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Abstract: Objective: At the first antenatal visit, HIV counseling and testing are offered to all pregnant women in
Tanzania. HIV-infected women are encouraged to disclose their status to the partner. The objective of this study was to
determine prevalence and factors associated with HIV status disclosure among pregnant and lactating women on
antiretroviral therapy after rollout of Option B plus in urban Moshi.

Methodology: A cross-sectional study was conducted from June to August 2015. Participants were recruited from 4
health facilities in urban Moshi. All HIV-infected women aged 18 years and above attending Prevention of Mother to
Child Transmission (PMTCT) clinic were invited to participate. However, pregnant women who receive their test results
on the day of enroliment were excluded. The interviews were conducted in Kiswahili language using an interview
schedule.

Results: A total of 167 HIV-positive pregnant and lactating women were enrolled in this study. Overall, the prevalence of
HIV status disclosure was 74.9%. Most women were married 121 (72.5%) and had primary education 96 (57.5%).
Factors that were significantly associated with HIV status disclosure to partner are disclosure counselling (APR=2.11;
95% IC: 1.58-2.84), knowing partner's HIV status (APR=2.16; 95% CI: 1.61- 2.90) and living together with their partner
(APR=2.17; 95% IC: 1.61-3.03).

Conclusion: There was a high prevalence of HIV status disclosure to partner. Knowing partner’s status was significantly

and

associated with disclosure. Partner involvement and disclosure counseling is key in HIV disclosure.

Keywords: Disclosure to partner, prevention of mother to child transmission, HIV status, factors, Tanzania.

1. INTRODUCTION

Globally, by the end of 2012, an estimated 35.3
million people were living with HIV, of which 70% of
them were living in Sub-Saharan Africa [1]. In
Tanzania, an estimated 1.4 to 1.6 million were living
with HIV in 2012 and the prevalence of HIV among
women attending antenatal clinic was 6.9% [2]. About
2.3 million children less than 15 years are living with
HIV/AIDS of which majority are living in Sub-Saharan
Africa. Without any intervention estimated 35% of
children born to HIV-infected mothers are at a risk of
being infected with the virus. This can be reduced to
below 5% with the implementation of mother to child
transmission of HIV (PMTCT) [3].

Tanzania has been adopting the WHO guideline for
prevention of mother to child transmission since 2000
and the guideline has been changing due to the
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recommendation on ARV's treatment or prophylaxis
options available and breasting feeding options. In
2012, Tanzania adopted the global plan of eliminating
mother to child transmission of HIV (eMTCT) [4]. The
goal was to reduce the transmission from 25.0% in
2010 to 4.0% by 2015. In addition, in 2013 Tanzania
adopted the WHO recommendation of providing life-
long antiretroviral therapy for all pregnant and lactation
women regardless of WHO clinical stage or CD4 count
and children Nevirapine prophylaxis for 6 weeks
(Option B plus) . By the end of 2014, the Tanzania had
achieved a countrywide roll-out of Option B plus [5].

Antenatal HIV counseling and testing are offered to
all pregnant women in Tanzania at first clinic visit.
Women who test positive are encouraged to disclose
their HIV status to their partner. Disclosure is key in the
prevention of transmission of HIV to partners especially
for discordant couples and to the unborn children.
Some of the associated positive outcomes of the
disclosure are good adherence to PMTCT services,
social support, and exploring the available infant

© 2016 Savvy Science Publisher



Prevalence and Factors Associated with HIV Status Disclosure

Global Journal of Epidemiology and Public Health, 2016 Vol. 3, No.1 9

feeding options [6, 7]. In order to maximize the
available PMTCT services, the disclosure of HIV status
should be encouraged during antenatal (ANC)
counseling and testing [8]. Women who have disclosed
their HIV status to their partner is more likely adhere to
PMTCT services [9], with regular clinic visits, regular
drug refill and with good drug ARV adherence, unlikely
to develop depression or stress and most of them
practice protected sex [10].

Disclosure of HIV-positive status among women has
both positive and negative consequences in motivating
or discouraging women for Voluntary Counseling and
Testing (VCT) with their partners [11]. The fear of
negative consequences can itself be a reason for non-
disclosure [8, 12]. Perceived and enacted stigma and
discrimination plus physical violence [9], and being
blamed for bringing the disease to the family [13, 14].
Also, fears of abandonment and denied socio-
economic support [8, 15]. According to Kiula, level of
education and financial dependency were important
factors predicting HIV status disclosure [16]. Strong
and transparent relationship among couples influences
early disclosure to a partner [14].

Studies have shown variation in prevalence of HIV
status disclosure among pregnant and lactating
women. In a recent systematic review of HIV status
disclosure among pregnant and postpartum women in
Sub-Saharan Africa the rate was found to be 67%
(ranging from 5 to 96.7%) [17]. A high prevalence of
disclosure to a partner was reported in Uganda
(83.8%), Nigeria (94.4%) and Ethiopia (73.0%)
[7, 8, 14]. While in Kenya, Nigeria, and Ivory Coast the
prevalence was 50.0% and 50.9% respectively [12, 18,

United Republic of
Tanzania

5

19]. In Tanzania, studies have reported a low
prevalence of disclosure to partner ranging between 17
and 41% [9, 16, 20].

PMTCT program has been well adopted in
Tanzania and Kilimanjaro region as well, however,
there is no published data on the prevalence and
factors associated with disclosure among HIV-infected
women post rollout of option B plus. This study aimed
at determining prevalence and factors associated with
disclosure in the context of option B plus.
Understanding the barriers to the disclosure of HIV to
partners will help to identify ways to support and plan
for partner involvement into PMTCT care and therefore
enhance disclosure and acceleration of elimination of
mother to child transmission.

2. METHODS
2.1. Study Area and Data Collection

Urban Moshi is one of the seven districts in the
Kilimanjaro region of Tanzania (Figure 1). According to
the 2012 population census, the district had 184,292
people, with 89,174 males, 95,118 females [21]. The
prevalence of HIV among women attending the
antenatal clinic in the municipality is 6.0% [22].

Tanzania is among countries which are
implementing Option B plus policy; under Option B plus
all  HIV-positive pregnant women are initiated
antiretroviral (ARV) drugs regardless of their CD4
counts and or WHO clinical staging. Women are
expected to continue with ARV for the rest of their lives.
Whereby, exposed infants use Nevirapine syrup for six
weeks only. With the exception of women with known

Kilimanjaro

Region

Moshi
Rural

Moshi
Urban

Figure 1: Map of Tanzania showing Kilimanjaro region and Moshi urban (Research Gate).
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HIV-positive status, those attending the antenatal clinic
for the first time are tested for HIV infection. If the test
result is positive, the client is advised to bring their
partner at the next visit. Also, they are counseled on
the importance of disclosing and also they are
encouraged to disclose their HIV status to the partner
or close relative. The counseling process continues at
each clinic visit for those who have not disclosed their
status. For those who have disclosed to partner, are
asked to bring the partner for counselling and testing of
HIV if their status is unknown.

Clients were screened from Pasua and Majengo
health Centers, St. Joseph district designated district
hospital and Kilimanjaro Christian Medical Centre
referral hospital (KCMC). These clinics were selected
based on a high number of women attending ANC and
hence higher number of HIV-infected women under
PMTCT program and catered across all level of health
care services where PMTCT program is provided.
According to the program, women are seen on a
monthly basis for drug refill and evaluations. Within two
month period (May and June 2015), about 200 clients
visited the study area. Those aged 18 years and above
were invited to participate in the study. Of which 167
signed consent, with a response rate of 92.5%
(Figure 2).

A face to face interview was conducted in Kiswahili
language using an interview schedule to collect
information on demographic, socio-economic factors

N=200 HIV-positive pregnant women

and HIV status disclosure. The interviews were
conducted by investigators with the help of a trained
nurse. The data collection tool was pretested for
validity and reliability and necessary changes were
made before the commencement of data collection.

2.2. Measures

The outcome variable in this study was HIV status
disclosure. The disclosure was defined as sharing of
the HIV status with the husband or current partner.
Participants were asked if they have ever disclosed
their HIV status to the current sexual pattern or
husband. Independent variables collected included
socio-demographic  characteristic; participant age,
participant and partner’'s occupation, participant and
partners level of education, marital status, religion,
clinic attending and gravidity. Socio-economic variables
measured as dependence on the partner for income or
have self-monthly income. Also the health system
factor such as HIV status disclosure counselling was
measured. They were asked if they ever received
counseling about the importance and the process of
disclosing their HIV status to the partner.

2.3. Data Analysis

Data analysis was done by using Statistical
Package for Social sciences (SPSS) version 22, where
descriptive statistics were calculated and summarized
in frequency tables and cross tabulations. A chi-

N=189

Not willing, n=15

Y

Left clinic before interview, n=6

Y

n=167 completed the interview

Figure 2: Recruitment flow chart.

Ineligible; n=12 (below 18
years & illiterate)
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squared test was used to test for the association
between categorical variables. All tests were two-sided
with P values < 0.05 regarded as statistically
significant. A log-binomial regression analysis was
applied to predict factors associated with HIV status
disclosure. Since disclosure was considered common
(prevalence>10.0%), Prevalence Ratio and their 95%
Confidence Intervals were estimated.

Table 1: Socio-Demographic Characteristic of Study
Participants (n=167)

Variable

N %
Health facility
KCMC 82 49.1
Pasua 24 14.4
Majengo 56 33.5
St. Joseph 5 3.0
Age (years)
20-30 69 413
30-42 98 58.7
Mean age (+SD) 31 (¢5.1)
Marital status
Married/cohabiting 121 72.5
Single 46 27.5
Education level
None 3 1.8
Primary education 96 57.5
Secondary 48 28.7
Higher education 20 12.0
Partners education
Primary education 81 48.5
Secondary 62 37.1
Higher education 24 14.4
Partners occupation
Self-employed/business 86 52.7
Formally employed 77 47.2
Religion
Christian 125 74.8
Muslim 42 25.2
Monthly income (Tshs)*
None 44 26.3
<100,000 86 51.5
>100,000 37 222
Gravida
Prime gravida 37 22.2
Multigravida 130 77.8
Currently living together with partner
Yes 107 64.1
No 60 35.9

*Exchange rate 1US$ = 2,000 Tshs in 2015.

2.4. Ethical Consideration

The study was approval by the Kilimanjaro Christian
Medical College Research Ethics Committee. The
permission to conduct this study was sought from
KCMC hospital director and medical officer in charge of
Majengo, Pasua, and St. Joseph hospital. Clients were
asked to sign an informed consent before their
participation. To maintain confidentiality participant
names were not used instead a unique identifier
was used.

3. RESULTS

Overall, a total of 167 pregnant and lactating HIV-
infected women were enrolled in this study. About half
81 (49.1%) of participants were from KCMC referral
hospital. Their age ranged from 20 to 40 years with the
mean age (£SD) of 31 (+5.1) years. The majority of
participants 121 (72.5%) were married or cohabiting
and 107 (64.1%) were living together with their partners
(Table 1). A large proportion of women were Christians
125 (74.8%), 96 (57.5%) had primary education, 86
(51.5%) had monthly income less than 100,000
TShillings and only 37 (22.2%) women involved in this
study were prime gravidae.

Of the 167 enrolled participants, the majority of had
disclosed their HIV status to their partners 74.9%
(125/167). Living together with the partner was
significantly associated with HIV status disclosure
(p<0.0001) and knowing partner's HIV status
(p<0.0001), (Table 2). Counseling on disclosure was
significantly associated with HIV status disclosure
among women (p<0.001). Other factors that were
significantly associated with HIV status disclosure were
marital status and level of dependency to the partner
(p<0.05).

Only 3 factors remained significant predictors of HIV
status disclosure in the multivariate (Table 3). The
prevalence ratio of disclosing HIV status was 2 times
higher among women who were counselled as
compared to those who were not counselled
(APR=2.11; 95% IC: 1.58-2.84). Women who knew
their partner's HIV status were 2 times likely to disclose
their HIV status compared to women who were not
aware of their partner status (APR=2.16; 95% CI: 1.61-
2.90). In addition, those living together with their
partner were 2 times likely to disclose their HIV status
compared to those who are not living with their partner
(APR=2.17; 95% IC: 1.61-3.03).
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Table 2: Univariate Analysis of Factor Associated with HIV Status Disclosure to Partner (n=167)

Variable n Disclosed n (%) Not Disclosed n (%) p-Value*
Age (Years)
<30 69 56 (81.2) 13 (18.8) 2.48 (0.115)
>30 98 69 (70.4) 29 (29.6)
Marital status
Married 104 87 (83.7) 17 (16.3) 14.5 (0.006)
Single 41 24 (58.5) 17 (41.5)
Cohabiting 17 12 (70.6) 5(29.4)

Level of education

None 3 2 (66.7) 1(33.3) 1.33(0.72)
Primary education 96 25 (26) 71 (74)
Secondary 48 13 (27.1) 35(72.9)
Higher education 20 3(15) 17 (85)
Religion
Christian 125 94 (75.2) 31(24.8) 0.03 (0.857)
Muslim 42 31(73.8) 11 (26.2)

Dependency on partner income

Yes 44 39(88.6) 5(11.4) 6.03 (0.014)

No 123 86(69.9) 37 (30.1)

Partner’s education

Primary education 81 62(76.5) 19 (23.5) 0.86 (0.651)
Some secondary 62 44 (71.0) 18 (29.0)
Higher education 24 19 (79.2) 5(20.8)

Partner’s occupation

Self-employed/business 86 62 (72.1) 24 (27.9) 1.1 (0.291)

Formally employed 77 61(79.2) 16(20.8)

Living with partner

Yes 107 93(86.9) 14(13.1) 23.03 (<0.0001)

No 60 32(53.3) 28(46.7)

Role of counselor

Yes 47 24(51.1) 23(48.9) 19.7 (<0.0001)

No 120 101(84.2) 19(15.8)

Knowing partners status

Yes 97 90(92.8) 7(7.2) 39.5 (<0.0001)

No 70 35(50) 35(50)

* Chi-squared p-value for linear trend.
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Table 3: Multivariate Analysis of Factors Associated with HIV Status Disclosure

Variable Crude PR (95% CI) Adjusted PR* (95% C.I)
Marital Status
Married 1 1
Single 0.70 (0.53-0.92) 1.03 (0.92-1.16)

Cohabiting

0.84 (0.61-1.16)

0.92 (0.76-1.10)

Living with parents

0.60 (0.22-1.60)

1.72 (0.92-3.22)

Level of dependency

Independent to the partner

1

1

Dependent

0.69 (0.61-0.77)

0.98 (0.95-1.01)

Living together

No

1

1

Yes

1.8 (1.49-2.38)

2.17 (1.61-3.03)

Counselled

No

1

1

Yes

1.64 (1.23-2.20)

2.11 (1.58-2.84)

Knowing partners status

Yes

1.86 (1.46-2.36)

2.16 (1.61- 2.90)

No

1

1

*Adjusted for the effect of living style and knowing partner’s status, marital status PR is prevalence ratio.

4. DISCUSSION

The prevalence of HIV status disclosure to a partner
was high (74.9%), compared to previously reported
prevalence in Tanzania in Morogoro, Dar es Salaam
and Mwanza, 41.0%, 17-21% and 25.4%, respectively
[9, 16, 20]. However, similar prevalence of HIV status
disclosure to partner was reported from Ethiopia
(73.0%) and Uganda (83.8%) [7, 14]. The high
proportion of disclosure is an indication of the success
of PMTCT program [16]. Women who have not
disclosed their status should be counseled and
encouraged to disclose their status to the partner. This
will help in fueling effort of eliminating mother to child
transmission of HIV. Mothers who fail to disclose are
faced with many challenges such as poor ART
adherence and lack of decision on infant feeding
choice [23], which impact the benefit of PMTCT
services [24].

Discussing HIV testing with the partner prior to and
testing together increases the likely hood of HIV status
disclosure [7, 12, 25]. Women who knew their partner’s

HIV status were more likely to disclose their status. A
partner who knows his status can encourage his wife to
test and with that support the possibility of disclosing
becomes high. However, in this study almost half
(41.9%) of women did not know their partner HIV
status, compared with 44.6% in Nigeria [12]. Studies
from Tanzania and Ethiopia have reported a similar
association between disclosure and knowing partner
HIV status [11, 16]. More effort needs to encourage
men to accompany their wives for clinic visit especially
the first antenatal booking so that they can be
counseled and tested together.

The role of the counseling was found to have a
significant association with HIV status disclosure to a
partner; a similar finding was reported in a study from
North Nigeria [8]. Similarly in Ethiopia, counseled
women were almost 17 times more likely to disclose to
their partner [11]. Ongoing counseling at each clinic
appointment and during drug refill should be
encouraged; the healthcare provider should continue to
encourage women disclosed their status to a partner or
a trusted relative.
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Living together with the partner was significantly
associated with HIV status disclosure to a partner in
this study. Women living with their partner were likely to
disclose their status, whereby in this study 64.1% of
participants were living together with their partner.
These women face the need support from their partner
in taking care of their child but also the health of the
mother, however, some women are physical abuse and
face many other negative outcomes upon disclosure
[3, 9, 26]. However, living together without disclosing
has a negative impact woman health and also to the
PMTCT program.

5. STUDY LIMITATIONS

Duration of HIV diagnosis to the time of disclosure
was not assessed as well as the time a woman has
been followed up by PMTCT care. This might have an
impact on the duration of contact of contact with
counselor, counseling and disclosure status. This was
a cross-sectional study; the long-term impact of
disclosure was not assessed.

CONCLUSION AND RECOMMENDATION

The proportion of HIV status disclosure to partner in
this study was high. Knowing partner’s status, the HIV
status disclosure counselling, and living in the same
house were significantly associated with disclosure to
partner.

Counseling and encouraging disclosure should be
an ongoing process in PMTCT clinics and partner
involvement in supporting ANC attendance should be
encouraged as may help in increasing rate of
disclosure. Research directed in assessing the long-
term impact of HIV disclosure to the partner might be
help in strengthening disclosure strategies. There is a
need for a qualitative study to gain an in-depth
understanding of factors associated with non-discourse

since a quarter of participants never disclosed
their status.
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