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Abstract

Hypertension disproportionate affects people living in African countries, where there are many
challenges to appropriate diagnosis and treatment, and many people with hypertension utilize
traditional healers as their primary source of healthcare. In this study, we sought to understand
factors driving healer utilization among people with hypertension. We conducted 52 semi-
structured interviews with traditional healers, patients, and healthcare providers in the Mwanza
region of Tanzania. We used the Andersen model of healthcare utilization to organize our findings
on factors driving utilization of traditional healers for hypertension care. Traditional healers
routinely provide care to hypertensive patients and are a critical component of the healthcare
landscape. However, healers also operate independently of the biomedical healthcare system, and
biomedical providers may hold negative perceptions of healers. Further, healers were described as
preferential by patients due to convenient locations of their practices and perceived improvement
of hypertension symptoms with traditional treatment. Finally, healers expressed a desire for more
formal collaboration with biomedicine to improve patient care. Our findings may guide future
interventions in Tanzanian communities and elsewhere where traditional healers may act as
partners to allopathic providers and patients in the continuum of hypertension care.
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INTRODUCTION:

Hypertension is a major risk factor for early onset cardiovascular disease and death (Chow
et al., 2013), accounting for over 200 million disability-adjusted life years, with nearly

1 billion adults living with hypertension (Forouzanfar et al., 2017). As the prevalence

of hypertension increases globally, the burden of this chronic disease disproportionately
impacts the poor (Global Burden of Diseases, 2015). Lower socioeconomic status has been
shown to correlate with poor outpatient management of hypertension and higher rates of
hypertensive crisis (Ferdinand et al., 2017). Over 75% or cardiovascular deaths globally
occur in low and middle-income countries (LMICs) (Schutte et al., 2021), where less than
half of adults are aware of their diagnosis and less than 10% have controlled hypertension
(Chow et al., 2013).

In Tanzania, hypertensive crisis is the second leading cause of hospital admissions and
deaths after HIV (Peck et al., 2013). It is estimated that 16% of Tanzanian adults are living
with hypertension, yet as many as 65% of patients are unaware of their diagnosis (Kavishe
et al., 2015). Structural challenges to hypertension prevention and control include poverty,
limited facilities and appropriate diagnostic and treatment resources, and an insufficient
number of healthcare providers (Seedat, 2015; Vedanthan et al., 2015). Consequently,
engagement with the biomedical healthcare system is suboptimal. One study found that

in a 12-month period, only 34% of hypertensive patients sought clinic-based follow-up care
(Bovet et al., 2008). Of the 34% who returned for follow-up care, less than 10% of patients
were taking prescribed antihypertensive medication (Bovet et al., 2008).

Outside of formal biomedical facilities, patients in sub-Saharan Africa often seek care

from informal health care providers, such as traditional healers (TH). Across sub-Saharan
Africa, many rely on TH as their primary source of healthcare (Kim et al., 2020; Oyebode
et al., 2016). In Tanzania, up to 80% of the populace utilize traditional medicine (World
Health Organization, 2019). For hypertension treatment, specifically, previous studies have
reported that about 40% of hypertensive patients concurrently receive care from both TH
and allopathic providers (Azizah et al., 2021; Hughes et al., 2013; A. C. Liwa et al., 2014).
One study conducted in Mwanza, Tanzania found that 25% of patients hospitalized with
hypertension-related disease used traditional medicine (A. Liwa et al., 2017). Another study
conducted across 12 African countries found that users of TH had poor treatment adherence,
and greater odds of severe hypertension and hypertension-related complications (Lassale

et al., 2022). These studies suggest that TH are an essential component of the healthcare
ecosystem in Tanzania and may play a role in shaping their hypertensive clients’ healthcare
seeking trajectory.

Prior studies indicate that patients use TH instead of biomedical facilities because of
perceived lower costs of services, ease of access, perceived futility of allopathic medicine,
and provision of psychosocial support (Kolling et al., 2010; Marten, 2022; Nnko et al., 2015;
Oke & Bandele, 2004). There are only a few studies considering patients with hypertension
using TH specifically. Studies conducted in Nigeria, Zambia, Cameroon, and South Africa
suggest that TH treat hypertensive clients and have some basic knowledge about symptoms
and risk factors for hypertension (Frimpong & Nlooto, 2019; Goma et al., 2016; Meli et al.,
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2009; Osamor & Owumi, 2010). However, there is a dearth of information indicating why
patients with hypertension visit TH, or how TH manage their clients with hypertension or
display symptoms consistent with hypertensive emergency. These gaps in knowledge limits
our ability to improve hypertension outcomes among adults in sub-Saharan Africa who may
utilize traditional medicines exclusively or in conjunction with formal biomedical services.

Because little is known on this topic, we conducted an exploratory, qualitative study to
capture perspectives of stakeholders involved in the continuum of hypertension care in our
study site of Mwanza, Tanzania. The primary aim of this study was to characterize TH
knowledge and practices surrounding hypertension via in-depth qualitative interviews with

a sample of traditional healers, clinical providers, and adults with hypertension. In this
paper, we describe the findings of our study and discuss the implications this may have on
future public health interventions for hypertension management and control in similar LMIC
contexts.

METHODS

Research Design and Setting

The study region of Mwanza, Tanzania is a port-city on Lake Victoria in Northwestern
Tanzania and is the second largest city in Tanzania. About 60% of Tanzanians identify as
Christians, followed by 35% Muslim. In the study region, as across sub-Saharan Africa,
there is an extensive history of practice and utilization of traditional medicine. TH are
ubiquitous in both urban and rural communities. Tanzanian TH are governed by the
Tanzanian Traditional and Alternative Medicines Act of 2002 (United Republic of Tanzania,
n.d.). This law relegates traditional healers as practitioners under the Ministry of Health,
and under this law all traditional healers must formally register with the Traditional and
Alternative Health Practice Council to legally provide care to clients.

The study also involved clinical providers and patients with hypertension from the outpatient
medical clinics of three hospital facilities in Mwanza City, Tanzania. The three study sites

all together serve approximately 3000 adults living with hypertension annually. All clinics
were following the national guidelines for treating hypertension (Ministry of Health, 2018).
Patients pay for services through a combination of insurance, government subsidy, and
out-of-pocket contributions.

Sampling and Recruitment

Purposive sampling was used to identify practicing traditional healers registered under

the Traditional and Alternative Medicine Council in Mwanza. Potential participants were
contacted by telephone and asked to participate in the study. Those that agreed were then
recruited for the study. Eligibility criteria for TH included age =18 years and registration
to practice in Tanzania. All healers were registered as herbalists. Clinical providers and
patients with hypertension were recruited at the clinic by the study team. Outpatients with
hypertension were eligible to participate in the study if they were aged 18 years and above,
fluent in Swahili, and able to provide informed consent. Clinical providers were invited

to participate in the study if they were employees of the outpatient hypertension clinic at
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one of the three hospitals where participants were recruited. Sample size for this study was
determined by prior studies indicating thematic saturation of homogenous groups is reached
with completion of nine to fifteen interviews (Hennink et al., 2017).

Data Collection

Between April and June 2020, 14 traditional healers were invited to participate in a single
semi-structured interview. Four Tanzanian research assistants with Bachelor’s degrees in
social science, trained in qualitative data collection, and fluent in both Kiswahili and English
conducted interviews. Interviews were conducted using a semi-structured interview guide
that focused on the following topics: 1) traditional health beliefs and knowledge about
HTN; 2) traditional and biomedical strategies to manage HTN; and 3) relationships between
traditional and biomedical providers. Three interview guides were created and tailored for a
single stakeholder group.

Data Management and Analysis

Tanzanian translators fluent in both Kiswahili and English transcribed audio recordings
verbatim in Kiswahili and then translated into English. Authors EP and GK reviewed
Kiswahili and English transcripts for translational integrity. Five authors (RA, MP, RS,

GK, EP) independently reviewed the English transcripts. Interviews were coded using &
priori codes reflecting major components of the Behavioral Model of Health Services use,
developed by Andersen (R. Andersen, 1968; R. M. Andersen, 1995). Coded segments were
compared to maximize reliability of the coding process and trustworthiness of the analysis.
Discrepancies in coding were resolved through consensus such that all coded segments were
agreed upon by the five-author coding team.

Andersen’s model was designed to elucidate utilization of health services and to help in the
development of equitable health systems by drawing attention to both patient-related and
contextual determinants of health behaviors (Health Behavior and Health Education2008,).
It has been more recently updated to include focus on vulnerable populations (Gelberg

et al., 2000). The Behavioral Model of Health Services use has been widely used to

inform qualitative evaluations of health services in global settings (Lederle et al., 2021). As
such, we selected this theoretical framework to inform our study. We organized qualitative
interview content into major categories that correspond to the following domains of the
Andersen model: 1) environment; 2) population characteristics; 3) health behavior; and 4)
health outcomes. We further distilled codes within each of these categories through repeated
engagement with the data set to ensure validity of results. Representative quotations were
selected to illustrate the study findings.

Ethical Consideration

This study received ethics approvals from the Medical Research Coordinating Committee
(MRCC) in Tanzania (Protocol no. NIMR/HQ/R.8a/Vol. 1X/3349) and Weill Cornell
Medicine (Protocol no. 19-11021145X). All participants provided written informed consent
to participate in audio recorded interviews. A copy of the signed consent form was given

to them for their records. All participants were assigned a de-identified study ID number to
maximize confidentiality. All interviews were conducted in private locations. At completion
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of the interview, each participant received 10,000 Tanzanian Shillings ($4 USD) as a
compensation for their time to participate in the study, in accordance with Tanzanian
national ethics guidelines.

RESULTS:

Participant characteristics are shown in Table 1. Most participants were male and married.
Approximately half of participants were Christian (as opposed to Muslim) and completed
primary school education or less. The mean age of respondents was 47 years old. Our results
are organized by major domains from Andersen’s model as follows. First, environment
considers factors pertaining to healthcare systems, economic climate, and prevailing social
norms. Population characteristics refer to demographics, health beliefs, education, and
enabling factors and needs of a population. Health behavior encompasses personal health
practices and use of health services. Finally, /ealth outcomes reflect perceived and evaluated
health status and satisfaction with health services. Major themes are summarized in Figure
1.

ENVIRONMENT

Healthcare System

The healthcare system domain refers to pragmatic or structural components of the healthcare
landscape that can facilitate or deter engagement with healthcare services for hypertension.
The healthcare system in Tanzania is comprised of both formal biomedical clinics and
informal TH practices. Formal medical clinics may be sparsely distributed, making them
difficult to reach, particularly for rural inhabitants. In contrast, TH practices are located in
communities and more accessible to their clients.

“Those in town find it easy to go to the hospital, and for those in the village it is
easy for them to go for the traditional treatment.”
- Male TH, age 32

“A lot of people go to traditional healers and take traditional medicine to treat
hypertension, and some are my neighbors.”

- Male patient, age 77
“I do not prefer attending the clinic because I usually use traditional medicine and
also due to prolonged processes when | visit the clinic.”

— Male patient, age 49

TH and clinicians noted that the traditional and biomedical systems operate in silos. Many
TH felt that their knowledge and expertise was not appreciated by biomedical providers.

“There are barriers between these two groups. Biomedical workers do not take
us seriously because they believe we are not educated. We do not know what we
are doing, and our treatments do not work... They believe because they went to
medical school [they] cannot collaborate with a person who did not go to any
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school. As traditional healers, we respect them and their profession because they
know a lot about causes, symptoms, and treatments of diseases.”

- Female TH, age 29

Further, many TH describe feeling marginalized, and that formal biomedical care was seen
as more valued than their treatments.

“The role of traditional medicine has been hidden. It has been infringed ...It has no
place because our connection with the Ministry of Health is very weak ... People
have been made to believe that traditional medicine is associated with demons

and sometimes the ministry of health tell the people that the medicines from the
traditional healers are harmful.”

- Male TH, age 39

In some cases, TH considered their marginalization a historical consequence of colonialism,
with traditional medicine being devalued through association with satanism.

“Traditional medicines treat this disease [hypertension]. Many have been reluctant
to use it because of the common belief that once you use traditional medicine, you
are satanic. This was the system created by whites, who wanted to promote their
own products while devaluing ours for the sake of business.”

- Male TH, age 41

A nurse agreed that she did not trust TH because their practices and treatments were not
formally regulated by the Tanzanian government, in contrast to biomedicine.

“In fact, | haven’t done much research on that [traditional medicine]. I can’t lie, and
1 don'’t find them [TH] helpful because | don’t believe in traditional medications.

1 often use hospital medicines that have been certified by the Tanzania Bureau of
Standards.”

— Female Nurse, age 30

External Environment

External environment considers factors outside the healthcare system that may influence on
healthcare seeking behavior including prevailing social norms, and socioeconomic status of
communities and individuals. Patients described TH as a consistent part of the healthcare
landscape who frequently served the first line of healthcare. Even biomedical providers
agreed that preferential use of TH was typical in sub-Saharan Africa:

“We live in an African society in which traditionalism is part and parcel of our
culture. Those guys [TH] are more trusted than the biomedical services.”

— Male doctor, age 49

“It is clear that our ancestors used traditional medicine in their daily life.”

— Male patient, age 62
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Further, use of TH for treatment of hypertension was endorsed by patients’ peers and
family members. Peer recommendations were considered impactful in motivating receipt of
traditional care.

“Most patients who start using traditional treatments have been told [by family or
friends that] traditional medicine is a more effective treatment for hypertension.
We do not persuade patients, but they decide on themselves which is the best
treatment.”

— Female TH, age 29

“Sometimes people tell me, “You have taken that [allopathic] medicine for a long

L)

time, but you don’t seem to improve. Try to use traditional medicine’.
— Female patient, age 70
“When [the patient] told people he has hypertension, they advised him to use
traditional medicine. *
— Female nurse, age 32

Poverty was described as an important environmental factor motivating use of TH. When
people could not afford clinic-based care, TH serve as a more feasible option:

“People do not have money and now the cost of hospitals is high. So, many sick
people turn to traditional healers.”
— Male TH, age 50

“Most people believe in traditional medicine rather than hospital medication. The
higher cost involved in hospital medication makes them use traditional medicine.”

— Female nurse, age 34
“[The patient] didn’t have money to pay for his treatment. That’s why he decided to
use traditional medicine because, for him, they were cheaper.”

— Female doctor, age 55

POPULATION CHARACTERISTICS

Predisposing characteristics

Predisposing characteristics include knowledge, health-beliefs, and other psychosocial
characteristics that may shape understanding and utilization of services for hypertension.
Hypertension was perceived as a prevalent disease within Mwanza’s communities and seen
as especially problematic for those living in rural areas.

“It is dangerous... it is not a recent problem. It has been in existence for a long

time and many people have lost their lives. It had made us who live in rural areas

to suffer so much .... In our language we used to call it “umuna” meaning that
someone with hypertension may have symptoms like nose and mouth bleeding or
even [bleeding] through the eyes. So, hypertension can occur in different forms, and
the form depends on how serious the hypertension is.”

— Male TH, age 39
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“Before we started using hospitals and modern medicine, we had this disease
[hypertension] in the community... People used herbal medicines.”

— Male patient, age 62

“Hypertension is a common disease now, and anyone can get hypertension, either
young or old.”

— Male patient, age 49

Most healers attributed knowledge about hypertension from experience caring for clients
with hypertension. However, some healers referenced academic textbooks, information
sharing from other TH, and educational sessions provided by the Ministry of Health and
biomedical health care workers as their sources of knowledge.

“There is one doctor that | met, and he gave me a book .... [which has] a large
number of diseases in it. So, when the patient explains symptoms of hypertension,
I read the book on the part that talks about hypertension and make a comparison
between the patient’s explanation and what the book is saying-"

- Male TH, age 62

Likely due to a lack of common source of knowledge and training, there was a range of
understanding of the etiology and pathophysiology of hypertension among our participating
TH. Some TH explained hypertension mirroring biomedical models of disease.

“One of the causes [of hypertension] can be due to certain types of foods, body
weight or someone may be born with heart disease. There are those who are born
with heart problems, but there are those who develop the disease because of the
lifestyle.”

— Male TH, age 45

Many TH also understood that hypertension is a chronic disease without a cure that must be
managed over a lifetime.

“Yes, this disease is dangerous especially because we still don’t have the cure.
Instead, we only have treatment to reduce symptoms. The body must get used to
those medicines and make the disease chronic, until it causes death.”

- Male TH, age 41
TH also reported that some clients attributed hypertension to spiritual causes. This also

concern motivated some clients to seek care from TH specifically, rather than from
biomedical facilities:

“There are other kind of hypertension that are being caused by devils ... They can
cause hypertension. You would find [the systolic blood pressure] reading as 280,
but the person is still walking around.”

- Male TH, age 32

“There are many patients, especially those who believe the source of their
hypertension is witchcraft. They usually go to the traditional healers.”

— Female patient, age 55
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Traditional therapies for hypertension were sometimes perceived as superior to biomedical
ones because traditional medicines were believed to have curative potential.

“1 think the difference with biomedical treatment [for hypertension] is that a patient
has to continue taking medication for the rest of their life. But with traditional
medicine a patient will take medication in a short period of time, and they will be
cured.”

- Female TH, age 29

Enabling Resources

Needs

Enabling resources are determinants of healthcare seeking, such as convenience or previous
use, that motivate utilization of a health services for hypertension. TH reported that patients
tended to seek their care because they employ a patient-centered approach for disease
management, examining individual risk factors for hypertension for each patient.

“The first thing | would look at what caused the hypertension. If the problem is
caused by severe stress or anger, the first treatment for him before taking any
medicine is counseling. If hypertension has been caused by the food he is eating, |
will focus my advice on food.”

- Male TH, age 50

Needs include both subjective and objective needs regarding hypertension care. One TH
explicitly mentioned the need to dispel the belief of hypertension as being caused by devils.

People lack education on hypertension. Sometimes when people have
[hypertension] they think that they have been bewitched. This is because when
this disease comes to you, it comes with many symptoms.”

- Male TH, age 45

Additionally, many TH commented on the need for collaboration between biomedical
providers and TH to improve patient care. Some TH called on improved governmental
support in the form of funding, validation of traditional medicine, removing the stigma
around TH, increased funding for mass production of traditional medicine and research
support. Other TH saw collaboration as a necessity to improve care for their hypertensive
patients. There was a call to formally integrate TH into biomedical health centers, and for
formalized educational opportunities for THs

“We should have a committee that will consist of herbalists and medical doctors...
then there won’t be any controversy of where and how to treat the patient because
all doctors will consult each other on how to take care of each person.”

- Male TH, age 47
TH frequently advocated for multimodal management of hypertension.

“There should be collaboration and good working relationship between traditional
healers and hospital doctors. | mean, once the patient has got some tests done at the
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hospital, they should bring him to the right place where he will get proper treatment
for hypertension.”

- Male TH, age 30

HEALTH BEHAVIOR

Personal Health Practices

Some patients strongly endorsed the use of traditional medicines for treatment of
hypertension. This was due to the perception that traditional medications did not have
harmful side effects, and therefore could be taken without reservation.

“We usually take [traditional medicine] without considering the amount to be taken
or required because we believe that it has no toxin, which can harm the body if
taken excessively.”

— Male patient, age 70
“Some [patients] decide to use traditional medicine. They have been told that
hospital medications are poisoning their body.”

— Female nurse, age 42

Use of health services
TH often described receiving clients with symptoms of hypertensive emergency, or late-
stage illness. In these instances, TH would refer their clients to hospitals.

“The patients shouldn’t wait until they are at their worst stage ... If he stays without
treatment for a long time, he will be in serious condition, and he might die.”

- Male TH, age 55

“It is challenging especially when a patient has arrived in a critical condition and
sometimes may complain about having blurred vision, fast heartbeat, or severe
exhaustion in the extent that they are unable to move. That is a challenge. But in
order to help the patient you can take him to hospital or call his relatives to take
him to the hospital”

— Male TH, age 46
“Sometimes you can go to a traditional healer, who tells you that you need to go to
the hospital for this problem.”
— Male patient, age 60
For less critically ill clients, TH would explain to them that their hypertension could be

treated with traditional medicines or at clinic-based facilities. TH would leave it to their
client to decide which modality of care to use.

“I will tell them, ‘I have medicine to treat hypertension but also hospitals have
hypertension treatments so it is your choice as a patient to choose the treatment that
you will prefer.””

- Male TH, age 35
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Healers described other instances in which clients would initially present to biomedical
clinics for hypertensive care, but when hospital treatment did not improve their symptoms,
they sought out traditional medicines.

“Most people go directly to the hospital, but when they go to the hospital and use
the medicine from the hospital and see that they don’t get better, then they start
looking for an alternative place to go to.”

- Male TH, age 39

“After that [acute care at the emergence department], they [patient’s relatives] took
him [patient] to a traditional healer who was using herbal medicine.”

— Female nurse, age 42

OUTCOMES

Perceived Health Status

Perceived health status refers to how individuals subjectively understand their health status
with regard to hypertension. Some TH clients perceive successful symptom management
using traditional medicines after biomedical treatments had failed.

“The patient... was told that he has hypertension. So, he was prescribed with some
medications and started to use them ... | gave him the task of going back again

for the checkup and bring me the results. When he brought the results, | realized
that he still had hypertension, so | gave him [herbal] medication. After using the
medicine for the time | had prescribead, he came back and told me the symptoms
that he used to have disappeared”.

- Male TH, age 45

In contrast, hospital treatments were sometimes described as not improving perceived status
health.

“Qur roles are to provide treatment to our patients, and we need support from the
Government because until the patients come to my clinic they have already gone to
hospital for treatments without any relief.”

- Male TH, age 35

Evaluated Health Status

Evaluated health status considers how objective measures of health impact utilization of
healthcare services for hypertension. Some biomedical patients did not endorse using
traditional medicines. Often, these patients doubted TH because they lacked formal
diagnostic testing and could not objectively treat or evaluate health conditions.

“l have never been to a traditional healer. Personally, I don’t believe in them and
their treatments. They do not have proper therapies because they don’t have any
medical tests.”

— Male patient, age 60
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A traditional healer cannot prescribe the medication according to your illness and
may treat you differently; you can get another problem rather than recover.

- Female patient, age 62
The problem with traditional healers is that they have no specific measurement for
their medication

- Female patient, age 56

Consumer Satisfaction

Consumer satisfaction refers to people’s contentment following utilization of health services
for hypertension. Patients often felt satisfied with TH and their treatment. This satisfaction
was typically based on improved symptoms following TH treatment.

“Before coming to the hospital, | was sick, and | went to a traditional healer. And
they [TH] gave me medication, and | did get better.”

— Male patient, age 77
“Yeah, it [traditional medicine] helps me because if | take it, | will stay for an
extended time without feeling any problem arising from hypertension.”

— Female patient, age 55

DISCUSSION:

In this study, we sought to elucidate knowledge and attitudes about hypertension from
Tanzanian TH as well as develop an understanding of factors driving TH utilization among
people with hypertension. We found that patients with hypertension routinely seek care from
TH, and TH are considered a ubiquitous component of the healthcare landscape in Tanzania.
However, TH often operate independently of the biomedical healthcare system. Biomedical
providers may have negative perceptions of TH that are not reciprocated. Further, TH were
described as preferential by patients due to convenient locations of their practices and
perceived improvement of hypertension symptoms with traditional medicines. Lastly, TH
expressed a desire for more formal collaboration with biomedicine to improve patient care.
These data can inform strategies to improve diagnosis and management of hypertension in
similar settings where outcomes are currently suboptimal.

Our data provide further insight into the complex relationship between traditional and
biomedical health systems. All TH in our study held biomedicine in high regard and
often considered themselves informally collaborating with biomedicine. TH deferred

to use of biomedicine to establish diagnosis of hypertension, disease progression and
treatment effectiveness. TH described a deep respect for biomedicine and referred
patients to seek biomedical treatment in case of hypertensive emergency. This finding

is consistent with other studies that have shown ethnomedical health care is supportive
of biomedicine and welcomes collaboration to improve patient care (Schausberger et al.,
2021; Sieverding & Beyeler, 2016). Despite this, many TH perceive bias and discrimination
against them from biomedical providers who consider traditional healing illegitimate.
These findings are similar to those from Mozambique, where TH had generally positive
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opinions of biomedicine, though frequently reported being mistreated by medical providers
(Sundararajan, Langa, et al., 2021). This barrier to collaboration is well-documented in
other African countries outside of Tanzania (Audet et al., 2013; James et al., 2018; Krah

et al., 2018). Consequently, addressing biomedical providers’ prejudice against TH may be
transformative in the design and structure of future public health interventions, and could
optimally support patients who are willing to seek care across health systems (Hoyler et al.,
2018).

Additionally, interviewed healers were in support of further collaboration with biomedicine,
and many had ideas for formal collaboration and implementation of this collaboration. There
are scant examples of strategies to create integrative health systems in the literature (Appiah
et al., 2018; Kwame, 2021; Mwaka et al., 2018). Historically, integration of TH into the
biomedical system has been seen as controversial, as studies have shown that TH use leads
to delay of appropriate medical care in sub-Saharan Africa (Appelbaum Belisle et al., 2015;
Asuzu et al., 2019; Moshabela et al., 2011, 2017; Shippee et al., 2013). While our data

do show that TH patients may present symptomatic and in advanced stages of the disease,
our qualitative data do not suggest TH themselves provide counseling or recommendations
that create delays to care. In fact, many healers reported that their patients first present to
biomedical clinics and seek TH services after feeling unsatisfied with the services and care
offered at biomedical facilities. However, because traditional and allopathic health systems
exist in silos, patient easily fall through the cracks and can suffer deleterious outcomes.

Our findings are also pertinent to the shortage of formal healthcare workers in sub-Saharan
Africa, which has led to the exploration of “task shifting” for management of chronic
conditions (Afriyie et al., 2019; Limbani et al., 2019). Recent studies have shown task
shifting is effective in hypertension management and control by utilizing religious leaders
and non-physician clinic support staff (Anand et al., 2019; Lee et al., 2016; Limbani et al.,
2019; Vedanthan et al., 2020). Similarly, TH have been shown to be effective adherence
support workers in providing HIV care (Audet et al., 2017). In conjunction with prior
studies that have established TH as preferred providers for more convenient and culturally
competent care (Sundararajan et al., 2020; Sundararajan, Ponticiello, et al., 2021), continued
patient use of TH may provide a powerful avenue for hypertension-focused intervention

as well. Like religious leaders, TH may be considered “trusted messengers” in their
communities who can improve hypertension management (Anyan & Knizek, 2018; Lambert
et al., 2021; Limbani et al., 2019). With training, TH can provide support by promoting
hypertension education, counseling, and referral. Further research is needed to study the
effects of utilizing TH as part of the formal treatment cascade in Tanzania and regions where
their use is common.

We acknowledge certain limitations of this study. As an exploratory qualitative study;, it
lacks the power of causal relationship but aids in development of important contextual
knowledge when considering implementation strategies. Qualitative research is meant to
be highly contextual and drive hypothesis generation. While data is from a sample of
healers in the Mwanza region of Tanzania, we believe our findings will be consistent
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among this stakeholder group and are supported by quantitative data from different regions
where traditional medicine is practiced. By using a priori codes from the Andersen Model,
we recognize that emerging themes may not have been captured in our analysis. We

hope that our findings will guide future work on this topic using a phenomenological or
grounded theory approach. Lastly, traditional healers included in this study were registered
as herbalists. Though herbalists are the most common form of traditional healers, other types
of traditional healers may be present with differing experiences and perspectives.

Tanzanian TH understand that hypertension is a serious disease and commonly provide
care to hypertensive clients. TH could be partners to improve community awareness

of hypertension, and support clients in hypertension care. Our findings can guide

future interventions to address hypertension in Tanzanian communities that could include
traditional healers.
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Figure 1:

Major themes from the data organized according to the Andersen model of healthcare

utilization

Glob Public Health. Author manuscript; available in PMC 2024 January 01.




1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Sundararajan et al.

Table 1:

Participant’s socio-demographic characteristics
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Participants’ characteristics

Patient with Hypertension attending
clinic (n=24)

Clinical providers (n=14)

Traditional healers (n=14)

Age, mean (range) 55 (43-77) 42 (28-58) 43 (29-62)
Gender
Female n (%) 11 (46%) 11 (78%) 1 (7%)
Level of Education
Primary School n (%) 14 (58%) 7 (50%)
Secondary school and above n (%) | 10 (42%) 14 (100%) 1 (7%)
Occupation n (%)
Employed by others 6 (25%) 14 (100%)
Self Employed 15 (63%) - 14 (100%)
Retired 1 (4%) -
Home maker 2 (8%) -
Health Insurance cover n (%)
Insured 5 (21%) -
Not insured 19 (72%) -
Cadre n (%)
Clinical assistants N/A 2 (14%) N/A
Nurses N/A 8 (57%) N/A
Doctors N/A 4 (29%) N/A

N/A: Not applicable
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