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Abstract

In some societies, medical pluralism has been demonstrated to delay access to care. We identified 

sources of health care, and explored utilization patterns and triggers of care-seeking behavior 

among HIV/AIDS patients in rural South Africa. A longitudinal qualitative study consisting of in-

depth interviews was conducted. We purposively sampled thirty-two adult HIV clinic attendees. A 

high degree of medical pluralism occurred among participants before initiation of antiretroviral 

treatment (ART). After ART initiation, participants predominantly used the HIV/ART clinic, and 

utilization of private and traditional facilities decreased. Patterns included both concurrent and 

sequential pathways to public, private and traditional health sectors. HIV diagnosis and treatment 

were delayed despite early contact with health systems. Therefore, use of multiple health care 

modalities before ART initiation can lead to delayed HIV testing and ART initiation. Integrated-

care has the potential to mitigate the impact of medical pluralism on access to HIV-related 

services over the longer term.
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Introduction

HIV remains a public health challenge in much of Sub-Saharan Africa [1]. South Africa has 

the highest number of HIV infections in the world, with over 10% of the population living 

with HIV [1–3]. HIV-related mortality remains high with an estimated 1,000 people dying 

each day [1, 3, 4]. However, as a result of recent policy shifts to support widespread 

treatment access, mirrored by increased support from both government and external donors 

[5], HIV has become a chronic manageable condition [3, 6]. There have been increases in 

uptake of HIV testing in the general population [2], access to prevention and management of 

opportunistic infections, psychosocial support made available, and more patients are 

initiating antiretroviral treatment [5, 7]. Despite these encouraging signs of progress, only 

one-third of those in need of antiretroviral treatment (ART) are currently receiving it in 

South Africa [1, 3].

There are a number of obstacles to accessing effective HIV care and support services. The 

health system in post-apartheid South Africa is fragmented and inequitable, comprised of an 

under-resourced hierarchical public sector, expensive private specialist care that caters to the 

well-insured, and an ambulatory private primary care sector which has emerged in remote 

areas [8]. For the rural poor with limited options, the public sector remains the mainstay of 

basic health care [9]. Other well-documented barriers to treatment access include poor 

supply chain management, high opportunity costs for patients, long distances to district 

hospitals which remain the main source of HIV care, persistent stigma associated with care, 

and traditional health beliefs that place access to modern medicine as just one choice 

alongside a host of competing alternatives [10–14]. Traditional practitioners operate largely 

outside of the formal systems. While their fee-for-service approach can be expensive, they 

nonetheless remain a frequent source of care for patients in rural areas [15].

The array of competing options has the potential to result in medical pluralism, which refers 

to the diverse ways in which illness can be perceived, understood and treated [16–18]. 

Switching or ‘shopping’ of health providers is a well-known and complex phenomenon, 

which has the potential to delay access to essential care and support services [19–22]. Mixed 

messages from an array of providers may result in conflicting influence and mistrust in the 

health care delivery systems [22]. Despite the potential for pluralism to affect treatment 

outcomes, its interaction with HIV/AIDS remains poorly understood, particularly in relation 

to the pre-and post treatment initiation periods.

Understanding patterns of medical pluralism among people infected with HIV may serve to 

increase access and utilization of appropriate health care. There are two main approaches to 

conceptualizing health-seeking behavior— one that focuses on determinants, and another on 

pathways of care [23, 24]. In this study, we sought to describe the latter amongst rural HIV-

infected people in South Africa. Our primary aim was to capture the complex nature of care 

pathways inherent in utilization of HIV-related health care [25, 26]. The objectives were to 

identify sources of healthcare before and after initiation of ART, explore patterns of 

healthcare use and triggers of care-seeking behavior. Using qualitative research methods, we 

tracked patients retrospectively from the onset of their HIV-related illness throughout their 
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journeys of illness experience. For this we used ‘pathways of care analyses’— a 

methodology previously used for other medical conditions in Africa such as malaria [20] 

and psychiatric illness [27]. We are not aware of any study that examines pathways of care 

amongst HIV-infected patients.

Methods

Study Design and Sampling Procedures

A longitudinal qualitative study was conducted using in-depth interviews. Purposive 

sampling methods were used to recruit 32 adult HIV positive participants. The study sample 

was selected from a population of HIV-infected individuals attending support groups at a 

rural HIV clinic of a remote hospital in Bushbuckridge, Mpumalanga Province, South 

Africa. Bushbuckridge is a densely settled sub-district situated in South Africa’s rural 

northeast. This previous apartheid-delineated ‘homeland’ area has 523,000 inhabitants with 

unemployment rates of up to 80%. More than 52% of households live on less than USD100 

per month [28].

Antenatal HIV prevalence in the Bushbuckridge area is 34%, much higher than the national 

average of 28% [29]. Bushbuckridge is served by three hospitals, two health centers and 37 

primary health care clinics. Currently, over 7,000 patients have been placed on ART by 2 

accredited hospitals. However, an estimated 20,000 patients require ART under national 

guidelines which call for ART initiation once CD4 cell counts fall below 200 µl−1. With 

coverage rates of only 30%, HIV-related mortality remains high. Therefore, increasing 

access to therapy is a major health concern and a high priority issue among authorities in 

this area.

Our participant selection specifically aimed to include a diverse group of HIV-infected 

individuals in order to capture a wide range of perspectives. Criteria included a 

representative mix of gender and age, ART-initiated and non-initiated, patients with clinical 

evidence of treatment failure, and those who were likely to provide information-rich 

interviews.

Data Collection Procedures and Ethical Considerations

For a month prior to data collection, a qualitative researcher and a trained assistant observed 

daily HIV support groups to identify potential participants. Verbal informed consent for the 

research team to attend support groups was obtained prior to each session. Selected 

participants were invited to attend an interview session in a secluded area. Written informed 

consent was obtained from each respondent, and it was emphasized that refusal to 

participate at any stage would not affect services they received. Interviews were conducted, 

with the aid of an interpreter, in the preferred language of the participant. Follow-up 

interviews were conducted once per month to capture the continuum of the HIV illness 

experience. At follow up, missing information was completed, new information was 

obtained, and member-checking or respondent validation [30] was done to increase 

reliability and validity. Data collection took place over 10 months from June 2006 to March 

2007. On average, four interviews were conducted per participant. The number of interviews 

Moshabela et al. Page 3

AIDS Behav. Author manuscript; available in PMC 2016 March 14.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



ranged from three to seven when loss to follow up (1/32) and death (1/32) were excluded. 

The duration of interviews ranged from 20 min to 2 h. Interviews were conducted in private 

within the premises of the hospital. Alternate meeting times and locations were arranged 

based on participant preferences, while still ensuring participant anonymity and 

confidentiality. Interviews explored patterns of access to public, private, non-formal and 

household level care and support services in the period leading up to diagnosis and 

subsequent to initiation of antiretroviral therapy (ART).

Notes were collected by both the interviewer and the interpreter. Field notes were combined, 

compiled and checked at the end of the interview session. Audio-recording was not utilized, 

because the majority of patients chose not to be voice-recorded at initial recruitment. Ethical 

approval was obtained from the Human Research Ethics Committee at the University of 

Witwatersrand and from the Institutional Review Board at Brown University.

Data Reduction and Analysis

Text files were imported into and managed using NUD*IST (N6). Analysis was conducted 

in two stages. Thematic content analysis was used throughout data collection to achieve 

familiarization and allow validation by respondents during follow-up interviews. 

Additionally, we conducted a pathway of care analysis for each participant by tracking their 

experiences of illness and health care service utilization [23, 24]. We summarized the illness 

experience of individual participants from their onset of AIDS-related symptoms to the day 

of their final interview. Pseudonyms were used in all case summaries. The term ‘onset’ of 

AIDS-related symptoms refers to a symptomatic point at which participants recognized and 

acknowledged the need to receive health care. The timing of AIDS-related symptoms onset 

was identified irrespective of actual HIV diagnosis or health care use. Two other crucial 

stages identified during data reduction were HIV testing and ART initiation. Date estimates 

for these major events were provided by participants. We calculated time differences 

between illness onset and initial use of health care in any sector- formal or informal. Any 

delay in using health care beyond 1 month of illness was considered important in this study 

as previously used in other chronic illness studies [10]. Whilst there was little emphasis on 

self-medication at the time of initial symptoms, deliberate self-medication was taken into 

account once initial use of health care was achieved. We assumed that definitive care for 

these participants included HIV diagnosis and eventually ART initiation in addition to 

treatment of symptoms and opportunistic illnesses, hence the emphasis placed on health care 

service use rather than self-medication at the time of initial access to health care. 

Furthermore, where patients received medication from other service providers to take at 

home, this was not regarded as self-medication. Instead, the particular provider was captured 

on the pathway of care. We further assumed that HIV testing should have been offered at the 

time of presentation for initial care. Therefore, any delay in testing beyond initial use of 

health care was considered important regardless of the type of health service provider 

visited. When the need for ART use was identified, any delay beyond 3 months was 

considered significant. In relation to these three major events, we investigated potential 

triggers of access based on the emphasis placed by the participant. Furthermore, we 

documented events that occurred in between these events.
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Using participants’ pathways of care, the various sources of health care within the broader 

health system were mapped out for each of the 32 participants, and were later categorized by 

health sector type. With respect to patterns of initial use of health care and assuming a step-

wise approach, we ordered service providers according to particular levels of care. These 

levels of care were dependant on which provider was seen first by the participant. Notably, 

the flow patterns identified here were only followed for the first three levels of care 

occurring in the period prior to ART initiation, but all the service points beyond the third 

level of care were recorded in the study. Transitions made between the first three levels of 

care were identified. We tracked transitions between sectors, between facilities within 

sectors and between providers within facilities or sectors where applicable. Furthermore, we 

classified participants according to the sectors visited, and identified any exclusive or 

combined patterns before and after initiation of ART. These were termed degrees of 

pluralism. We also investigated whether these providers were used sequentially or 

concurrently, referred here as types of pluralism. These types of pluralism were classified 

according to behavior and were not necessarily time-bound. An emphasis was placed on 

participant’s decision to stay with, leave or combine providers rather than the number of 

consultation with a provider or intervals between providers. As a result, some types were 

difficult to discern, whereby participants moved back and forth in shorter intervals— 

random, and others dropped out of care before returning into care at a later stage—

inconsistent. However, dominant patterns were chosen in such challenging cases based on 

participants’ accounts.

Results

Characteristics of Participants

The total sample size of 32 participants was made up of 20 (63%) females and 12 (37%) 

males. Age ranged from 25 to 57 years (mean 40 years), 34% of participants were married, 

25% divorced, and 9% separated from their spouses. 16% were single and 16% widowed. 

Most participants had received some secondary education (61%), with 32% having 

completed only primary education. 7% reported no schooling, and none had completed any 

tertiary education. About three-quarters of the participants were unemployed (72%). On 

their first interview, 24 participants (75%) had already initiated ART. In addition, 5 

participants (16%) transitioned onto ART during the course of the study and 3 (9%) were 

never placed on ART during the study.

Sources of Health Care for HIV-Infected Rural People

The health care system in this area was found to consist of four sectors, within which several 

sources of health care were identified (Fig. 1). The most frequently utilized was the public 

sector. The second source of health care was the for-profit private sector. Third was the 

community-based non-formal sector. The fourth sector was the household or self-care 

sector, where health care was provided by the individuals themselves, family, neighbors and 

friends.
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The First Level of Contact with the Health System for Rural HIV-Infected Patients

On average, ten different service points were used among the participants. Patterns of 

healthcare use varied widely between participants, and showed a wide range of routes to 

HIV testing and ART access. Figure 2 presents the levels of care in a hierarchical order 

aggregated for all participants. As noted, the principal first level of care prior to HIV 

diagnosis was the primary health care service (10/32), followed very closely by the district 

hospital (9/32). Some participants visited private physicians first (7/32), while others first 

sought care from traditional healers (5/32), and one visited the church as a primary source of 

healthcare.

As participants enter their second and third levels of care over time, their options showed a 

broadening, but more defined pattern. The district (level 1) hospital was a common second 

level of care (13/32), while the HIV/ART clinic was used more often as the third level of 

care. Higher levels of care were predominant in the third level of care, as evidenced by the 

increased use of regional and tertiary hospitals. In the period prior to ART initiation and 

using aggregated numbers in Fig. 2, the use of primary health care clinics and private 

physicians decreased over time. However, use of traditional healers remained steady, and 

public sector hospital use increased.

Switching of Health Care Sectors, Facilities and Providers Following Initial Use

When transitioning from the first to second level of care (Fig. 3), the majority of participants 

returned to the same sector they initially visited (19/32). Some participants returned to the 

same facility (6/32), but used a different service point within the facility, typically the more 

specialized HIV services. Among participants who changed facilities within the public 

sector, the majority transitioned appropriately through the referral system from the primary 

health care clinic to the district hospital (9/32). Others switched practitioners within the 

private (2/32) and non-formal (2/32) sectors. Switches between sectors were also observed. 

The most common of which involved moving from the private to the public sector (4/32), 

non-formal to the public sector (3/32), or public to the private sector (3/32). Others were 

changes from public to non-formal (1/32), private to non-formal (1/32), and non-formal to 

private (1/32) sectors. Overall, most switching participants transitioned into the public 

sector.

Transitions between the second and third points of care were also tracked, whereby 

participants appeared to chiefly return to the same sector (20/32). An even higher proportion 

of participants remained within the same facility (11/ 32), and 3 of them returned to the 

same service point, the HIV clinic. Although certain participants returned to the same 

hospital facility, they used the HIV service point rather than the out-patient department 

(9/32). Some returned to the same sector, but altered service providers (9/32). Within the 

public sector, the flow of participants through the system was representative of the available 

health system infrastructure. While one participant self-referred from a district hospital to a 

primary health care clinic, others transitioned from the primary health care clinic to the 

district (level 1) hospital (1/32), and district to regional (level 2) (3/32) and tertiary hospital 

(level 3) (1/32). The private sector retained (2/32) participants, whereas (1/32) remained in 

the non-formal sector.
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Between the second and third points of care, a switch from one sector to another largely 

involved participants changing from the public sector into the community-based non-formal 

sector (4/32). However, 3 participants left the non-formal sector to enter the public (1/32), 

private (1/32), and household (1/32) sectors. Also, some (4/32) moved from the private 

(chemists 2/32 and private physicians 2/32) into the public sector, while 1 participant went 

the opposite direction.

Patterns of Pluralism for Each Individual Pre and Post ART Initiation

Once ART was initiated, participants used predominantly the HIV/ART clinic for all their 

health needs (30/32). Some participants occasionally sought healthcare from their local 

clinics while on ART, but very rarely. Pluralistic patterns of varying degrees were shown for 

the majority of participants (22/32) within the period prior to ART initiation (Fig. 4). Three 

groupings were identified. The first degree of medical pluralism involved use of multiple 

service providers within the Department of Health Services and Self-care (1/32). The second 

degree included those participants who utilized private physicians and chemists in addition 

to Department of Health Services (9/32). Lastly, the third degree of medical pluralism 

captured all the participants who additionally sourced help from the non-formal sector 

during the course of their illness (12/22). However, post-ART initiation patterns showed 

very little medical pluralism (2/32), and it was the third degree of medical pluralism noted at 

this stage.

Two types of pluralism were predominant among those showing variations in the sources of 

health care for their illnesses (22/32). Eleven participants showed a sequential pattern of use, 

whereby participants visited different service providers in succession without returning to 

the previous one. For 11 other participants, concurrency was identified among those who 

tended to see different providers over the same period of time. However, due to the chronic 

nature of the participants’ illness experiences, some utilization patterns were difficult to 

categorize. For some participants, the patterns of utilization could not be characterized as 

concurrent or sequential, and rather appeared inconsistent or random. Inconsistent users 

dropped out of care systems temporarily, while random users switched erratically between 

sectors and service providers. In certain cases, both sequential and concurrent patterns were 

seen at different points over time. In these cases, participants were categorized based on 

their most dominant pattern exhibited.

Delays in Reaching Definitive HIV Testing and ART Care

The delay in the use of health care emerged as a crucial factor in the pathways of care (Table 

1). In the absence of medical pluralism, exclusive use of the public sector resulted in early 

access to HIV testing services (70%). However, when the public sector was combined with 

traditional healers concurrently or sequentially, delayed utilization of HIV testing services 

resulted (86%). Among those who used private physicians and chemists, combined with the 

public sector in sequential and concurrent patterns, surprising levels of delayed HIV testing 

(78%) were observed.

For most participants (29/32), initial contact with the health system was triggered by 

symptoms. Among symptomatic participants (29/32), one-third delayed health-seeking at 
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least 1 month from the onset of symptoms to initial consultation with any health provider, 

while two-thirds sought some form of health care within a month. Pregnancy emerged as a 

reason to use health services through which care could be received for other illnesses (1/32). 

For two participants, the initial consultation was prompted by advice, one from an ex-

husband, and the other from a neighbor together with information heard over the radio.

Approximately 2 months after Phumzile separated from her husband; he rang and 

told her she was going to die, because she had AIDS. She was hurt and afraid that 

she was indeed going to die. Five months later, she opted for an HIV test at her 

local hospital. She waited that long because she was fearful. When she learned her 

HIV status, she felt stressed and confused. She asked, “How long do I have to 

live?”

Transitioning from a state of well-being to ill-health was a significant event in the lives of 

most HIV-infected patients. Also, diagnosis of HIV and initiation of antiretroviral treatment 

appeared to represent crucial milestones in the illness experience. When initial contact with 

the health system was used as a starting point, the majority of the participants (23/29) were 

found to have experienced delayed HIV-testing. The delay ranged from 2 months to 6 years, 

with a median and mean of 24 and 25 months, respectively. In more than half of those who 

experienced late HIV testing, participants showed delays of more than 2 years. HIV-testing 

by participants was triggered by several factors, most notably co-morbidity, medical referral, 

pregnancy and family advice (Table 1). Fifteen participants showed patterns suggestive of 

delayed ART initiation for a minimum period of 3 months. Among those who needed ART, 

two-thirds experienced delayed initiation for over 1 year. As depicted in Fig. 4, it took 

Mabuti a total of 4 years to move from the point of symptom onset to ART initiation. 

Furthermore, he had been visiting health providers during this period and paying for services 

despite his lack of income. Relief of symptoms and effectiveness of treatment appeared to 

influence choice of his next level of care. He refused an HIV test at a primary health care 

clinic, but was not offered a test or encouraged to test for HIV by his other health providers.

Discussion

HIV/AIDS patients in this study identified multiple sources of health care, indicating a 

wide-range of options for health care services. These options include public and private 

sector health services, but also community and household ‘lay’ services. Previous studies 

have already established these patterns of medical pluralism in developing countries, but this 

is the first study to examine medical pluralism amongst HIV/AIDS patients in care and on 

treatment in South Africa. Of note, the patterns of health system utilization differ depending 

on whether patients have initiated ART or not, with high levels of medical pluralism in the 

period prior to ART initiation. Before ART initiation, establishing a HIV diagnosis is 

delayed long after the onset of HIV/AIDS-related symptoms, with an average delay of 2 

years. The delay may be caused by factors such as lack of information, refusal of testing, 

limited resources, high cost barriers, stigma, and other factors. Meanwhile, patients seek 

care or cure for their opportunistic infections from various providers, depending on their 

health beliefs and suspected health conditions. The care seeking patterns are also influenced 

by their social sources of support and information, such as families, friends, partners, and 
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media. Furthermore, accessibility to available health care options may determine utilization 

patterns.

Concerns of attrition, mortality and loss to follow up, once patients initiate ART are valid 

[31, 32]. However, for a number of reasons this study suggests that more attention has to be 

paid to patients in the pre-ART initiation period. Firstly, ‘shopping’ practices are common 

and range from use of traditional and faith healers, medicines obtained from chemists and 

herbalists, to the use of private physicians and public health facilities in varying degrees. 

Existing literature indicates that healers have an important role to play in facilitating access 

to appropriate care for the HIV-infected, and the scale up of ART [33–36]. Although 

community and household-based care may prove fundamental to successful scale-up and 

universal access to HIV/ AIDS care [37, 38], caution has to be exercised when these sectors 

are mobilized. Issues of safety, regulation and efficacy are yet to be resolved despite existing 

wide use of these non-formal sectors [39]. Although the health system is currently 

understood to consist of the public and private sectors only, HIV/AIDS patients perceive a 

broader health system inclusive of non-formal sector in the rural South African context. 

Tilburt and Miller argue for recognition of medical pluralism, in that acknowledging diverse 

health beliefs and practices reflects respect for patient autonomy [40]. Coordinated and 

integrated efforts between the public and private sectors and formal and informal systems 

are necessary to turn medical pluralism into a positive force of easily accessible HIV/AIDS 

services in rural South Africa.

Secondly, care-seeking patterns in this study indicate a predominant use of the public sector. 

Primary health care clinic is a popular first choice as a source of health care. This contrasts 

to the only other relevant Sub-Saharan study conducted in Malawi, in which traditional 

approaches were used first for AIDS-related illness [41]. The Malawian study was 

conducted in the era before ART was made widely available in Malawi. In-line with our 

findings, a Ghanaian study on diabetes mellitus found that chronically ill patients engage in 

medical pluralism and healer shopping practices, but biomedical management was their 

primary choice [21]. We further found that increasing use of health care overtime resulted in 

more centralized, higher level, specific and well-defined service points, thereby suggesting a 

transition from undifferentiated to more specific health problems and possibly targeted 

referrals or choices. These patterns are in-keeping with the hospital-centered nature of the 

HIV/ART care programs in South Africa, and may place a burden on the public health 

system [42]. Therefore, decentralizing HIV/ART services to the primary health care clinics 

may help to facilitate early access to ART for most people in rural areas. Furthermore, with 

the pressing need for HIV/ART care scale-up in order to reach universal access, the public 

sector may benefit from collaboration with the other existing sectors.

Thirdly, medical pluralism occurred in two-thirds of our HIV-infected participants prior to 

ART initiation, with an equal distribution of concurrent and sequential types of pluralism. 

Similar types have been described by others, and explained through patients’ disease 

explanatory models and rationing of care [22, 43–45]. The identified complexity in 

classifying types of pluralism in chronically ill HIV-infected patients necessitates better 

descriptions. Emerging patterns of medical pluralism will need to be carefully characterized 

in future studies of care pathways. We show in this study that most patients remain in their 
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original sector visited, although they may switch facilities and providers within the sector. 

The health care switching practices in our study appear to draw patients away from the 

private and informal sectors into the public sector, indicating further risk of burdening the 

public health system. Some of the reasons for switching care may include lack of accessible 

services and diagnosis, lack of information and knowledge, stigma and denial, and high cost 

barriers [20–22, 43]. Furthermore, the need for affordable and effective treatment and relief 

from physical and psychosocial burden of chronic illness may shape care-seeking behavior 

[21]. Mediating factors for these switches require further exploration as they may impact on 

HIV/ART care access and scale-up, as well as future efforts to coordinate pluralistic care 

pathways.

Fourthly, the patterns of care delay in this study are overwhelming and indicative of 

utilization barriers to HIV/ ART care despite early use of health care. The majority of 

participants entered the broader health system soon after the onset of their symptoms, but 

only a small proportion received HIV testing and treatment in a timely manner. HIV testing 

is almost always delayed, and medical referral is a key factor leading to detection of infected 

patients. This is a problem, because recent data from South Africa showed that only about 

24% of people know their HIV status [2]. Furthermore, the observation that rural people 

infected with HIV largely present to the broader health system when they are already 

symptomatic creates challenges to early detection. Similar findings were presented by 

Goudge et al. [10] in their household survey of chronically ill patients in rural South Africa, 

highlighting the need for improved access and a stronger health system. Since the health 

system prioritizes and arguably exclusively accommodates sick people, those who are well 

are unlikely to be identified within the health system [37]. Therefore, HIV education, 

testing, and care may need to be implemented horizontally across all sections of the public 

sector regardless of specialty for better access to be achieved. Furthermore, the need to 

detect people living with HIV before they develop symptoms necessitates the availability of 

screening mechanisms outside the health system [38].

Lastly, once ART is initiated, patients evidently adhere to the HIV/ART service point, and 

the extent of medical pluralism is drastically reduced. This pattern may be explained by 

comprehensive and patient-centered care services, as well as the almost immediate 

improvement or relief from HIV symptoms experienced when ART is initiated [5]. As 

patients with correct diagnoses of their medical problems receive appropriate information 

and care, and experience subsequent improvements in health, they may establish trust and 

remain adherent to the service provider [10, 46].

In light of the dominant view that HIV patients present late for care or not at all and the 

degree of poor health outcomes thereof [21, 24, 47], we argue here for a closer look at the 

design of health systems in South Africa. Most patients are entering health care services 

early and tend to use the public sector services where HIV services are rendered, but 

pluralistic patterns emerge and identification of their HIV-infection is delayed within the 

broader health system. These delays to definitive HIV/AIDS care may be attributed to healer 

shopping practices. Previous pluralism studies on malaria have also identified this potential 

consequence [20, 44].We agree that medical inaction by patients is a problem, and many 

access barriers are patient related [10, 21]. We recognize that patients may also delay care 
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on purpose in order to minimize uncertainty by refusing care or waiting to identify particular 

illness types that may require health action [43]. However, missed HIV infection testing 

opportunities may delay access to care, perpetuate use of multiple service providers, and 

deplete personal and national resources for healthcare [36]. Many barriers are beyond patient 

control, such as resource limitations in the rural context. We also have to take into account 

the limitations of fit between Western biomedical health systems and local contextual illness 

beliefs and practices. Future research has to establish whether or not the current health care 

system is suited to meet the needs of these rural patients. All service points considered 

sources of health care by patients should be capable of rendering appropriate HIV services 

or advice to patients, and early access to care in the pre ART period may be achieved. 

Failing which, conflicting messages may be provided to patients by the different healers and 

providers, resulting in confusion and delays in definitive HIV/ AIDS care. If care is 

distributed to other sectors, most people are likely to receive care early, and still remain in 

their preferred sectors of care. These efforts may increase the likelihood of achieving 

universal access in resource-limited settings.

This study had several limitations. As participants were recruited from a HIV clinic in a 

public sector hospital, respondents may be considered successful users of HIV care. Thus 

the study did not include those who had never accessed HIV or ART care. However, this 

study aimed to understand routes to eventual ART use, and future research could valuably 

explore reasons for failure to ever access appropriate care. Due to the retrospective 

generation of care pathways in our study, most patients reported initial utilization patterns 

without the knowledge that they were HIV-infected at the time of falling ill and choosing to 

use health care. Data collection methods may have resulted in recall, under-reporting and 

social desirability biases, but the longitudinal design and validation processes were intended 

to minimize these forms of biases. In particular, under-reporting or lack of emphasis on self-

care may have been a problem as participants were sampled from an ART clinic, assuming 

that they were more enlightened or informed about definitive therapies at this stage. 

However, the coding procedure also limited self-care as sources of medicines were captured 

and not necessarily the process of medicine use by patients. The categorization of ART 

initiation delay was limited by the challenge of correctly identifying need for ART from 

self-reports. The study consists largely of poor, rural patients sampled from a public sector, 

and a sample of private patients may have shown a different trend.

In conclusion, the nature of medical pluralism observed in this study highlights important 

patterns and implications. Rural people living with HIV and AIDS exhibit multiplicity in 

sources of health care, including formal and informal providers. The various pluralistic 

patterns occur in varying degrees and are potentially guided by a wide range of factors 

working in tandem. In addition, health care switching practices occur between formal and 

informal sectors, and within sectors but between health care providers. Finally, HIV 

diagnosis and treatment continues to be delayed despite patients’ early contact with the 

health system, necessitating strategies to increase the health system’s capacity to detect HIV 

early and retain patients in care. Without any intervention, medical pluralism and healer 

shopping practices may delay care and act as barriers to definitive HIV/AIDS care. 

However, the diversified availability of medical systems provides an opportunity for 

improved access to HIV/AIDS care in rural South Africa. Due to the chronic and largely 
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asymptomatic nature of HIV, the need for household and community-based HIV detection 

and referral is evident. Taken together, the study suggests that in much of this poor rural 

community, the public sector remains the primary source for HIV testing, care and support. 

Efforts to accelerate access to care and strengthen the quality of services seem to offer the 

best option for reducing death and disability from HIV/AIDS in the region.
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Fig. 1. 
Identified sources of healthcare grouped per sector
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Fig. 2. 
Aggregated levels of care with escalating utilization based on choice and referral
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Fig. 3. 
Switching health care sources between levels of care
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Fig. 4. 
Mabuti’s pathway to HIV care: Pluralism in a male participant aged 47 years
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