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Introduction: HIV serostatus disclosure is a fundamental HIV prevention and care strategy yet with a paucity of literature. This study
comprehended the factors associated with HIV serostatus disclosure to sexual partners among young people aged 15-24 years on anti-
retroviral therapy (ART).

Methods: This explanatory sequential study utilized quantitative data from 238 young people who had been on ART for over 12
months and were sexually active for at least 6 months in seven districts of Central Uganda. Pearson’s Chi-square and multinomial
logistic regression analysis at 0=0.05 was used to determine the factors associated with serostatus disclosure among study participants.
Qualitative data from 18 young people were collected using an in-depth interview guide and analyzed thematically.

Results: Non-disclosure was at 26.9%, one-way disclosure was at 24.4%, and two-way disclosure was at 48.7%. Participants who
contracted HIV from their partners were three times more likely (RRR=2.752; 95% CI: 1.100-6.888) to have one-way disclosure than
non-disclosure, compared to those who had a perinatal infection. Those who contracted HIV from their partners were twice more likely
(RRR=2.357; 95% CI: 1.065-5.214) to have two-way disclosure than non-disclosure, compared to those who had a perinatal infection.
Participants who stayed with their partners were four times more likely (RRR=3.869; 95% CI: 1.146-13.060) to have two-way
disclosure than non-disclosure, compared to those who stayed with their parents. Young people disclosed because they were tired of
secrecy and desired treatment adherence and did not disclose due to fear of stigma and losing their partners’ support.

Conclusion: Many sexually active young people on ART did not disclose their HIV-positive status to sexual partners mainly due to
poverty, having multiple-sexual partners, and stigma. Interventions fighting stigma, multiple-sexual relationships, and poverty among
sexually active young people on ART should be strengthened.

Keywords: self-disclosure, one-way disclosure, two-way disclosure, non-disclosure, stigma, ART, single-sexual partner, multiple-

sexual partners

Background
HIV-positive self-serostatus disclosure is the process and autonomous decision by which an HIV-positive person
voluntarily informs another person (be it a sexual partner, family member(s), or friend) of his or her HIV status.'™
Available literature notes that a person can choose to disclose his or her HIV status to a family, a group of people, or
media (full-disclosure) or to a friend or relative, or health worker (partial disclosure) chooses not to reveal his or her
status to anyone (non-disclosure).*

HIV serostatus to the sexual partner is considered to be one the important public health interventions in HIV prevention

and care."> Despite the practical and psychological complexities involved (like stigma) in HIV serostatus disclosure to
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a sexual partner, several benefits of HIV self-disclosure include a reduction in HIV transmission, decreased feelings of
isolation, increased access to social support, and improved outcomes from anti-retroviral therapy (ART).!*8 Similarly, HIV-
positive serostatus disclosure has been identified as one of the effective measures that have the potential of reducing risky
sexual behaviors, especially among those that are sexually active (whether concordant HIV positive or discordant).>®° Melis
Berhe et al noted that HIV-positive serostatus disclosure provides an opportunity to discuss condom use and other contra-
ceptives that would reduce further HIV transmission and enables them to make informed reproductive health choices with all
its benefits.? It is against this background that even UNAIDS and WHO supports HIV serostatus disclosure to sexual partner
as a key HIV prevention intervention so long as it is free from criminalization.'*!"

Health workers are not only required to encourage HIV-positive serostatus disclosure to the sexual partner right from
when the sexually active person tests HIV positive, but also, should encourage those being enrolled to disclose their HIV
serostatus to their sexual partners.' Even those who failed to disclose after receiving HIV testing services or before being
on anti-retroviral therapy (ART), should be continuously supported by health workers for HIV-positive serostatus
disclosure to their partners.''”

Despite the documented evidence on the benefits of HIV-positive serostatus disclosure among sexually active
partners,' it is reported that the magnitude of HIV-positive serostatus disclosure in low-and middle-income
countries, is generally lower (about 50%) compared to the developed world with about (79%).'*'* Relatedly, it
is reported that Uganda has low rates of HIV-positive serostatus disclosure among sexually active people.” This
poses a threat to HIV prevention, care, and treatment efforts since it is not only likely to affect the ART treatment
outcomes but could also increase HIV reinfections and HIV drug resistance (HIVDR) whose rate is increasing in
Uganda and other Sub-Saharan African (SSA) countries with HIV burden.'*'> In the long run, limited HIV-
positive serostatus disclosure among sexually active partners on ART can lead to poor adherence to ART (like
poor and inconsistent condom use) and increased chances of mother-to-child transmission of HIV.'®

Despite the existence of various interventions like engaging men in HIV prevention among adolescent girls and
young women,' "'® the 2015 Uganda’s HIV Prevention and Control Act that promotes HIV disclosure in the
context of HIV prevention and care,'? a lot is still desired especially to protect Uganda’s window of hope which is
still vulnerable to HIV infection. The 2022 Uganda Population-based HIV Impact Assessment survey, noted that
about 360 young people get infected with HIV each day.20 Similarly, UNAIDS also emphasizes the vulnerability of
young people to HIV infection where one gets HIV infection every after three minutes globally.?' This is further

520 in most Sub-Saharan African

explained by the high rates of unprotected sex among HIV-positive young people
countries that continue to be the epicenter of HIV with over 70% of the 37 million people living with HIV
worldwide by the end of the year 2022, of which 67% (n=29m were accessing ART in 2021).'%?!

Much as there is a handful of studies done in some Sub-Saharan African (SSA) countries about HIV-positive
serostatus disclosure among people on ART, those done specifically on sexually active young people on ART are hardly
available in Uganda. Probably, this would help to address the paucity of literature on HIV serostatus disclosure to sexual
partners among young people on ART in Uganda and beyond.

This study aimed to understand the factors associated with HIV-positive serostatus disclosure to sexual partners
among young people on anti-retroviral therapy in selected public health facilities of Central Uganda. The study
further explored the reasons for disclosure and non-disclosure of HIV serostatus by study participants to their
sexual partners. This evidence findings of this study could inform the practices of healthcare providers, policy
makers and research agendas, in the context of HIV prevention, care and treatment interventions among sexually
active young people on ART. In addition, the results from this study would contribute to medical advances Uganda
has made in the fight against HIV hence adding momentum to Uganda’s efforts to end the HIV by the year 2030
as stated in UN Sustainable Development Goal 3, target 3.3 that intends to end HIV epidemic.”?

Study Setting and Population

This study took place in the Central region of Uganda which is one of the four regions (Central Western, Eastern, and
Northern) which was purposefully selected for having the highest number of young people on ART.?’ The Central region
has 13 districts of which seven districts namely Kassanda, Kyotera, Luwero, Mityana, Mubende, Mukono, and Wakiso,
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were selected by simple random sampling method. Three public health facilities were selected from each district using
a simple random sampling method.

Methodology
Study Design and Duration

This was a mixed methods study that utilized an Explanatory sequential design (Quantitative — Qualitative approach).>*~
5 Quantitative data were collected using a cross-sectional survey and later analyzed using descriptive and inferential
statistics. Because there was a need to explain some quantitative data (reasons for participants’ disclosure and non-
disclosure of HIV serostatus to sexual partners), there was a purposeful selection of participants to provide qualitative
data through in-depth interviews. Later, there was coding and thematic analysis of textual data. Thereafter, there was the
integration of quantitative and qualitative results through interpretation and explanation and provision of implications for
future research. Figure 1 shows the flow chart of the Explanatory sequential design.

Quantitative data were collected between May 2019 and July 2019 while qualitative data were collected between
February 2020 and March 2020. Ethical approval was obtained from the Mildmay Uganda Research Ethics Committee
(MUREC) an affiliate of Uganda’s National Council for Science and Technology.*®

Sample Size Estimation for Quantitative Methods

The seven districts, 21 health facilities, and 357 study participants were selected using multi-level sampling. The seven
districts and 21 public health facilities were randomly selected while the study participants were conveniently selected.
The selection criteria of the study participants were based on: sexually active young people aged 15-24 years old that had
turned up for ART services on the day of data collection and were on ART for 12 months and above; in a sexual
relationship for the past 6 months and above and provided informed consent, were enrolled for the study. The researcher
used Israel’s (1992) formula to determine the sample size. According to the Baseline Assessment of Access to HIV
Testing, Care, and Treatment among Adolescents in Uganda,'” the estimated number of young people receiving ART in
Central Region 1 was 3268. After establishing the population size, the researchers established the Margin of Error or
Confidence Interval which is 0.05. A sample size of 356 was calculated using the Israel formula.*’

N
1+ N(e?)
Where;
n=Sample Size.
Size of the Target Population (which is 3268).
e=Margin Error/Level of Precision (which is 0.05).
3268

15 3268(0.05%)

n ~ 357, the sample size.
The initial study selected 357 participants, however, 238 (66.7%) participants who were sexually active, was
considered for this study.

Sample Size Estimation for Qualitative Data

The researchers targeted six” participants from each participating district to give a total of 42 young people on ART. The
purposive sampling method was used to select the participants. The required 42 participants were selected among the 238
considered for this study, to explain their HIV serostatus disclosure to their sexual partners. However, by third district
data collection, 18 (males=9; females=9) participants, there was already data saturation. The three districts included
Luwero, Mityana, and Wakiso.
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Figure | Flow chart of explanatory sequential mixed methods design.

Quantitative Data Collection

Before collecting quantitative data, the researchers pre-tested the questionnaire to enhance its validity and reliability. The
pre-test process took a sample of 20 participants, who were non-school-going young people receiving ART at the
Mildmay Uganda Hospital. Lessons from the pre-test process aided the amendment of the questionnaire. Of the 357 study
participants in the initial study, 350 consented, making a response rate of 98%. Those who did not consent to participate
in the study said that they had no time to complete the questionnaire. Some were concerned that their participation would
infringe on their privacy, while others wanted some sort of reward to participate in the study. The data collection tool had
75 questions, which took between 50 to 70 minutes. Some questionnaires were self-administered (for those participants
who wanted to do it themselves) while others were interviewer-administered (for those who were uncomfortable with
willing the questionnaire themselves). The data collection tool was both in English and Luganda—a local language
(which is widely spoken in the Central region), to a better expression of the study participants. Data collection took four
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weeks, as one day was assigned to the ART clinic in most facilities. Data for the 238 participants were analyzed for this
study.

Qualitative Data Collection

The young people that participated in the data collection were conveniently selected from those that had turned up for the
routine clinic visits. The interviews were conducted at the most convenient time on the day the respondent visited the
health facility. This was done to enable the study participants to speak freely about their HIV serostatus disclosure to their
sexual partners. Written consent was obtained from the study participants before data collection.

For confidentiality, face-to-face in-depth interviews were conducted from a private room at the health facility. Data
were collected by five selected health workers (one from each public health facility) where study participants were
drawn. The health workers were graduates with a degree qualification in Counselling. Before data collection, the lead
researcher empowered them with competencies in conducting in-depth interviews.

The in-depth interview face-to-face guide explored the respondent’s biodata (that included age, sex, occupation,
education level, source of HIV infection and period on ART, and whether the respondent stays with the sexual partner or
not) and the reason(s) for disclosure or non-disclosure of HIV serostatus to the sexual partner.

The in-depth interviews were conducted in the Luganda language, the one predominantly spoken by the people in the
Central region of Uganda, which was the study setting. The interviews were audio-recorded on a smartphone after
obtaining consent from the respondent. The interview took an average of ten minutes. The in-depth interview guide was
first piloted and later enriched thereafter before the subsequent interviews. The data that was collected in the pilot phase
of the in-depth interviews were also included in the data analysis.

Study Measurement
Table 1 shows the variables included in this study.

Management of Quantitative Data

Hard-copy questionnaires were used to collect data. The researcher entered this data into an electronic database. The
database was amended to accommodate the responses categories, as elaborated in Table 1. This data-cleaning
process aided the proper summarization of data in frequencies and percentages. The association of HIV serostatus
disclosure and non-disclosure to sexual partners was done using bivariate analysis. Thereafter, multinomial logistic
regression was done to classify study respondents based on values of a set of predictor variables. Variation inflation
factor (VIF) was used to check for multicollinearity of the variables included in the regression model as in Figure 2.
The VIF of 1.12 indicated that the variables included in the regression model were not correlated, thus the model
was appropriate.

Management of Qualitative Data

After data collection, research assistants (health workers) shared the audio-recorded interviews with the lead researcher
who also shared them with the co-researchers. We listened to the audio interviews to check for consistency before sharing
them with the translator. Thereafter, the interviews were shared with the independent translator for verbatim transcription
and translation from Luganda to the English language. The translator shared the transcripts with the lead researcher who
listened to and read the transcripts. The lead researcher shared the transcripts with the co-researcher to listen to and read
the transcripts too. After listening to and reading the transcripts case by case, independently, the researchers confirmed
that the transcripts are consistent with the data collected. The audio recordings and soft copies of the transcripts were
saved on the researchers’ computers in file names only known to the researchers.

Analysis of Qualitative Data

The researchers utilized the five-step thematic content analysis approach to analyze the data.”®?° Firstly, the lead
researcher familiarized himself with the data to make sense of the written and audio interview transcripts, case by
case. Secondly, the lead researcher highlighted the phrases and sentences that described the study participants’ reasons
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Table | Study Variables

Variable Categories Description of Variables

Dependent variable

Serostatus disclosure of HIV status to a sexual partner | |. Yes HIV serostatus disclosure
2. No

Independent variable

Age of study participant . 15-19 years Ordinal, Categorical variable

2. 20-24 years

Sex of study participant 1. Male Nominal, Categorical variable
2. Female

Age of sex partner 1. 15-19 years Ordinal, Categorical variable
2. 20-24 years
3. 25-29 years
4

. 230 years

Living status 1. Living with a sexual partner Nominal, Categorical variable
2. Not living with a sexual partner

Employment status |. Not employed Nominal, Categorical variable
2. Employed
Source of HIV infection I. Prenatally infected Nominal, Categorical variable

2. Postnatally infected

Period on ART 1. 1-4 years Ordinal, Categorical variable
2. 5-9 years
3. 210 years

Number of sexual partners l. One Ordinal, Categorical variable

2. More than one

Knowledge on disclosure I. Low Ordinal, Categorical variable
2. High

Attitude towards disclosure I. Negative Nominal, Categorical variable
2. Positive

Belief on disclosure |. Wrong Nominal, Categorical variable
2. Right

Service delivery of SRHR Service |. Poor Ordinal, Categorical variable
2. Good

Human resource factors 1. Insufficient Ordinal, Categorical variable
2. Sufficient

Health Education factors |. Low Ordinal, Categorical variable
2. High

Community support factors 1. Unsupportive Nominal, Categorical variable

2. Supportive

for disclosure or non-disclosure of their HIV serostatus to sexual partners. Codes were assigned to those themes that
looked similar. Thirdly, the researcher grouped and merged codes that had similar meanings or messages and they were
respectively given themes. Fourthly, the researcher reviewed the codes to ensure they produce an accurate representation
of the data. This was done by again listening to the case in the audio interview. Lastly, the succinct themes were
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Variable VIF 1/VIF

Age group 1.24 0.805676
Who infected 1.16 0.858723
Stay with 1.14 0.878371
Marital status 1.09 0.920766
Education level 1.07 0.935313
Community support 1.03 0.972399
Mean VIF 1.12

Figure 2 Multicollinearity check.

generated to help understand the study participants’ reasons for disclosure or non-disclosure of their HIV serostatus to
their sexual partners.

Thereafter, the lead researcher shared the data with the co-researcher who read the details of the analysis summary.
Later, we came to a consensus on the easily understandable themes and codes to represent the data in the respective cases
of study participants. The themes for the qualitative data on the reasons for disclosure included: prevent causing trauma
to the partner, prevent to be dropped or abandoned, fear of being stigmatized, and desire to continue accessing basic
needs (poverty); while the themes for non-disclosure included: got tired of pretending or being secretive and desire to
adhere to ART.

Results
This section presents findings from the analysis of quantitative and qualitative data respectively. Quantitative data was
collected and analyzed first and later the researchers collected qualitative data to help explain some quantitative data.

Results for Quantitative Data

Demographics of Study Participants

Of the 238 study participants, the majority (64.3%) were aged 20-24 years, while the rest were 15-19 years. The
Majority (82.8%) of the study participants were female. Only 10.1%2* had no education while 39.1% (n=93) had primary
education and 50.8% (n=121) had secondary education. Of the study participants who lived with their parents 32.4%,
29.0% of study participants stayed with their partners, 17.7% stayed with their relatives, and 21.0% stayed alone. More
than half (56.3%) of the study participants were unemployed, and more than half of the study participants (55.0%) were
unmarried. Most of the study participants (65.6%) had been on ART for 14 years, while the least number (16.8%) had
been on ART for 5-9 years. The majority of the respondents (58.0%) reported having been infected by their partners,
29.8% of the study participants reported having been infected by their mothers at birth, while only 12.2% had been
infected in other ways. Most (79.4%) study participants had only one partner, while the others had more than one partner.
The majority of the study participants (96.6%) had high knowledge of disclosure, though 80.7% had positive attitudes
toward disclosure and 79.8% had the right beliefs on disclosure. Other details on the socio-demographic characteristics of
study participants are included in Table 2.

Study participants that perceived service delivery to be good were 95.8%. Likewise, the majority of the study
participants (92.9%) affirmed that the human resources at the health facilities were sufficient. About 70.6% of the study
participants considered to have high levels of health education for the health facilities and 72.3% had a supportive
community.

Almost half (48.7%) had two-way disclosure where each partner had disclosed their HIV serostatus to their
sexual partner while 24.4% of the study participants had one-way disclosure where the study participants knew their
partners’ status and their partners did not know. For the study participants who had not disclosed to one another
were 26.9%.
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Table 2 Socio-Demographic Characteristics of Study Participants

Variable Categories Frequency | Percentage
Age group 15-19 85 357
20-24 153 64.3
Sex Male 41 17.2
Female 197 82.8
Religion Christians 198 83.2
Non-Christians 40 16.8
Education level None 24 10.1
Primary 93 39.1
Secondary 121 50.8
Staying with Parents 77 324
Relative 42 17.7
Partner 69 29.0
Alone 50 21.0
Employment Status Unemployed 134 56.3
Employed 104 43.7
Residence Urban 142 59.7
Rural 96 40.3
Marital Status Married 107 45.0
Unmarried 131 55.0
Time on ART |14 years 156 65.6
5-9 years 40 16.8
10+ years 4?2 17.7
Source of infection Mother 71 298
Partner 138 58.0
Other 29 12.2
Number of Sexual Partners | Partner 189 794
>| partner 49 20.6
Knowledge on Disclosure Low 8 34
High 230 96.6
Attitude towards Disclosure Negative 46 19.3
Positive 192 80.7
Belief on Disclosure Wrong 48 20.2
Right 190 79.8
Service Delivery of SRHR Services | Poor 10 42
Good 228 95.8
Human Resources Factors Insufficient 17 7.1
Sufficient 221 929
Health Education Factors Low 70 29.4
High 168 70.6
Community Support Factors Unsupportive 66 27.7
Supportive 172 723
Disclosure None 64 26.9
One-way 58 24.4
Two-way 116 48.7

Association Between Disclosure and Non-Disclosure with Various Factors

At the bivariate level (Table 3) age group, education level, staying with parents or relative or partner or alone, marital
status, source of infection, and community support were significantly (p<0.05) associated with serostatus disclosure.
These variables were noted with asterisks. While; sex, religion, employment status, residence, time on ART, number of
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Table 3 Association Between Disclosure and Non-Disclosure with Various Factors (Bivariate Analysis)

Variable Categories Disclosure Chi Square
p-value
None One-Way Two-Way

Age group 15-19 33(38.8) | 20(23.5) 32(37.7) 0.006*
20-24 31(20.3) | 38(24.8) 84(54.9)

Sex Male 10(24.4) 11(26.8) 20(48.8) 0.888
Female 54(27.4) | 47(23.9) 96(48.7)

Religion Christians 53(26.8) | 44(22.2) 101(51.0) 0.175
Non-Christians 11(27.5) 14(35.0) 15(37.5)

Education level None 6(25.0) 7(29.2) 11(45.8) 0.001*
Primary 39(41.9) | 20(21.5) 34(36.6)
Secondary 19(15.7) 31(25.6) 71(58.7)

Staying with Parents 28(36.4) 19(24.7) 30(39.0) 0.001*
Relative 14(33.3) | 8(19.1) 20(47.6)
Partner 9(13.0) 12(17.4) 48(69.6)
Alone 13(26.0) 19(38.0) 18(36.0)

Employment Status Unemployed 36(26.9) 31(23.1) 67(50.0) 0.864
Employed 28(26.9) | 27(26.0) 49(47.1)

Residence Urban 40(28.2) 32(22.5) 70(49.3) 0.697
Rural 24(25.0) | 26(27.1) 46(47.9)

Marital Status Married 22(20.6) 18(16.8) 67(62.6) 0.001*
Unmarried 42(32.1) | 40(30.5) 49(37.4)

Time on ART 1—4 years 41(26.3) 35(22.4) 80(51.3) 0.412
5-9 years 8(20.0) 12(30.0) 20(50.0)
10+ years 15(35.7) 11(26.4) 16(38.1)

Source of infection Mother 32(45.1) 13(18.3) 26(36.6) 0.002*
Partner 27(19.6) | 36(26.1) 75(54.3)
Other 5(17.2) 9(31.0) 15(51.8)

Number of Sexual Partners | Partner 50(26.5) 45(23.8) 94(49.7) 0.831
>| partner 14(28.6) 13(26.5) 22(44.9)

Knowledge of Disclosure Low 2(25.0) 2(25.0) 4(50.0) 0.993
High 62(27.0) | 58(24.3) 112(48.7)

Attitude towards Disclosure Negative 13(28.3) 11(23.9) 22(47.8) 0.973
Positive 51(26.6) | 47(24.4) 94(49.0)

Belief on Disclosure Wrong 18(37.5) 9(18.8) 21(43.7) 0.165
Right 46(24.2) | 49(25.8) 95(50.0)

Service Delivery of SRHR Services Poor 2(20.0) 4(40.0) 4(40.0) 0.498
Good 62(27.2) | 54(23.7) 112(49.1)

Human Resources Factors Insufficient 5(29.4) 3(17.7) 9(52.9) 0.799
Sufficient 59(26.7) | 55(24.9) 107(48.4)

Health Education Factors Low 17(24.3) 19(27.1) 34(48.6) 0.754
High 47(28.0) 39(23.2) 82(48.8)

Community Support Factors Unsupportive 16(24.2) 24(36.4) 26(39.4) 0.026*
Supportive 48(27.9) 34(19.8) 90(52.3)

Notes: The bold values with asterisk (*) indicates significant association between the respective variables and disclosure of HIV
serostatus at 95% confidence level. “Age group” “education level”, “staying with”, “marital status”, “source of infection”, and “community
support factors” are significantly (p<0.05) associated with serostatus disclosure. “Age group” is significantly (p=0.006) associated to
serostatus disclosure. Serostatus disclosure is different among the categories “Age group”. “Education level” is significantly (p=0.001)
associated to serostatus disclosure. Serostatus disclosure is different among the categories of “Education level”. “Staying with” is
significantly (p=0.001) associated to serostatus disclosure. Serostatus disclosure is different among the categories of “Staying with”.
“Marital status” is significantly (p=0.001) associated to serostatus disclosure. Serostatus disclosure is different among the categories of
“Marital status”. “Source of infection” is significantly (p=0.002) associated to serostatus disclosure. Serostatus disclosure is different
among the categories of “Source of infection”. “Community Support factors” is significantly (p=0.026) associated to serostatus
disclosure. Serostatus disclosure is different among the categories of “Community support factors”.

m
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sexual partners, knowledge of disclosure, attitudes on disclosure, belief on disclosure, the service delivery of SRHR
services, human resources factors, and health education factors were not significant (p=> 0.05) related to disclosure.
Significant variables at bivariate levels were included in the multivariable model as shown in Table 3.

Multinomial Logistic Regression for Factors Associated with Disclosure and

Non-Disclosure of HIV Serostatus to Sexual Partners
Multinomial logistic regression analysis (as shown in Table 4) pointed out that the study participants who had contracted
HIV from their partners were significantly (p=0.031) associated with one-way disclosure compared to no disclosure.

Table 4 Multinomial Logistic Regression for Factors Associated with Disclosure and Non-Disclosure of HIV
Serostatus to Sexual Partners

Variable Categories Disclosure Relative Risk Ratio | p-value
[95% CI]
None One-Way | Two-Way
One-way Disclosure No disclosure (base)
Age group 15-19 33(38.8) | 20(23.5) 32(37.7) | |
20-24 31(20.3) | 38(24.8) 84(54.9) 1.134[0.477-2.695] 0.776
Education level None 6(25.0) 7(29.2) 11(45.8) | |
Primary 39(41.9) | 20(21.5) 34(36.6) 0.307[0.083-1.141] 0.078
Secondary 19(15.7) | 31(25.6) 71(58.7) 0.913[0.241-3.462] 0.894
Staying with Parents 28(36.4) | 19(24.7) 30(39.0) | |
Relative 14(33.3) | 8(19.1) 20(47.6) 0.675[0.220-2.075] 0.493
Partner 9(13.0) 12(17.4) 48(69.6) 2.540[0.576—11.202] 0.218
Alone 13(26.0) | 19(38.0) 18(36.0) 2.051[0.748-5.624] 0.163
Marital Status Married 22(20.6) | 18(16.8) 67(62.6) | 1.000
Unmarried 42(32.1) | 40(30.5) 49(37.4) 1.770[0.577-5.427] 0.318
Source of infection Mother 32(45.1) | 13(18.3) 26(36.6) | 1.000
Partner 27(19.6) | 36(26.1) 75(54.3) 2.752[1.100-6.888] | 0.031*
Other 5(17.2) | 9(31.0) 15(51.8) 2.726[0.695-10.693] 0.150
Community Support Factors | Unsupportive | 16(24.2) | 24(36.4) 26(39.4) | 1.000
Supportive 48(27.9) | 34(19.8) 90(52.3) 0.541[0.233-1.252] 0.151
Two-way Disclosure No disclosure (base)
Age group 15-19 33(38.8) | 20(23.5) 32(37.7) | |
20-24 31(20.3) | 38(24.8) 84(54.9) 1.347[0.619-2.933] 0.453
Education level None 6(25.0) 7(29.2) 11(45.8) | |
Primary 39(41.9) | 20(21.5) 34(36.6) 0.316[0.096—1.036] 0.057
Secondary 19(15.7) | 31(25.6) 71(58.7) 1.502[0.449-5.023] 0.509
Staying with Parents 28(36.4) | 19(24.7) 30(39.0) | |
Relative 14(33.3) | 8(19.1) 20(47.6) 1.017[0.391-2.643] 0.972
Partner 9(13.0) 12(17.4) 48(69.6) 3.869[1.146-13.060] | 0.029*
Alone 13(26.0) | 19(38.0) 18(36.0) 1.246[0.464-3.346] 0.663
Marital Status Married 22(20.6) | 18(16.8) 67(62.6) | |
Unmarried 42(32.1) | 40(30.5) 49(37.4) 0.676[0.276—1.657] 0.392
Source of infection Mother 32(45.1) | 13(18.3) 26(36.6) | |
Partner 27(19.6) | 36(26.1) 75(54.3) 2.357[1.065-5.214] | 0.034*
Other 5(17.2) | 9(31.0) 15(51.8) 2.114[0.595-7.512] 0.247
Community Support Factors | Unsupportive | 16(24.2) | 24(36.4) 26(39.4) | |
Supportive 48(27.9) | 34(19.8) 90(52.3) 1.746[0.773-3.943] 0.180

Notes: The bold values with asterisk (*) indicates the significant association of respective variables to be associated with HIV serostatus
disclosure at 95% confidence level. Study participants who had contracted HIV from their partners were significantly (p=0.031) associated with
one-way serostatus disclosure compared to non-disclosure. Study participants staying with their partners were significantly (p=0.029) associated
with two-way disclosure compared to non-disclosure. Study participants who were perinatally infected were significantly (p=0.034) associated
with two-way disclosure compared to non-disclosure.
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Respondents who contracted HIV from their partners were almost three times more likely (RRR=2.752; 95% CI: 1.100—
6.888) to have one-way disclosure than no disclosure, compared to those who had been infected by their mothers.
Likewise, study participants who were perinatally infected were significantly (p=0.034) associated with two-way
disclosure compared to no disclosure. The study participants who contracted HIV from their partners were twice more
likely (RRR=2.357; 95% CI: 1.065-5.214) to have two-way disclosure than no disclosure, compared to those who had
been infected by their mothers. Similar analysis indicated that study participants staying with their partners were
significantly (p=0.029) associated with two-way disclosure compared to no disclosure. Study participants who stayed
with their partners were almost four times more likely (RRR=3.869; 95% CI: 1.146—13.060) to have two-way disclosure
than no disclosure, compared to those who stayed with their parents.

Results for Qualitative Data

Socio-Demographic Characteristics of Study Participants

A total of 18 (Males=9; Females=9) participants aged 15-24 years, participated in the in-depth interviews. The average
age of study participants was 20 (range 15-24 years) whereas most participants (n=12) were aged 20—24 years. A total of
8 participants were staying with their sexual partners, 8 with their relatives/parents and 3 were staying alone. A total of
16 (7 Males; 9 Females) participants, were committed to one sexual partner at the time of the interview, where 10
(Males=5; Females=5) participants had disclosed their HIV serostatus to sexual partners and 06 (Males=2; Females=4)
participants had not disclosed their HIV serostatus to sexual partners.

Two (both males) participants were in multiple concurrent sexual relationships, one with 4 and another with 5
sexual partners. The one with four had not disclosed to any, while the one with five had disclosed to only one, at the
time of the interview. The number (n=9) of participants with multiple sexual partners was equal to those® with one
sexual partner. Of the participants who had one sexual partner, six of them (the majority) had disclosed their HIV
serostatus to their sexual partners. While six of the participants who had multiple sexual partners had not disclosed
their serostatus to their sexual partners. This indicated higher levels of disclosure among participants with one
sexual partner.

Worth noting, of the nine® female study participants, two were pregnant and had disclosed their serostatus to sexual
partners. Eight (Males=4; Females=4) study participants were staying with their sexual partners and 8 (Males=3;
Females=5) who were staying with their relatives/parents, had casual sexual partners. The two participants who were
staying alone were in casual sexual relationships and it is these two engaged in multiple concurrent sexual relationships.
More details socio-demographic factors of study participants that participated in in-depth interviews are included in
Table 5.

Following the analysis of quantitative data on the factors associated with HIV serostatus disclosure and non-
disclosure among sexually active young people on ART in Central Uganda, we considered it fit to go further to
collect qualitative data to provide the reasons for disclosure and non-disclosure of their to their HIV status to sexual
partners.

Reasons for Disclosure of HIV Serostatus to Sexual Partners Among Young People on
ART

Table 5, indicates that, out of the 18 participants, 10 had disclosed their HIV status to sexual partners by the time of data
collection. Several reasons were provided by study participants from which two broad qualitative themes, which we
believe thoroughly explain the reason for HIV serostatus disclosure, were generated. The themes include: 1) getting tired
of pretending and being secretive; and 2) the desire to adhere to ART. Table 6 shows how the themes for the reasons for
disclosure, were generated.

Theme |: | Got Tired of Pretending/Being Secretive
Regardless of their sex, several participants in this study noted that they decided to disclose their HIV serostatus to their
sexual partners because they were tired of being secretive about taking their HIV medicines. Others had pretended for
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Table 5 Socio-Demographic Characteristics of Participants Interviewed

Case | Sex Age: 15-19 Disclosed: | Number of Type of Sexual Relationship: Staying with:
No. Years; 20-24 0=No; Sexual I=Commitment to One Sexual I=Partner;
Years I=Yes Partners Partner 2=Casual 2=Parents; 3=Alone

| Male 19 0 | | |

2 Male 20 0 4 2 3

3 Male 21 | | | |

4 Female 17 | | | |

5 Female 22 0 | | |

6 Female 21 | | | |

7 Female 18 0 | 2 2

8 Female 19 0 | 2 2

9 Female 20 0 | 2 2

10 Male 20 | | 2 2

Il Female 21 | | 2 2

12 Male 23 0 5 2 3

13 Male 19 0 | 2 2

14 Female 20 | | | |

15 Female 24 | | 2 2

16 Male 21 | [ | |

17 Male 18 | | | |

18 Male 22 | | 2 2

Table 6 Codes and Theme Allocation for Reasons for HIV Serostatus Disclosure

Codes Frequency Themes
(n=10)
Tired of being secretive. 7 Theme |: Got tired of pretending
Cannot sustain a lie forever. 6 and being secretive.
| love my partner. 3
Wanted peace. 5
Felt guilty always. 4
Got tired of pretending. 5
Storing medicine was a challenge. 2 Theme 2: Desire to adhere to Anti-
Got tired of missing hospital appointments. 7 retroviral medicine
Not taking medicines as scheduled. 3
Health workers needed my partner to be tested too since | 2
| was pregnant.

a long time. At first, they were successful in hiding their medicines in a way that their partners could not see them taking
them. Consequently, because this practice of hiding medicines proved unsustainable, especially for those who were
staying with their partners, they decided to disclose their status. One of the partners noted:
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I realized that telling her a lie cannot help and I could not sustain a lie forever. I reflected upon this and I (later) told her that
I am going to tell you (the truth), but will you continue loving me? She insisted that she wanted to know if I was (HIV) negative
or positive... and I told her the truth that I am (HIV) positive. She said that it is what she wanted to know. (A male, 21 years).

Similarly, another participant disclosed that she was tired of being secretive about taking his HIV medicines. In addition,
some never wanted their sexual partners to land on medicine before disclosure since this could result in unbearable
consequences in the relationship. The quotations below support this finding.

I disclosed this because I was tired of being secretive whenever I visited my partner. The hours I had to take my medicine would
always coincide with the time of the meeting. I reflected that if my partner came to find out by himself that I am on ART, it
would lead to him dropping me and he would be annoyed with me forever. So, I got time and disclosed as being secretive
cannot last forever. (A female, 24 years)

One time, I faced a challenge due to being secretive about my medicine. At times, I would miss taking my medicine especially
when I happened to be with her and feared her secing me taking the medicine. I felt guilty always. One day, I decided and
disclosed to her the support you had provided to me before. One time, after dinner, I explained to her. The fact is that it was
a hard experience but I disclosed it to her. I first tested her and asked her whether she would not drop me if I tell her this bad
news and thereafter I disclosed to her that I have and I am on ART. The truth is, it was a hard experience. (A male, 21 years)

One of the study participants who disclosed the sexual noted that she did so because she loved her partner and believed
that, individuals who are committed to one sexual partner should be open to one another at all times. Hiding a secret from
the one you love is not fair. Good or bad times, serious lovers should stay together. Based on that belief, incidentally, they
decided to disclose their serostatus to their sexual partners. One of the study participants stated:

One time, he came here for an HIV test and was found (HIV) negative. After he returned home, he told me his status and asked
me to go for an HIV test. My results were positive. I was given ARVs and I showed them to him when I returned home and he
said he has no problem. But, after three months, he went for a repeat (HIV) test and turned out (HIV) positive. He was given
ARVs. He assured me that he will not drop me. (A female, 22 years)

I believe a serious partner should love you in good and bad times. That is the reason I decided to disclose to him. (A female, 21 years)
Similarly, another participant said:

.... after the hospital, he asked me how I got HIV. I told him, I was born with it. I explained to him but he told me that, for him,
he still loves me. The time came when he wanted to marry me. He informed his parents. His mother had no problem but, the dad
refused the marriage issue. Though my partner seriously loved me. (A female, 21 years)

Theme 2: Desire to Adhere to Anti-Retroviral Medicine

The need to adhere to the rules of anti-retroviral medicines influenced many study participants to disclose their HIV serostatus
to sexual partners. Before the disclosure, they were aware that they were behaving contrary to what health workers used to tell
them about adherence. Missing to take medicines at the right time was a common occurrence, especially when the time to take
their medicines coincided with that of meeting their sexual partners. At such a point, it was equally hard for many to secretly
take their medicines as scheduled. After some time, most study participants realized this was not good for their life and so, they
decided to disclose their HIV serostatus to sexual partners. This is supported by the following quotations:

I was tired of taking my ARV secretly. In the first instance, after being initiated on ART, I used to take my medicine on time.
Later, whenever my time to take medicine got him around, I could miss my dose since I did not want him to see me taking
medicine. Later, health workers empowered me and guided me on how to disclose. (A female, 21 years)

I was tired of being secretive when it comes to taking my medicine. I was not adhering to medicine well. And at times he could
invite me to visit him any time. At times I could go with the tabs and I could fail to swallow the medicine for fear of being seen.

At times [ would be restless since he would check my bag anytime. (A female, 20 years)
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At times, I would miss taking my medicine especially when I happened to be with her. One day, I decided to disclose to her. (A
male, 21 years)

I was not adhering to medicine well. At times, he would invite me to visit him anytime. At times, | would go with tablets
(ARVs) and I would fail to take them for fear of being seen. At times. I would be restless since he would check my bag. So,
I started taking medicine (ARVs) poorly. (A female, 22 years)

Other participants who disclosed interviewed stated that they disclosed because keeping or storing medicine the right
way as advised by health workers, was increasingly becoming a challenge and it would result in many dangers.

Health workers used to emphasize to us to keep medicines very well. Keeping medicine was a challenge. I used to keep it in the
kitchen. At times in the garden. Later, I saw this causing me many difficulties. One time I shared my experience with the
Counsellor and I got helped to disclose it.

Reasons for Non-Disclosure of HIV Serostatus to Sexual Partners Among Young
People on ART

Out of the 18 participants, 8 had not disclosed their HIV ser-status to sexual partners at the time of the study. Three
themes emerged from the analysis of qualitative data for participants’ non-disclosure partners, which include: 1) Fear of
being stigmatized; 2) Desire to continue accessing basic needs (poverty); and 3) Preventing causing trauma to sexual
partners. Table 7 shows how the themes of the reasons for the non-disclosure of HIV serostatus were derived.

Theme |: Fear of Stigma and Discrimination

This was one of the major barriers to non-disclosure of HIV serostatus among most study participants who were not
disclosed at the time of data collection. All the participants were aware of the benefits of disclosure but they chose not to
disclose due to several reasons. Irrespective of the sex of participants, many had not disclosed it because they feared
being dropped by their sexual partners. Some had been in sexual relationships before and were dropped off after their
partners got to know they were HIV positive. So, after entering into another relationship, they had to conceal their HIV
serostatus for fear of facing the same old consequences.

I have even more than one (sexual partner). About five. Long ago, I disclosed to one but later parted ways. One of the five is not
on ART. For her, she knows I have HIV. Others, 1 have never disclosed this to them. One of them said she could not love
a person who is HIV positive. I felt bad. Later, I asked myself; for we who are HIV positive, cannot have (love) those who are
HIV negative? I later observed that, when a lover gets to know you are HIV positive, they abandon you. That girl whom
I disclosed when abandoned me, I felt much pain. I was hurt. (A male, 23 years)

Table 7 Codes and Theme Allocation for Reasons for Non-Disclosure of HIV Serostatus

Codes Frequency Themes
(n=8)

Fear to be dropped. Theme I: Fear of stigma and discrimination
Fear to be abandoned.
Partners can disclose this to other people.

Partner, not my future husband.

w W w A U

Fear to be blamed.

w

Partner is my provider. Theme 2: Desire to continue accessing basic needs (poverty)

He takes care of me. |

Partners can get traumatized. | Theme 3: Prevent causing trauma to a sexual partner
Cannot break the bad news. |
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Me, I know about disclosure but I have never disclosed my HIV status to my partner. Because for me, I was born with HIV and
I know about the issue of taking ARVs as per health workers’ instructions. But, the current coincidence is that my girlfriend
loves me and she is HIV negative, yet I am HIV positive, but we love each other. (A male, 19 years)

When I talked about HIV issues with my lover, there is a way he responded that was scary. I can end up looking like Satan in his
face. One time, he told me he would abandon me in case he gets to know that I have HIV. (A female, 22 years)

.. since we live in the same village, I tend to imagine that if I disclose, she could tell her parents she lives with her in the
village. (A male, 20 years)

On top of fearing being dropped by the sexual partner after knowing their HIV-positive status, some believed that the one
who has dropped them could spread information in the community, which would spoil their image further. So, some
dared not to disclose for fear of the possible consequences. Other participants noted:

... since we live in the same village (with the partner), I tend to imagine that if I disclose, she could tell her parents. I do not
want them to start blaming me. (A male, 20 years)

Because she is still a girlfriend, any time, you might part ways. So if you already disclosed, that partner can disclose the

information to other girls some can be your friends and this can result in stigma (A male, 19 years).

Qualitative results indicate that most participants who were in casual sexual relationships were less likely to disclose their
HIV serostatus because of the limited commitment characterized by most casual sexual relationships. Some participants
noted a sexual partner could drop you yet you disclosed your status and this disclosure may work against you in the
future. Some of the quotations supporting this thinking are as follows:

He is not my future husband. I would disclose to my lifetime partner, not these boyfriends. Boyfriends can spread information
about your HIV status to their peers and this can lead to stigma. This is the reason I have not disclosed this to my (current)
partner. I want to disclose this to my lifetime partner instead. This will also enable me to take my medicine well since I will be
free, which is not the case with these boyfriends who can spread the information about my status to anyone. (A female, 19

years)

Because she is still a girlfriend, any time, you might part ways. So if you already disclosed, that partner can disclose the
information to other girls some can be your friends and this can result in stigma. (A male, 19 years)

Theme 2: Desire to Continue Accessing Basic Needs (Poverty)

The desire for some study participants to continue receiving assistance from their sexual partners influenced some study
participants, especially the females, to disclose their HIV serostatus to sexual partners. They believed that, if the sexual
partner got to know that one is HIV positive, he could easily support them, especially financially. One of the participants
said:

The first thing, he is the person taking care of me. So, what if I tell him that, I am HIV positive and he drops me? Who will take
care of me? What will I do? He is my provider. (A female, 22 years)

Theme 3: Prevent Causing Trauma to a Sexual Partner
Some participants decided not to disclose because they never wanted to traumatize their sexual partners with the scary
news of being HIV positive. So, this too hindered some from disclosing their HIV status.

“She is still studying. I cannot tell her because I am not sure of how she is likely to react to the (bad) news.” A male respondent
does not even know the HIV status of his sexual partner. (A male, 19 years)

For me, I make sure that I take my medicine well. Secondly, when we get into love issues, I make sure that I use a condom. I do

that to keep her safe. The reason why I have not disclosed this to her is that she can get trauma. (A male, 19 years)
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Discussion

This study intended to understand the factors associated with HIV serostatus disclosure to sexual partners among
sexually active young people on ART and the reasons for disclosure and non-disclosure of the HIV serostatus. Our
discussion is based on the major outcomes that were significant in the findings of this study. The findings revealed that
the proportion of participants who had disclosed their status was 73.1%, of which two-way disclosure was 48.7% and
one-way disclosure was 24.4%. Relatedly, results from qualitative data indicate that 55.5% of study participants disclosed
their HIV serostatus to sexual partners. Our findings are slightly consistent with the study done in Ethiopia where
disclosure of HIV serostatus to a sexual partner was 92.6% (95%, CI = 90-95%),** and another one in Zimbabwe where
93% of the study participants disclosed their status,?' and one in Uganda where 73.3% had disclosed®? to sexual partners.
However, most studies, unlike ours, disclosure was one-way>> while other studies mainly focused on people living with
HIV not necessarily on ART**** except the study in Haiti where 75.2% of the study participants were on ART.*> Some
studies had smaller sample sizes like the Ugandan study by Ngonzi et al*® which had 103 participants, the Malawian
study by Hino et al*> which had 40 participants and another Ugandan study by Atwijukiire et al,>* with 12 participants
compared to our study. Worth noting, the average age of study participants in the Malawian study’> was 28 years while in
the study in Haiti,* the participants’ average age was 35 years. We regarded it very important to focus on the young
population since it is mainly the world’s window of hope thus the study findings would greatly influence the HIV care
services for this population.

Worth noting, the studies done in Malawi,>* Uganda,*® and Haiti*” were either qualitative or quantitative yet ours
combined both quantitative and qualitative approaches. Our study did not only want to provide the frequency of
disclosure and non-disclosure but also wanted to provide an in-depth explanation of disclosure and non-disclosure in
a variety of contexts hence maximizing the strengths of data type (quantitative and qualitative) which facilitates a more
comprehensive understanding of disclosure in HIV prevention and care.*®

The study outcomes of quantitative data indicate that study participants that were staying with their sexual partners
were almost four times (CI1:95%][1.146—13.060]) more likely to disclose their serostatus to their sexual partners compared
to those who were staying with their relatives or parents (CI1:95%: 1.017[0.391-2.643]) and those who were staying alone
(CI:95%: 1.246[0.464-3.346]). Similarly, qualitative findings revealed that all participants who were staying with sexual
partners had disclosed their serostatus to their sexual partners. Our findings are generally in tandem with the Malawian
study by Shifraew et al;*° the Ethiopian study by Shifraew et al,*>*° a Nigerian study by Yaya et al,** and Ugandan
studies by Atwijukire et al,>* and Naigino et al,> where a big number of study participants who were staying with their
partners had disclosed their HIV serostatus to their partners. The findings from the in-depth interviews indicate that
several factors influenced HIV serostatus disclosure to sexual partners among study participants. The desire to express
commitment in the sexual relationship, the desire to encourage their partner to get tested for HIV, the desire to prevent
HIV transmission to the unborn baby following the sensitization from health workers to pregnant females, the desire for
peace in a relationship influenced most participants to disclose to their sexual partners. Health workers at all levels should
continue promoting adherence among young people on ART and sensitization of sexually active young people on ART
about the benefits of sticking to one sexual partner and the risks involved in multiple sexual relationships especially
where the partners do not know each other’s HIV serostatus.

On the other hand, the analysis of quantitative data further revealed that there were participants 26.9% who were in
a sexual relationship but never disclosed their HIV serostatus to sexual partners, just like the qualitative data showed 44%
had not disclosed to their sexual partners. Our findings are generally in agreement with the study. These findings conform

3041 and Zimbabwe®' though the percentage of those that had not disclosed to their sexual

32,36

with studies in Ethiopia,
partners was around 10% among the study participants. However, in Tanzania,'""'? Ethiopia,** and Ugandan studies,
the percentage of study participants that had not disclosed to their sexual partners was over 20%, just like the case with
our study. Possibly this could be explained by the fact that the study contexts (Uganda and Tanzania) are almost the same.
The reasons provided for non-disclosure were fear of adverse events like stigma and discrimination and violence. Slightly

similar reasons were provided by participants in our study.
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Other explanations provided by our study participants for non-disclosure to sexual partners were: fear to traumatize the
sexual partner with shocking or bad news; the desire to continue receiving monetary support from the partner (especially by
female partners), fear to break the sexual relationship and being in a relationship with a casual sex partner. Even though the
biology of fear and anxiety are common in human beings and indeed normal (that would eventually prevent some from

4344 bsychosocial support services are critical here for such people since the costs of fear far

disclosing their HIV serostatus,
outweigh the benefits. Similarly, the desire to continue receiving support to access basic needs is a barrier to disclosure whose
underlying cause is poverty, this implies that economic empowerment should be promoted and strengthened since greatly

45747 and so

contributes to the prevention of HIV transmission, especially among vulnerable populations like the young people
appropriate sexual and reproductive health strategies should be employed to address this risky practice.

The study findings show that partners who got HIV from sexual partners are two times (C1:95%:2.357[1.065-5.214])
more likely to disclose their HIV status to sexual partners compared to those who were perinatally infected.
Unfortunately, studies about the disclosure of HIV serostatus to sexual partners among perinatally infected young people
are hardly available. Disclosure of HIV status to a sexual partner can lead to both positive and negative results though, in
the context of HIV management, the benefits outweigh the costs. There is a need to strengthen interventions promoting
HIV serostatus disclosure among sexual partners like assisted partner notification, peer support groups, and continuous

education of the public about the benefits of disclosure to reduce the barriers to disclosure.

Study Limitations

During the collection of quantitative and qualitative data, this study relied on self-reporting by study participants. The
researchers could not ascertain the truth in the response of whether participants were two-way honest in their responses to
disclosure or non-disclosure of their HIV status to sexual partners. Despite the limitations, the study findings provide
evidence for HIV prevention, care, and treatment interventions among sexually active young people on ART.

Conclusions

The study findings emphasize the role of HIV serostatus disclosure to a sexual partner in the attainment of the goals of
antiretroviral therapy that intends to reduce HIV transmission, reduction of morbidity, and mortality, particularly among
the sexually active population. Prevention of HIV transmission between sexual partners in a situation where one is HIV
negative or prevention of HIV reinfection where both are HIV positive is possible in case disclosure is practiced. HIV
self-disclosure to sexual partners can as well greatly contribute to the virtual elimination of mother-to-child transmission
of HIV in case HIV-positive pregnant women are appropriately empowered by health workers on how they can do it in
their sexual relationships. Similarly, disclosure of HIV status to a sexual partner can potentially contribute to the
attainment of the 3-Zeros (zero new HIV infection, zero stigma and discrimination, and zero-HIV related deaths) that
are a center of focus in ending HIV by 2030.
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parents. The UNCST recognizes that human participants within the age range of 14—17 years old are mature minors if
they have a sexually transmitted infection (STI) and they are allowed to provide independent consent if there is
justification for not involving parents.*’ The study participants had HIV, which is an STI, and it was justified not to
involve their parents to preserve their confidentiality concerning their HIV-positive serostatus disclosure to sexual
partners.
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