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Abstract

Objective: Uganda is HIV-endemic with a prevalence of 5.7%. Lack of epidemic control has 

been attributed to low engagement with HIV testing. Collaborating with informal healthcare 

providers, such as traditional healers, has been proposed as a strategy to increase testing 

uptake. We explored acceptability and implementation of an HIV testing program where 

traditional healers delivered point-of-care testing and counseling to adults of unknown serostatus 

(clinicaltrials.gov NCT#03718871).

Methods: This study was conducted in rural, southwestern Uganda. We interviewed participating 

traditional healers (N=17) and a purposive sample of trial participants (N=107). Healers were 

practicing within 10 kilometers of Mbarara township, and 18+ years old. Participants were 18+ 

years old; sexually active; had received care from participating healers; self-reported not receiving 

an HIV test in prior 12 months; and not previously diagnosed with HIV-infection. Interviews 

explored perceptions of a healer-delivered HIV testing model and were analyzed following a 

content-analysis approach.

Results: Most participants were female (N=68, 55%). Healer-delivered HIV testing overcame 

structural barriers such as underlying poverty and rural locations that limited use, as transportation 

was costly and often prohibitive. Additionally, healers were located in villages and communities, 

which made services more accessible compared with facility-based testing. Participants also 
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considered healers trustworthy and “confidential.” These qualities explain some preference for 

healer-delivered HIV testing, in contrast to “stigmatizing” biomedical settings.

Conclusions: Traditional healer-delivered HIV testing was considered more confidential and 

easily accessible compared to clinic-based testing. Offering services through traditional healers 

may improve uptake of HIV testing services in rural, medically pluralistic communities.
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Introduction

In 2020, an estimated 37.5 million people were living with HIV globally[1]. While global 

trends show an increase in HIV prevalence and significant declines in AIDS-related deaths, 

largely due to the increase of antiretroviral treatment (ART), Sub-Saharan Africa still carries 

a disproportionate burden of HIV[2,3]. Sub-Saharan Africa is inhabited by 12% of the 

world’s population, yet accounts for over 70% of the global HIV burden[4]. Six percent 

of people living with HIV (PLWH) reside in Uganda alone, with a national prevalence of 

5.7%[4,5]. HIV testing is essential to facilitate entry into HIV care and prevent onward 

transmission[6–9]. However, over 25% of HIV-infected Ugandans are unaware of their status 

and nearly one third of sexually active men have never been tested for HIV[5].

HIV testing services are frequently located at healthcare facilities. Provider-initiated HIV 

counseling and testing is the primary avenue for HIV testing at healthcare facilities in Sub-

Saharan Africa, but is predicated on an individual seeking facility-based clinical care in the 

first place[10–12]. In Uganda, utilization of these clinic-based services is limited by several 

factors including cost of transportation, waiting time to access centralized services, HIV-

related stigma, and lack of perceived need for testing[13–16]. Various community-based 

HIV testing strategies have been employed in Uganda to improve uptake of testing with 

varying degrees of success[17]. A hybrid approach using a combination of mobile clinics 

and community health worker-delivered home testing improved HIV testing uptake from 

57% to 92% after one year[18]. Other home-based strategies have relied on partner- and 

peer-delivered HIV self-tests, and technology-assisted HIV self-testing. These strategies 

have achieved HIV testing uptake of 77%, 82%, and 83% uptake, respectively[19–21]. The 

effectiveness of these community-based strategies has been limited by low literacy, a desire 

for pre- and post-test counseling, and, in some cases, misinterpreting results[22–25]. As 

such, HIV testing rates among rural Ugandans remain far below UNAIDS benchmarks[26].

Another factor contributing to low uptake of HIV testing in Uganda, and across Sub-Saharan 

Africa, is that people rely on both facility-based care as well as informal healthcare 

providers. Informal providers, such as traditional healers, frequently serve as the first line 

of healthcare for many Ugandans[27–31]. However, healers typically do not routinely offer 

HIV counseling or HIV testing services. Prior research from rural Mozambique showed that 

many PLWH utilize traditional healers, and that visiting a traditional healer exponentially 

prolongs time to HIV diagnosis[32]. Some have suggested that traditional healers might be 

able to improve uptake of HIV services among their clients[33–36].
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This qualitative study was conducted as part of a cluster randomized trial where traditional 

healers were trained to deliver HIV counseling and facilitate HIV self-testing among adults 

of unknown HIV serostatus (ClinicalTrials.gov NCT03718871). In the parent study, the 

primary outcome was receipt of an HIV test. Results from the trial showed that by training 

traditional healers to deliver HIV counseling and offer self-testing, uptake of HIV testing 

increased more than four-fold among adults of unknown HIV serostatus, compared with 

referral for facility-based testing. HIV testing uptake was 23% among participants in the 

control arm who were referred for facility-based HIV testing, compared with 100% in 

the intervention where HIV self-testing was offered at the traditional healer practice. Trial 

details and results are described elsewhere[37]. We conducted individual interviews with 

trial participants in order to evaluate the acceptability of the traditional healer-delivered 

intervention and characterize trial results in the context of participant experiences.

Methods

Study Setting and Design

This study was completed in Mbarara District, Southwestern Uganda, which has a 

disproportionately high HIV-prevalence of 7.9%, compared with the national prevalence 

of 5.7%[5,38]. In Mbarara, both provider- and patient-initiated HIV testing are available at 

both government-run and private health clinics. The Immune Suppression Syndrome clinic 

is the largest government-supported HIV clinic in the District, which provides free care to 

a catchment area of nearly 475,000 residents. HIV testing is also a central component of 

prenatal care. Mobile and community-based testing campaigns are sporadically present; 

people who receive care from traditional healers report having primarily used clinical 

facilities for prior HIV testing[39].

The World Health Organization estimates that nearly 80% of the population in Uganda 

utilizes indigenous traditional medicine[40]. A previous study from Mbarara showed that 

98% of clients of traditional healers also utilize formal facility-based care, although healers 

are visited more four times more frequently[39]. In the parent trial, traditional healers 

were recruited as clusters, and as the unit of randomization. Seventeen traditional healers 

in Mbarara Township were randomized to an intervention or usual care (control) arm. In 

the intervention arm, nine healers offered supervised HIV self-testing (Oraquick©) at their 

practices with pre- and post-test counseling. In the control arm, eight healers delivered 

protocolized usual care with HIV education and a referral to existing clinic-based HIV 

testing services. 250 individuals were enrolled per study arm between August 2019 and 

February 2020 (overall N=500). The trial’s primary outcome was HIV testing within 90 days 

of study enrollment and secondary outcomes included new HIV diagnoses and linkage to 

care for those newly diagnosed as PLWH.

Sampling and Recruitment

All participants included in this qualitative study were originally recruited as part of 

the parent trial. Purposive sampling was used to identify a sample of trial participants 

representing the range of trial outcomes, recruitment sites, gender and age. Inclusion criteria 

from the parent study were as follows: 1) 18 years of age or older; 2) sought care from 
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participating traditional healers during the trial enrollment period, 3) sexually active, defined 

as self-report of ever having intercourse; 4) self-report of not having received an HIV test 

in the prior 12 months; and 5) not previously diagnosed with HIV-infection. Interviews 

with traditional healer clients in both study arms were conducted following 90-day study 

follow up. Participating traditional healers from both study arms were invited to complete 

an interview after recruitment had been completed at their practice location. All participants 

provided written informed consent. Participants were contacted by co-authors PT and GN 

via telephone and invited to take part in an interview. Overall, 124 individuals were recruited 

into this qualitative study.

Data Collection

All interviews were conducted in-person between December 2019 and May 2020. Interviews 

were conducted in the local language (Runyankole) and translated/transcribed into English 

for analysis, by two co-authors (PT, GN) who are fluent in both languages. Interviews 

were conducted following an interview guide to maintain focus on certain key topics, 

while allowing for open-ended participant responses. Interviews for trial participants and 

traditional healers explored the following topics: 1) general experiences participating in the 

trial; and 2) perceptions of traditional healers being involved in HIV counseling and testing 

services. In addition, participant interviews explored factors influencing outcome of HIV 

testing or not testing. Interviews lasted approximately 60 minutes, and were audio recorded 

to facilitate verbatim transcription/translation.

Data Analysis

Following an inductive, content-analysis approach[41], all transcripts were reviewed to 

develop a coding scheme relevant to the trial outcomes, and to describe experiences of trial 

participants. Codes were independently developed by two authors (MP, RS) in vivo, through 

repeated engagement with the dataset. Coding schema were compared, with discrepancies 

in codes resolved through discussion until a consensus was reached. Using a framework 

approach[42], coded data was organized by topic, and entered into an analytical matrix by 

author MP. Authors MP and RS reviewed the matrix to identify larger concepts that could 

explain results of the parent trial.

Ethics Approvals

This study was approved by the Weill Cornell Medicine Institutional Review Board 

(Protocol 18–03019105), the Mbarara University of Science and Technology Institutional 

Review Board (Protocol 16-/01–17), and the Ugandan National Council on Science and 

Technology (Protocol SS-4338). All interviews were conducted in secure, private locations 

to maintain participant confidentiality.

Results

Characteristics of study participants:

A total of 107 adults receiving care from traditional healers and 17 traditional healers 

were included in this study. All potential participants who were invited agreed to complete 

an interview. A summary of characteristics of interview participants is shown in Table 
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1. Characteristics were largely similar between those recruited from the control and 

intervention arms. The majority of clients of traditional healers were female (N = 62, 

58%). Out of 107 interviews, approximately ⅓ (N = 38) were conducted with intervention 

arm participants. Ages ranged from 19 to 80 years old, with mean age of 35 years. Most 

participants had completed primary school or less. Participants had not received an HIV 

test for an average of 30 months (SD = 21.2) Interviews were also conducted with the 17 

participating traditional interviews. The mean age of healers was 44 years old, and 7 were 

female (41%). Healer specialties included spiritual healers (N = 6, 35%), herbalists (N = 5, 

29%), bonesetters (N = 4, 24%) and traditional birth attendants (N = 2, 12%).

Qualitative results

This qualitative study explored issues related to receiving HIV testing, with special attention 

to provider and participant experiences. First, we present factors contributing towards low 

uptake of existing HIV testing services. Second, we explore variables that explain high 

uptake of HIV testing when self-testing was offered by the traditional healers. Third, 

we report other potential avenues for traditional healers to be incorporated into the HIV 

continuum of care. Finally, we present an overall framework that explains how a POC HIV 

testing program successfully expanded uptake of HIV testing among adults who received 

care from traditional healers. In Table 2, we present excerpts from interview transcripts to 

illustrate our findings, which are numbered for reference.

Explaining uptake of clinic-based HIV testing at existing facilities—Study 

participants described three important barriers to receiving an HIV test at existing facilities. 

First, testing services were frequently located outside of a radius which could be reached on 

foot. Motorized transport was necessary to access these services, and many lacked funds for 

transportation (Table 2: Q1). Lack of money for transportation was described as a significant 

barrier to uptake of HIV testing, with competing household costs as a common reason for 

inability to pay for transportation.

Second, participants described difficulty finding time to travel to facilities. Perceived lack 

of time for testing, and prioritization of income generation, created barriers to uptake of 

facility-based HIV testing (Q2). Finally, HIV-related stigma was a significant deterrent 

from seeking testing at clinical facilities. By presenting for HIV testing, patients reported 

feeling stigmatized about potential serostatus or being engaged in high-risk activities (Q3). 

Even general health facilities maintained dedicated spaces and queues for HIV testing and 

services. By seeking care at existing clinical locations, patients describe feeling unable to 

maintain confidentiality regarding the purpose of their visit.

Despite aforementioned challenges, 23% of control arm participants presented for facility-

based HIV testing. Among those receiving testing, they described HIV education and 

referrals from traditional healers as particularly impactful. Participants reported that they felt 

“encouraged” by healers to maintain their health, which motivated them to seek testing (Q4). 

Others reported that support from their peers was a critical component of their decision to 

receive HIV testing. Forms of peer support included visiting the HIV testing facility together 
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and sharing transportation costs, which reduced each person’s financial burden (Q5). There 

was no observable trend in modality of peer support when considering age or sex.

Explaining high uptake of HIV testing delivered at traditional healer locations
—We note three factors that explain the significant success of HIV testing delivered by 

traditional healers directly to their clients. First, although technology of oral swab HIV 

testing was new to many participants, the self-test results were viewed as trustworthy. After 

receiving an HIV test as part of the trial, participants did not generally feel the need to 

confirm the results. Some participants did, however, express that they sought verification 

from healthcare professionals regarding the validity of self-test results, particularly because 

the technology was unfamiliar. Healers similarly reported ease and confidence in use of 

the POC oral swab test (Q6). In addition, our participants report being pleased with the 

traditional healers’ role delivering HIV testing as part of the study. While some were 

surprised to see that their healer could offer such services, they generally welcomed the idea 

(Q7).

Second, participants expressed a preference for HIV testing at the traditional healer 

practice rather than at clinical facilities because many had pre-existing relationships with 

healers. Healers and their clients have the benefit of living in the same community, which 

was described as providing foundations of trust, interpersonal comfort, and familiarity 

(Q8). Additionally, receiving HIV testing at the healer location was described as more 

“confidential,” compared with presenting to facility-based testing sites. Specifically, 

healers treat many types of ailments and participants reported being less concerned with 

anticipated stigma of seeking HIV-testing when visiting a traditional healer (Q9). Therefore, 

healer-delivered HIV testing allowed clients to retain privacy regarding the reason for 

the visit. Finally, healers are accessible and have locations within their communities. 

These characteristics supported delivery and uptake of HIV testing at their locations, 

circumventing the financial barriers of accessing clinic-based services (Q10).

Taken together, these factors contributed towards high acceptability of traditional healer-

delivered counseling and HIV testing. The overwhelming success of this intervention can 

be attributed to positive user and provider experience with HIV self-testing technology, and 

the strong sense of trust and confidentiality patients have with traditional healers. Given that 

healers are located in communities, HIV testing delivered at these locations were easier to 

access, compared with facility-based services.

Traditional healers could potentially support clients through the HIV 
continuum of care—Study participants explained how traditional healers could be further 

incorporated into the HIV continuum of care for PLWH. While we did not instruct healers 

to provide support for those newly diagnosed as PLWH, interviews with participants 

revealed that healers were spontaneously providing assistance for these clients. In some 

cases, traditional healers decided to accompany PLWH to the HIV clinic to either initiate 

or reinitiate ART (Q11). Clients of traditional healers who were newly diagnosed with 

HIV described the desire for psychosocial support from their healers (Q12), explaining 

that adherence support and counseling delivered by traditional healers would be impactful 

towards maximizing ART uptake and adherence. We also noted that healer-delivered post-
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test counseling motivated clients newly diagnosed with HIV to accept their diagnosis 

and adhere to treatment plans (Q13). In some cases, intervention arm healers’ post-test 

counseling also encouraged PLWH to disclose their status to sexual partners and provided 

education on partner testing (Q14).

Summary of study results explaining intervention success

We describe low uptake of existing HIV testing services as a function of three significant 

barriers: 1) lack of funds for transportation; 2) lack of time away from income-generating 

activities; and 3) HIV-related stigma. In contrast, HIV self-testing delivered by traditional 

healers had high uptake, which can be explained by 1) acceptability of healer-facilitated 

HIV counseling and self-testing; 2) preference for healers’ “confidential” practices; and 3) 

accessibility of healer locations. Taken together, we developed a framework to summarize 

user experiences with explanations of how the intervention processes supported HIV testing 

uptake (Figure 1).

Our findings indicate that delivery of HIV self-testing was successful in these contexts 

because traditional healers wield social capital, as demonstrated by preference for receiving 

testing from healers compared with clinical facilities, and participants’ confidence in healer-

delivered HIV counseling and testing. This social capital could even overcome inhibitory 

social factors such as HIV-related stigma. Healers are also locally embedded providers, with 

practice locations close to the homes of their clients, circumventing economic and logistical 

challenges associated with transportation.

Discussion

Our qualitative data illustrate how an HIV counseling and testing program delivered by 

traditional healers significantly increased uptake of HIV testing among a sample of adults 

of unknown serostatus in rural Uganda. We noted that byproducts of poverty and HIV-

related stigma created significant barriers to uptake of clinic-based testing. Our data explain 

some of the success of the healer-delivered testing program were because of perceived 

trust, confidentiality, and ease of access. We also note that traditional healers may be 

well-positioned to provide support for downstream components in the HIV continuum of 

care.

Our work illustrates how and why current clinic-based HIV testing programs may not 

effectively increase uptake of HIV testing in global, low-resource contexts. In rural 

settings, where communities are often geographically isolated, accessing and utilizing clinic-

based facilities presents challenges that deter engagement with healthcare services. These 

economic and logistic barriers are not unique to HIV testing, and may reflect barriers 

to healthcare utilization in rural, impoverished settings more broadly. Transportation as a 

barrier to accessing HIV services have been previously described in other resource-poor 

settings[15,43–48]. Additionally, we found that many participants tended to prioritize 

income generating activities over HIV testing; this finding mirrors other work which 

illustrates similar emphasis on economic productivity over healthcare utilization, particularly 

among men[49–52]. Finally, our participants described anticipated stigma of being seen 
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at HIV testing facilities, which is consistent with the literature demonstrating that stigma 

remains a pervasive barrier to engagement with HIV services in Sub-Saharan Africa[53–57].

Structural and social factors such as poverty and HIV-related stigma are not easily 

modifiable and must be accounted for during implementation of health-related interventions. 

Consequently, traditional healers present a local, culturally concordant solution with the 

potential to overcome many barriers associated with clinic-based facilities. Participant 

preference for traditional healers over facility-based clinical care is an important 

factor driving the success of this intervention. Healers are consulted for a myriad of 

health concerns; they are considered highly respected members of the community, and 

consequently wield enormous influence [28,29,58]. Our findings suggest that healers’ 

social capital plays an important role in overcoming social factors such as HIV-related 

stigma and lack of confidentiality at clinic-based facilities. Participants noted feeling more 

comfortable being tested by someone they know and trust, and preferred being tested in 

the privacy of their healer’s worksite as opposed to being identified at HIV testing clinics. 

Participant narratives also suggest that HIV self-testing technology was readily accepted 

due to trust and confidence participants had with their healers despite the technology being 

new to participants. From the provider’s perspective, our data demonstrate that traditional 

healers are both willing and able to provide HIV counseling and testing. Healers in other 

settings have similarly expressed interest in delivery of HIV testing[59]. Finally, traditional 

healers are locally embedded in their communities, and within walking distance of most of 

their clients, removing logistical and economic barriers associated with accessing clinical 

facilities.

Furthermore, given that 50% of African PLWH default from HIV care within two years, 

additional support measures are needed to improve retention in HIV care[60]. Use of 

community lay providers to deliver non-clinical support for PLWH, such as psychosocial 

and adherence support, has effectively increased entry and retention in the HIV continuum 

of care[34,61–66]. However, traditional healers remain an untapped resource as community 

lay-providers for non-clinical HIV care. Our data suggest they could play an important role 

in supporting linkage to care, ART initiation and adherence. Further research is needed to 

explore the potential of incorporating traditional healers into additional steps of the HIV 

continuum of care.

Our study has few limitations. The majority of participants were among control arm 

participants. These participants were intentionally over-sampled to explore experiences 

of receiving an HIV test at a clinical facility versus not testing in this sub-set of trial 

participants. Another limitation of this study is recruitment bias. All trial participants were 

either traditional healers or adults seeking care from traditional healers. The barriers to HIV 

testing described in this study may not reflect barriers to facility-based care among those 

who prefer or exclusively use formal clinical services. However, the vast majority of people 

in Sub-Saharan Africa receive care from traditional healers[67], which suggests our findings 

may be generalizable to other African contexts. The goal of qualitative research is to present 

highly detailed and contextual results. Additional work is therefore needed to evaluate if our 

findings are generalizable to other HIV endemic regions. Finally, further studies are needed 

to assess if use of traditional healers as health care extenders is a cost-effective strategy.
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Failure to engage with HIV testing services remains a significant challenge for controlling 

the HIV endemic in Sub-Saharan Africa. We identified social and structural factors that 

deter engagement with existing clinic-based HIV testing services, and demonstrate how 

traditional healer-delivered services are a viable solution for improving uptake of HIV 

testing. Traditional healers were a culturally acceptable and effective way to improve uptake 

of HIV testing in a rural Ugandan community, and could be strong partners to improve HIV 

testing in other areas of Sub-Saharan Africa.
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Figure 1. 
Summary of study results explaining high uptake of traditional healer-delivered HIV 

counseling and testing intervention, compared with usual clinic-based HIV testing.
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Table 1.

Participant demographics.

Characteristic Healer patients (n = 107) Healers (n = 17)

Female, n (%) 62 (58) 6 (35)

Age (years), (mean, SD) 35 (14.1) 44 (11.5)

Intervention arm, n (%) 38 (35.5) 9 (52.9)

Highest level of education, n (%) Primary school or less, 59 (55.1)
Secondary school, 29 (27.1)
Diploma or higher, 19 (17.8)

Primary school or less, 5 (29.4)
Secondary school, 7 (41.2)
Diploma or higher, 5 (29.4)

Ever received an HIV test, n (%) 97 (93%) 16 (94%)

Months since last HIV test, mean (mean, SD) 30 (21.2) N/A

*
Data for date of last HIV test was not collected for traditional healers
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Table 2.

Summary of themes pertinent to trial results and quotes from exit interviews

Trial Result Theme Representative Quotes

Low uptake of 
clinic-based testing 
in the control arm

Long distance 
to clinics and 
lack of motorized 
transportation

Quote 1: “We failed to get money for transportation to the hospital [for testing]. 
In fact, if you had brought testing kits and done it at the healer’s place, that 
would have helped us so much because getting money for transport is not easy. I 
have a lot of other things to spend money on, like school fees for my children.” – 
Control arm participant, Female 39 years old

Prioritizing income 
generating activities 
over HIV testing

Quote 2: “People [like me] driving motorcycle taxis, we are always up and 
down… moving here and there. If you set a day and go there [to test], you end 
up failing because you want to make money instead. I tell myself to first make 
money, and then go to the hospital when I am free.” - Control arm participant, 
Male 31 years old

HIV-related stigma Quote 3: “We are also faced with a big challenge of stigma in our community, 
and do not want to be identified or associated with HIV issues at the health 
facility.” - Control arm participant, Male 39 years old

Healers’ counseling 
was sometimes 
adequate to support 
uptake of HIV testing

Quote 4: “I realized that healers can also do a great job in promoting good 
health and they can reach out if trained. She [the healer] did a great thing 
encouraging us to [HIV] test, and to help me know how I stand health wise.” - 
Control arm participant, Female 49 years old

Peer support improved 
uptake of HIV testing

Quote 5: “I started thinking of when to go to the hospital, and in fact when I 
was going back home I went with a neighbor who suggested that we go to the 
hospital the next day and test. She further suggested that we wake up early in 
the morning and walk to the hospital then test and come back … we looked for 
money and went together on one motorcycle.” - Control arm participant, Female 
49 years old

High uptake of HIV 
testing delivered at 
traditional healer 
locations among 
intervention arm 
participants

Acceptability and ease 
of POC HIV testing 
technology

Quote 6: “The method of HIV testing used was an oral swab, which to me is so 
perfect. People liked it because it is not painful at all and, personally, I did not 
get any trouble using it because I was trained. I also realized that it is a very safe 
method for both myself - who is handling the test - and the patient, because it 
does not include [finger] pricking.” - Intervention arm traditional healer, Male 49 
years old

Quote 7: “Seeing a healer testing for HIV - moreover through saliva - it was 
unique and amazing! I really thank [my healer] for her services. I would not 
have known my HIV status if she had not tested me. And I thank you for 
extending HIV testing services to traditional healers because I believe these 
healers will make a big difference in our communities.” - Intervention arm 
participant, Female 34 years old

Close relationships 
between community 
members with 
perceived 
“confidentiality” of 
practices

Quote 8: “Our people believe and trust in the traditional healer so much, we 
are so much connected and at the same time we live together … [Community 
members] feel more comfortable to receive HIV testing services from their 
villages and by the people they are comfortable with.” - Intervention arm 
participant, Female 39 years old

Quote 9: “When HIV testing services are introduced to such areas, it will be 
a very good idea because people will easily get motivated to test since there 
is some level of confidentiality. Most people fear to test because of lack of 
confidentiality at the hospitals. But, it is not easy for people to know what has 
taken you to the traditional healer’s premises.” - Intervention arm participant, 
Female 55 years old

Healer practices are 
accessible

Quote 10: “The study is very good and I think it will be beneficial for some 
of us who don’t have money to take us to the hospitals. That is how I saw this 
study - it was helping people that are poor and can’t afford health services like 
HIV testing. The fact that they used a person close to most of the people in this 
village, it helps many people.” - Intervention arm participant, Female 28 years 
old

Traditional healers 
could support clients 
through the HIV 
continuum of care

Healers spontaneously 
accompanied PLWH 
to HIV clinics to 
(re)initiate ART

Quote 11: “There is one client [not in the trial] who had stopped taking ART but 
when I counseled her, she agreed to [re-initiate ART], and I took her back to the 
health facility to resume care.” - Intervention arm traditional healer, Female 40 
years old

Clients described a 
need for continued 

Quote 12 : “It is very important for healers to continue sensitizing their 
clients about HIV and encourage them to go for HIV testing whenever they 
come to them. For those who are found HIV infected, she has to continue 
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Trial Result Theme Representative Quotes

psychosocial and 
adherence support

counseling them not to give up and adhere to their medication.” - Intervention 
arm participant, Male 48 years old (newly diagnosed with HIV infection in the 
trial)

Healers delivered 
effective post-test 
counseling

Quote 13: “I was informed that I was HIV positive. I was so surprised, got 
so worried… I had to gather the courage to take medicine every day and to 
live knowing that what I am suffering from will never get cured. But from 
the counseling that I received [from the healer], I felt encouraged. I am now 
so comfortable and sure that I will live longer as I will try to follow all the 
instructions given to me by the [HIV clinic workers].” – Intervention arm 
participant, Female 45 years old (newly diagnosed with HIV infection in the 
trial)

Quote 14: “I gave him [the client newly diagnosed with HIV] more counseling 
and encouraged him to swallow his medicines, I also asked him the number of 
sexual partners he has and he told me three. I encouraged him to take them for 
testing. “ – Intervention arm traditional healer, Male 27 years old
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