noted high death rates from HIV/AIDS, and marital 
failure and dissolution (Lund & Agyei-Mensah, 2008; Langmagne, 2016). These have 
led to more vulnerabilities, such as higher burdens from HIV-orphaned children and 
widows, unsupervised youths and school drop-out/truancy, business failures due to 
poor patronage, unemployment due to stigmatization, poverty, and famine (Lund and 
Agyei-Mensah, 2008; Langmagne, 2016; Owusu & Laar, 2018).

High levels of prostitution and non-regular condom use among LMKM’s residents, 
early loss of virginity, and sex with multiple partners have also been blamed for the 
area’s high HIV/AIDS rates (Asante, Fenny, & Ahiadeke, 2007; Cassels, Jenness, 
Biney, Ampofo, & Dodoo, 2014, Teye-Kau et al., 2018). The economic and political 
crises Ghana underwent in the late 1970s and early 1980s saw a mass exodus of both 
skilled and unskilled Ghanaians to neighboring countries, particularly Cote D’Ivoire 
and Nigeria, which have higher HIV infection rates than Ghana (UNAIDS, 2017). 
Facing limited options, many of the low-skilled female migrants, key among them 
Krobo women, resorted to prostitution (Fobil & Soyiri, 2006; Teye-Kau et al., 2018). 
Those who returned after forceful repatriation in the early 1980s became key vectors 
in the transmission of the virus.
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Theoretical Framework: Social Context Theory
The importance social context has in better understanding health behavior and 

health-related issues has come to the fore in public health research (e.g., Parry, 
Thompson, & Fowkes, 2002; Revenson & Pranikoff, 2005; and Sorensen et al., 2003 
as cited in Burke, Joseph, Pasick, & Barker, 2009, p. 1). Elucidating social context is 
critical for better appraising and predicting health-related behaviors and decisions. In 
this regard, Burke et al. (2009, pp. 1, 3, 11) attempted a theoretical approach to social 
context emphasizing the interrelations of the different dimensions of social context 
and human health behavior. Burke et al.’s approach to social context proposes an 
improvement upon the Social Cognitive Theories (SCT) and Social Ecological (SE) 
models. Albert Bandura’s social context theory is a leading theory on health behavior 
change. It examines the influence of context on individual health behavior by assessing 
the combined effect of the factor triad of personal/individual, environmental, and social 
on health behavior. These effects are considered to be reciprocal, dynamic, and 
interactive (Bandura, 1986, 1997, 2002; Redding, Rossi, & Velicer, 2000; and Glanz, 
Lewis, & Rimer, 2002 as cited in Burke et al., 2009, pp. 4–5). SE models are underpinned 
by the term ecology, which is “the study of the relationships between organisms and 
their environments” (Burke et al., 2009, p. 5). Similar to SCT, SE models combine 
several levels of influence on human behavior (i.e., intrapersonal, interpersonal, 
institutional, communal, and public policy processes) to explain human health behavior. 
SE models highlight the interdependence of specific environmental conditions and 
settings, as well as the interconnections between multiple settings and livelihood 
domains (Stokols, 1996, p. 286, as cited in Burke et al., 2009, p. 5).

Although these have hitherto championed multidimensional socially contextual 
explanations of health behaviors and related decisions, SCT and SE theories have 
some limitations. They relegate social contexts to the background and treat them as 
unidirectional and unchanging. Burke et al.’s (2009) social context theory proposed 
an improvement by positioning the forces of the social context on the individual as 
multi-directional and dynamic external influences on inter- and intra-personal factors. 
Informed by Pasick and Burke (2008), Burke et al. (2009, p. 2) defined social context 
pertaining to health as “the sociocultural forces that shape peoples’ day-to-day 
experiences and that directly and indirectly affect health and behavior.” These realms 
transcend individuals, their families, communities, organizations, and histories (p. 11). 
Usually situated within qualitative studies (e.g., see Pasick & Burke, 2008; Burke et 
al., 2009; and Joseph, Burke, Tuason, Barker, & Pasick, 2009; as cited in Burke et al. 
pp. 10–11), Burke et al.’s (2009) social context theory emphasizes the following:

1. “The relationship between the individual and one’s social context is constantly 
dynamic, shaped, and constituted by social, cultural, economic, political, legal, 
historical, and structural forces.” It is complex.
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2. It is “multi-directional and co-constitutive” and constantly information. The 
attribute of being co-constitutive implies that “they are formed in relation to 
and by each other and often influence people in ways of which they are not 
consciously aware” (p. 2).

3. It is multi-layered and encompasses the dual domains of cultural and social 
influence. 

4. It often involves processes and elements of sub-conscious awareness (p. 2, 6).

Burke et al. (2009) noted that the myriad of social processes and forces that shape 
social context include institutions and organizations (such as clinics, schools, and 
community) as well as individual personal paths (e.g., family, interpersonal 
relationships). For emphasis, “…we view behaviour in relationship to the surrounding 
expectations, social structures, and resources rather than viewing behaviour as solely 
under individual control. We posit that these behaviours simultaneously constitute, 
and are constituted by the rules, relationships, expectations, and resources of social 
structures. Therefore, analyses of behaviour require theory that addresses the multiple 
interacting dimensions of social structures and people’s awareness of, conformity with, 
and resistance to those structures” (p. 7).

Choosing Burke et al.’s (2009) social context framework has been informed by the 
objectives of the study and several themes derived from the data. These involve the 
documented vulnerability of our PLWHA participants and include their individual 
trajectories and experiences, as well as their family and other social backgrounds 
(Burke et al., 2009). Additionally, it includes LMKM residents’ general poverty and 
vulnerability, as well as LMKM’s documented poor socio-economic context in general 
as a geo-political study catchment area. In particular, it includes the unenviable impact 
of HIV/AIDS on LMKM as described by previous researchers (e.g., Lund & Agyei-
Mensah, 2008; Langmagne, 2016). Thus, this study takes cognizance of both the 
antecedents and precedents of the holistic nature of the participants’ personal and social 
experiences. 

Methods

Profile of the Study Area
When collecting the data, our study area (LMKM) was one of 26 district/municipal 

administrative zones in the Eastern Region of Ghana. As of Ghana’s last census in 
2010, LMKM had 89,246 inhabitants and a land mass of 304.4 km2, which constitutes 
12.4% of the Eastern Region (GSS, 2014; Owusu & Laar, 2018). Its inhabitants are 
mostly farmers and fishermen of the Dangme ethnic group who speak Krobo. They 
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inherit property from their father’s lineage (Sedziafa, Tenkorang, & Owusu, 2016). 
Due to the history of HIV/AIDS in the study area, the Government Hospital in Atua, 
near Agormanya, and the St. Martins de Porres Hospital in Agormanya have both been 
equipped as specialized HIV/AIDS-related care hospitals with specialized staff for 
catering to HIV-positive cases in the district and nearby vicinities (Tenkorang et al., 
2017a; Tenkorang, Owusu, Laar, & Yeboah, 2017b; Teye-Kau et al., 2018).

Sampling
The paper is linked to a larger research project studying the housing and health 

nexus for PLWHAs in LMKM. The paper has used information from the qualitative 
data to fill the context-specific gaps and peculiar meanings the project’s quantitative 
data are unable to provide, as noted by Babbie (2013). The initial sampling process 
for the project was combined for both the survey and qualitative interviews. This paper 
is based on the qualitative component of the larger study that utilized in-depth 
interviews. The project studied the housing and health nexus for PLWHAs. The paper 
uses combined purposive convenience sampling (Guarte & Barrios, 2006; Suri, 2011) 
and random sampling to select 38 participants who would routinely report to the 
Voluntary Counselling and Testing (VCT) centers of the Atua Government and the St. 
Martins de Porres hospitals for healthcare regarding HIV-related co-morbidities within 
the study period. A third healthcare facility was found in the study municipality when 
data was being collected. However, the two hospitals had been purposively selected 
due to the special attention that had been given to these study hospitals.

Based on two prior reconnaissance visits, we targeted 40 HIV-positive persons at 
each hospital per day for either qualitative interviews or surveys. The Principal 
Investigators (PIs) then prepared daily lists of all the attendees, of whom we randomly 
selected one third. Selecting a third of the attendees per day facilitated spreading our 
data collection over the study period, which strengthened our data by allowing the 
chance for as many different participants as possible to be selected over the designated 
study period. On a daily basis, each listed attendee to the hospital was given a number 
starting with one. These numbers were put on small pieces of paper, folded, and put 
in a pool. The daily selection process was completed by randomly picking each number, 
followed by tossing the remainder around vigorously and repeating the process till a 
third of the attendees had been selected.

Participants who made the list were given unique identification numbers to prevent 
respondents from being selected multiple times. When we had less than 40 hospital 
attendees in a day, we selected half of the available ones. On days when we our initial 
sample was less than 25% male, we purposively gave males a higher probability of 
inclusion in the sample by adding every fourth male from the list of males who had 
not made the initial sample. This was to compensate for the disproportionately lower 
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number of male PLWHAs compared to females in the study district, Ghana, and Sub-
Saharan Africa in general. For instance, females comprised more than 70% of the 618 
new clients who visited orthodox healthcare facilities for HIV/AIDS clinical care in 
LMKM between January and June 2010 (Antwi, 2010; Owusu & Laar, 2018). In 2018 
in Ghana, 65% of those living with HIV/AIDS are women and 35% are men (GAC, 
2019); at least 56% of PLWHAs in Sub-Saharan Africa are female (UNAIDS, 2018). 
Participants gave verbal self-confirmation of their HIV-positive status. They were 
sampled on weekdays only to correspond with VCT workdays. The sampling was 
done separately for each hospital, with separate lists being prepared for those who 
reported to the VCTs.

We used one qualitative interviewer per hospital, whoever selected participants to 
interview took turns performing the qualitative or quantitative interview with a random 
initial start. The target was to have 15 qualitative interviews from each study site, as 
guided by previous authors who had posited that a key requirement in qualitative 
studies is to reach a thematic saturation of data (Guest, Bunce, & Johnson, 2006; Baxter 
& Eyles, 1997). This is provided well with 30 participants (Mason, 2010). Our final 
sample included 17 from St. Martins de Porres Hospital and 21 from Atua Government 
Hospital. We attained thematic saturation within the one month period designated for 
data collection, yielding 38 qualitative respondents. Generally, thematic saturation is 
reached when the themes from participants start to recur or become repetitive (Baxter 
& Eyles, 1997; Sedziafa et al, 2016).

Data Collection and Ethical Clearance
We employed a qualitative analytical approach for this study. The data were collected 

in June-July, 2015. The qualitative data collection used an in-depth interview guide 
that had been pretested using four participants from both hospitals. The guide was 
finalized by introducing additional probing questions based on feedback from the 
pretesting. Based on the initial objectives of the project from which this paper emanates, 
some of the issues discussed are as follows: 1) housing arrangements/type and 
conditions, 2) housing and health, and 3) experience(s) with discrimination/stigma 
and/or abuse. Other issues are 4) current support needs, if any, who supports them, 
and whether the support they receive is adequate or not and 5) current healthcare 
seeking for HIV-related healthcare and the difficulties doing this. The rest include 6) 
health status (physical and mental [anxiety, depression, isolation, sadness, etc.]) and 
any health problems, and 7) demographic information.

We followed a rigorous system of ethical review involving multiple layers of 
assessment. We sought written clearance from Memorial University’s Ethical Review 
Board at St. Johns, Newfoundland, Canada, and the Ethical Committee for Humanities 
at the University of Ghana, Legon. We also sought written clearance from Ghana 
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Health Services’ Ethical Review Board, as required for all studies occurring at its 
facilities. Furthermore, we obtained permission from the Eastern Regional Directorate 
of the Ghana Health Services, the LMKM Health Management Directorate, and the 
Directorates of the study hospitals.

To enhance data quality, interviewers completed a 3-day training course. The two 
Principal Investigators (PIs) for the project, which includes the author, supervised the 
data collection in addition to having designated field supervisors. All participants 
participated in an informed consent process. Written (or verbal if unable to write) 
consent was obtained prior to participation. Interviews took about 35-50 minutes per 
respondent. Based on participants’ choices, the interviews were mostly conducted in 
Krobo, the indigenous language in the study localities. The same processes were 
undertaken at both study sites (Tenkorang et al., 2017a, 2017b).

Data Analysis
The data were transcribed verbatim by three of the research assistants who are 

indigenous to the study area and reviewed for accuracy. The author read through all 
the transcriptions and edited them to reflect participants’ words verbatim before being 
finalized. Thematic content analysis has been applied, which allows a qualitative 
researcher to develop an overall synergy from key issues featured from each narrative 
(Lieblich et al., 1998). For this paper, coding was done independently by two research 
assistants using the professional software program NVivo (Version 11, QSR 
International, 2015). The coding was done using cross-case, case-oriented analysis. 
This means multiple cases were closely examined in detail. This led to the discovery 
of patterns, structures (types and relationships between the series of individual cases), 
causes, and consequences (Babbie, 2013, pp. 390–391).

Inter-coder agreement was reached following discussions among the coders, author, 
and a multilingual assistant, all of whom interrogated the meanings of the narratives’ 
issues and contexts. Subsequently, the emerged themes were developed separately by 
the two coding assistants as one team and the author as the other. Further series of 
discussions after this process led to finalizing the themes for this paper. Due to the 
depth of information, our thematic analysis for this paper focuses on two issues: family 
life and responsibilities, and health status, healthcare seeking, and healthcare. Additional 
themes are covered in another paper (Owus & Laar, 2018). Lastly, the grounded theory 
approach, based on constant comparison of cases within the earmarked themes (Babbie, 
2013, pp. 392–393), has led to inductively using the social context theoretical approach. 
The summarized findings are supported with brief illustrative quotes (Burke et al., 
2009), which are identified using the respondent’s assigned number (see Table 1).
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Results

Participants’ Socio-Demographic Characteristics
Our participants are comprised of six males and 32 females. The average age is 

47.64 years (ranging from 25-68 years).1 The vast majority have low socio-economic 
statuses. Most participants had less than a basic school education; six had no formal 
education. The majority (n = 24) of participants are indigenous Krobos. They all 
professed heterosexual orientation. Most are unemployed; working individuals are 
typically self-employed in the informal economy (see Table 1).

1 One respondent could not specify her age.
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Thematic Findings

The Context of Residential Arrangements, Family Relationships, and Family  
Responsibilities

Residential arrangements
All but one participant lives in either a shared residential space or a multi-generational 

household. The sole respondent with a single-person residential arrangement said his 
brother also rented a room in the same house. Most participants are living in extended 
family homes and thus live in larger extended-family households, often with multiple 
siblings and multiple generations of descendants.

My father’s is only one room. We are all in it. Oh, we are many. We are more than 
ten…one small room. Our fathers, the older generation, you know Krobos already. 
One of the rooms belonging to my father which was given to him… when my brothers’ 
wives come, that is where they go; when they themselves come, it’s the same place; 
grandchildren, same… (R35)

I sell drinks but spend more than the profit we get from the work I am doing. I am 
taking care of some orphans in addition to my own children. (R22)

 Another example is R29 (widower, too weak to work due to poor physical health):

Those [his biological children] who live with me are eight. [Interviewer: And how 
many grandchildren and other peoples’ children live with you?] They are five. 
[Interviewer: But are you the one serving as their guardian?] Yes. Once in a while their 
parents will send us foodstuffs. The younger one is 13 years old – the one whose mother 
died at delivery– and the rest are between 18 and 25 [years].

Participants who rent accommodations and the few who own their places of abode 
often have smaller household sizes compared to the majority, who reside in extended-
family homes. Nevertheless, extended family members are often part of their households.

Other family members are HIV-positive
Most (more than two-thirds) of the participants have an extended family member, 

usually a sibling or an aunt, who is/had been HIV-positive. The majority of the latter 
have died.

Yes and recently she was also diagnosed with the same virus. She was sick and, 
even though on medication, she was still weak. So I told one of our leaders, and he 
said I should bring her. So tomorrow I will come with her… it was just recently she 
was also diagnosed with the virus. (R22)
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In fact, one respondent mentioned that her aunt and three of the aunt’s children were 
HIV-positive.

They were infected. Previously, when I was the only one with the disease, she 
wouldn’t come even when I called, despite being my aunt. She raised me when my 
mother died…despite being diagnosed she refused to go for counseling. I came with 
her for counseling, and today she as well her three children are on medication because 
of that. [Interviewer: Why, her children were also infected?] They were infected. (R31)

Additionally, nine participants mentioned having lost their children, often babies, 
to HIV/AIDS. Two of them had lost two children each to HIV. [Interviewer: And you 
said you had two children but they both died?] “Yes.” (R23). Six others said they have 
HIV-positive children; one has two of them.

The last of the children I had with my husband before his death; three years before 
his death, he was diagnosed positive afterwards. I come here for medication with him…
One other person also has it. He was married when he contracted it…We are three who 
come to collect medication. All of us [are HIV-positive] apart from the older one. (R37)

Participants are burdened with caring for other extended family members
The prevalent extended family system in Ghana means that participants have to 

live with and/or mostly care for extended family members as well, particularly children. 
Only seven of the participants have no younger dependents (see Table 1). Of the rest, 
19 have dependents who are not their biological children; mostly they are their 
grandchildren, younger siblings, or other extended family members. The non-biological 
child dependents had often been orphaned by AIDS, and a few are non-blood relations.

My biological children are 3 but I have 3 other children I am caring for, but one of 
them has been given to me [fosterage] so I add her to my biological children. But two 
of them are the children of my sibling who died, so they are under my care. They are 
many, my two siblings, my mother and six children. (R21)

My younger siblings who died left their children, and my sisters, whose positive 
statuses we didn’t know early enough, also died of the disease leaving their children. 
But they-–they don’t stay with me… (R37)

Participants have scant family support
Participants have limited extended/nuclear family support. Several reasons accounted 

for this. First, the vast majority of them hides their HIV/AIDS status for fear of 
stigmatization, and therefore hides their need for assistance. Second, most of them 
said the family members who know about their HIV-positive status or are suspicious 
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about it stigmatize them and do not help. Third, the vast majority (28 out of 38) of 
them are single (neither married nor co-habiting), widowed, or divorced. Fourth, 15 
out of the 38 participants also mentioned having had at least one core family member 
die who had supported/would support them. These are often their parents or siblings.

Members of my extended family have no idea what has happened to me. My parents 
are all dead, and I don’t trust my sisters and brothers, so I have not told them what is 
happening to me. (R1)

I don’t have money, and because of my situation, I also cannot work…No one assists 
me, it was one of my elder brothers who was helping me but he died about six months 
ago. Ever since then things have not been easy for me at all. We don’t have any helper… 
so things have become difficult for my children and me. No other person is ready to 
help me… (R4)

… the condition I live in makes me think a lot, I ask if that will be the same situation if 
my mother were alive…so I was thinking if my mother were alive what would have happened, 
would she not have taken care of me? So I used to think a lot looking at what my father 
and siblings are doing to me, to the extent that I don’t even get food to eat. (R23)

Context of health status and healthcare seeking
To bring greater clarity to the findings on this theme, the paper first describes the 

details of participants’ HIV infection. As a group, the participants have been diagnosed 
HIV-positive for an average of 6.14 years (ranging from 6 months – 13 years; median 
= 7 years). Five participants were diagnosed over 10 years prior; equal numbers of 
participants (n = 15) were diagnosed 6-10 years or 1-5 years earlier. Three were 
diagnosed in 2014, one year prior to the data collection.

Nearly all participants only use allopathic medicine at the time of the interviews
On the day of the interview, all but one respondent said they were at the hospital 

for routine healthcare and to re-stock their antiretroviral medications (ARVs). Also, 
all participants except one PLWHA receive only allopathic healthcare as of the time 
of interview, mostly in compliance with counseling from the clinics’ staff. Close to 
25% (8) of the participants said they initially had used herbal medicines and/or prayer 
camps (4) when they experienced comorbidities from HIV. The PLWHA who was still 
using a prayer camp at the time of interview explained that she needed divine protection 
in addition to receiving allopathic medicine: “As for prayer camps I go…you know 
even though we have this virus, the devil is also disturbing us…” (R21). Two of them 
tried both the prayer camps and herbal medication. No particular socio-economic 
correlates have been found for these health-seeking behaviors. The participants who 
seek these types of alternative healthcare are not necessarily less educated or poorer. 
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They explained that they did so at the initial stage of their sickness, mostly when they 
did not know the cause of their persistent ill-health.

Immediately it started; I didn’t know what was happening to me. When I came and 
was told that searching for a cure would be futile, I stopped going. (R34) 

I used to visit prayer camps and seek herbal medicines when I was ignorant about 
the illness, but I stopped going to those places when I became aware of it. (R16)

Two reported that the herbal medicine they had used was expensive, although one 
said it was good for her. “I went to an herbalist and he gave me some medicines so 
after taking those medicines I realized I was better (R4).

All but one had stopped using these alternative forms of treatment mostly because 
healthcare workers counseled them that HIV has no known cure. Thus, their best bet 
was to come to the clinic for antiretroviral therapy. They were also told that in reality 
the herbal and other treatments could worsen their condition.

At first I was going somewhere to buy medicine but they were very expensive…but 
I don’t go there anymore. That place is not a hospital; it’s like a clinic, herbal clinic. 
But we were told if we are taking herbal medicines we will get no better. (R25)

The remaining participants said they had never considered the option of alternative 
medicines because they were advised upfront by the clinical counselors to stick to 
orthodox medicine only.

We were told not to take herbal medicines, only those the doctor gives us. Yes, only 
the doctor, because we were told not to take traditional medicine. So although we often 
suffer from ‘kooko’ [Piles], I don’t know how to treat it. I don’t know. So I don’t do 
that. (R37)

Antiretroviral therapy (ART) improved their health 
The vast majority of them stated the antiretroviral therapy (ART: the set of treatment 

plans prescribed by their attending physician, including supportive care medications 
and antiretrovirals) to be very helpful to them, with an emphasis on the psycho-social 
counseling they receive from nurses at the HIV clinics. Thus, their health has generally 
improved. 

It has been helpful to me, meaning, when I started doing the tests many died. Many 
died so I realize that it’s been beneficial. I don’t cough. When I had started, I used to 
cough. I coughed severely. But since I started on the medication I no longer experience 
that. (R36)
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In addition to the effects of ART, a few participants attributed health improvements 
to divine intervention (God).

The medicine is the reason I am alive. After God, it’s the medicine. My health is 
good. By Jehovah God’s grace I am in good health. I am in good health. (R31)

Improvement in their health somewhat ameliorated the stigma which their HIV-positive 
status had attracted to them. Some of those who said they experienced an improvement 
in their health status said that it relieved them of being suspected of having HIV.

Yes it [ART] has been very helpful to me. Ever since I started taking the medications 
I have never fallen sick. I have become like I used to be when I wasn’t having the 
disease. Ever since I started taking the drugs I don’t even have headaches. I am very 
strong so no one knows I have this disease. (R8)

I didn’t grow lean; I had no rashes or anything, so nobody knew of it in the house. 
Before it was able to overcome me I rushed myself to the hospital. And by the grace 
of God when I came to the hospital they began giving me drugs so it was not able to 
overcome me for them to know I have HIV. (R21)

However, four participants stated their health to be deteriorating, while few 
experienced minimal improvement.

I’m not happy...See how all my legs hurt…My knees often feel weak and painful. 
They really hurt, Mama. Sometimes these hands feel numb, awh. So it doesn’t make 
me happy. (R35)

Although the study did not establish a direct link between deteriorating health and 
adherence to ART, a few participants were aware that strict adherence to their ART would 
greatly improve their health: “I take the medication always that is why I am strong.” (R37).

Reasons for poor health
They often attributed suboptimal health to their difficulties taking the ARVs. The 

majority of participants, however, complained of general weakness and stated not 
being as strong as they had been prior to being diagnosed HIV-positive. A little over 
half mentioned other health challenges and co-morbidities, most commonly being 
easily-fatigued and getting malaria. Others include bodily pains, diarrhea, watery eyes, 
cough, catarrh, dizzy spells, chest pains, rheumatism, and rashes. Additionally, a few 
complained of degenerative diseases such as diabetes and high blood pleasure.

Because diabetes is even more dangerous than the HIV, formerly I was fatter than 
this and stronger, but the diabetes has now caused me to slim down. So diabetes is 
more dangerous than HIV; controlling it is more difficult than HIV. (R18)
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Kooko [piles] is what is causing the pain in my ear. For some time now I feel like 
there is some animal roaming in my ear but when I insert something too nothing 
comes out. (R16)

They attributed some of these to substandard housing, including poor environmental 
sanitation in/around their homes.

Challenges to adhering to ART
The participants also mentioned several impediments in their way that provoked 

missed appointments and non-compliance with prescribed healthcare. These included 
hunger and difficulty finding food and/or getting food on time for taking their medicines 
(mentioned by a majority).

The money, even what to eat, is a problem. If not for the fact that I go to church and 
our church members sometimes give me money I would have drank poison…When the 
day breaks I don’t even have anything to eat. What prevents me from taking the drug 
is food. Food. Food…I was not getting food to eat so I became sick and the rate at 
which I was falling sick was high, I grew lean…Even though I was sick and in bed, so 
I would dress up and go beg for food. (R23)

Other challenges include poverty and the far distance from their homes to the clinics. 
They often lack money for transportation. They found the opportunity costs related to 
the long travel time/distance to the hospitals expensive, particularly taking time off 
from income-earning or childcare activities. They also linked some of these needs 
with the failure of society and family members to assist them.

…Some people are fortunate, they have benefactors. Some have helpers. Some have 
people who cook for them to eat. I have been hungry since morning. I haven’t eaten. 
When I go [home] there’ll be no food for me. These are my big problems. So when 
will I be healthy/strong? Currently I am only concerned about my health. (R34)

…because of poverty, I am not able to come to the hospital when my check-up date 
is due. Life in the village is not easy, and because the place is far from here, it becomes 
difficult. (R24)

Inadequate supply of medicine
Most participants also complain of a trend where, over the past couple of months 

they are being given a month’s worth of medicine instead of the three month’s rations 
they used to be given. This stemmed from inadequate supplies in the hospitals. Three 
of these respondents further mentioned not having adequate essential medicines due 
to their inability to pay for additional medicines out-of-pocket. Their national health 
insurance does not support those medicines:
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For some of us, the money to pay for our transportation to the hospital is a problem, 
so you can just imagine; how can we pay for the drug? This morning I have only three 
Ghana cedis2 [$0.75] on me and owe some money at the dispensary so I won’t be given 
any drug that is not covered by the health insurance. The one that is not covered by 
the health insurance we have to pay five cedis [$1.25] every month, so 15 cedis [$3.75] 
for three months, so I will not be able to get the drugs today. (R4)

But currently where I am right now I need financial support because last March I 
was diagnosed with diabetes, so I’ve been collecting diabetes medicine together with 
the ARVs…Today they gave me only one set of HIV [medicines] like this, only one set, 
leaving two sets that I should come for another day. And then the diabetes injection, 
instead of five, I was given only one, then I have to go and buy four and that four, the 
last time I went to Juapong. It was 17 Ghana cedis [$4.25]. It may be even more 
expensive this time; so 2.8million [old Ghana cedis every three months] [$70.00] and 
even more… (R18)

Hindrances from housing-related difficulties
The majority who complained of difficulties in adhering to their ARV regimen referred 

to housing issues as a major hindrance; 10 participants (26.34%) rent their 
accommodations, eight (21.10%) own theirs. The highest proportion (19 [50%]) share 
extended family accommodations, and one (2.63%) was squatting (rent-free from non-
family relations). A few of those who owned their accommodation still shared their 
space with extended family members, often in overcrowded conditions. Primarily, 
sharing accommodation is a hindrance because most participants are concealing their 
HIV-positive status from their house-mates and fear that disclosing their status will lead 
to them being ostracized. Participants who live in extended family accommodations 
and/or own their accommodations but share it in a restrictive space with extended family 
members are most likely to fear stigmatization, and thus need to hide their ARVs.

I live with my brother and his wife... I haven’t told them, I only told one sister. I 
don’t know whether they’ve noticed it, but I haven’t told them. [Interviewer: Or is there 
some fear that when you tell him, they will treat you with contempt?] I just can’t tell 
him.” [Interviewer: Any reason why? Are you scared they may no longer have a good 
relationship with you or they may ask you to leave, should you tell them about your 
illness?] “Yes, that’s it… I keep it in hiding [Her ARVs]. (R16)

Additional hindrances to their healthcare seeking and performing a proper sick-role 
behavior include lack of formal education, which makes determining the right time to 
take their medication and/or go for their next hospital appointment difficult (mentioned 
by 4 out of 38). Other hindrances are missed work/income-earning opportunities 

2 Four Ghana Cedis = $1 US at the time of data collection.
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because of having to travel far to the clinic, as stated above, and the lack of alternative 
child-care assistance for their younger children.

I am staying at Ashiaman, so there are times I am not able to come on the set dates, 
I’m also uneducated and cannot read. The appointment cards, you have to be looking 
at it frequently in order to know your date, but at times when I am counting the days, 
I miscount, so sometimes I come a few days after my actual date. Besides that, I stay 
with my kids alone so I can only come when they are at school, so sometimes after 
dressing them up you realize it’s late and are unable come. One is 10 years and the 
other is 9, but I have to dress them up for school. (R22)

Sometimes I don’t have money or may not have time. Today I have had to run away 
from work because my boss, the one I am selling for, is not around so I have to hurry 
and go back. (R16)

Side effects of ARVs
Lastly, the vast majority of participants mentioned side effects from their ARVs as 

another hindrance to strict adherence to the ARVs. Six participants reported a current 
hindrance as the side effects from the ARVs.

I get scared even when I am about to open it. They said we should take only one. 
We experienced side effects when we started the medication. (R31)

The medicine is strong… I stopped, but the doctor warned me so I try to take it as 
often as I can. (R38)

Of these impediments to complying with their ARVs and clinic appointments, the 
one that seemed to affect their health most negatively was the lack of food for taking 
with their ARVs, followed by those who complained of side effects. Multi-collinear/
interacting effects also have been found among lacking food, not having money, lacking 
support from extended family members and romantic partners, and experiencing 
discrimination and stigmatization at home and from the general society (for instance, 
employers and rent owners). Participants who stated lacking food for ARVs, as well 
as those who reported discrimination and stigmatization in their homes, also reported 
poor health and multiple co-morbidities:

…I don’t get food to eat…She got to know because it came to a time I was not getting 
food to eat, so I became sick and the rate at which I was falling sick was high. I grew 
lean. Even in that condition I will be in bed and will be hungry, but my father and 
sisters will cook and will turn their back on me and eat. They will not give me something 
to eat. I normally get diarrhea, and that prevents me from travelling because if we are 
on our journey and my stomach starts hurting what will I do?... I might have disgraced 
myself. What a shame (laughing). (R23)



İSTANBUL ÜNİVERSİTESİ SOSYOLOJİ DERGİSİ

446

Sometimes the food won’t be ready at five for getting your portion. Sometimes it so 
happens that you don’t have money, so someone will have to give you food. This is 
what I am telling you. (R34)

Participants who miss clinic appointments would eventually make it up; those who 
hide their medication find ways around it to take it eventually, and those who miss the 
correct time for taking their medication often figure it out.

I haven’t told anyone about it apart from my sister who went to the hospital with 
me. My daughter whom I stay in the same house with doesn’t know I’m also HIV-
positive. I hide my drugs in my bag. When I am going to work I take it along. In fact 
I take it everywhere I am going. (R8)

Hmmm. The issue is I don’t know how to read, but I have to take 5 medications all 
on time. The times for this, that is the only thing, and they also know that I take my 
medication on time. I take the medicine out myself. If I ask the person whether it’s five 
and they say yes, I would take my medicine. (R34)

Discussion
We applied Burke et al.’s (2009) social context model to our study. The framework 

brings the forces of social context to the fore in health behavior and healthcare seeking. 
It proposes a more complete and deeper understanding of health behavior and health 
disparities through the combined, reinforced interactive effect of personal, historical, 
social, legal, and structural organizations and arrangements for an improved 
understanding of health behaviors and related public-health issues. These are ordinarily 
complex and dynamic. Burke et al.’s (2009) framework posits a multi-dimensional 
and multi-directional influence of external socio-cultural (cultural, historical, 
community, national, including policies) on individual intra-personal factors to affect 
peoples’ health behaviors and health.

Nearly all the participants mentioned having general body weaknesses. Furthermore, 
they mostly experienced several challenges to adhering to healthcare regimen they’d 
been prescribed. Foremost, most of the participants have food insecurities; 25 either 
do not get food to eat and/or don’t get it on time for taking their ARVs. This affects 
their adherence to the prescribed regime for taking their medicines. This particularly 
has the consequence of retrogressing the respondents’ health. Secondly, the vast 
majority of participants had or are currently experiencing side effects from their 
medicines. This has a similar effect of disrupting the participants’ consistent adherence 
to their prescribed medications as they have to make the usual painstaking efforts to 
go for a change of medicine. Thirdly, substandard housing is a problem. As mentioned 
above, the literature posits suboptimal health for persons living in sub-standard housing, 
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particularly for those with compromised health such as PLWHAs (Milloy et al., 2012; 
Tenkorang et al., 2017). The paper has also found them to have inadequate healthcare. 
For instance, some of them are unable to afford the ARVs and other medicines they 
need in a timely manner. Also, their NHIS coverage doesn’t cater to some essential 
medicines, and they complained about expensive out-of-pocket payments. Overall, 
these factors affect their health negatively and interfere with healthcare seeking. While 
almost all in general stated that taking their ARVs to have improved their health, a 
few mentioned their health to be declining.

Guided by the social context framework, we proffer several explanations. Our 
findings first show the participants’ current vulnerable livelihoods to have started with 
intra-personal and interpersonal issues. The participants’ helplessness and poverty 
have a bearing on and perpetuate through their individual-level vulnerabilities, 
experiences, issues, and circumstances (Langmagne, 2016). At the individual level, 
they often lack adequate levels of financial, social, human, physical, and personal 
resources. Our findings support previous authors’ findings and partly highlight the 
socio-economic factors that expose them to HIV and make taking more efficient care 
of their health impossible. For instance, being poor and unemployed and lacking 
supportive loving/social relationships for the most part have negative implications for 
their health. At least one respondent mentioned she had engaged in at-risk sex for 
purposes of finding food to eat. Langmagne (2016) observed that the burden of being 
HIV-positive is more manageable for richer people. Thus, inadequate control over 
these personal resources at the individual level also makes them less capable of 
managing their HIV/AIDS and taking better care of themselves. This is critical given 
their increased need for care induced by HIV/AIDS (Owusu & Laar, 2018).

Regarding family factors, the participants clearly have very little social capital 
to aid them in their livelihoods. Quite alien to Ghanaian extended family norms, 
most of them do not have the support of key nuclear or extended family members. 
While this paper has not focused on PLWHAs’ experiences of stigma and other 
treatments at the hands of others, several studies have attributed such near social 
isolation to the stigma, discrimination, and abuse PLWHAs experience in Ghana 
and Sub-Saharan Africa in general (Holzemer et al., 2007; NAP+ et al., 2014). 
Conversely, akin to the extended family system in Ghana, the PLWHA participants 
are more saddled beyond their own responsibilities. Most participants also have 
OVC dependents, mostly from relatives who had died of AIDS, due to the high rates 
of HIV in their communities. This further worsens their plight. It underscores the 
susceptibility of their societies, which in turn burdens them. It represents a double-
burden of social responsibilities beyond one’s normal capability. Previous researchers 
(Lund & Agyei-Mensah, 2008; Langmagne, 2016) have identified such burdens as 
part of what has perpetuated impoverishment in LMKM and contributed to the 
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vulnerability of contracting HIV; OVCs may lack proper supervision and care, and 
other surviving family members may be burdened with taking care of such children 
in addition to their own biological children.

The intrapersonal and interpersonal vulnerability of our participants also has an 
inter-linkage within the context of their broader vulnerable community. We emphasize 
even more the community and cultural contexts that make our participants more 
vulnerable. Undeniably, the high scourge of the HIV/AIDS pandemic in LMKM has 
had reciprocal effects on our participants and left them more vulnerable. For instance, 
they are mostly single and/or widowed from HIV. This means that, especially for the 
female participants, they lack the support of a life partner to potentially help them with 
adult livelihood engagements, including caring for their younger dependents. This 
also increases their vulnerability.

The Ghanaian socio-economic and cultural contexts also influence our participants. 
Firstly, the transmission of HIV in Ghana was and still is shrouded in myth. This partly 
underpins the discrimination and neglect from the family members of those with HIV/
AIDS when their serostatus is known (Mill, 2003; NAP+ et al., 2014). GSS et al. 
(2009) explained further that such stigmatization and maltreatment of PLWHAs also 
thrives within a context of inadequate knowledge about the cause of HIV infection 
and its modes of transmission. In fact, only 27.2% of males and 19.9% of females 
aged 15-24 years in Ghana had comprehensive correct knowledge of HIV/AIDS in 
2014 (GSS et al., 2015). In response to their coping with the stigma emanating from 
the HIV-positive status, Holzemer et al. (2007) noted across Sub-Saharan Africa that 
PLWHAs cope with their vulnerabilities by withdrawing socially.

Moreover, structural factors have an impact on PLWHAs. At the national level, 
Ghana’s developmental history and frail economy have affected PLWHAs negatively. 
Contrary to what pertains to some Western countries (Boamah, 2014), adequately 
supporting vulnerable populations such as PLWHAs in Ghana is next to impossible. 
Nationally, the state lacks the ability to provide support with decent accommodations 
for the participants, as exists in some developed countries (Boamah, 2014: Tenkorang 
et al., 2017). The same applies to providing them with food rations. Availing funds 
for supplying adequate ARVs and/or absorbing catastrophic out-of-pocket payment 
for ARVs and other medicines essential for them is another case in point. Some of 
them lack essential medicines for controlling ailments such as diabetes and blood 
pressure. Poku et al. (2017) studied PLWHAs in Ghana’s Greater Accra Region and 
similarly found ARVs to be under-stocked.

Furthermore, food insecurity has been flagged as a serious problem among PLWHAs 
in Ghana. Laar et al. (2015) studied 1,745 HIV-affected households as a nationally 
representation and found food insecurity to be prevalent among the participants. For 
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instance, 61.3% had limited food portions, 59.5% ate fewer meals per day and/or 
totally skipped meals in a day, and 56.2% choose less expensive food items. Again, 
Laar studied 1,666 household affected by HIV/AIDS in four of the 10 regions in Ghana 
(Eastern, Brong Ahafo, Central, and Northern) in the second half of 2018. The study 
found 50% to be food insecure and 30% to have borderline food insecurity. Food 
insecurity among the participants ranged from 24% (worst) in the Northern Region to 
16.4% (least) in the Brong Ahafo Region. Low income mainly explained the food 
insecurity among the participants (Ghana News Agency, 2019).

The current plight of Ghana’s National Health Insurance Scheme (NHIS) is another 
insufficiently fulfilled national effort at providing a safety net for the Ghanaian 
population (Institute of Statistical, Social, and Economic Research, 2019; Kodom, 
Owusu, & Kodom, 2019). Our study found the NHIS to not adequately cover the 
vulnerable participants’ health needs. Similarly, Ghana has been unable to achieve the 
proposed universal health coverage. Although Ghana provides additional safety-net 
support for the vulnerable populations in terms of the Livelihood Empowerment Against 
Poverty (LEAP), the gains are not widespread and has been insufficient at providing 
an appreciable safety net for our PLWHA participants. These issues point to the failure 
of certain national policies. The influence of social policy on intrapersonal health status 
and health behavior has been highlighted by previous authors emphasizing the social 
context (Stokols, 1996; Burke et al., 2009). Another important point in the case of this 
study is the historical influence of developments at Kpong and Akosombo on HIV/
AIDS in the LMKM catchment area (Girmay, 2006).

The study has some limitations. These include its lack of generalizability to persons 
other than our participants and the study district. Also, being cross-sectional, firmly 
determining cause-and-effect from this data is difficult. Additionally, recruiting the 
participants from VCT clinics may have biased the sample towards those with better 
social support and fewer barriers to accessing care. Furthermore, the bulk of the data 
made it necessary to focus on some aspects of the participants’ livelihood experiences. 
Resultantly, other important factors such as their experiences of stigmatization have 
not been discussed in this paper to give a more holistic picture of their daily experiences. 
Finally, being a retrospective study, it may be subject to recall bias.

Conclusion
This paper has examined the effects of livelihood’s social contexts on the health 

behaviors, health statuses, and related challenges over the livelihoods of 38 PLWHAs. 
The participants are from the municipality in Ghana’s Eastern Region that has been 
impacted most by the HIV/AIDS pandemic. It focuses on aspects of their family 
situations/relations, health, and healthcare. The findings support our theoretical 
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framework and show a co-constitutive/interactive effect among the participants’ 
personal, interpersonal, community (social, cultural and economic), and national 
endowments over the livelihoods of the PLWHA participants.

The paper concludes these reciprocal, interdependent, multi-level, and multi-
directional vulnerabilities and inadequate social protection opportunities at the family, 
community, and national levels in combination with the participants’ intrapersonal 
and interpersonal deprivation to mostly incapacitate our PLWHA participants from 
optimally managing their HIV-positive status/livelihood. These have resulted in 
suboptimal health for them. As has been forcefully placed in the literature, these factors 
have irrefutable links with the international sex trade/travel and the onset of the HIV/
AIDS pandemic in Lower Manya Krobo Municipality and Ghana in general (Fobil & 
Soyiri, 2006; Teye-Kau et al., 2018). In this study, we have found our PLWHAs to be 
very vulnerable. They exhibit precarious health statuses and generally deprived, sub-
human livelihoods. The study thus affirms Burke et al.’s (2009) hypothesis of the need 
to interrogate the effect of the multi-faceted, multidimensional, and dynamic factors 
that impinge upon intrapersonal factors affecting health behavior and health status.

Designers of HIV prevention campaigns in Ghana in particular and Sub-Saharan 
Africa in general should strengthen campaigns against stigmatizing PLWHAs. 
Stakeholders should also continually educate and encourage families with PLWHAs 
to empathize with and be supportive of them. Furthermore, local, community, and 
national efforts at assisting in the care of vulnerable PLWHAs and OVCs should be 
strengthened. Similarly, stakeholders should encourage and support the education and 
apprenticeship/vocational training of youths in LMKM at more advanced levels to 
help reduce the perpetual individual- and community-level vulnerabilities that increase 
residents’ exposure to HIV/AIDS. The current government’s free senior high school 
education policy comes in handy in this regard. At the national level, greater efforts 
should be made to strengthen Ghana’s economy against economic and health shocks.
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