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Abstract
Hazardous drinking by persons living with HIV (PLHIV) is a well-established determinant of sub-optimal HIV care and 
treatment outcomes. Despite this, to date, few interventions have sought to reduce hazardous drinking among PLHIV in 
sub-Saharan Africa (SSA). We describe an iterative cultural adaptation of an evidence-based multi-session alcohol reduction 
intervention for PLHIV in southwestern Uganda. The adaptation process included identifying core, theoretically informed, 
intervention elements, and conducting focus group discussions and cognitive interviews with community members, HIV 
clinic staff and patients to modify key intervention characteristics for cultural relevance and saliency. Adaptation of evidence-
based alcohol reduction interventions can be strengthened by the inclusion of the target population and key stakeholders in 
shaping the content, while retaining fidelity to core intervention elements.

Keywords Cultural adaptation · Alcohol reduction · Evidence-based interventions · People living with HIV · Uganda · Sub-
saharan africa

Introduction

Sub-Saharan Africa (SSA) is home to the majority (53%) of 
persons living with HIV (PLHIV) globally [1]. An estimated 
12–62% of PLHIV in SSA engage in hazardous drinking [2], 
defined as a quantity or pattern of alcohol consumption that 
increases risk for adverse health events [3]. In Uganda, HIV 
prevalence is 6.2% [4], with an estimated 21% of the popula-
tion reporting heavy episodic drinking (i.e., more than 60 g 
of alcohol on at least one occasion at least once a month) [5]. 
Alcohol use is a well-established determinant of sexual risk 
behavior and HIV transmission [6–8]. Moreover, hazardous 
drinking is associated with suboptimal HIV care outcomes, 
including reduced antiretroviral therapy (ART) adherence 
and viral suppression [8–10]. Sustained engagement in HIV 
care is critical to ensure the health and well-being of PLHIV 
and to prevent onward transmission [11, 12], making the 
reduction of hazardous drinking among PLHIV a public 
health priority.

To date, few interventions have sought to reduce hazard-
ous drinking among PLHIV in SSA [8, 13, 14], with the 
most effective being interventions with 4 to 6 in-person ses-
sions [14–17]. Yet, the scalability and cost-effectiveness of 
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multi-session in-person interventions may be sub-optimal in 
many settings [18]. Evidence from the United States (US) 
suggests that in-person alcohol reduction interventions with 
telephone-based boosters may reduce hazardous drinking 
among PLHIV [19, 20]. The Healthy Women Healthy Living 
(HWHL) study, developed for women living with HIV in the 
US, included two in-person and two phone-based booster 
sessions, and was found to be efficacious in reducing heavy 
drinking days by 43% [19].

Given its efficacy for PLHIV in the U.S., and the brief 
multi-session format, HWHL holds promise as an effective 
strategy to reduce drinking among PLHIV in Uganda. Fur-
ther, the growing ubiquity of mobile phone usage in SSA 
[21], and the acceptability of mobile phone-based HIV 
interventions in Uganda [22], indicates that HWHL could 
be feasibly implemented in this setting. We therefore adapted 
the HWHL intervention for the Ugandan context, in advance 
of a randomized controlled trial (RCT) to examine the effi-
cacy, cost effectiveness, and acceptability of the adapted 
intervention.

Cultural Adaptation Rationale and Approach

Behavioral norms related to alcohol use vary across cultures. 
For instance, cultures can vary in terms of whether they are 
perceived as “wet” (i.e. most people drink) or “dry” (i.e. 
most people abstain) [23–25], whether drinking occurs in 
private or public spaces [26], and by the perceived nega-
tive consequences of alcohol use [25]. Indeed, the context 
and consequences of hazardous drinking in Uganda vary 
from that of the U.S., suggesting the need to culturally adapt 
the HWHL intervention to the Ugandan context. For exam-
ple, while Americans drink both in the home and in social 
spaces such as bars or night clubs, drinking is primarily 
a social activity that occurs outside the home in Uganda 
[27–29]. Further, alcohol use has been identified as a sig-
nificant financial burden in Uganda, where resources are 
more limited than in the U.S. [27–29]. The financial strain 
of alcohol use has been identified as a strong motivating 
factor to reduce alcohol consumption in Uganda [28, 29]. 
Adapting evidence-based alcohol reduction interventions, 
such as HWHL, to account for the cultural context in which 
they are implemented is essential to ensure their relevance, 
acceptability, and sustainability in the new setting [30–32]. 
Failing to do so jeopardizes the potential efficacy of inter-
ventions that are designed to improve health outcomes [31].

Cultural adaptation frameworks [31–36] describe core 
elements and key characteristics of evidence-based inter-
ventions (EBIs) [31, 32, 34–36]. Core intervention elements 
are the theory-informed elements that are hypothesized to 
drive efficacy [34–36]. Key characteristics, while important, 
are non-essential and modifiable aspects of the intervention 
that reflect cultural contexts and populations (e.g., language, 

norms, and values) [34–36]. Some cultural adaptation frame-
works focus on modifying key characteristics of EBIs for 
cultural relevance and acceptability [15, 33]. These include 
concepts (how a health problem is conceptualized and 
communicated to the participants), language (how people 
express meanings), metaphors (symbols used in a culture), 
and context (social, economic and political contexts) [33]. 
We describe the process of adapting the HWHL interven-
tion for PLHIV in southwestern Uganda, organized by this 
prior framing, including iterative adaptation methods, and 
examples of the ways the material was adapted in response 
to our findings.

Methods

The HWHL Intervention

The HWHL intervention [19] includes two 20-min face-to-
face counseling sessions conducted one month apart, each 
followed by a 5–10 min live telephone-based booster session 
with a counselor. Sessions are led by a trained counselor, fol-
lowing a scripted workbook. In the first session, participants 
are encouraged to agree to a drinking limit with the coun-
selor and are given the workbook, a drinking diary to track 
alcohol use between sessions, and take-home exercises. Par-
ticipants receive a phone-based booster session two weeks 
later to assess recent drinking, discuss barriers and facilita-
tors to complying with drinking limits, and reinforce indi-
vidualized motivations [19]. In the second in-person session, 
participants review their drinking diary, drinking agreement, 
and take-home exercises with the counselor. They discuss 
barriers and facilitators to changing their alcohol use. Par-
ticipants are also encouraged to bring a ‘helper’ to this ses-
sion to support their behavior change. Two to three weeks 
after the second session, participants receive a final booster 
call [19].

Theoretical Framework for HWHL

The theoretical framework underlying HWHL is the 
Information-Motivation-Behavioral Skills (IMB) model, 
which holds that well-informed and motivated individuals, 
equipped with the appropriate behavioral skills, can engage 
in health promoting behaviors such as alcohol reduction 
or medication adherence [37]. HWHL is also informed by 
Social Cognitive Theory [38], Social Norms Theory [39], 
Cognitive Dissonance [40], Value Expectancies [41] and 
Motivational Models of Alcohol Use [42]. In the interven-
tion, information is provided about the negative effects 
of alcohol use, definitions of lower risk drinking, stand-
ard drink sizes, and drinking norms. Elements designed 
to improve motivation include discussing the negative 
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consequences of drinking, risky situations, benefits of reduc-
ing or quitting, and guidance to set a specific drinking limit. 
Behavioral skills are cultivated via discussions of strategies 
to overcome drinking triggers. Booster sessions assess recent 
drinking and reinforce motivation towards meeting individu-
alized drinking limits. The in-person follow-up sessions are 
designed to reinforce motivation and behavioral skills by 
reviewing the benefits of reducing alcohol use, discussing 
barriers and facilitators to reducing drinking, and identifying 
strategies to overcome barriers in the long term.

The ‘Extend’ Intervention in Uganda

We conducted the Extend Study to adapt the HWHL inter-
vention for men and women living with HIV in southwest-
ern Uganda and test it in a 3-armed RCT (NCT 03928418). 
Participants were recruited at the Immune Suppression Syn-
drome (ISS) HIV clinic in Mbarara, Uganda, which serves 
over 11,000 patients. As with HWHL, the Extend interven-
tion includes two in-person counseling sessions guided by 
a workbook. To maximize feasibility of the intervention, 
the in-person sessions occur the same day as participants’ 
regular ISS clinic visits. Phone-based booster sessions occur 
between the two in-person sessions, delivered as either 
(1) live phone booster sessions with a trained counselor, 
covering similar material as the HWHL booster sessions, 
delivered three weeks apart; or (2) twice-weekly two-way 
automated mobile-phone short messaging system (SMS) 
or interactive voice response (IVR) sessions (according to 
participant preference), for a total of approximately 24 ses-
sions. The SMS/IVR sessions deliver similar material as the 
live call but lack discussion of barriers and facilitators to 
adhering to drinking limits. A third control arm receives 
a wait-list standard-of-care, with in-person counseling and 
booster sessions offered following the RCT.

Cultural Adaptation Methodology

The iterative cultural adaptation process included data col-
lection, analysis and intervention refinement at multiple 
time points. A phased approach was chosen for pragmatic 
purposes; to break up the intervention into smaller com-
ponents to allow enough time to review each component 
within a 1–2-hour focus group/interview. All focus groups 
and cognitive interviews were designed to gain input on 
the key characteristics of the intervention to improve its 
relevance and acceptability. Previous qualitative work con-
ducted by our team offered insight into the social context 
of alcohol use among PLHIV in Uganda [29] and informed 
the selection of the HWHL intervention. We also chose 
HWHL because of its efficacy among PLHIV, its brevity, 
which maximized potential feasibility in the setting, and 
the inclusion of multiple sessions, as recommended by the 

U.S. Preventive Services Task Force [43]. The six-phase 
adaptation process (Table 1) included: (1) identification 
of core intervention elements to be retained, and “surface 
structure” adaptations [44] of the HWHL workbook and 
booster scripts; (2) one round of focus group discussions 
(FGDs) with key stakeholders and patients to gain initial 
input on the intervention; (3) cognitive interviews (CIs) 
with clinic patients to iteratively adapt the HWHL work-
book and booster scripts; (4) FGDs with clinic patients 
to inform workbook and drinking diary adaptation and 
CIs with patient helpers to inform helper components and 
handouts; (5) FGDs with clinic patients to adapt auto-
mated booster scripts from the live booster scripts; and 
(6) CIs to test the booster scripts.

FGDs and CIs were selected due to their different but 
complementary strengths. FGDs elicit a broad range of 
perceptions about intervention content and approach, and 
suggestions for improvement [45]. CIs systematically 
assess understanding of intervention components and 
provide insight into whether the adapted materials convey 
their desired meaning [46]. They also provide an opportu-
nity to explore concerns that may not be easily discussed 
in a group.

Participants included ISS clinic staff (clerks, counselors 
and medical staff), Community Advisory Board (CAB) 
members (community members and leaders), clinic patients 
who reported hazardous drinking (purposively selected 
based on drinking status, literacy level, and sex) and patient 
helpers (Table 1). Patients who participated in prior stud-
ies at the ISS clinic [47, 48], and who reported hazardous 
drinking in those studies, operationalized as an Alcohol Use 
Disorders Identification Test–Consumption [AUDIT-C] [49] 
score ≥ 3 for women and ≥ 4 for men, were invited to par-
ticipate. Literacy levels in those studies were assessed by 
asking participants to read a sentence on a card. Where pos-
sible, FGDs with clinic patients were conducted in sex- and 
literacy-disaggregated groups; CIs were conducted with a 
patient sample selected to include all purposive sampling 
categories.

Across all phases, 100 unique participants took part in the 
CIs and FGDs; 57 participated in more than one data collec-
tion stage. Participants provided written informed consent 
and were given transport reimbursements and refreshments. 
Discussions and interviews were conducted in the preferred 
language (Runyankole or English) by trained qualitative 
interviewers. FGDs were audio recorded, transcribed, and 
translated into English. CIs were conducted using conversa-
tional interviewing techniques, with responses captured by 
interviewers using a form comprised of both close-ended 
and open text note fields. Interviewers wrote reports after 
each FGD and CI to reflect upon the main themes that 
emerged, the tone of the interviews, and any content that 
participants found unclear.
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Table 1  Procedures for cultural adaptation of a brief alcohol reduction intervention for people living with HIV in Uganda

Goals and activities Participants

Phase 1. Initial intervention adaptation for the setting
 ●Changes to local terminology, names, places and local statistics related to 

drinking frequencies etc
  ●Translate intervention materials into local language

None

Phase 2. FGDs to gather initial intervention feedback
 ●Obtain community, clinic and patient perspectives on the revised intervention 

content and structure and discuss mobile phone usage. Short skits by study 
staff presented parts of the intervention

 Group 1: Community Advisory Board (CAB) members (n = 9, mixed gender)
 Group 2: Clinic staff (n = 10, mixed gender)
 Group 3: Literate male hazardous drinkers (n = 7)
 Group 4: Literate female hazardous drinkers (n = 8)
 Group 5: Low-literacy male hazardous drinkers (n = 5)
 Group 6: Low-literacy female hazardous drinkers (n = 9)

Total of 6 FGDs with 48 participants
Phase 3. Cognitive interviews (CIs) to adapt workbook and booster scripts
 ●Provide opportunity for patients to describe their thoughts, understanding and 

reactions to the content of the revised in-person and live booster interven-
tion components including the drinking diary and helper handout, as well as 
confidentiality concerns

 Literate hazardous drinkers (n = 2 male and 2 female)
 Low-literacy hazardous drinkers (n = 2 male and 2 female)

Two rounds of cognitive interviews with the same 8 participants = 16 
interviews

Phase 4. FGDs and CIs to adapt workbook and take-home materials
 ●Elicit patient feedback on the clarity and relevance of the revised intervention 

workbook, drinking diary, and helper handout. Elicit responses of helpers 
(supporters of participants’ reduced drinking) in the session 2 scripts

First round FGDs:
 Group 1: Literate male hazardous drinkers (n = 9)
 Group 2: Literate female hazardous drinkers (n = 9)
 Group 3: Low-literacy female hazardous drinkers (n = 6)
 Group 4: Low-literacy male hazardous drinkers (n = 9)

Second round:
 Group 1: Literate male hazardous drinkers (n = 6)
 Group 2: Literate female hazardous drinkers (n = 6)
 Group 3: Low-literacy female hazardous drinkers (n = 6)
 Group 4: Low-literacy male hazardous drinkers (n = 8)

Total of 8 FGDs with 59 participants
Helper CIs (n = 9 participants)
 Helpers of literate hazardous drinkers (n = 7)
 Helpers of low-literacy hazardous drinkers (n = 2)

Phase 5. FGDs to adapt automated booster scripts
 ●Obtain patient feedback on the clarity and content of the automated booster 

script, including tailoring, call frequency, and adapting live booster scripts for 
automated tech delivery.

First round FGDs:
 Group 1: Literate male hazardous drinkers (n = 9)
 Group 2: Literate female hazardous drinkers (n = 11)
 Group 3: Mixed gender low-literacy hazardous drinkers (n = 8)

Second round (different participants than first round):
 Group 1: Literate male hazardous drinkers (n = 4)
 Group 2: Literate female hazardous drinkers (n = 5)
 Group 3: Mixed gender low-literacy hazardous drinkers (n = 6)

Total of 6 FGDs with 43 participants

Phase 6: CIs to test the adapted booster scripts
● Provide opportunity for patients to describe their thoughts, understanding and 

reactions to the content of each automated booster script
First round CIs:
 Low-literacy male hazardous drinker (n = 1)
 Low-literacy female hazardous drinker (n = 4)
 Literate male hazardous drinker (n = 1)
 Literate female hazardous drinker (n = 1)

Second round CIs (different participants than first round):
 Low-literacy male hazardous drinker (n = 1)
 Low-literacy female hazardous drinker (n = 1)
 Literate male hazardous drinker (n = 2)
 Literate female hazardous drinker (n = 1)

Total of 12 cognitive interviews
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Phase 1: Initial Workbook and Booster Script 
Adaptation

First, the research team identified core intervention elements 
and made “surface structure” adaptations to include local 
terminology, names, places, and statistics related to alcohol 
use [44]. The research team referred to the theory underly-
ing the HWHL intervention noted above (IMB model, social 
cognitive theory etc.), to identify core intervention elements. 
Intervention materials were then translated to Runyankole. 
Counselors were trained in Motivational Interviewing-
informed counseling by a licensed clinical psychologist and 
study co-investigator (SWK), to facilitate the description of 
the intervention during the FGDs and for the intervention 
delivery.

Phase 2: FGDs to Elicit Initial Intervention Feedback

CAB members, clinic staff and patients participated in six 
FGDs, with 5–10 participants in each group, for a total of 48 
participants (Table 1). FGDs were conducted at this stage to 
assess a broad range of perspectives on the cultural relevance 
of the key characteristics of the intervention and suggestions 
for improvement. A semi-structured discussion guide elic-
ited perspectives on the intervention content and suggestions 
for improvement. FGD with the CAB elicited community 
feedback on the relevance of the counseling messages to 
the Ugandan context and preferences for the intervention. 
The FGD with clinic staff focused on provider challenges 
and strategies for counseling clients about alcohol use, as 
well as barriers and facilitators to implementing the inter-
vention. Patient FGDs explored barriers and facilitators to 
reducing alcohol use, preferences for automated boosters, 
mobile phone usage, desired timing, frequency, and length 
of the booster messages, as well as confidentiality issues.

Phase 3: CIs to Adapt Workbook and Booster Script

Following revisions based on phase 2 FGD findings, CIs 
were conducted with eight clinic patients with low and 
high literacy levels (n = 4 male and n = 4 female). CI par-
ticipants were different than those who participated in the 
FGDs in the prior stage to gain feedback on the relevance 
and understanding of the materials from a broader patient 
population. In the first round of CIs, interviewers and par-
ticipants reviewed the revised workbook and live booster 
scripts for the first in-person counseling visit and reviewed 
the drinking diary. Participants were asked to comment on 
their understanding of every aspect of each component. 
After revisions in response to the first round of CIs, the same 
group of patients were invited back for a second round of 
CIs to review the revised materials from the first stage and 
asked to comment on whether the revisions improved the 

relevance and understanding of the materials. Participants 
also reviewed the workbook content for the second in-person 
counseling session and offered feedback on their understand-
ing of each aspect of these materials as well as their thoughts 
on timing and confidentiality issues related to the booster 
script.

Phase 4: FGDs and CIs to Adapt Workbook 
and Take‑Home Materials

Two rounds of four FGDs each were then conducted with 
clinic patients to gain feedback and group consensus on the 
revised intervention materials. The first round included 6–9 
participants in each group for a total of 33 participants. All 
participants were invited back to the second round, and 6–8 
of the same participants took part in each FGD for a total 
of 26 participants. In the first FGD, participants reviewed 
the adapted workbook for the first counseling visit and the 
drinking diary. In the second FGD, participants reviewed 
the revised materials based on their first FGD feedback, as 
well as the workbook for the second counseling visit and 
handout for patient helpers. Finally, we conducted CIs with 
nine patient-helpers to review and assess their understanding 
of the patient-helper handout and explore how they could 
better support patients.

Phase 5: FGDs to adapt Automated Booster Scripts

We then conducted two rounds of patient FGDs to gain a 
broad range of feedback on the relevance of the automated 
booster scripts. These FGDs were conducted with partici-
pants engaged in the previous data collection phases since 
they were already familiar with the other intervention mate-
rials that the booster scripts were meant to supplement. Each 
round of data collection included three FGDs, for a total 
of six groups. The first FGDs included 8–11 participants 
in each group for a total of 28 participants. Different par-
ticipants, who were involved in the previous phases of data 
collection, participated in the second round of FGDs, which 
consisted of 4–6 in each, for a total of 15 participants. The 
decision to include different participants in the second round 
of FGDs was made to ensure that the booster scripts were 
relevant and understandable to a broader patient population. 
In the first round, participants reviewed the booster scripts, 
and provided suggestions for how to improve them. In the 
second round, participants reviewed the adapted automated 
booster scripts based on the feedback from the first round of 
FGDs in this phase.

Phase 6: CIs to Test the Booster Scripts

Finally, we conducted two rounds of CIs with patients who 
participated in earlier steps of the adaptation process, again 
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due to their familiarity with the other intervention compo-
nents. The first round of CIs included 7 participants and 
the second round included 5 different participants. Different 
participants were included in the two stages to gain detailed 
feedback on the understanding of each booster script from 
a broader range of participants. In these final CIs, the inter-
viewers and participants role-played receiving the automated 
booster or the live booster sessions in real time. For exam-
ple, for the live booster session, the interviewer called the 
participant (in the same room) and read through the booster 
script and participants commented on their understanding 
of each message.

Research Ethics

This study received ethical approval from the University of 
California, San Francisco Institutional Review Board (IRB), 
the Mbarara University of Science and Technology Research 
and Ethics Committee, and the Uganda National Council on 
Science and Technology.

Analysis

The research team, including local Ugandan researchers 
as well as US-based researchers with experience in inter-
vention development in the Ugandan context, engaged in 
a rapid group analytic process [50, 51]. This analytic pro-
cess was chosen due to the pragmatic and non-exploratory 
nature of the research objectives, the multi-phased data 
collection procedures, and time constraints involved in 
preparing the adapted intervention for testing in the clini-
cal trial. All team members participated in the analysis and 
interpretation of the data. The first set of FGDs in phase 2 
were analyzed in Dedoose software using an inductive and 
deductive approach, guided by a collaboratively developed 
coding framework [52]. Data from FGDs and CIs conducted 
in phases 3 and beyond, involved a group review and discus-
sion of transcripts and interview reports, followed by col-
laborative development of analytical matrices and memos. 
Matrices were pre-populated, and themes organized by core 
elements of the intervention, while allowing unanticipated 
themes to emerge from the data.

Results

We describe adaptations of the HWHL intervention for the 
Ugandan context that were made with the intent to retain 
core intervention elements and their theoretical underpin-
nings (Table 2). We frame these cultural adaptations using 
three broad thematic categories informed both by findings 
from inductive analyses and prior theoretical approaches to 
cultural adaptation [33]: (1) social and economic contexts; 

(2) concepts and metaphors; and (3) language and commu-
nication styles.

Social and Economic Contexts of Alcohol Use

We found that drinking is largely conceptualized as a social 
activity and primarily occurs in local bars with friends, dur-
ing public celebrations and gatherings, and rarely at home. 
As one man (age 30) noted “if it is not for friends, I don’t 
drink. I only drink when I go with friends to a bar or when 
I go for a party.” As a result, we replaced references in the 
original workbook about refraining from keeping alcohol in 
the home, with information on the social contexts of drink-
ing. Because of the social nature of drinking, some partici-
pants described feeling pressured to drink by their peers and 
during social events. The pressure to drink was especially 
salient for people who worked in bars. One female bar owner 
(age 37) noted, “when I give a customer a drink, he will also 
buy for me, then I also drink. If I don’t drink, he will think 
that I have given him poison.” Accordingly, suggestions for 
how to manage working in a bar and peer pressure, such as 
drinking soda instead of alcohol (Fig. 1), were added to the 
section of the workbook that addressed strategies to handle 
risky situations for drinking.

While drinking in public was described as the norm, 
it was noted to be more acceptable for men than women. 
Some attributed this difference to gendered expectations 
that women prioritize caring for their children over drink-
ing. Such expectations were described to manifest within 
the household, with some noting that a woman drinking at 
the bar instead of staying at home or caring for the children 
could result in domestic conflict. One man (age 52) stated, 
“Most women would like to leave bars late because they also 
are stressed, but many times, they fear [...] their husbands’ 
rules. [...] However, as for the men, they do not experience 
such fears.”

While drinking in public was more socially acceptable 
for men, participants noted the negative social consequences 
for both men and women. Specifically, the financial cost 
of drinking emerged as a dominant theme across multiple 
FGDs. Some participants noted that they used the money 
needed for school fees, food, and household supplies to buy 
alcohol. This was especially salient for men, given the gen-
dered expectation that men should provide for their family. 
As one man described:

If you counted the amount of money spent on alcohol, 
money meant for the family and the people you live 
with, after becoming sober, you get so disappointed 
with yourself […] You just go to a hide-out, and by 
the time you realize the intensity of the harm, you will 
have cheated your family so much. (Male, 52 years)
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The influence of alcohol on the ability to fulfill gendered 
expectations related to caretaking and providing for one’s 
family was not included in the original intervention and 
was thus added to the workbook section on harmful effects 
of alcohol and reasons to stop drinking. Further, partici-
pants suggested that seeing the money they saved by reduc-
ing alcohol use would motivate them to reduce drinking. 
Accordingly, they requested that a column be added to the 
drinking diary to keep track of the money they spent/saved 
on alcohol each week (Fig. 2). Calculating the amount of 
money saved by reducing or quitting drinking and thinking 
about the ways that money could be spent, were also added 
to the workbook section on strategies to reduce drinking.

A related theme concerned the loss of social standing and 
reputation associated with alcohol use. One man described 
the loss of respect associated with hazardous alcohol use in 
the following way:

Another thing that can motivate you to stop [drinking] 
is the respect you have in your home and amongst your 
friends. When you get home sober, you are respected. 
However, when you come home drunk, no one will 
respect you; even your children will leave you in the 
sitting room because you are drunk. Again, when you 
see how ugly other drunkard people are, you feel you 
should leave alcohol. When you see a sober man com-
ing out of the restaurant, you are touched, and you 
want to be like him. If you also see another one who 
comes out of the bar crawling, you feel so bad, you 
want to stop. (Male, 50 years)

As a result, being respected by others was added to the 
sections focusing on reasons to reduce or quit drinking and 
the harmful effects of alcohol.

Another salient theme that emerged was that alcohol 
increased risk for theft, fights, sexual assault and intimate 
partner violence (IPV). The threat of sexual assault and 
IPV, and their interplay with health risks such as sexually 
transmitted infections (STIs) and ART non-adherence, was 
especially salient for women, as illustrated in the following 
quotes:

There are instances where you find a drunk woman 
being dragged outside [the bar] and men rape her one 
after the other, yet she is HIV positive. You find even 
the men are also infected and the woman ends up con-
tracting multiple diseases because of being drunk. 
(Female, 35 years)
Another thing that causes one to want to cut down on 
drinking, like us who have husbands, after drinking, 
a fight ensues. He will come when he is high [drunk], 
and you too are high, and you will exchange blows, 
then you will spend a week away without even taking 
your drugs [ART]. By the time you fought in the bar, 
there was no opportunity to go back home to pick your 
bag containing the drugs [ART]. (Female, 28 years)

In response to these findings, images of IPV were 
included in pictorial displays and discussed in the workbook 
section on risks of alcohol consumption (Fig. 1).

Concepts and Metaphors

Concepts

Concepts refer to the local understanding of alcohol use and 
how individuals conceptualize reducing drinking in this con-
text. Participants, particularly men, discussed the important 

Fig. 1  Images added to inter-
vention workbook as a result of 
the cultural adaptation process 
in Uganda
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role alcohol played in social and peer bonding, and feared 
losing these bonds if they stopped drinking. One participant 
shared the following:

Your friend can call you for a drink, and when you say 
that you gave up on those things, he will tell you, ‘what 
kind of man are you, a man that can’t go and mix with 
his fellow men.’ When he tells you that, you become 
so disheartened and you decide to go. (Male, 30 years)

To maintain these bonds, participants identified other 
social activities that did not include alcohol such as drink-
ing soda or tea, joining a club, playing cards, or watching 
TV (Fig. 1). Some suggested reading holy books or attend-
ing church to avoid drinking. Further, given the potentially 
negative economic consequences of drinking and the cul-
tural emphasis on providing for one’s family, participants 
expressed a desire to learn a new trade or start a business 
as an alternative to drinking alcohol. All of these sugges-
tions were included in the workbook section on strategies 
to reduce drinking.

Metaphors

Another important consideration in the adaptation process 
was the varying literacy levels in the setting. As a result, 
the team incorporated images into the workbook to help 
convey messages to participants with lower levels of lit-
eracy. A local artist created culturally relevant images to 
depict the messages discussed throughout the workbook 
including the harmful effects of alcohol (an image of a man 
holding an empty wallet and an image of a man beating his 
wife; (Fig. 1)) and how to handle risky situations (an image 
of a man drinking soda instead of beer with his friends; 
(Fig. 1)). The HWHL workbook included pie charts showing 

the proportion of men and women who frequently consume 
alcohol. However, the Ugandan research team had difficulty 
translating these to the local context in a way that would be 
accessible for the expected range of participant education 
levels. Following discussions, the pie charts were replaced 
with a discussion about norms of alcohol use in the Ugandan 
context.

The HWHL workbook included drawings to help partici-
pants visualize a standard drink. However, participants in 
the present study noted the standard drinks pictured in the 
original workbook (a mug of beer/ale, a shot of hard alcohol, 
a glass of wine etc.) were less common in Uganda. Thus, we 
added images of locally-salient standard drinks including 
a bottle of beer, a glass of “alcohol wine,” local brew and 
Ugandan hard liquor – ‘waragi’ (Fig. 3). Participants also 
suggested including the pictures of the standard drinks in 
the drinking diary to help people more accurately document 
their intake.

Language and Communication Styles

The intervention materials were translated into the local 
language, Runyankole, and the local research team flagged 
words and concepts not easily translated. For example, in 
the original version of the intervention, alcohol use was 
discussed as a risk factor for depression and anxiety. In dis-
cussions with participants, the concept of depression was 
not easily translated or understood. The most closely related 
concept was stress. While ‘stress’ is a word in both English 
and Runyankole, it is a term that includes a number of symp-
toms, which are now included in the workbook.

Considerations also had to be made for the communica-
tion styles in the context. Participants noted the importance 
of greetings and suggested that more time be spent at the 

Fig. 2  Adaptations made to the intervention ‘Drinking Diary’
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beginning of each session to formally greet participants. 
They also emphasized that we should not prioritize brevity, 
because participants did not want to feel rushed through the 
sessions. Further, congratulating individuals for their effort 
and their achievement was important. As a result, a portion 
of the first session was spent on introductions and partici-
pants were congratulated on their hard work throughout the 
workbook, particularly at the end.

Finally, while some felt it was important to congratu-
late those who met or made progress towards their drink-
ing goals, others voiced a preference for an authoritarian 
approach from counselors including directives to quit drink-
ing entirely and chastising those who did not. Such partici-
pants were concerned that messages to reduce, but not quit 
drinking, would lead to more drinking in the long term. As 
one participant shared:

There is nothing like low-risk drinking; every drink is 
harmful because it distorts one’s memory. You start 
with the intention of taking one drink, but you end up 
consuming more and more. That if you are to take two 
drinks, you will without a doubt take four and/or more. 
(Male, 36 years)

Another man (age 55) said, “We know that alcohol is 
bad, so why do you give them the liberty to drink a little? 
Let us just tell them that it is bad to drink.” The research 
team chose not to incorporate these suggestions given the 
evidence underlying IMB theory and prior empirical evi-
dence supporting the use of positive reinforcement as a more 
effective means to facilitate behavior change [37]. Punitive 
language is also at odds with the motivational interviewing 
approach, which advocates for a collaborative, affirming, 
harm reduction orientation in behavior change interventions. 
Supporting this choice, participants described that drinkers 
often face stigma in health care settings and called for more 
non-judgmental care in relation to their alcohol use. Further, 
many participants felt that booster messages of positive rein-
forcement were personally encouraging and made them feel 
cared for. As one participant said,

I will say to myself, ‘this person seems to care about 
my health more than me, why not stick to his advice?’ 
Then I do that. I feel so good because he is follow-
ing me so much, he cares about my health. (Male, 
55 years)

Discussion

We describe the adaptation of a brief alcohol reduction 
intervention, largely informed by the IMB model, for the 
Ugandan context. We identified important cultural facets of 
the drinking context and culture of Uganda, which needed 
to be accounted for in the adaptation. Among them were 
adaptations to varying literacy levels in this setting; adap-
tations intended for lower literacy participants were also 
favored by more literate participants. Key adaptations were 
made to the motivations for reducing alcohol consumption 
to include salient concepts such as retaining the respect of 
family and community members and saving money. We also 
adapted key characteristics of the original intervention to 
reflect the social nature of drinking in Uganda. For exam-
ple, we removed content focused on alcohol use in one’s 
home, and added content related to the risks of theft, fights, 
IPV, sexual assault, and peer pressure to drink. Adaptions 
to behavioral skills included identifying culturally relevant 
strategies to reduce alcohol use, such as taking tea or calcu-
lating how much money one will save through reducing or 
quitting alcohol use.

Research from Uganda has highlighted similar social and 
economic contexts of alcohol use, confirming our findings 
and supporting our rationale for making these adaptations. 
As noted previously, studies have documented the social 
nature of alcohol use [27–29] and its financial burden in this 
setting [27–29]. Research has also documented the associa-
tion between alcohol use and violence and victimization in 
Uganda [53, 54]. In agreement with prior research, we found 
that drinking was seen as threat to one’s social standing and 
reputation. Indeed, achieving the respect of one’s peers and 
community members is particularly important in SSA, where 

Fig. 3  Adaptations made to the depiction of the standard drinkss
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ties of dependence (whether mutual and inter-dependent or 
patron-client ties) work to strengthen social and financial 
stability [55]. Social standing and respectability, which is 
largely shaped by one’s ability to fulfill gendered expecta-
tions of providing for or caring for one’s family, is an impor-
tant component of both masculine and feminine gender nor-
mativity in similar settings [56, 57]. Men with families in 
this setting are also motivated to reduce drinking to maintain 
the respect of their families and communities allowing for 
better fulfillment of their gendered role as fathers and pro-
viders [28, 53].

Our cultural adaptation is consistent in some respects 
with prior adaptation frameworks in that we conducted 
formative qualitative research to understand the local cul-
tural context of alcohol consumption, and reviewed alcohol 
reduction EBIs for PLHIV to inform the selection of the 
HWHL intervention [15, 31, 32, 34–36]. We identified and 
retained the core elements of the HWHL intervention [32, 
34–36], and conducted FGDs to assess which key charac-
teristics of the intervention were salient and needed to be 
adapted [32, 34–36]. We also conducted role-plays of inter-
vention components with patients, which is similar to the 
“theater test” in the ADAPT-ITT model [36], whereby facili-
tators implement modules of the EBI that capture the core 
elements of the intervention with the target population. After 
the theater testing, the audience provides feedback about 
the appropriateness of each module and identifies additional 
activities that should be included to enhance the interven-
tion’s relevance and impact.

Several aspects of the adaptation approach for this study 
are to our knowledge unique: the adaptation process was 
highly iterative, involving four rounds of FGDs and three 
rounds of CIs with patients and stakeholders. Intervention 
content was revised after each data collection point, yield-
ing ten phases of revision. Previous cultural adaptation 
approaches typically only include two to three phases of 
review and revision [15, 32, 34, 36]. This iterative approach 
permitted multiple opportunities for the target population to 
provide input. Previous cultural adaptation approaches allow 
for limited input from the target population, with many rely-
ing primarily on key stakeholders or experts [15, 32, 36]. For 
example, while ADAPT-ITT allows for the target population 
to provide input about the relevance and acceptability of 
the original intervention at the beginning of the adaptation, 
this framework does not re-engage the target population in 
reviewing the adapted intervention, and instead, relies on 
topical experts [36]. By allowing the target population ample 
opportunity to provide feedback, our approach potentially 
increases the saliency of concepts, and addresses the unique 
needs of the target population.

The inclusion of CIs as a method appears to be particu-
larly novel. In our review of existing cultural adaptation 
approaches for EBIs, none mentioned using CIs as a method. 

This approach is particularly relevant for cultural adaptations 
as it provides insight into how participants understand the 
context of the intervention, and in turn, allows researchers to 
ensure that adapted materials convey their desired meanings.

While the process described above was conducted to 
culturally adapt an EBI to reduce alcohol use and improve 
health outcomes of PLHIV, a similar process could also be 
beneficial for researchers conducting cross-cultural alco-
hol-related HIV prevention research. As noted previously, 
research has documented that the norms and context of alco-
hol use varies across cultures and countries [23, 24, 58]. It 
is critical for interventions seeking to reduce alcohol and 
its negative effects on HIV risk behaviors, to consider how 
the dynamics of alcohol use (e.g., norms, values, customs, 
and contexts of alcohol use) might differ across cultures, 
and tailor their interventions accordingly. Failing to account 
for these cross-cultural differences could limit intervention 
relevance and, ultimately, its efficacy and effectiveness [31].

Despite the strengths of this adaptation method, there 
are some limitations. Specifically, although the multiple 
iterations of data collection and intervention refinement 
likely improved the saliency of the intervention for the 
Ugandan context, the process may be too time-consuming 
for researchers in other settings. However, we believe that 
engaging the target population in the process of adapta-
tion, including checking to ensure adaptations successfully 
reflected their input, may facilitate the success of an adapted 
intervention. The study team was not able to incorporate 
every adaptation recommended by participants (for example, 
as mentioned, we refrained from reprimanding people for 
not achieving goals); there are instances where the inter-
vention design ran counter to what some participants would 
have preferred, in order to retain fidelity to the theoretical 
underpinning of the intervention.

Conclusions

Our approach towards cultural adaptation of a brief alcohol 
reduction intervention for PLHIV in Uganda involved iden-
tifying core theoretically informed elements, and iteratively 
modifying content following multiple rounds of data collec-
tion and analysis. This approach offered the target population 
multiple opportunities to provide input and ensured that their 
voices shaped the product even as fidelity to key interven-
tion characteristics was retained. The intervention is currently 
being tested for efficacy.
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