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Abstract 

Background HIV status disclosure among sexual partners is vital in HIV management. Community health workers 
(CHW) support HIV disclosure among adults living with HIV (ALHIV) in sexual relationships with disclosure difficulties. 
However, experiences and challenges of using CHW-led disclosure support mechanism were not documented. This 
study explored experiences and challenges involved in using CHW-led disclosure support mechanism among ALHIV 
in heterosexual relationships in the rural Uganda.

Methods This was a phenomenological qualitative study involving in-depth interviews among CHWs and ALHIV with 
HIV disclosure difficulties to sexual partners in greater Luwero region, Uganda. We conducted 27 interviews among 
purposively selected CHWs and participants who had participated in the CHW-led disclosure support mechanism. 
Interviews were conducted until saturation was reached; and analysis was done using inductive and deductive con-
tent analysis in Atlas.

Results All respondents viewed HIV disclosure as an important strategy in HIV management. Provision of adequate 
counseling and support to those intending to disclose was instrumental for successful disclosure. However, fear of 
the negative disclosure outcomes was viewed as a barrier to disclosure. The CHWs were viewed as having an added 
advantage in supporting disclosure as opposed to the routine disclosure counseling. However, HIV disclosure using 
CHW-led support mechanism would be limited by possible bleach of client’s confidentiality. Therefore, respondents 
thought that appropriate selection of CHWs would improve their trust in the community. Additionally, providing 
CHWs with adequate training and facilitation during the disclosure support mechanism was viewed to improve their 
work.

Conclusion Community health workers were viewed as being more supportive in HIV disclosure among ALHIV with 
disclosure difficulties to sexual partners compared to routine facility based disclosure counseling. Therefore, near 
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location CHW-led disclosure mechanism was acceptable and useful in supporting HIV disclosure among HIV-affected 
sexual partners in rural settings.

Keywords HIV disclosure, Heterosexual partners, Community health workers, Experiences, Challenges

Introduction
Human Immunodeficiency Virus (HIV) remains a public 
health problem worldwide, with 650,000 AIDS-related 
deaths and 1.5 million new infections occurring in 2021; 
[1, 2], and sub-Saharan Africa remains the most affected 
region [3, 4]. Despite HIV affecting all age groups, sexu-
ally active people are the most affected. In Uganda, about 
10% of sexual couples are affected by HIV, with only 3% 
being concordant positive [4]. In the HIV management, 
non-disclosure of HIV status among sexual partners 
remains a critical challenge [5, 6] due to its association 
with poor HIV management outcomes, including unsup-
pressed viral load due to poor ART adherence, develop-
ment of resistant strains, and increased HIV transmission 
[7–9]. In contrast, disclosure promotes desirable HIV 
management outcomes, social support, trustworthiness, 
and social acceptance [10–13].

In a sexual relationship, HIV disclosure is influenced 
by various factors, including the type of the relationship 
and bio-behavioral and socioeconomic factors [12, 14, 
15]. Specifically, these factors include literacy, economic 
dependence, number of sexual partners, place of index 
HIV testing, ART status, receipt of disclosure counseling, 
time spent with HIV, perceived stigma, social desirability 
bias, and others [11–13, 16–19]. Consequently, disclosure 
can be associated with negative outcomes such as blame, 
abandonment, and separation [20, 21]. HIV status disclo-
sure can be done by the people living with HIV (PLHIV) 
themselves or by other people such as health workers on 
behalf of the PLHIV following their consent [16]. Addi-
tionally, disclosure is a process and not a one-time event 
[20], and may follow a planned behavior change model, 
including the theory of planned behavior change [21–23].

Despite its fundamental role in the HIV management 
[24, 25], limited interventions are available to support 
disclosure, especially among PLHIV in sexual relation-
ships with disclosure difficulties. The use of a professional 
facilitated couple counseling approach by healthcare 
workers has shown to be effective in enhancing disclo-
sure [26]. However, the approach is limited by the inad-
equate number of trained health professionals in low and 
middle-income countries (LMIC) [27, 28]. To minimize 
the gap for the scarcity of trained health professionals 
in LMICs, the Community Health Worker (CHW) pro-
gram re-emerged as a desired strategy to increase access 
to health services [29–31]. Uganda adopted the CHW 

strategy in 2001, and currently almost all villages in the 
country have at least one CHW serving at least 5–10 
households [32]. Additionally, the approach was also 
thought to address African men’s reluctance in seeking 
HIV care services, including HIV-related services [33].

The contribution of CHWs in improving access to HIV 
care has been documented [34–36]. Moreover, CHWs’ 
role in supporting HIV status disclosure among PLHIV 
in sexual relationships was also reported [37]. However, 
the experiences of using the CHW-led disclosure support 
mechanism were not documented. Therefore, this study 
aimed to explore experiences and challenges of using 
CHWs in supporting disclosure among HIV-affected sex-
ual partners in the greater Luwero region.

Methods
Study design
The methods of the current study were part of the pri-
mary study which aimed to assess the effect of CHWs 
in supporting the HIV disclosure among ALHIV in het-
erosexual relationships in the greater Luwero region 
[37]. The primary study was a quasi-experimental 
design with two study arms allocated by clusters. Clus-
ters were sub-counties of the greater Luwero region in 
Uganda, which had been previously determined accord-
ing to the geographical boundaries. From October 3rd, 
2019, to May 31st, 2020, the main study was conducted 
among ALHIV and CHWs. Participants from geographi-
cally close clusters were allocated either the intervention 
(CHW support) or control arm (without CHW sup-
port). The intervention and control clusters were sepa-
rated by a geographical barrier (buffer zone) to minimize 
cross-contamination. All potential participants from the 
buffer zone were excluded from the study. The current 
sub-study was a phenomenological research design that 
involved qualitative interviews among participants and 
CHWs who were involved in the above primary study.

Study area and population
The study area was the greater Luwero region, located 
about 20 km from Kampala, the capital of Uganda, which 
together with the study population were described else-
where [37].

Participants in the study were ALHIV and CHWs. 
ALHIV were those who had been in heterosexual rela-
tionships for at least three months and had not disclosed 
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their status to their current primary partners. CHW were 
those who were coming from the same residence as par-
ticipants (ALHIV) and were fully registered in the district 
CHW registry. Community health workers provided HIV 
disclosure support to the participants allocated to the 
intervention arm.

Study interventions
The study  arms which included the CHW intervention 
arm and control arm (routine care) were described else 
[37].

Outcomes
The outcomes of this sub-study were the experiences and 
challenges of using CHWs in supporting HIV disclosure 
among ALHIV in heterosexual relationships.

Sample size and sampling procedures
In the current qualitative sub-study, we purposively 
selected participants and CHWs for in-depth interviews. 
Respondents were sampled for the interviews until satu-
ration was reached. In total, 13 and 14 interviews were 
conducted among CHWs and participants, respectively.

Data collection procedures
Participants and CHWs of the current study were 
recruited between 3rd October 2019 and 7th November 
2019 as part of the main study following the eligibility cri-
teria which were described elsewhere [37]. Respondents 
for the interviews were purposively selected, particularly 
those; who had used the CHW-led disclosure support 
mechanism. Respondents were also selected according to 
the outcomes of the disclosure process and the challenges 
faced, which were informed by the main study. CHW 
respondents were also purposively selected according to 
their experience in the community health, number of dis-
closures supported, and challenges faced. All interviews 
were conducted at the study sites by a trained social sci-
entist (facilitator) and the corresponding author (note 

taker) in the participant’s or CHW’s preferred language. 
All interviews were conducted in private rooms where 
conversations could not be overheard. Interviews were 
about 45 min long and were audio-recorded with the par-
ticipant’s or CHW’s permission.

Theoretical framework
To thematically categorize the experiences and chal-
lenges, we followed the Theory of Planned Behavio-
ral (TPB) change which postulates that expectation or 
belief in significant others and the availability of an ena-
bling environment are important constructs in behavior 
change [22, 38]. CHWs facilitated disclosure, and this 
provided an enabling environment. According to the 
TPB, three factors determine behavior change: (a) atti-
tudes, (b) subjective norms, and (c) perceived behavio-
ral control [39], as shown in Table  1. Therefore, CHWs 
instilled a positive attitude towards disclosure in the 
PLHIV. CHWs and participants’ regular contact through 
phone calls and home visits probably formed a subjective 
norm or standard that was adhered to by participants, 
and this reduced HIV-related stigma. The CHW-led dis-
closure support mechanism also brought disclosure ser-
vices closer to the PLHIV in the community.

Data analysis
We intended to gain a deeper understanding of the expe-
riences, enablers, barriers, and challenges involved in 
using the CHW-led disclosure mechanism. A total of 27 
interviews were conducted: 14 among participants and 
13 among CHWs.

Audio recordings were transcribed verbatim directly 
into English by the study team within one week of data 
collection. Quality checks were performed for each 
transcript, and appropriate corrections and revisions 
were made. All interviews were analyzed for emergent 
themes using inductive and deductive content analysis 
approaches [40]. During the inductive analysis, open cod-
ing was carried out to identify specific portions of text. 
Provisional labels were defined and illustrated to become 

Table 1 Application of the theory of planned behavioral change constructs to HIV status disclosure among HIV affected heterosexual 
sexual partners

Construct Application

Attitudes Community Health workers counselled participants about HIV disclosure in a sexual relationship. This improved the 
participant’s understanding of HIV and the importance of disclosure, hence instilling positive attitudes toward HIV 
disclosure among participants

Subjective or standard norms During disclosure support, CHW counseled, home visited, and telephoned participants on a regular basis. This was 
thought to have become a standard norm of interaction between CHW and participants. This standard norm increased 
self-efficacy and confidence among participants, hence gaining strength to disclose

Perceived behavioral control Community-based HIV disclosure support by CHW brought disclosure services close to the PLHIV in their communities, 
which increased the perceived control of their disclosure behavior
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codes (Table 2), which were assembled into a codebook. 
Data were coded by two coders (social scientist and cor-
responding author) [41]. After the development of the 
initial codebook, we reviewed the results in the codebook 
for consistency of text segmentation and code application 
with the continued inter-coder agreement. The coders 
reached a consensus and grouped identified codes into 
themes after reviewing inconsistent codes. The Consoli-
dated Criteria for Reporting Qualitative Studies checklist 
was used to report study findings [41].

Ethics approval and consent to participate
The protocol was reviewed and approved by the school 
of medicine Institutional Review Board (IRB)—Makerere 
University (REC REF 2019-100). Additional clearance 
was sought from the National council for science and 
technology (HS443ES). The district health departments 
granted permission to undertake the study. Informed 
written consent was obtained from all participants. Con-
fidentiality and anonymity were strictly observed at all 
the research stages. All CHWs who were contacted and 
agreed to participate were trained on health ethics, con-
fidentiality, and handling of adverse outcomes of disclo-
sure. Additionally, we also obtained informed consent 
from the CHWs to participate in the study. Participant 
safety was ensured throughout the study. Participants 
who experienced adverse outcomes such as quarreling 
and separation were reconciled to the best of the study 
team’s ability before their termination from the study. 
Non-study partner HIV testing and referral to HIV 
care (for newly diagnosed positive non-study partners) 
were done upon their approval. All methods were car-
ried out in accordance with the  relevant guidelines and 
regulations of good clinical practice and human subject 
protection.

Results
For the main study, a total of 245 participants were 
enrolled from 10 health facilities, with an average of 
25 participants per facility. A total of 230 (93.9%) par-
ticipants completed the study, and of these, 112 (48.7%) 
were in the intervention arm and 118 (51.3%) were in 
the control arm. The median age of participants was 30 
(IQR = 25–37) years, and the majority were females, 176 
(76.5%).

Forty-eight CHW aged between 25 and 60 were 
enrolled and all completed the study. The majority 40 
(83.3%) were females.

Among the participants and CHWs of the main study, 
14 interviews were conducted among participants and 13 
interviews were conducted among CHWs for the current 
study, and the following were obtained.

Disclosure of HIV status among participants
Importance of HIV status disclosure
Respondents viewed disclosure as an important strategy 
in the management of HIV. They mentioned that dis-
closure promotes adherence to HIV treatment and care, 
promotes HIV testing, prevents HIV transmission to a 
sexual partner, promotes psychosocial support, trust, and 
acceptance in a relationship. It also reduces negative out-
comes that may result from one partner accidentally find-
ing out another’s HIV positivity.

Telling my partner my HIV positive status, would 
help both of us because if I know that I am positive, 
and my partner is also positive, we can both take 
ARVs freely and this may help us prolong our lives. 
(Participant 010)
It also increases trust in a relationship if someone 
tells you the truth. I am sure my husband’s trust 
towards me increased following disclosure. (Partici-
pant 003)
Disclosure enables good adherence to ARVs. The 
partner disclosed to can also easily go and test for 
HIV; and if they are also positive, they can start 
ARVs early. Occasionally, if they test negative, they 
can support their HIV positive partner to take ARVs 
which can minimize the chances of HIV transmis-
sion. (CHW 004)

Enablers of CHW‑led disclosure support mechanism
Some participants disclosed to their partners immedi-
ately after study entry because they received adequate 
assurance and counselling from the  CHWs, healthcare 
workers, and study team.

The CHW first counseled me to be firm. Then I 
agreed with her to first have couple counseling with 
my partner at home. She home visited us and coun-
seled us about HIV before disclosing to my husband 
directly. We discussed potential outcomes of HIV 
testing results and my husband confessed to be okay 
with any outcome. (Participant 005)

The good relationships or friendship between the 
CHWs and the clients in the community also facilitated 
disclosure.

…that person or couple I am going to support in 
the disclosure process, I first make them my friends 
before we start any discussions. (CHW 008)

Barriers to CHW‑led disclosure support mechanism
Fear of the negative outcomes of HIV disclosure, includ-
ing relationship breakups and fighting was a barrier 
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reported by most of the respondents. This was a similar 
finding to both men and women. Accusations of infidel-
ity and promiscuous behavior following disclosure  was 
thought to result in undesirable outcomes.

Yes, I really fear a lot. The fear of telling him is there 
especially how to start it. I fear that maybe he can 
leave me after telling him or do something else. (Par-
ticipant 013)

Some respondents reported incidences of breakups:

So, after the CHW supporting me to tell him, he was 
initially calm but later told me to pack up my things 
and go. I also packed them and went home. But after 
like a week, he came for me; I think after testing and 
found that he was HIV negative. (Participant 006)
I told her that it was important to know if she was 
also HIV positive so that we can protect the young 
ones. But she instead decided to react badly and 
weirdly. Currently she left home with her children. I 
do not know what to do because it seems she even 
blocked my phone number. (Participant 010)

Women were reported to be the most affected by nega-
tive outcomes of disclosure.

But unfortunately, there some people who face some 
challenges especially women who test positive during 
antenatal. If they tell their husbands about this, the 
husbands are likely to beat them or even leave them 
when pregnant. (Participant 002)

Community Health Workers also emphasized the fear 
of negative outcomes among clients during the CHW-led 
disclosure support.

The biggest challenge when one discloses to the part-
ner is when the person disclosed to turns out to be 
HIV negative. This usually brings misunderstand-
ings in the family. (CHW-002)

Fear of negative outcomes delayed disclosure for some 
participants, and one of the participants who had not dis-
closed said that she needed more time before making the 
final decision.

Then I got this new partner who doesn’t know my 
status. I was thinking of disclosing to him but I felt 
needed more time. (Participant 007)

Attitudes and experiences in CHW‑led disclosure 
support mechanism
Attitudes
Participants applauded the CHW-led disclosure mecha-
nism and were positive about it; they said that CHWs 
gave them enough time during the disclosure process, 

which helped them to understand the importance of 
disclosure, hence making informed decisions. The par-
ticipants further said that, CHWs supported them with 
disclosure skills, which helped them handle some nega-
tive outcomes of disclosure. The CHWs were also pro-
tective against negative outcomes, and were available to 
the participants to provide continuous support even after 
disclosure.

...they are very helpful especially during counseling. 
They counsel you and you feel like you can do it. And 
when you listen very well and do what you agree with 
them, you can easily disclose. …and the good thing 
with using a CHW is that you can first discuss with 
them and make a disclosure plan. And CHWs have 
some knowledge and skills on how to handle some sit-
uations…. they can also counsel you as a couple and 
support you even after disclosure. (Participant 005)

...the truth is that the mechanism was very beneficial. 
CHWs were very helpful because if there is something 
you wanted to talk to them about, you could just go 
and talk to them. So they were readily available. They 
could even come and check on us after disclosure for 
continuous support. So they did a great job towards 
our lives. (Participant 001)

Community health workers also had positive experiences 
and attitudes from the assignment as they received positive 
feedback from the participants they supported. They said 
the task was worth undertaking because they felt proud 
and satisfied after supporting successful disclosures.

…still the man came and told me that am relaxed, 
because I have been leaving the drugs at the work 
place which was making me miss some doses some-
times, but after disclosure, I feel like my journey is 
going to be good. (CHW 009)

Now like the one I told you about; she was very happy 
because she used to swallow her drugs hiding but now 
swallows openly; currently the couple even remind 
each other about drug adherence. So, people are very 
happy with the mechanism and are very appreciative. 
(CHW 007)

Recently I got information that the couple I supported 
to disclose stood up in front of a congregation at the 
HIV care facility and gave an HIV disclosure testi-
mony; and advised the audience to always disclose 
their HIV status. (CHW 004)

like the first couple I worked on, the man was very 
happy that we let him know the truth about the posi-
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tive HIV status of his wife. Currently he even escorts 
his wife for HIV care, and sometimes goes to pick med-
ication for his wife despite himself being HIV negative. 
(CHW 006)

Experienced challenges in the CHW‑led disclosure 
support mechanism
Community health workers had to be patient, calm, 
polite, and empathetic during the disclosure process 
since each participant had a different story regarding 
their sexual relationships. The participants needed to be 
handled on a case-by-case basis, and CHWs required to 
have a working plan while executing the exercise.

The thing I have learnt is that, we have different 
personalities and backgrounds, and there are some 
people who are difficult to handle and you can find 
them annoying if you are not patient. They can 
respond to you inappropriately, and you realize that 
if you cannot control yourself you end up abandon-
ing the process. But when you calm down and get to 
understand that people are not the same and should 
be handled on a case-by-case basis, you complete 
your task successfully. Additionally, some people 
may start from a high tone, and when you instead 
calm down, they eventually also calm down. (CHW 
012)

…what I learnt from that program is a need for 
planning, if you are going to do anything, you have to 
plan, and plan early. (CHW 002)

Community health workers also faced challenges of 
inappropriate physical addresses given by some of the 
participants. Some participants kept changing locations 
and providing wrong directions. CHWs also had inade-
quate facilitation in terms of transport. These challenges 
led to a delay in the completion of the disclosure process.

I have found ups and downs in this exercise, first of 
all some clients are not easy to locate due to the fact 
that some of them are renting, especially the youths. 
So, today you may find them renting here and after 
some time you find them elsewhere. And some keep 
changing telephone contacts. So, it may take you 
time to get them; but if you persist you can finally get 
them. (CHW 003)

The challenge I have met is that some clients give 
wrong directions; so, you keep moving here and there 
looking for the given location and you end up using 
up all the transport money, and remember we were 
not given much money for transport, and sometimes, 

you end up using your own money because you have 
to complete the task. You find some when they shifted 
and when you call them, someone else answers and 
tells you that it is a wrong number (laughs). (CHW 
005)

Advantages of the CHW‑led disclosure support mechanism
Respondents felt that the mechanism was client centered 
as it really addressed the needs of PLHIV with disclosure 
difficulties. The mechanism reduced negative outcomes 
such as fights and separation. This was because CHWs 
were regarded as significant others in the community.

The advantage of using a CHW in the disclosure pro-
cess is that, issues like fights, arguments, and separa-
tion may be minimized. This is because a CHW may 
provide adequate and continuous counseling due to 
the fact the CHWs are always readily available in 
the community. (CHW 011)

The advantage in using CHWs is that sometimes 
clients fear to discuss their issues with the health-
care workers at the health facility. This is because a 
healthcare worker might not understand the context 
of the client’s life in the village. So, it is beneficial to 
use a CHW because they know the client’s life right 
from the community. (CHW 004)

The advantages involved in using a CHW is that, if 
disagreements occur following disclosure, the client 
can easily reach out the CHW for help so that the 
disagreements do not escalate to separation. (CHW 
008)

Limitations of the CHW‑led disclosure support mechanism
Respondents said that the mechanism may be limited by 
issues of breaching of confidentiality.

Sometimes clients may fear that, if I tell a CHW, he/
she will tell other people and the whole village will 
know. (Participant 010)

...no, there is no any danger because they were cho-
sen by people; we chose them because there are like 
our healthcare workers whom we trust. Like for our 
CHW I have told you about, we can send her for 
anything concerning our lives and she is very benefi-
cial; and keeps secrets. (Participant 012)

Therefore, clients who would accept this mechanism 
always trust their CHWs, and believe that the CHWs will 
not breach their confidentiality.
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Improving the CHW‑led disclosure support mechanism
Respondents advocated for adequate facilitation in terms 
of transport, increasing the number of CHWs, con-
tinuous training, and provision of working tools such as 
umbrella and gumboots.

What would have been added to this program is 
to provide adequate transport facilitation because 
looking for the client may even take you 3 days or 
even a month. Remember the motorcycle riders may 
charge you Ugx 2,000/= ($0.5) for a short distance. 
(CHW 005)

…adding more transport in terms of facilitation so 
that it does not burden us so much. (CHW 009)

to make this program better: more facilitation in 
terms of transport is needed. Because sometimes 
you have a client who has accepted to disclose but 
requires a facility setting for disclosure to be accom-
plished. So, if you don’t have enough money on you 
to escort them to the health facility, you miss out on 
the chance. Also training both the CHWs and com-
munity is important. (CHW 011)

Respondents said that the training keeps them updated 
with new ideas of handling clients.

Discussion
This qualitative study aimed to explore experiences 
and challenges of using CHWs in supporting disclo-
sure among HIV-affected sexual partners, and we found 
that: HIV disclosure was generally viewed as an impor-
tant strategy in fostering adherence to HIV treatment 
and care, adequate counseling and support was impor-
tant in the disclosure process, and fear of the negative 
outcomes hindered disclosure. The CHW-led disclo-
sure support mechanism was viewed to have advantages 
which included the provision of adequate interaction 
time between the client and CHW, which enabled appro-
priate planning, and hence minimized the occurrence of 
negative disclosure outcomes. However, the mechanism 
required CHWs to be patient and empathetic to the cli-
ent as well as handle each client according to the context 
of their sexual relationship. The mechanism was viewed 
to be limited by possible breach of the client’s confiden-
tiality and inadequate transport facilitation. The mecha-
nism was viewed to be successful if CHWs are adequately 
trained and provided with working tools. The implica-
tions of these findings are as below:

HIV status disclosure in a sexual relationship was 
important in increasing adherence to HIV treatment, 
such as adherence to ART and clinic appointments; this 

was a similar finding in the previous studies [10–13]. Fol-
lowing disclosure, clients reported increased psychoso-
cial, emotional, and financial support from the partner, 
which augmented adherence to HIV management inter-
ventions, as previously reported [42–44]. For example, 
after disclosure, some non-study partners escorted their 
partners to the HIV care facilities, and some collected 
drugs (ART) from the HIV care facilities on behalf of 
their partners, as previously reported [45] Therefore, 
HIV disclosure among sexual partners, should always be 
prioritized in HIV care.

Adequate interaction time between a participant and 
the CHW was instrumental in achieving positive out-
comes disclosure. This was due to the fact that such 
interaction allowed adequate counseling and support 
to the participant, which enabled participants to make 
appropriate rational disclosure decisions, as previously 
reported [12, 45]. Additionally, adequate counseling 
allows proper understanding of the requirements of 
HIV management, including disclosure to a sexual part-
ner and possible consequences of disclosure. Moreover, 
counseling and disclosure support increases the confi-
dence, self-efficacy, and self-esteem of a person intending 
to disclose, as previously reported [46, 47]. In the current 
study, CHWs supported the entire disclosure process 
through counseling, regular phone calls, home visits, and 
escorting the couple to the health facility for HIV coun-
seling and testing. Therefore, ALHIV in sexual relation-
ships with disclosure difficulties should be adequately 
counselled and supported through the entire disclosure 
process.

The HIV disclosure was limited by fear of negative 
consequences or outcomes which was similar to previ-
ous reports [20, 21]. Unfavorable consequences such as 
blame, domestic violence, abandonment, and separa-
tion were reported to hinder HIV disclosure [45, 48–50]. 
Although these outcomes are anticipated before disclo-
sure, a few of these were reported in the current study. 
Additionally, the majority of those negative outcomes, 
which occurred were resolved and settled shortly. This 
finding was similar to the previous studies where fewer 
than anticipated negative outcomes were reported [51, 
52]. Therefore, clients intending to disclose should always 
be assured that there is better than harm in disclosure to 
a sexual partner.

In regards to community-based healthcare support, 
the CHW-led disclosure support mechanism had extra 
advantages when compared to the routine care. Previ-
ous studies have reported CHW being at an advantage 
in supporting basic health-related interventions and 
programs in the community [34–36, 53]. Therefore, the 
current study strengthened the evidence that CHWs 
are important in supporting sexual partner disclosure 
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among ALHIV with disclosure difficulties, as previously 
reported [37]. In the current study, CHWs were benefi-
cial because they dedicated adequate time to counseling 
and supporting the clients as opposed to routine care. 
Moreover, CHWs also provided continuous post-disclo-
sure counseling and support, which further stabilize and 
assured the couples after disclosure. In regards to the 
provision of basic healthcare services in the community, 
CHWs have an added advantage due to a lower CHW-
to-patient ratio compared to the professional healthcare 
worker-to-patient ratio, as previously reported [54–56]. 
Compared to partner disclosure by the client them-
selves, the CHW-led disclosure support mechanism had 
more advantages because CHWs had better HIV-related 
knowledge, counseling, and disclosure skills, and were 
viewed as significant and protective to the disclosing cli-
ent. This kind of protection minimized the negative out-
comes of disclosure. Therefore, using the knowledge and 
skills obtained from training [57–60], CHW may be in a 
better position to offer basic HIV care services.

The CHW-led disclosure support mechanism required 
the CHWs to be patient and empathetic to the clients. 
This was similar to the previously reported qualities of 
HIV counseling and care, where healthcare workers were 
encouraged to always be calm, exercise patience in han-
dling patients, and be empathetic [61–63]. Exercising 
such quality counseling enables the client to know that 
the healthcare worker or CHW understands the client’s 
situation. The clients should also be handled on a case-
by-case basis, as people go through different situations 
regarding family, social, and intimate relationships, as 
previously reported [64, 65]. Therefore, when support-
ing disclosure, CHWs should contextualize each client’s 
situation.

The CHW-led disclosure support mechanism was 
limited by possible breach of confidentiality of the cli-
ent intending to disclose. Although this didn’t occur in 
the current study, CHWs and participants were mindful 
of this possibility. Similarly, previous reports indicated 
that community members were concerned about CHWs 
interfering with the confidentiality of patients dur-
ing the execution of their work [60, 66, 67]. In the cur-
rent study, it was revealed that the trust a client had in 
their CHW alleviated fears of breaching confidentiality. 
Therefore, participants allowed CHW disclosure sup-
port only if they trusted their CHW. This was similar to 
previous studies, which indicated that the trustworthi-
ness of healthcare workers among their clients was con-
sidered critical for the successful uptake of health-related 
interventions [68–70]. Therefore, CHWs should always 
be keenly selected and continuously trained to increase 
their trust in the community, as previously reported [36, 
71–73].

Providing adequate training, facilitation, and working 
tools like umbrellas was critical for a successful mecha-
nism; this was in line with the Ugandan CHW opera-
tions manual [71]. Training is vital as it equips CHWs 
with knowledge about HIV and skills that can help them 
confront challenges faced during the execution of their 
work, as previously reported [57, 71, 73, 74]. Facilitating 
CHWs, such as providing adequate transport support, 
increases their effectiveness and efficiency, as previously 
reported [36, 71, 75]. Working tools such as umbrellas, 
gumboots, and branded T-shirts can motivate CHWs to 
work and help them overcome weather challenges as they 
traverse in the communities. The provision of such items 
was recommended previously [54, 71, 76]. Therefore, the 
CHW-led disclosure support mechanism needs adequate 
logistic support.

The strength of this study was that we trained CHWs 
before being attached to the clients, regularly supervised 
and facilitated  them, which resulted in their efficiency 
and effectiveness. Additionally, we solicited feedback 
from both the CHWs and the participants regarding 
the use of the CHW-led disclosure support mechanism, 
which attracted diverse views and opinions from both 
ends. Providentially, we observed convergent views from 
the CHWs and clients. CHWs in the current study had 
been in HIV care for a long time, and others had worked 
in HIV care before; this caused them to have substantial 
knowledge, experience, and skills regarding HIV care and 
counseling. Our findings were limited by the lack of gen-
eralizability, especially in HIV care settings with inexpe-
rienced CHWs regarding HIV care.

Conclusion
Community health workers were at an advantage to sup-
port disclosure in a community-based setting, as opposed 
to routine disclosure counseling at the facility. However, 
CHW should be keenly selected, facilitated, trained, and 
provided with working tools to execute this task. There-
fore, in adopting a CHW-led disclosure support mecha-
nism, HIV care programs should ensure appropriate 
measures in the selection, training, and facilitation of 
CHWs.
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