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Abstract: With a documented HIV prevalence among adults of 12.6% with disparities by sex; 15.7% and 9.3% among 

women and men respectively, Namibia is one of the first countries reported to be nearing epidemic control for HIV. Namibia 

has been very successful in ensuring universal treatment access for people living with HIV. For prevention interventions, the 

importance of HIV status disclosure among HIV-infected individuals, particularly to their sexual partners cannot be over 

emphasized. We used a mixed methods approach on a combined sample of 185 HIV positive young adults attending 

comprehensive care departments at selected referral hospitals in Namibia. For quantitative data, the chi-square test and 

multiple regression analysis were employed for data analysis. Qualitative data was transcribed, coded and analysed to build 

themes in line with study objectives. Of the 185 participants; only 35 were included in the qualitative component of the study 

with stratification by gender and age. Multiple logistic regression found HIV post-test counselling plus age were the only 

factors associated with disclosure status whilst adjusting for other study variables. Three major themes were built from the 

qualitative data. Theme one showed fear to be an important barrier to disclosure (fear of being rejected and violence). Theme 

two showed revealed lack of knowledge on importance of disclosure to sexual partner if not married or cohabitating. Theme 

three showed one main motivation for disclosure was having been tested together or discussed with sexual partner prior to 

testing. The importance of HIV post-test counselling remains an important factor affecting HIV status disclosure. In the advent 

of new HIV interventions such as HIV self-testing, findings from our study may be used to guide policies for these new 

interventions and strengthen post-test counselling to ensure HIV status disclosure to sexual partner(s). Health education on 

importance of testing as couples or with sexual partner needs to be strengthened. 

Keywords: HIV Status Disclosure, Sexual Partner, Young Adults 

 

1. Introduction 

Human Immunodeficiency Virus (HIV) remains a public 

health problem, accounting for more than 1.8 million 

incidents yearly of which most incidents are common in 

resource poor countries [1]. For Namibia, The Joint United 

Nations Programme on HIV and AIDS (UNAIDS) reported 

that there were 260,000 (240,000 - 280,000) people living 

with HIV (PLWH) in Namibia, an estimated 5,100 (3,500 - 

9,100) deaths, and 53,000 (38,000 - 93,000) orphans due to 

HIV [1]. 

Several studies have revealed that up to one third of 

individuals diagnosed with HIV infection continue to have 

unprotected sex, at times without informing their sexual 

partners, who may be of negative or unknown sero-status [2, 

3]. The prevention and control of HIV infection depends on 

the success of strategies to prevent new infections and treat 

currently infected individuals. HIV status disclosure is an 
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important component of HIV prevention as it may motivate 

partners to also want to know their HIV status, reduce HIV 

related risk sexual behavior and ultimately reduce HIV 

transmission [4]. 

Bachanas et al. described the frequency of and factors 

associated with disclosure, knowledge of partner's HIV 

status, and consistent condom use among 3538 HIV-positive 

patients attending eighteen HIV care and treatment clinics in 

Kenya, Namibia, and Tanzania [5]. In their study, the 

majority (80%) had disclosed their HIV status to their 

partners, 64% knew their partner's HIV status, and 77% 

reported consistent condom use. Of those who knew their 

partner's status, 18% reported their partner was HIV negative 

[5]. 

The same study showed that compared to men, women 

were significantly less likely to report disclosing their HIV 

status to their sex partner(s), to knowing their partner's HIV 

status, and to using condoms consistently with HIV-negative 

partners [5]. Other factors negatively associated with 

consistent condom use included nondisclosure, alcohol use, 

reporting a casual sex partner, and desiring a pregnancy [5]. 

Unsafe sex is believed to be the second most important risk 

factor for HIV acquisition, and death in the poorest countries 

of the world. It is not having sex, but having unprotected sex 

rather, with a partner whose status is not known or who is 

HIV positive that places people at serious risk of HIV 

infection [6]. For prevention interventions, the importance of 

HIV status disclosure among HIV-infected individuals, 

particularly to their sexual partners cannot be over 

emphasized. 

2. Materials and Methods 

2.1. Study Design 

For this study, we employed a mixed methods approach on 

a calculated sample size of 185 young adults aged between 

18 to 35 years. Ethical approval was obtained from the 

Ministry of Health and Social Services, Namibia. 

2.2. Data Collection and Statistical Analysis 

Quantitative data was collected using a structured, pre-

tested self- administered questionnaire. Participant’s 

responses were captured on paper, transferred onto Open 

Data Kit and electronically processed using STATA 

(StataCorp, Version 15) statistical package. Results were 

presented numerically using tables. Relative importance 

index (RII) values were calculated to assess the disclosure of 

HIV status to sexual partners and the independent variables 

based on responses on an ordinal scale using Eq. 1. 

RII =∑Qi/NS                                   (1) 

where Pi is the respondent’s rating on the ordinal scale for 

question i of the indicator, N is the number of questions 

asked per indicator, S is the highest possible score on the 

ordinal scale. Means, median or frequencies were used in 

reporting results where appropriate. 

The chi-square test or student’s t-test was used to 

determine association between individual study variable and 

the disclosure of HIV status to sexual partners. During 

bivariate analysis step several levels of categorical variables 

were combined to form new categories, RIIs and other 

continuous variables were categorized by means of the 

median value cut-off. Multiple regression analysis was used 

to determine factors associated disclosure of HIV status to 

sexual partner(s) RII score while adjusting for other study 

variables. Stepwise approach was used to determine 

independent variables necessary for inclusion in the final 

model. Only variables with (p<0.25) in bivariate analysis 

were included for analysis in multiple regression. Statistical 

conclusions were reached at 5% level of significance. 

A subset of the study participants, 35, participated in the 

qualitative study component of the study with stratification 

by gender and age. Data collection was through open 

interviews. All tape-recorded interviews were transcribed 

verbatim. Observation notes were taken during each 

interview. The text document of the note and the transcribed 

information were coded to identify major themes. Finally, an 

overall interpretation was done about how thematic areas 

related to one another, explaining how the various concepts 

related to the study question. We employed NVivo version 12 

software (QSR International Pty Ltd. Version 10, 2012) for 

qualitative data analysis. 

3. Results 

Table 1. Demographics. 

Variable Value 

1. Gender, n (%)  

Male 106 (57) 

Female 79 (43) 

2. Age in years, mean (SD) 26.4 (5.3) 

3. Highest level of education, n (%)  

Primary 12 (6) 

Secondary 72 (54) 

Tertiary 99 (39) 

Did not attend school 2 (1) 

4. Source of financial income, n (%)  

Self employed 80 (43) 

Professional 58 (32) 

Unemployed 47 (25) 

5. Location of residence, n (%)  

Windhoek urban 103 (56) 

Windhoek rural 71 (38) 

Other 11 (6) 

6. Ethnicity, n (%)  

Colored 8 (4) 

Damara 21 (11) 

Himba 1 (0.5) 

Kavango 14 (7.5) 

Nama 2 (1) 

Ovambo 98 (53) 

Herero 30 (16) 

Silozi 11 (6) 

7. Marital status, n (%)  

Cohabiting 35 (19) 

Married 21 (11.5) 

Separated 1 (0.5) 

Single 128 (69) 
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A total of 185 subjects aged 18 – 35 were recruited in the 

study. Detailed information about the demographic 

characteristics of the study participants are available in Table 

1. Of the participants; 43% were females, the average age 

(SD) was 26.4 years (5.3), 6% were educated up to primary 

school only, 25 % were unemployed, 56% reported residence 

in Windhoek urban area while 38% and 6% resided in 

Windhoek rural or other classification, 53% were of the 

Ovambo ethnicity while 47% were from other ethnical 

groupings, 69% were single while 11.5% and 19% were 

married and cohabiting respectively. 

There was an association between age and having ever 

disclosed HIV status (p<0.001), those who disclosed had 

mean (SD) age of 28 (4.5) years while those who never 

disclosed are 25.2 (5.5) years old. There was an association 

between source of income and having ever disclosed HIV 

status (p=0.037), only 37% of self-employed disclosed, 

compared to 46% and 52% among those unemployed or 

professionals respectively. There was an association between 

ever paid or receive payment for sex and having ever 

disclosed HIV status (p=0.010), only 33% of participants 

who transact for sex have disclosed their status compared to 

52% among those who do not transact for sex. There was an 

association between ever received HIV post-test counselling 

and having ever disclosed HIV status (p<0.001), 87% who 

had counselling before have disclosed their status compared 

to 5% among those who never got counselling. 

There was an association between knowledge of HIV and 

having ever disclosed HIV status (p=0.003), 42% participants 

knowledgeable have disclosed their status compared to 54% 

who had poor knowledge. Other factors tested for association 

with disclosure status were found to have no significant 

association with disclosure status. More detailed information 

is available in table 2. 

Table 2. Factors associated with HIV status disclosure by bivariate analysis. 

Variable 
Ever disclosed 

p-value 
No Yes 

Gender, (%)    

Female 42 (53) 37 (47) 0.211 

Male 62 (58) 44 (42)  

Age in years, mean (SD) 25.2 (5.5) 28.0 (4.5) <0.001 

Source of income, (%)    

Self employed 51 (63) 29 (37) 0.037 

Unemployed 25 (54) 22 (46)  

Professionals 28 (48) 30 (52)  

Marital status, n (%)    

Single 73 (57) 55 (43) 0.217 

Others 30 (52) 27 (47)  

Number of sexual partners ever had 

in life, n (%) 
   

One 19 (46) 22 (54) 0.226 

≥ One 75 (52) 69 (48)  

Sexual preference, n (%)    

Heterosexual 70 (53) 162 (47) 0.132 

Others 31 (60) 22 (40)  

Ever paid or received payment for 

sex, n (%) 
   

No 68 (48) 72 (52) 0.010 

Yes 30 (67) 15 (33)  

Ever had HIV post-test counselling    

Variable 
Ever disclosed 

p-value 
No Yes 

done, n (%) 

No 89 (95) 5 (5) <0.001 

Yes 12 (13) 79 (87)  

Ever been taught or heard about sex 

education, n (%) 
   

No 79 (52) 73 (47) 0.089 

Yes 21 (64) 12 (36)  

Knowledge of HIV, n (%)    

Poor (<8 out of 10 score) 8 (35) 14 (65) 0.003 

Good (>8 out of 10 score) 95 (58) 68 (42)  

Multiple logistic regression was used to determine factors 

associated with disclosure status whilst adjusting for other study 

variables. It was found that having ever gone for HIV 

counselling and testing plus age were the only factors associated 

with disclosure status. The odds of having disclosed the HIV 

status was 12.5 times among participants who have ever gone 

for HIV counselling and testing than those who have never 

accessed HIV counselling and testing (p<0.001), whilst 

adjusting for other study variables. It was also found that a year 

increase in age would increase the odds of disclosure by 1.07 

times (p=0.042), whilst adjusting for other study variables. 

Table 3. Factors associated with HIV status disclosure by multivariate 

logistic regression analysis. 

Variable Odd Ratio (95% CI) p-value 

Ever had HIV counselling and 

testing done, n (%) 
  

Yes 12.5 (5.7 -27.7) <0.001 

Age in years, mean (SD) 1.07 (1.0 – 1.15) 0.042 

In the interviews with young adults living with HIV aged 

15 – 35 attending comprehensive care departments at 

selected referral hospitals in Windhoek, Namibia, participants 

described a combination of barrier and motivational factors 

that influenced their disclosure. What follows is a 

presentation of these factors described by the 35 participants 

we interviewed. Three major themes were built from the 

qualitative data. Theme one showed fear to be an important 

barrier to disclosure (fear of being rejected and violence). 

‘‘………if I tell him this, what do you think would happen 

to me. I am afraid. I will keep it for as long as I can. HIV is a 

serious infection. My partner would leave me. I know that.’’ 

29-year-old female. Has known status for two years. 

‘‘My husband is an abusive man. I cannot tell him this and 

expect to be ok. He will beat me.’’ 31-year-old female. Has 

known status for three years. 

Theme two showed revealed lack of knowledge on 

importance of disclosure to sexual partner if not married or 

cohabitating. 

‘‘My main reason is I know if I tell her she will just leave 

me and move on to the next person. In fact, what will stop her 

from telling everyone I know about my status. We are not 

married. She is just a girlfriend and a girlfriend can wake up 

gone. I cannot tell her.’’ 28-year-old male. Has known status 

for less than a year. 

‘‘We are not married. He has a wife. I don’t have to tell 

him. If it was marriage, I would have to disclose to my 
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husband but he is not.’’ 33-year-old female. Has known 

status for five years. 

Theme three showed one main motivation for disclosure 

was having been tested together or discussed with sexual 

partner prior to testing. 

‘‘…… after we got the results back, we went back home 

and discussed out results. I informed her that I had tested 

positive and she was devastated. We had been married for 

less than a year. She has now accepted it. It was tough but we 

are still together. My wife is HIV negative.’’ 28-year-old 

male. Has known status for two years. 

4. Discussion 

We show HIV post-test counselling to be associated with 

HIV status disclosure. This conforms with other findings 

from previous studies by Kadowa and Nuwaha in Uganda 

[7], Deribe et al. in Ethiopia [8], Ogoina et al. in Nigeria [9] 

and Idindili et al. in Tanzania [10]. Obermeyer et al. 

reviewed facilitators of HIV status disclosure across diverse 

settings and their findings suggested that structural changes, 

including making more services available, could facilitate 

HIV disclosure as much as individual approaches and 

counseling do [11]. In the same light, findings from Vu et al. 

study in Cape Town, South Africa supported a positive 

prevention strategy that emphasizes increased access to ART, 

and behavioral interventions to reduce casual sex 

partnerships for persons who are HIV-positive [12]. Vu et al. 

go on to highlight that mitigating the influence of HIV stigma 

on HIV status disclosure particularly within steady sex 

partnerships is also important and may be accomplished 

through individual and couple counseling [12]. With Provider 

Initiated HIV testing at health facilities it has been easier to 

ensure post-test counselling. However, In the advent of new 

intervention such as HIV self-testing, policy makers need to 

craft well strategies that ensure HIV post-test counselling for 

individuals who perform HIV self-testing. 

This study showed counselling to be strongly related to 

HIV status disclosure. This is however not in tandem with 

Sehosa and Peltzer who in their study found only social 

support to be significantly related to HIV status disclosure 

[13]. In their study, the sample consisted at the post-test 

counselling exit interview of 55 participants (41 women and 

14 men) who tested HIV-positive conveniently selected from 

a rural hospital and at five months’ follow-up at their homes. 

Results indicated that most patients had an HIV test because 

of medical reasons. At follow-up only 36% had disclosed 

their HIV status and half of the participants had had sex 

without condoms in the past three weeks [13]. Social support 

was found to be significantly related to disclosure of HIV 

status, while counselling context and content and counselling 

satisfaction were not related with HIV disclosure [13]. This 

finding indicated that counselling needed to be improved 

regarding partner notification [13]. Our findings show that 

there may have been good progress in improving counselling 

messages to do with partner notification. 

Our findings suggest age may be an important predictor of 

HIV status disclosure to sexual partner. This finding was 

similar to other studies [12, 14] which revealed that age, 

occupation, knowledge on HIV transmission, and content of 

discussion about HIV/AIDS were potential predictors for 

respondents to disclose HIV status. 

Results from the exploratory part of our study revealed three 

themes. Theme one showed fear to be an important barrier to 

disclosure (fear of being rejected and violence). Theme two 

showed revealed lack of knowledge on importance of disclosure 

to sexual partner if not married or cohabitating. Theme three 

showed one main motivation for disclosure was having been 

tested together or discussed with sexual partner prior to testing. 

Similar findings have been observed in earlier studies [15] – 

[18]. However, ignorance on importance of disclosure to sexual 

partner if not married or cohabitating shows a need to strengthen 

counselling messages and health education given to PLWH on 

their routine ARV clinic appointments. 

5. Conclusion 

Non-disclosure of HIV serostatus is a public health 

concern with serious implications for efforts toward HIV 

epidemic control. Our findings imply that in order to increase 

rates of HIV status disclosure to sexual among young adults, 

special emphasis should be made to support and counsel 

clients who test HIV positive. Issues of fear of rejection still 

exist among HIV positive Namibian young adults. There is a 

need to strengthen health education efforts for both the 

infected and affected. We recommend further studies with no 

age restrictions to fully understand the barriers and 

facilitators to HIV status disclosure among PLWH. 
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