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Abstract
Background: There is growing evidence of high effectiveness of partner notification (PN) in reaching
previously undiagnosed sexual partners. As a result, there is increasing implementation of PN in subSaharan Africa. Tanzania, like other countries in the region, has recently expanded PN in HIV testing
services. However, this approach is unlikely to yield the expected results if not well implemented. This
study aimed to identify gaps and provide recommendations to improve routine implementation of PN
in Tanzania.
Methods: A cross-sectional study was conducted across seven care and treatment centers (CTCs) in
the Kilimanjaro region from November 2018 to April 2019. A total of 297 newly diagnosed HIV infected
clients with sexual partner(s) in the past 24 months were recruited at 2 months of their CTC
enrollment. Interviews using structured questionnaires were conducted. Descriptive statistics,
bivariate and multivariate regression analyses were done.
Results: Two-thirds (195) were females. The majority 165 (85%) of those counseled and had
partner(s) not previously tested for HIV consented to PN. They all chose passive PN with 102 (62%)
reporting successful HIV status disclosure to their partner(s). Reporting disclosure was associated
with; being married adjusted odds ratio (aOR 5.1, 95%CI: 2.4–10.9, p < 0.001), in a relationship for >
10 years (aOR 4.9, 95%CI: 1.3–17.6, p = 0.02) and living with the partner(s) (aOR 3.4, 95%CI: 1.3–9.1,
p = 0.02). Fifty-three clients (27%) of those with partners not previously tested for HIV reported
partner HIV testing following PN, associated with being married (aOR 3.4, 95%CI: 1.3-9, p < 0.02) and
living with the partner (aOR 4.5, 95%CI: 1.3–15, p < 0.02). Male partner(s) had lower odds of
successful HIV testing (aOR 0.4, 95%CI: 0.2–0.9, p = 0.02). Thirty-seven (67%) of those tested were
HIV infected.
Conclusions: Detection rate of previously undiagnosed HIV infection among clients referred for HIVtesting through PN was high. However, a significant number of partners did not report for HIV testing
after 2 months of index clients CTC enrollment. Initiatives to improve PN are needed with special
attention towards those who are single, not living with their partners, in a relationship for < 10 years
as well as male sexual partners.
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1. Background:
The success across the Human Immunodeficiency Virus (HIV) care continuum highly depends on
effective HIV testing services (HTS) as a critical gateway to prevention and support services,
accessing HIV care and antiretroviral treatment (ART) [1–3]. In recognition of the need for effective
HTS, major steps have been taken to improve the testing strategies over the past two decades.
Currently, more than three quarters (67–92%) of all people living with HIV (PLHIV) worldwide are
estimated to know their HIV status. Although it is a great milestone, there are still more than 8 million
undiagnosed PLHIV Worldwide [4]. This calls for more coordinated efforts to achieve not only the
UNAIDS 90-90-90 target by 2020 (90% of PLHIV diagnosed; 90% of those diagnosed on ART and 90%
of all people receiving ART having viral suppression) but also to end the AIDS epidemic by 2030 [5].
To address this gap there is an urgent need to ensure adequate implementation of effective HTS
approaches [6, 7].
Moreover, reaching undiagnosed PLHIV becomes more challenging as the proportion of undiagnosed
PLHIV decreases [7]. Targeting the general population for HIV testing is likely to yield low HIV positive
rates [6]. One of the potential ways of addressing this is through notifying and testing sexual partners
of recently diagnosed PLHIV. When efficiently implemented, partner notification (PN) is a proven
effective and feasible differentiated HIV testing strategy [6–10]. It has been shown to yield HIV
positive rates, which are more than twice those of all other HIV testing approaches combined [11].
Despite this body of evidence PN is still underutilized in sub-Saharan Africa (SSA) [7, 9, 12]. In some
areas, partners of PLHIV are not tested systematically [6].
In Tanzania, data from 2016–2017 estimated that less than two-thirds (61%) of PLHIV knew their HIV
status [13]. Since then PN has been made a standard of care and has recently been scaled up as one
of the attempts to reach the first 90 in UNAIDS 90-90-90 target [5, 14]. PN comprises several steps as
recommended by the national comprehensive guidelines on HTS. The first step requires the HTS
providers (HTSPs) to counsel and obtain consent for PN from all newly diagnosed HIV clients. If the
clients consent, their sexual partners may be referred for HTS through either passive or assisted
voluntary disclosure methods. Upon choosing the former, the index clients have to disclose their HIV
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status and suggest HTS to their partners on their own. Conversely, if they choose the latter the
provider has to anonymously notify the sexual partner(s) using one of the following three approaches
[14]. The provider can anonymously contact the index client’s partner(s) directly or after entering a
contractual agreement (contract referral) in case of unsuccessful passive partner referral within the
agreed period of time. Moreover, the client can opt to disclose their HIV status to their partners in the
presence of the provider, who will support the client during the disclosure process (dual referral) [14].
The implementation of differentiated HIV testing strategies including PN must be assessed to identify
missed opportunities for HIV testing [6]. The current study examined all the steps recommended by
the Tanzanian National guidelines on HTS [14]. It offers a unique opportunity to identify gaps and
provide recommendations to improve routine implementation of PN in care and treatment centers
(CTCs) after its scale up countrywide.

2. Methods
Study design and setting
A cross-sectional study was conducted across seven CTCs in the Kilimanjaro region, Northeastern
Tanzania between November 2018 and April 2019. The included CTCs were located at different health
facility levels and geographical locations in a region with an estimated HIV prevalence of 2.6% [13].
The included sites; were Kilimanjaro Christian Medical Centre (Northeastern zonal referral hospital),
Mawenzi regional hospital (regional referral hospital) and St. Joseph hospital (designated district
hospital) from Moshi urban district. Lower level health facilities in the same district were Majengo and
Pasua health centers. In Hai district, Hai district hospital and Machame hospital were in the periurban
and rural settings, respectively. The seven facilities were selected due to a high HIV testing volume.
Four are government owned and the rest are facilities run by faith-based institutions.
pulation and eligibility criteria
All newly diagnosed PLHIV 15 years and above, who disclosed having sexual partner(s) within 24
months prior to being diagnosed with HIV and consented to participate in the study were recruited at
a clinical visit two months after their enrollment in care.
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Sample size:
The study is part of a parent study aiming at determining challenges and effects of the
implementation of differentiated HIV service delivery (DSD) across the continuum of care from HIV
diagnosis, referral, linkage, ART initiation, retention in care and HIV viral load suppression. The DSD
was implemented countrywide at different health facilities starting from September 2018. The parent
study has two arms before and after the implementation of DSD and this study falls under
differentiated HIV testing after the implementation of DSD in the country and the calculated sample
size was 297 clients.

Study procedures.
Onsite researchers identified all newly diagnosed PLHIV ≥ 15 years from clients’ attendance list.
Interviewer administered questionnaires were conducted to obtain socio-demographic information,
information on number of sexual partners within the past 24 months as well as evaluation of the
conduct of the whole process and outcomes of PN process relative to the recommendations stipulated
by the guidelines on HTS [14]. The outcomes were consent for PN, partner disclosure and suggesting
HTS, partner referral & HIV testing, and proportion of individuals tested through PN identified with
HIV-infection.

Data management and analysis.
Data were collected using paper forms, entered, cleaned and analyzed using STATA version 15.1.
Descriptive statistics were performed to describe participants’ characteristics, proportion with
successful HIV status disclosure and sexual partner referral for HIV testing. Chi-square test was used
to identify significant differences. Bivariate and multivariate logistic regressions were done to identify
the number of sexual partners asked by the HTSPs, clients’ consent, disclosure, partner HIV testing
and their associated factors. The final analysis models included covariates with p value < 0.25. A p
value <0.05 was regarded as significant.

3. Results
5

Study overview and socio-demographic characteristics.
A total of 351 newly diagnosed HIV clients were assessed for the eligibility criteria. Out of these 297
(85%), reported to have had sexual partners in the past 24 months and all of them were enrolled in
the study. They were mainly females 195 (66%) and married 159 (54%) with a mean age of 38 years
(Table 1). The majority 292 (98%) reported to have been counseled about PN by the HTSP at the time
of HIV diagnosis. These included index clients 198 (68%), those who came for couple HIV testing and
counseling (CHTC) 62 (21%) and partners of previously tested clients (PPTC) 32 (11%). Eight clients
reported that their partner(s) had died at the time of their HIV diagnosis leaving 284 clients with
partner(s), who were alive at the time of HIV diagnosis. Moreover, 164 (85%) of index clients reported
to have current sexual partner(s) (Figure 1).

The number of sexual partners counseled by the HTSP.
The median number of sexual partners reported was 1 (interquartile range: 1-3), and 1 (interquartile
range: 1-9) among those who reported to have current partners and those who reported to have
partners within the past 24 months respectively. Eighty-seven percent (248/284) of those with sexual
partners within the past 24 months, who were counseled about PN and whose partners were alive at
the time of their CTC enrollment reported to have been counseled only about PN of the current
partners. Moreover, during the interview almost half of them (132/284) admitted having had multiple
sexual partners (concurrent or serial monogamy) within the past 24 months, however only a quarter
(70/284) reported to have been counseled to notify more than one partner at the time of their CTC
enrollment (Table 2).

Those who came for CHTC had lower odds (OR 0.4 95% CI: 0.2-0.8, p=0.02) of being counseled to
notify other partner(s) relative to those who came for HIV testing as index clients at the time of CTC
enrollment. Furthermore, married and widowed clients had lower odds of being counseled about PN of
more than one sexual partner (aOR 0.2 95% CI: 0.1-0.4, p=<0.001) and (aOR 0.3 95% CI: 0.1-0.9,
p=0.04), respectively compared to those, who were single or never married. However, during the
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interview 27 (44%) of those who came for CHTC, 69 (44%) of those married and 14 (70%) of those
widowed admitted to have had more sexual partner(s) within the past 24 months (Table 2).
Consent for partner notification.
One-hundred-and-sixty-five (85%) of index clients reporting having had sexual partners within the
past 24 months, and counseled for PN, consented to bring their partners for HIV testing (Figure 2).
They all chose the passive PN method i.e. they had to notify and bring their partner(s) for counseling
and testing before or during their next clinic visit without assistance from the HTSPs. Among those in
a current relationship higher consenting odds were observed for those in a relationship for longer
than ten years (aOR 5.1 95% CI: 1.5-17.7, p=0.01) and those who were living with their partner (aOR
3.3 95% CI: 1.2-8.8, p=0.02) (Table 4).

Table 1: Socio-demographic characteristics of clients, who reported ≥ 1 sexual partner in
the 24 months prior to their HIV diagnosis (n=297)
Characteristics
Age groups
15-24
25-34
35-44
45 and above
Sex
Female
Male
Relationship status
Single-never married
Married/Cohabiting
Divorced/Separated
Widowed
Level of education
No formal education
Primary school
Secondary school
Post-secondary school
Main economic activity
Peasant
Formally employed
Small business/Self employed
House wife/husband
Others
Residence
Moshi urban
Moshi rural
Hai
Others

Clients
Number

%

28
104
92
73

9.4
35.0
31
24.6

195
102

65.6
34.4

67
159
43
28

22.6
53.5
14.5
9.4

2
209
75
11

0.7
70.4
25.2
3.7

41
209
33
153
72
57

7

12
2

15

13.8
4
70.4
11.1
0.7
51.5
24.2
19.2
5.1

Characteristics
Age groups
15-24
25-34
35-44
45 and above
Sex
Female
Male
Relationship status
Single-never married
Married/cohabiting
Divorced/Separated
Widowed
Level of education
No formal education
Primary school
Secondary school
Post secondary school
Clients category
Index clients
Couple HIV testing and
counseling
Partners of previously tested
Clients

Number of partners
N (%)
One
Multiple

Number of partners counseled
N (%)
One
More than one

15
49
47
41

11 (42.3)
53 (52.0)
38 (44.7)
30 (42.2)

16
80
64
54

108(59)
44(43.6)

75 (41)
57 (56.4)

138 (75.4)
76 (75.2)

45 (24.6)
25 (24.8)

36(56.3)
89 (56.3)
21 (50)
6 (30)

28(43.7)
69 (43.7)
21 (50)
14 (70)

34 (53.1)
135 (85.4)
29 (69.1)
16 (80)

30 (46.9)
23 (14.6)
13 (30.9)
4 (20)

2 (100)
112(56.8)
31 (41.9)
7 (63.6)

0 (0)
85 (43.2)
43 (58.1)
4 (36.4)

2 (100)
149 (75.6)
54 (73)
9 (81.8)

0 (0)
48 (24.4)
20 (27)
2 (18.2)

101(52.1)
35 (56.5)

93 (47.9)
27 (43.5)

139 (71.7)
54 (87.1)

55 (28.3)
8 (12.9)

16 (57.1)

12 (42.9)

21 (75)

(57.7)
(48.0)
(55.3)
(57.8)

(61.5)
(78.4)
(75.3)
(76.1)

10
22
21
17

(37.5)
(21.6)
(24.7)
(23.9)

7 (25)

Table 2: The characteristics of clients with sexual partners within the past 24 months, who
were counseled for partner notification, whose partners were alive at the time of their HIV
diagnosis and the number of sexual partners counseled by the HIV testing service provider
(n=284)

CI: Confidence interval

Successful partner HIV disclosure and suggesting HTS.
Only fifty-two percent of all index clients (102/194) who had partner(s) within the past 24 months,
whose partners were alive and who were counseled about PN at the time of their HIV diagnosis
reported to have successfully disclosed their HIV status to their sexual partners within two months of
their initial consultation. This was sixty-two percent (102/165) of those, who consented to PN at their
initial visit (Figure 2). Married clients had five times higher odds (aOR 5.1 CI: 2.4-10.9, p<0.001) of
reporting successful disclosure and suggesting HTS to their partners than those who were single or
never married (Table 3). Furthermore, among those in a current relationship higher odds for reporting
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successful disclosure and suggesting HTS to their partners were observed for those in a relationship
of more than ten years duration (aOR 4.9 95%CI: 1.3-17.6, p=0.02) and those who were living with
their partners (aOR 3.4 95%CI: 1.3-9.1, p=0.02) (Table 4). None (n=29) of those who did not consent
reported partner HIV disclosure.

There were a total of 143 clients, who still had the opportunity to notify at least one sexual partner.
These included those who reported that they were yet to notify a single sexual partner 92 (64%) and
those, who had notified at least one sexual partner but had other partner(s), who were not yet
notified 51 (36%). However, less than two-thirds (85/143) reported that they had the intention to
inform partners. The majority of these 79 (93%) stuck with the passive PN method as their preferred
method, while only six (7%) declared that they needed assistance from the HTSPs. Those who had
multiple partners and had notified at least one of them had 10 times higher odds of reporting plans to
notify the other(s) as compared to those, who had not yet notified a single partner (OR 10.2, 95% CI
4-26.2, p< 0.001).

Successful sexual partner(s) clinic referral and HIV testing.
Only twenty-seven percent (53/194) of the index clients with sexual partner(s) requiring testing
reported successful referral of sexual partner(s) to the clinic at the interview two months after
counseling about PN. This was fifty-two percent (53/102) of index clients, who reported successful
disclosure and suggesting HTS to their partners (Figure 2).

Table 3: Factors associated with consent for partner notification, successful disclosure to
at least one partner, clinic referral and partner HIV testing among index clients who were
counseled about partner notification (n=194)
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Clients’ characteristics

Age groups
15-24
25-34
35-44
45 and above
Sex
Male
Female
Relationship status
Single-never
married
Married/ cohabiting
Divorced/Separated
Widowed
Current relationship
Yes
No

Consented for partner
notification
N (%)
Yes
No

Crude Odds
ratio
95% (CI)

pvalue

14
51
50
50

2 (12.5)
15 (22.7)
6 (10.7)
6 (10.7)

1
0.5(0.1-2.4)
1.2(0.2-6.6)
1.5(0.3-8.3)

0.37
0.84
0.67

7 (43.7)
31 (47)
28 (50)
36 (64.3)

48 (80)
117(87.3)

12 (20)
17 (12.7)

1
1.8(0.8-4.1)

0.14

33 (55)
69 (51.5)

27 (45)
65 (48.5)

48
79
24
14

11 (18.6)
7 (8.1)
9 (27.3)
2 (12.5)

1
2.6 (0.9-7.1)
0.6 (0.2-1.7)
3.4 (0.4-8.9)

0.07
0.34
0.26

20 (33.9)
64 (74.4)
12 (36.4)
6 (37.5)

39
22
21
10

24 (14.6)
4 (13.3)

1
1.1 (0.4-3.5)

0.85

93 (56.7)
9 (30)

71 (43.3)
21 (70)

(87.5)
(77.3)
(89.3)
(89.3)

(81.4)
(91.9)
(72.7)
(87.5)

140(85.4)
26(86.7)

Successful
disclosure to at least
one partner N (%)
Yes
No
9
35
28
20

(56.3)
(53)
(50)
(35.7)

(66.1)
(25.6)
(63.6)
(62.5)

Table 4: Factors associated with consent for partner notification, successful disclosure to
at least one partner, clinic referral and partner HIV testing among index clients in a
current relationship (n=164)
Clients’ characteristics

Age groups
15-24
25-34
35-44
45 and above
Relationship status
Single-never married
Married/ cohabiting
Divorced/Separated
Widowed
Relationship duration
<1 year
1-5 years
6-10 years
> 10 years
Living together
Yes
No

Consented for partner
notification
N (%)

Crude Odds
ratio
95% (CI)‡

pvalue

Successful
disclosure to at
least one partner
N (%)
Yes
No

Yes

No

10
42
44
44

(83.3)
(76.4)
(88)
(93.6)

2 (16.7)
13 (23.6)
6 (12)
3 (6.4)

1
0.6 (0.1-3.3)
1.5 (0.3-8.4)
2.3(0.4-19.9)

0.60
0.67
0.27

5(41.7)
28(50.9)
26 (52)
34(72.3)

7(58.3)
27(49.1)
24 (48)
13(27.7)

32
79
16
13

(76.2)
(92.9)
(69.6)
(92.9)

10(23.8)
6 (7.1)
7 (30.4)
1 (7.14)

1
4.1(1.4-12.3)
0.7 (0.2-2.2)
4.1 (0.5-35)

0.01
0.56
0.20

16(38.1)
64(75.3)
7 (30.4)
6 (42.9

26(61.9)
21(24.7)
16(69.6)
8 (57.1)

15
44
24
57

(65.2)
(80)
(92.3)
(95)

8 (34.8)
11 (20)
2 (7.7)
3 (5)

1
2.1 (0.7-6.3)
6.4(1.2-34.3)
10.1(2.4-43)

0.17
0.03
0.002

6 (26.1)
25(45.5)
15(57.7)
47(78.3)

17(73.9)
30(54.6)
11(42.3)
13(21.7)

4 (4.3)
20(28.6)

9 (2.9-27.8)
1

<0.001

70(74.5)
23(32.9)

24(25.5)
47(67.1)

90 (95.7)
50 (71.4)

Those who were married had more than three times higher odds of reporting successful sexual
partner(s) clinic referral and HIV testing (aOR 3.4 95% CI: 1.3-9, p<0.02) than those who were single.
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Moreover, being in a current relationship was not significantly associated with higher odds of
successful clinic referral and HIV testing (aOR 1 95%CI 0.3-3.5, p=0.98) (Table 3). However, among
those in a current relationship higher odds of referral and testing were observed for those who were
living with their partners (aOR 4.5 95% CI: 1.3-15, p<0.02) (Table 4). On the other hand male sexual
partner(s) were associated with 60% lower odds of successful clinic referral and HIV testing after
being notified (aOR 0.4 95%CI: 0.2-0.9, p=0.02) (Table 3).

Sexual partner’s HIV test results and CTC enrollment.
All 53 clients, who reported successful sexual partner(s) clinic referral, reported successful sexual
partner HIV testing (Figure 2) with a total of 55 sexual partners tested for HIV (two clients each
reported two sexual partners successfully tested for HIV). Thirty-seven (67%) of the sexual partners
were diagnosed with HIV. The rate of HIV infection was 18 (78 %) and 19 (59 %) among female and
male sexual partners, respectively. All partners who were reported to be HIV infected were enrolled in
care and started on ART. There were no major significant differences on the study outcome variables
after assessing for differences between sites. Moreover, there were no significant differences in area
of residence, level of education and the main economic activities of the participants and the observed
outcomes.

Discussion
This study determined the outcomes of and factors associated with all the steps of PN process as
recommended by the Tanzania National guidelines on HTS [14]. The study was conducted in
Northeastern Tanzania after scaling up of PN in HTS countrywide with the aim of identifying gaps and
providing recommendations to improve PN as a differentiated HIV testing strategy urgently needed to
address the first 90 of the UNAIDS 90-90-90 target [5].

The initial step of PN is for HTSP to counsel all newly diagnosed HIV clients on the importance and the
need to notify their partners to be HIV tested. Two percent of clients reported to have not been
counseled about PN at the time of their HIV diagnosis. This might have been due to failure of HTSPs to
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do counseling or due to inability of the clients to recall being counseled about PN. We also found some
discrepancies in the type of partner discussed during the counseling sessions. Most of the counseling
was reported to focus on the current partner(s). It is possible that the HTSPs’ counseling focused on
the current partner(s) or the clients wrongly perceived that they were counseled only about the
current partner(s). This might also be due to the fact that the guidelines do not specify the type of
partner to be notified in terms of current versus past or within what time frame [14]. Moreover, it was
noted that the number of current partners was half those within the past 24 months and there was no
significant difference in PN success rate between current and previous partners. Although some
studies have reported higher PN success rate among current partners [7,15], restricting PN to current
partners will restrict the success of the PN initiative.

Furthermore, the counseling among married, widowed and those who came for CHTC should explore
the possibility that clients in these groups may have other partner(s) as it was noted that a significant
proportion of these clients had > 1 sexual partner. It seems that HTSPs assumed that married or
widowed have/had only one partner, alternatively HTSPs might have found it hard to discuss the
possibility of more sexual partners. HTSPs are supposed to counsel and encourage those who come
for CHTC to receive their test results together [14]. This reduces the disclosure burden and has the
potential to improve linkage to care among partners [14,16]. However, the presence of a partner
might hinder the clients from disclosing more partners (previous/current). Counseling individual
clients when it comes to PN might be a potential solution to this challenge. Moreover, those who
reported successful notification of at least one partner also reported higher willingness to notify other
partner(s) than those who had not notified a single partner. This underscores the importance for open
and non-judgmental discussions of all possible current and previous sexual partner(s).

It is crucial to obtain clients’ consent before proceeding with PN. The proportion of those, who had
sexual partners but did not consent for PN services was higher (15%) than previously reported from
Tanzania (3.6%) and Mozambique (1%) [7,17]. This might be due to the difference in study settings
12

and therefore, there is a need to explore the barriers for consenting to PN in this population.

Furthermore, those who provided consent were given the option of either assisted or passive PN
methods. Although all clients chose the latter, this method has been shown to have a relatively lower
success rate as compared to the former [15,17–20]. This might be because assisted PN does not
require HIV status disclosure as compared to passive PN. Preference for passive PN among index
clients has also been reported in other studies from SSA [7]. However, some studies have also
reported preference for other PN methods i.e. in Nigeria, where contract referral accounted for more
than two-thirds of the partner referrals done [21].

Referral for HIV testing after successful PN was by far the step with the highest dropout rate (48%) in
this study. This might be due to over-reporting of successful notification among index clients to hide
their inability to disclose their HIV status to the partners. Unsuccessful referral was associated with
male sexual partners, single or never married and those living away from their partner(s). Male sexual
partners and unstable relationships have also previously been reported as a hindrance to PN in SSA
[7,23]. In Malawi, behavioral skill-building training for healthcare providers successfully increased HIV
testing among male sexual partners using the passive PN method [24].

In the current study, all partners who were reported successfully referred were also reported tested
for HIV. This study underscores the high effectiveness of PN in reaching previously undiagnosed PLHIV
with a very high HIV prevalence (67%) among sexual partners successfully referred and tested for
HIV. It adds to the existing evidence from countries such as Malawi, Cameroon, Vietnam and Nigeria,
where HIV prevalence among sexual partners successfully referred for testing was 64%, 50%, 42%
and 51%, respectively [9,12,21,25]. Furthermore, in a systematic review, the HIV prevalence among
sexual partners successfully tested for HIV ranged from 12-86 % [26].

More importantly, the study points out the weakest links in the PN process. The fact that only 27% of
13

index clients successfully referred their partners for HIV testing after two months of CTC enrollment is
of concern. This may partly be due to the fact that all index clients chose the passive PN method. In
Malawi, successful partner referral after three months of index clients CTC enrollment was 24% and
51% among those who used the passive and assisted PN method, respectively [9], consistent findings
were also reported in Uganda [15].

Conclusions
Our study has added to the existing evidence on the effectiveness of partner notification in reaching
previously undiagnosed PLHIV. It has highlighted the missed opportunities in the routine
implementation of PN and provides an opportunity for improvement. After implementation of the new
guidelines strengthening the importance of PN in Tanzania almost all newly diagnosed HIV infected
clients reported being advised about PN. However, almost half reported not having disclosed to their
sexual partner(s) two months later and even fewer partners reported for HIV testing and counseling.

We recommend that all clients should be counseled for PN to exhaust all partners (previous and
current) regardless of their marital status. Furthermore, it is important that counseling for PN should
be repeated at follow-up visits to assist disclosure and that the possibility for assisted PN is
ventilated. To increase the proportion of partners referred and tested we recommend more focus on
those who are single, not living with their sexual partner(s) and in a relationship of < 10 years.
Furthermore, we recommend more studies to understand the barriers to PN of male sexual partners in
Northeastern Tanzania.
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Figures

Figure 1
Overview of the main categories of the study client
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Figure 2
The cascade showing the proportion of index clients, who had sexual partner(s) within the
past 24 months and whose partners were alive, from when they were counseled about PN at
the time of their HIV diagnosis to successful sexual partner HIV testing at two months.
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