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Management, and Conceptual Frameworks for HIV/STI Control 
Among MSM in Peru
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1University of California, Los Angeles; Department of Medicine, Division of Infectious Diseases 
and Program in Global Health

2Universidad Peruana Cayetano Heredia, Unidad de Salud Sexual y Derechos Humanos

Abstract

Previous analyses of Partner Notification (PN) have addressed individual, interpersonal, social, 

and structural issues influencing PN outcomes but have paid less attention to the conceptual 

framework of PN itself. We conducted 18 individual interviews and 8 group discussions, in a two-

stage qualitative research process, to explore the meanings and contexts of PN for sexually 

transmitted infections (STI) among men who have sex with men (MSM) and men who have sex 

with men and women (MSMW) in Lima, Peru. Participants described PN as the open disclosure of 

private, potentially stigmatizing information that could strengthen or disrupt a partnership, 

structured by the tension between concealment and revelation. In addition to informing partners of 

an STI diagnosis, the act of PN was believed to reveal other potentially stigmatizing information 

related to sexual identity and practices such as homosexuality, promiscuity, and HIV co-infection. 

In this context, the potential development of visible, biological STI symptoms represented a risk 

for disruption of the boundary between secrecy and disclosure that could result in involuntary 

disclosure of STI status. To address the conflict between concealment and disclosure, participants 

cited efforts to “manejar la situacion” [manage the situation] by controlling the biological risks of 

STI exposure without openly disclosing STI status. We use this concept of “managing the 

situation” as a practical and theoretical framework for comprehensive Partner Management for 

HIV/STI control systems among MSM in Latin America.

Introduction

Partner notification (PN) following a sexually transmitted infection (STI) diagnosis is a 

central component of public health systems for HIV and STI control. Notification of the 

sexual partners of STI index cases provides an opportunity to retrace patterns of disease 

transmission, focus public health resources on the individuals at greatest risk for STI 

acquisition, and interrupt the spread of HIV and STIs in high-risk sexual networks (1, 2). By 

placing individual-level STI exposures at the core of partner-, network-, and population-
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level systems of STI transmission, PN addresses both individual- and community-level 

patterns of HIV and STI risk (3, 4). However, in order to effectively control STI 

transmission on both partnership and network levels, notification systems need to address 

both individual/interpersonal aspects of communication in sexual partnerships and public 

health aspects of STI transmission in affected sexual networks. A key challenge for HIV/STI 

prevention research lies in developing strategies to understand the complex intersection of 

individual behavioral decision-making processes, interpersonal communication strategies, 

social constructions of gender and sexuality, and biological disease processes that underlie 

“Partner Notification,” and in applying this understanding to global public health systems 

for STI control.

Existing programs have had only a limited effect on PN outcomes, with meta-analyses 

estimating 40–60% of named partners are notified worldwide (5, 6). The few studies of PN 

conducted in Latin America have found similarly low frequencies of notification, with one 

analysis from Peru reporting that 65.0% of participants notified a main partner and 10.5% 

notified one or more casual partners (7–12). Clinical guidelines issued by the Peruvian 

Ministry of Health recommend that recent partners of MSM diagnosed with HIV or another 

STI be notified, but do not provide any guidance on how notification should be done (13). 

Given the disproportionately high rates of HIV and STI transmission among MSM and TW 

in Latin America, new partner-based methods to control the spread of disease within these 

sexual networks are urgently needed (14). Using qualitative data from a study on partner 

notification and treatment among MSM and TW in Peru, we seek to develop a theoretical 

framework for the creation and implementation of new strategies for PN in Latin America.

In evaluating the factors underlying PN processes, previous studies have addressed the 

individual-, partner-, and network-level pathways and biological factors that define 

notification outcomes. In terms of individual behavior, issues of self-efficacy and 

empowerment have been shown to influence notification behaviors (15–18). Within dyadic 

partnerships, factors influencing PN include partnership type (primary/stable versus 

secondary/casual partner) and interpersonal dynamics (communication styles and relations 

of power within the partnership) (19–23). Social and structural characteristics like social 

norms of sexual behavior and communication, as well as the availability of resources 

necessary to support partner notification and treatment, then define the larger contexts of PN 

(24, 25). Biologically, the specific STI diagnosed, the perceived severity of the infection, 

and the perceived likelihood of having infected (or having been infected by) a given partner 

also influence PN decisions (26–28).

Interventions to promote PN have addressed both individual partner-level communication as 

well as public health systems for management of population- or network-level exposures. 

Innovative programs designed to promote the act of notification include enhanced patient 

referral (standard PN counseling supplemented by printed referral cards, educational videos, 

home testing kits, or other auxiliary supports) (29–31) and Expedited Partner Therapy 

(provision of antibiotic therapy for the recent partners of individuals diagnosed with STI) 

(32–34). Population-scale approaches have used individual PN techniques to trace larger 

sexual networks as well as venue-based outreach strategies to control potential exposures 

among anonymous or untraceable partners (1, 3, 35).
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Missing from previous PN research is a unifying theoretical framework capable of 

addressing the diversity of potential partnership and network formations often involved in 

notification of a single HIV/STI index case. Public health approaches to partner-based STI 

prevention have been primarily guided by a concept of PN as interpersonal communication: 

the act of informing a recent sexual partner of an STI diagnosis (36, 37). As stated in a 

recent Cochrane Review, “Communication between partners, during which the index patient 

encourages them to consider screening or treatment, has been identified as a critical point in 

effective PN strategies.” (38) However, prioritizing PN as direct, interpersonal 

communication between partners risks overshadowing the indirect methods of interaction 

and risk management that exist in different partnership contexts and that can also be used to 

control potential HIV/STI exposures in high-prevalence sexual networks. Individuals 

diagnosed with HIV/STI often maintain a range of different partnerships at the same time, 

with different patterns of communication, perceived risks for exposure, and anticipated 

consequences of notification or concealment. As a result, partner-based approaches to 

prevention require a framework capable of addressing notification as an act of direct partner 

communication while also acknowledging the role of biological STI symptoms as non-

verbal signifiers of disease, the association between structural factors and access to partner 

testing and treatment services, and the role of public health systems in network-based 

HIV/STI control.

To establish a theoretical framework to inform the development of new methods for partner 

management following STI diagnosis, we used qualitative methods to explore how the 

concept of “Partner Notification” is understood and applied among MSM in Peru. Through 

individual interviews and focus group discussions with diverse subgroups of Peruvian 

MSM, we identified key themes underlying the concept of PN, addressed common scenarios 

related to notification of male and female partners, and explored social narratives of PN in 

Lima, Peru. Thematic analysis of our findings points to the concept of “Partner 

Management” as a conceptual foundation for comprehensive partner-based STI control 

systems among MSM in Latin America.

Methods

We conducted a series of 18 individual interviews and 8 focus group discussions between 

November, 2009 and March, 2011 to address the theme of “Partner Notification” among 

MSM in Lima, Peru. Interviews and focus groups were conducted in two separate stages: 1) 

Overview of PN: Semi-structured individual interviews and focus group discussions to 

address general concepts of PN and the acceptability of new partner notification and 

treatment methods among MSM in Peru; and 2) Case-Based Discussion of PN Scenarios: 

Using information from the first stage of research, we constructed brief vignettes addressing 

common PN themes and used these case studies as the basis for additional focus group 

discussions.

Participants and Procedures

Participants were recruited by community-based peer recruiters with detailed knowledge of 

local MSM communities and were purposively sampled to ensure adequate representation of 
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diverse samples including both men who have sex exclusively with men (MSM) and men 

who have sex with men and women (MSMW). The local MSM community has been 

characterized in previous epidemiologic studies as having a high prevalence of HIV (17–

22%), syphilis (12–19%) and other STIs, as well as a high frequency of self-reported sexual 

risk behavior, such as unprotected anal intercourse (UAI; reported by 40% of MSM within 

the previous 6-month period) and commercial sex work (10–17%) (39, 40). Enrollment was 

limited to individuals who were at least 18 years old, biologically male at birth, and reported 

anal and/or oral intercourse with a male or transgender female partner in the previous 12 

months. Although most participants were found to have personal experiences with HIV/STIs 

and partner notification, prior history of HIV/STI or PN was not an inclusion requirement. 

Interviews and focus groups were conducted using a semi-structured script by Peruvian 

researchers experienced in qualitative research with MSM. Individual interviews lasted 

approximately 60 minutes and group discussions 90 minutes. Participants were provided 15 

Soles (approximately $5 USD) compensation for their transportation costs.

Interview and focus group scripts for Stage 1 were developed based on a review of the 

existing PN literature and for Stage 2 by identifying common themes elicited during our 

initial research. Scripts were piloted with individuals from the relevant populations and 

refined for language and content prior to implementation. Methods specific to the different 

stages of the research process were as follows:

Stage 1: General Overview of PN—Between November, 2009 and December, 2010, we 

conducted 18 individual interviews and 4 focus group discussions with 32 participants. 

Individual interviews were used to elicit in-depth participant perspectives and experiences 

on themes related to PN. Focus group discussions explored behavioral norms, attitudes, and 

perceptions of PN in local MSM communities.

Stage 2: Discussion of Common PN Scenarios—In March, 2011 we conducted four 

additional focus group discussions with 28 MSM and MSMW to revisit specific PN themes 

identified during our initial research. The goal of the second stage was to define PN within 

local social and cultural contexts, emphasizing the analysis of collective behavioral norms 

and their underlying cultural logic. Building on findings from the initial stage of research, 

we developed a series of case vignettes to use as the basis for group discussions. Case 

studies presented fictional individuals in three situations representing commonly cited PN 

themes: Julio, a 19 year old bisexual-identified male with one stable female partner and one 

casual male partner with symptomatic urethritis; Susana, a 27 year old transgender woman 

with one stable male partner and multiple male commercial sex partners with latent syphilis 

infection diagnosed by routine screening; and Miguel, a 24 year old gay-identified male with 

one stable male partner who has symptomatic syphilis infection presenting with a palmar 

rash. Following presentation of each vignette, participants were asked to discuss the case 

and to comment on each individual’s likely notification behavior, both ideally what they 

should do and realistically what they would do with each of their different partners.
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Data Analysis

A Qualitative Descriptive Analysis approach was used in which themes related to the central 

research questions were used to guide development of the interview and focus-group scripts 

(41, 42). Interviews and group discussions were recorded and transcribed verbatim, and 

transcripts coded by two independent readers. Participants were identified by pseudonyms 

(for individual interviews) or by the type of focus group in which they participated (“MSM” 

for men who reported sex only with male or transgender partners; “MSMW” for participants 

who reported sex with male or transgender and female partners). Following initial review, a 

preliminary codebook of major themes was developed and used to systematically code 

transcripts. The codebook was reviewed and revised in an iterative process, with 

discrepancies between coders resolved through discussion and consensus, in order to ensure 

reliability and accuracy throughout the data analysis process. Themes were compiled and 

developed into concepts through collaborative discussion between all members of the study 

team. Themes and concepts identified during the first stage of exploratory qualitative 

research were re-presented to participants in the second stage in the form of case vignettes, 

allowing us to verify, modify, or reject the findings as needed.

Human Subjects Protection

Protocols and study materials were approved by the UCLA Office for Human Research 

Participant Protections (OHRPP), and the Comite de Etica of the Asociacion Civil Impacta 

Salud y Educacion and Universidad Peruana Cayetano Heredia prior to initiating any study 

procedures. All subjects provided verbal informed consent prior to participation.

Results

I. Partner Notification as Trust and Communication

Participants generally described PN as direct interpersonal communication, using terms of 

openness and trust within a relationship to define PN. Many identified the central meaning 

of PN as, “To have trust in the person, in the partner.” [Carlos, MSMW] In certain 

partnership contexts, notification was described as a way of maintaining commitment and 

honesty, as well as the physical and mental health of both partners:

I think that it is a responsibility. First of all I, as a person, have to feel responsible 

for my actions because I believe that when there is a partner there is a sense of 

respect—at least I consider it like that—and to tell them is the right thing to do. 

Because you protect your relationship, you take care of your relationship and you 

take care of the other person.

[Christian, MSM]

Communicating with a partner about an STI diagnosis was considered essential to 

maintaining trust, “In my case, we have a very fluid communication and he knows that I 

have my boys, my friends, but he also knows that I get tested regularly, that I take care of 

myself. It’s trust, communication.” [MSM FG Participant] At the same time, STI-related 

stigma underscored fears that PN could erode the foundation of trust within a relationship:
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The negative that I see is that you can be opening a door of mistrust that maybe you 

can’t close. Because even though the person may be ready to support you and care 

for you, there is always going to be the idea of ‘Why did he get infected?’ ‘How 

did it happen?’ ‘Who was it?’ And that will lead to other things.

[Victor, MSM]

In this context, regular access to HIV/STI testing and treatment services played an important 

role, as the process of seeking testing and treatment together was often described as an 

important component of trust and mutual care within a partnership: “I think it would be very 

important, definitely, to tell your partner, let’s say you have syphilis, so you can go together 

with her to the health center and cure us both. Because it’s not worth the trouble to just cure 

myself and not her.” (MSMW FG Participant)

II. Partner Notification and Partnership Characteristics

Variations in the ways that trust and honesty influenced notification practices were 

attributed to multiple factors including the type of partnership, the length of the relationship, 

standards of communication between partners, and/or availability of contact information. 

Variations in notification practices according to partnership type were linked with 

differences in communication styles, which were in turn related to perceived commitments 

in the relationship:

Interviewer: If you were committed to someone, you would tell them?

Subject: Yes, I would tell them.

Interviewer: And your casual partners [puntos], you wouldn’t tell them?

Subject: No, because it’s a passing thing [un vacilon], nothing more. It’s nothing 

serious, I don’t feel anything for them.

[Julio, MSMW]

In stable or primary partnerships, open communication was often assumed, “because I have 

my partner and he gives me a unique kind of trust… I think that when there is trust, 

whatever happens, you communicate it to your partner.” (MSM FG Participant) In contrast, 

an absence of emotional commitment with casual or anonymous partners was often coupled 

with a lack of communication and a denial of responsibility for these partners’ well-being, 

“With casual partners, telling them is more difficult because there isn’t that connection to 

the other person because you love them, so it matters less to you, and it can matter so little 

that you don’t care if they get infected.” [Ramon, MSMW] For anonymous partners, the 

absence of any contact information precluded the possibility of direct communication:

It’s that many times you can meet someone and not even know their telephone 

number…. Because sometimes if it’s a minor encounter, without any kind of 

commitment, a lot of times we don’t even ask their name, or we make up a name, 

no?

[Bruno, MSM]
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Finally, for commercial sex partners, financial considerations discouraged notification, “In 

work, it would be a disadvantage… because they wouldn’t call me anymore, they wouldn’t 

call me and they wouldn’t pay me.” [Jose Luis, MSM]

For men with both male and female sexual contacts, partner gender played an important role 

in guiding notification decisions and practices. For many participants, partner gender was 

secondary to partner type (and corresponding presumptions of communication and trust) in 

guiding notification decisions, “If, whether a man or a woman, they are my partner, because 

of that there is a trust, there is communication.” [Carlos, MSMW] However, gender was 

often synonymous with partner type, with stable or long-term relationships associated with 

female partners, and contrasted against typically transient male sexual contacts:

In a heterosexual relationship there are generally a lot of other things involved, if 

you have a family, you run the risk of losing your family. In a gay relationship, you 

can break up with a partner one day and tomorrow you have another.

[Javier, MSMW]

Another specific barrier to informing female partners by MSMW was the potential for 

involuntary disclosure of sex with male or transgender partners,

From the perspective of a bisexual activo, in a heterosexual relationship, we always 

have the tendency to hide these things: First, because it would generate conflict; 

Second, because it would reveal your sexual orientation; and Third, because you 

would be discriminated against…. If the woman finds out, wow, that you’ve been 

sleeping around [sacando la vuelta]? If it’s with another woman, she will get angry 

with you and she will say to you what she wants, but it passes. But if she knows 

that you have been going out with a travesti [transgender woman]? Forget it.

[Jesus, MSMW]

III. Partner Notification and Secondary Disclosure of Sexual Behavior

Notification of a recent sexual partner about an STI diagnosis was believed to indirectly 

communicate other information about sexual infidelity, sexual practices, and sexual 

orientation. For most participants, “The fact that you tell your partner that you have an STI 

is synonymous with infidelity, undeniably.” [MSM FG Participant] As a result, the public 

health objective of promoting direct notification to STI-exposed partners was often in direct 

conflict with the individual’s goal of concealing the social and behavioral connotations of 

STI disclosure:

It’s not just informing them about the STI, it implies exposing an infidelity. It’s not 

only the STI, it’s more than the STI. Because the STI you can cure in the end, but 

the infidelity is going to create a break in the relationship, and that break is difficult 

to cure with antibiotics.

[Javier, MSMW]
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IV. Notification of HIV Versus Other STIs

In contrast to notification of a bacterial STI, participants universally considered HIV 

infection to be an unapproachable topic, fundamentally distinct from the simple process of 

informing a partner of an STI diagnosis. While STIs like gonorrhea and syphilis could be 

readily cured with antibiotics, the chronic, viral nature of HIV infection was considered a 

realm apart:

Being able to confide in someone about HIV is very complicated, and different 

from saying, ‘Hey, you know what? Somebody gave me gonorrhea but with one 

little pill that I took it’s gone… and if you take this pill, too, you are going to be 

cured.’ No problem. It’s another thing to tell them that you have HIV. That has to 

be terrible for the partner, it’s the most difficult thing, I think. It’s not at all equal, 

it’s on another level.

[Victor, MSM]

At the same time, the social stigma of HIV infection prohibited open disclosure of HIV-

infected status since, “It would be more shameful with HIV, it’s stronger. I can say freely 

that I had gonorrhea, because that you can cure. To say I have HIV is different, the whole 

world is going to look at you badly.” (Ramon, MSM) As a result, the possibility of notifying 

a partner of an HIV diagnosis was only considered in close partnerships:

Because it’s a chain. If we end up having relations and I tell him that I have HIV… 

one or two weeks later, you run into a friend of the person you had sex with and 

their friend told them, and this is classic with the gays, ‘Be careful, because he’s 

already dead, he’s a carrier.’ It generates a chain, so now you have no privacy. If 

I’m going to tell someone that I’m a carrier or that I’m positive, it’s someone who I 

really trust, I’m not going to tell just anyone.

[MSMW FG Participant]

V. STI Symptoms as a Form of Non-Verbal Partner Notification

In addition to direct PN, STI symptoms were considered to provide objective, visible 

evidence of infection that was comparable to actual notification such that, “If it’s not 

noticeable, you can cure yourself and you don’t have to tell your partner. But if you can see 

it and they figure it out then you have to tell them why it happened to you. You have to tell 

them.” [MSM FG Participant] Noticing STI symptoms in a partner was described as a form 

of non-verbal disclosure:

We were both lying in bed and I said to him that he was leaking pus. I thought that 

it was semen, that he had been so excited from before and it kept coming out. Then, 

two hours later, it was still going and he told me, ‘This is coming out of me,’ and I 

got it, I understood then. I went crazy, I went mad, because it seemed shameful to 

me, that you’re my partner of all these years and….

[MSMW FG Participant]

Alternatively, an absence of biological symptoms was coupled with a parallel verbal where, 

“If there aren’t any symptoms I wouldn’t say anything to anyone.” [Julio, MSMW] This 

connection between presence or absence of symptoms and likelihood of disclosure versus 
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non-disclosure was likely related to the commonly cited belief among participants that 

someone without clinically apparent symptoms could not infect their partners.

VI. Managing the Situation/Manejar la Situacion

To bridge the tension between themes of concealment versus disclosure of STI status, 

presence versus absence of biological symptoms, and direct versus indirect revelation of 

associated sexual practices, many participants referred to the concept of “managing the 

situation” (“manejar la situacion”). Participants repeatedly described “managing” the 

problem of partner STI exposure through varying degrees of disclosure determined by 

factors including partnership status and length, sense of commitment and trust in the 

relationship, fidelity of the individual (actual) and the partner (perceived), likelihood of STI 

acquisition and/or re-infection by the individual and their partner, seriousness of the STI 

diagnosed, and presence or absence of physical symptoms. This cultural logic was cited by 

participants in describing their own behavior as well as that of their peers:

A lot of times they prefer to keep it hidden or do what they can to cure themselves 

without the other person finding out, and they try to invent for themselves the idea 

that their partner isn’t infected, that only he has the STI and they try to cure 

themselves without their partner finding out. When we know that the ideal is 

always to talk about it.

[Victor, MSMW]

Accordingly, many participants believed that they could manage the consequences of a 

potential STI exposure without explicitly notifying their partner(s):

For example, if you have, I don’t know, gonorrhea, and you know that with certain 

antibiotics and by going to the doctor, you are going to put a stop it [la vas a 

cortar], maybe your partner isn’t even going to find out, you are going to put a stop 

to it—a little bit to protect the relationship, to leave undiscovered an infidelity… If 

there exists the possibility that I could have infected them, yes I would tell them. If 

I am sure that I haven’t infected them, I would manage it.

[Javier, MSMW]

As an extension of this logic, some participants reported providing treatment to their 

partner(s) without revealing their STI diagnosis:

Bruno: With that same person, I was going out with someone else, and I caught… 

chlamydia, maybe? I didn’t tell him, but I did make him take a pill.

Interviewer: They prescribed you a pill?

Bruno: And they gave me another one for him.

Interviewer: And what did you say to get him to take the pill?

Bruno: ‘Take the pill.’

Interviewer: Nothing else, just ‘Take the pill’? And this person trusted you enough 

that they just took it?
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Bruno: He said to me, “Why? For what?’ And I said to him, ‘Just take it. 

Because…’ Why? What did I tell him? ‘…Because I have a little urinary tract 

infection that I’m getting over,’ something like that.

[Bruno, MSM]

Within this context, access to testing and treatment services, and potential barriers to care 

gained importance:

One of my friends from the neighborhood came to me and said, “Hey, I have a 

bump and I went to the doctor and the doctor said it’s a wart, it’s an STI, but my 

wife doesn’t know. I haven’t had sex for a month because I don’t want her to see.’ 

So I told him, ‘You have to go get it treated before it gets worse.” But it was hard 

for him, not so much to face up to his wife, but to show the doctor, someone at the 

clinic, so that they could treat it.

(MSM FG Participant)

VI. Partner Notification and Indirect Communication

In addressing the discrepancy between direct, open communication of STI status and 

indirect management of a potential STI exposure in a partner, alternative notification 

methods offered an important tool for maintaining individual privacy while protecting the 

health of the partner(s). Notification by a third party health professional was seen as a 

valuable resource for informing partners without direct disclosure, “Because they don’t 

know it was you… They can’t put the blame on you.” [Alejandro, MSM] Similarly, use of 

anonymous Internet-based systems for PN was considered, “something modern, something 

safe. Because there are a lot of people who wouldn’t dare to confess what they have and this, 

in some way, is going to help these people make the decision to notify them.” [Christian, 

MSM] Internet-based PN systems also had the benefit of replicating existing methods of 

communication,

Because many partnerships are created, casual partners, they are created through 

the internet… so the internet is the medium, and since you met them simply 

through that medium, you can communicate with them simply through that 

medium…. And the anonymous is the biggest advantage of all this, the anonymous.

[Victor, MSM]

Others argued that direct, face-to-face communication was essential to the openness and 

trust needed to address intimate topics like an STI diagnosis:

Because the fact of telling you something face-to-face implies a certain, I don’t 

know, a certain commitment with you…. Generally, when someone lies, generally 

they don’t do it face-to-face, they use a third party or some other method to let you 

know about the lie.

[Javier, MSMW]

These sharply different perceptions of PN echoed the concepts of honesty, trust, and 

communication present in different partnership types and underlined the gap between the 
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ideals of Partner Notification as direct, open communication and the realities of “managing 

the situation”:

I can tell you about the experience of a friend who had a stable partner, and this 

friend ended up with an STI, with pus leaking from his penis, and he treated it and 

he told his partner. And he said to me, ‘I told him this and that, and he said to me 

that he hadn’t done anything, ‘I’ve only been with you.’ After six or seven months, 

he again had the same problem, and again a third time. And his partner didn’t get 

treated, ‘No, I’m fine, I’ve already been tested,’ but he never said anything about 

being treated. Until finally, my friend said to him, ‘You know what, my love? From 

now on we’re going to use condoms. Don’t get mad.’ So now, as partners, they use 

condoms and he doesn’t have any more STI problems.

[MSM FG Participant]

Discussion

Our data provides a critical theoretical framework for improving partner-related STI control 

systems in Latin America. The classic model of PN focuses on promoting direct 

communication of an STI diagnosis between recent sexual partners. Theoretical approaches 

to PN have therefore focused on the tension between secrecy and disclosure of STI-related 

information within dyadic partnership interactions. However, our findings suggest that it is 

also important to address characteristics specific to STI disclosure, such as how notification 

of STI status often leads to involuntary revelation of associated information about sexual 

behavior, how biological symptoms act as both markers of disease in the individual and as 

risks to be controlled in their partner(s), and how STI-related stigma negatively affects 

notification decisions and practices within specific partnership contexts. Unified analysis of 

these different characteristics provides a conceptual framework for comprehensive partner 

management systems that integrate direct, communication-based approaches to PN with 

indirect partner management strategies for controlling biological STI risk in high-prevalence 

sexual networks.

The classic paradigm of PN as the direct disclosure or concealment of private information 

within a dyadic partnership interaction can be understood through the lens of 

Communication Privacy Management (CPM) theory (43, 44). CPM theory holds that macro-

level social frameworks and cultural norms of communication interact with microlevel 

individual- and partner-level patterns of negotiation to influence disclosure decisions and 

practices. Cultural norms of privacy and disclosure, as well as gendered practices of 

communication, provide the background for individual privacy rule determinations. Social 

and structural contexts as well as situation-specific behavioral motivations then guide 

assessments of the risks and benefits of communicating private information within a specific 

interaction. CPM theory’s analysis of micro- and macro-level influences of disclosure 

interactions provides a deeper understanding of PN as the direct communication of private 

information, helping to identify and address barriers and motivations for notification within 

dyadic partnerships.
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However, while the CPM model is useful for understanding the processes of disclosure and 

revelation through interpersonal communication that underlie the traditional understanding 

of PN, it does not fully account for social and biological characteristics specific to HIV/STIs 

that structure partner notification and treatment outcomes. On a societal level, recent 

analyses of STI-related stigma have emphasized the social and structural mechanisms of 

stigma, differentiating these external social systems from internal psychological mechanisms 

of shame (45, 46). As seen in our findings, while the internalized psychological processes of 

shame may inhibit the direct disclosure of an STI diagnosis within a partnership, the societal 

effects of stigma function on a different level, through the risk of social exclusion and 

discrimination if an individual’s STI status becomes widely known, and through limited 

structural access to HIV/STI care among exposed partners (18, 47). Biologically, clinical 

symptoms can also act as non-verbal signifiers of infection, leading to the involuntary 

disclosure of STI status and associated information to sexual partners. Controlling the 

clinical sequelae of infection, in terms of limiting visibly evident symptoms of disease in the 

individual, or the development of subsequent morbidity in their partner(s), was a primary 

focus of STI-related concerns among participants in our study. As a result, many participants 

described “managing the situation” in an effort to limit public recognition of their STI status 

while also limiting their partners’ risk of exposure and directly or indirectly promoting their 

access to antibiotic treatment.

Promoting direct partner disclosure while also acknowledging the potential disconnect 

between this recommendation and participants’ efforts to conceal evidence of STIs and 

associated sexual behavior points to a need for partner-based STI control strategies that 

recognize the diversity of partnership contexts lived by many individuals with a new STI 

diagnosis. While PN interventions designed to promote direct communication between 

sexual partners remain central to public health efforts, there is also a need for tactics to limit 

sexual partners’ risk without requiring direct disclosure of STI status. More important, these 

two approaches need to be combined in an integrated partner management framework that 

can address sexual partnerships as both discrete dyads and as components of larger social/

sexual networks and community structures. To meet these requirements, partner 

management systems need to simultaneously promote direct interpersonal communication 

while also using indirect methods to limit STI transmission on the network/population scale.

A comprehensive Partner Management framework would integrate strategies to promote 

direct communication of an STI diagnosis between sexual partners with systems for indirect 

management of STI exposure(s) in affected sexual networks. Strategies emphasizing PN as 

direct, interpersonal communication would recognize the potential benefits (strengthening 

trust and commitment, protecting the health of the individual and their partner) and risks 

(revelations of infidelity, loss of trust/confidence, and termination of the partnership) of 

notification, and would emphasize practical tools to supplement direct partner contact, such 

as partner-delivered antibiotic therapy and printed referral cards with information on local 

STI diagnosis and treatment resources. Indirect techniques for management of casual or 

anonymous partners would address problems of societal stigma and structural access to STI 

care through systems for anonymous notification, third-party contact tracing, and patient-

controlled internet-based applications, as well as venue-based outreach testing and health 

education campaigns directed to public or commercial sex venues attended by recently 
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diagnosed individuals. Combination of these different methods would require a complete 

assessment of all recent partner interactions of newly diagnosed individuals, identification of 

differences in patterns of direct communication and indirect contact with specific partners, 

and evaluation of the potential risks and benefits of using different notification techniques in 

distinct partnership contexts. While labor intensive, this integration of direct and indirect 

approaches to partner-based STI control would begin to address the diversity of sexual 

partner types, partnership interactions, and communication patterns of MSM/MSMW in 

Latin America.

As in any qualitative study, our data reflect the cultural and social contexts of the 

participants and the investigators. Despite efforts to achieve diversity in our study sample, 

our findings are not necessarily representative of larger MSM populations in Peru or in Latin 

America. In addition, by recruiting MSM based on their sexual identities and practices 

without regard for STI status, we may not have accurately represented the perceptions of 

individuals with recently diagnosed infection. Since our goal was to define the larger social 

and cultural contexts structuring decisions concerning partner notification and treatment, we 

decided not to detail the individual cognitive decision-making processes that follow an STI 

diagnosis in this stage of our research. However, though enrollment in our study was open to 

MSM/MSMW regardless of HIV or STI history, most of our participants reported personal 

experiences with HIV/STIs and partner management. Future work will specifically explore 

the perspectives on PN of individuals at the moment of diagnosis. Despite these limitations, 

our findings present important information for understanding and redefining partner-based 

approaches to STI control and HIV prevention among MSM in Peru.

We present a theoretical and practical framework for improving HIV/STI control systems 

for MSM in Peru by redefining the concept of Partner Notification as Partner Management. 

We suggest a comprehensive Partner Management strategy to refocus partner-based 

approaches in order to address both direct communication between sexual partners as well as 

systems for indirect, partner-based diagnosis and treatment that encourage, but do not 

require, individual disclosure of STI status. Practical public health implications of this 

conceptual adjustment include the introduction of tools to support direct patient notification 

as well as platforms for the indirect management of potential STI exposures within high-risk 

sexual networks. Integration of these theoretical and practical approaches to HIV/STI 

control through the concept of Partner Management has the potential to address the diversity 

of sexual partnership formations underlying HIV and STI transmission among MSM in 

Latin America.

Acknowledgments

Thanks to the staff of Asociacion Civil Impacta Salud y Educacion, Clara Sandoval and Mijail Garvich, and to the 
participants for sharing their lives with us. Funding provided by NIH K23 MH084611 as well as P30 MH58107, 
P30 AI028697, UL1 TR000124.

References

1. Klovdahl AS, Potterat JJ, Woodhouse DE, Muth JB, Muth SQ, Darrow WW. Social networks and 
infectious disease: the Colorado Springs Study. Social science & medicine. 1994 Jan; 38(1):79–88. 
[PubMed: 8146718] 

Clark et al. Page 13

AIDS Behav. Author manuscript; available in PMC 2016 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



2. Parran, T. Shadow on the Land: Syphilis. New York: Reynal and Hitchcock; 1937. 

3. Potterat JJ, Rothenberg RB, Muth SQ. Network structural dynamics and infectious disease 
propagation. International journal of STD & AIDS. 1999 Mar; 10(3):182–5. Epub 1999/05/26. eng. 
[PubMed: 10340199] 

4. Hawkes S, Mabey D, Mayaud P. Partner notification for the control of sexually transmitted 
infections. Bmj. 2003 Sep 20; 327(7416):633–4. [PubMed: 14500409] 

5. Alam N, Chamot E, Vermund SH, Streatfield K, Kristensen S. Partner notification for sexually 
transmitted infections in developing countries: a systematic review. BMC public health. 2010; 
10:19. [PubMed: 20082718] 

6. Low N, Broutet N, Adu-Sarkodie Y, Barton P, Hossain M, Hawkes S. Global control of sexually 
transmitted infections. Lancet. 2006 Dec 2; 368(9551):2001–16. [PubMed: 17141708] 

7. Clark JL, Long CM, Giron JM, Cuadros JA, Caceres CF, Coates TJ, et al. Partner notification for 
sexually transmitted diseases in Peru: knowledge, attitudes, and practices in a high-risk community. 
Sexually transmitted diseases. 2007 May; 34(5):309–13. [PubMed: 17016236] 

8. Diaz-Olavarrieta C, Garcia SG, Feldman BS, Polis AM, Revollo R, Tinajeros F, et al. Maternal 
syphilis and intimate partner violence in Bolivia: a gender-based analysis of implications for partner 
notification and universal screening. Sexually transmitted diseases. 2007 Jul; 34(7 Suppl):S42–6. 
[PubMed: 17592389] 

9. Jones HE, Lippman SA, Pinho AA, Luppi CG, van de Wijgert JH, Diaz J. Partner-delivered 
medication for sexually transmitted infections: findings from Brazil. Gaceta medica de Mexico. 
2006 Sep-Oct;142(Suppl 2):69–76. [PubMed: 19031681] 

10. Sabido M, Gregg LP, Valles X, Nikiforov M, Monzon JE, Pedroza MI, et al. Notification for 
sexually transmitted infections and HIV among sex workers in Guatemala: acceptability, barriers, 
and preferences. Sexually transmitted diseases. 2012 Jul; 39(7):504–8. [PubMed: 22706210] 

11. Thurman AR, Shain RN, Holden AE, Champion JD, Perdue ST, Piper JM. Partner notification of 
sexually transmitted infections: a large cohort of Mexican American and African American 
women. Sexually transmitted diseases. 2008 Feb; 35(2):136–40. [PubMed: 17898679] 

12. Malta M, Bastos FI, Strathdee SA, Cunnigham SD, Pilotto JH, Kerrigan D. Knowledge, perceived 
stigma, and care-seeking experiences for sexually transmitted infections: a qualitative study from 
the perspective of public clinic attendees in Rio de Janeiro, Brazil. BMC public health. 2007; 7:18. 
[PubMed: 17270044] 

13. Peru, MdSd. Guias Nacionales de Atencion Integral de Salud Sexual y Reproductiva. Lima: Peru; 
2004. 

14. Clark JL, Konda KA, Silva-Santisteban A, Peinado J, Lama JR, Kusunoki L, et al. Sampling 
Methodologies for Epidemiologic Surveillance of Men Who Have Sex with Men and Transgender 
Women in Latin America: An Empiric Comparison of Convenience Sampling, Time Space 
Sampling, and Respondent Driven Sampling. AIDS and behavior. 2013 Dec 21.

15. Alam N, Streatfield PK, Khan SI, Momtaz D, Kristensen S, Vermund SH. Factors associated with 
partner referral among patients with sexually transmitted infections in Bangladesh. Social science 
& medicine. 2010 Dec; 71(11):1921–6. [PubMed: 20943297] 

16. Mimiaga MJ, Reisner SL, Tetu AM, Cranston K, Bertrand T, Novak DS, et al. Psychosocial and 
behavioral predictors of partner notification after HIV and STI exposure and infection among 
MSM. AIDS and behavior. 2009 Aug; 13(4):738–45. [PubMed: 18636324] 

17. Coleman C, Lohan M. Sexually acquired infections: do lay experiences of partner notification 
challenge practice? Journal of Advanced Nursing. 2007; 58(1):35–43. [PubMed: 17394614] 

18. Fortenberry JD, McFarlane M, Bleakley A, Bull S, Fishbein M, Grimley DM, et al. Relationships 
of stigma and shame to gonorrhea and HIV screening. American journal of public health. 2002 
Mar; 92(3):378–81. [PubMed: 11867314] 

19. Abraham T, Macauda M, Erickson P, Singer M. “And let me see them damn papers!” The role of 
STI/AIDS screening among urban African American and Puerto Rican youth in the transition to 
sex without a condom. AIDS and behavior. 2011 Oct; 15(7):1359–71. [PubMed: 20844945] 

20. Gorbach PM, Holmes KK. Transmission of STIs/HIV at the partnership level: beyond individual-
level analyses. Journal of urban health : bulletin of the New York Academy of Medicine. 2003 
Dec; 80(4 Suppl 3):iii15–25. [PubMed: 14713668] 

Clark et al. Page 14

AIDS Behav. Author manuscript; available in PMC 2016 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



21. Harrison A, Lurie M, Wilkinson N. Exploring partner communication and patterns of sexual 
networking: qualitative research to improve management of sexually transmitted diseases. Health 
transition review : the cultural, social, and behavioural determinants of health. 1997; 7( Suppl 3):
103–7.

22. Klisch SA, Mamary E, Diaz Olavarrieta C, Garcia SG. Patient-led partner notification for syphilis: 
Strategies used by women accessing antenatal care in urban Bolivia. Social science & medicine. 
2007 Sep; 65(6):1124–35. [PubMed: 17561325] 

23. Lichtenstein B, Schwebke JR. Partner notification methods for African American men being 
treated for trichomoniasis: a consideration of main men, Second Hitters, and Third Players. 
Medical anthropology quarterly. 2005 Dec; 19(4):383–401. [PubMed: 16435646] 

24. Faxelid EA, Ramstedt KM. Partner notification in context: Swedish and Zambian experiences. 
Social science & medicine. 1997 Apr; 44(8):1239–43. [PubMed: 9131748] 

25. Lohan M, Coleman C, Begley CM. Regulating sexual bodies or addressing health needs? Men who 
have sex with men and partner notification. Crit Pub Health. 2009; 19(3–4):325–39.

26. Gorbach PM, Aral SO, Celum C, Stoner BP, Whittington WL, Galea J, et al. To notify or not to 
notify: STD patients’ perspectives of partner notification in Seattle. Sexually transmitted diseases. 
2000 Apr; 27(4):193–200. [PubMed: 10782740] 

27. Gorbach PM, Galea JT, Amani B, Shin A, Celum C, Kerndt P, et al. Don’t ask, don’t tell: patterns 
of HIV disclosure among HIV positive men who have sex with men with recent STI practising 
high risk behaviour in Los Angeles and Seattle. Sexually transmitted infections. 2004 Dec; 80(6):
512–7. [PubMed: 15572626] 

28. Mimiaga MJ, Reisner SL, Tetu AM, Bonafide KE, Cranston K, Bertrand T, et al. Partner 
notification after STD and HIV exposures and infections: knowledge, attitudes, and experiences of 
Massachusetts men who have sex with men. Public health reports. 2009 Jan-Feb;124(1):111–9. 
[PubMed: 19413033] 

29. Hunter P, Oyervides O, Grande KM, Prater D, Vann V, Reitl I, et al. Facebook-augmented partner 
notification in a cluster of syphilis cases in Milwaukee. Public health reports. 2014 Jan-Feb;
129(Suppl 1):43–9. [PubMed: 24385648] 

30. Tuneu M, Valles X, Carnicer-Pont D, Barbera M, Godoy P, Avecilla-Palau A, et al. Pilot study to 
introduce a notification card for partner notification of sexually transmitted infections in Catalonia, 
Spain, June 2010 to June 2011. Euro surveillance : bulletin Europeen sur les maladies 
transmissibles = European communicable disease bulletin. 2013; 18(27)

31. Wilson TE, Hogben M, Malka ES, Liddon N, McCormack WM, Rubin SR, et al. A randomized 
controlled trial for reducing risks for sexually transmitted infections through enhanced patient-
based partner notification. American journal of public health. 2009 Apr; 99( Suppl 1):S104–10. 
[PubMed: 18556619] 

32. Golden MR, Whittington WL, Handsfield HH, Hughes JP, Stamm WE, Hogben M, et al. Effect of 
expedited treatment of sex partners on recurrent or persistent gonorrhea or chlamydial infection. 
The New England journal of medicine. 2005 Feb 17; 352(7):676–85. [PubMed: 15716561] 

33. Kissinger P, Schmidt N, Mohammed H, Leichliter JS, Gift TL, Meadors B, et al. Patient-delivered 
partner treatment for Trichomonas vaginalis infection: a randomized controlled trial. Sexually 
transmitted diseases. 2006 Jul; 33(7):445–50. [PubMed: 16531939] 

34. Schillinger JA, Kissinger P, Calvet H, Whittington WL, Ransom RL, Sternberg MR, et al. Patient-
delivered partner treatment with azithromycin to prevent repeated Chlamydia trachomatis infection 
among women: a randomized, controlled trial. Sexually transmitted diseases. 2003 Jan; 30(1):49–
56. [PubMed: 12514443] 

35. Michaud JM, Ellen J, Johnson SM, Rompalo A. Responding to a community outbreak of syphilis 
by targeting sex partner meeting location: an example of a risk-space intervention. Sexually 
transmitted diseases. 2003 Jul; 30(7):533–8. [PubMed: 12838079] 

36. Eng, TRE.; Butler, WTE. The Hidden Epidemic: Confronting Sexually Transmitted DIseases. 
Institute of Medicine; 1997. Committee on Prevention and Control of Sexually Transmitted 
Diseases IoM. 

Clark et al. Page 15

AIDS Behav. Author manuscript; available in PMC 2016 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



37. Gostin LO, Hodge JG. Piercing the veil of secrecy in HIV/AIDS and other sexually transmitted 
diseases: theories of privacy and disclosure in partner notification. Duke J Gender Law and Policy. 
1998; 5(9):9–88.

38. Ferreira A, Young T, Mathews C, Zunza M, Low N. Strategies for partner notification for sexually 
transmitted infections, including HIV. The Cochrane database of systematic reviews. 2013; 
10:CD002843. [PubMed: 24092529] 

39. Perez-Brumer AG, Konda KA, Salvatierra HJ, Segura ER, Hall ER, Montano SM, et al. Prevalence 
of HIV, STIs, and risk behaviors in a cross-sectional community- and clinic-based sample of men 
who have sex with men (MSM) in Lima, Peru. PloS one. 2013; 8(4):e59072. [PubMed: 23634201] 

40. Sanchez J, Lama JR, Kusunoki L, Manrique H, Goicochea P, Lucchetti A, et al. HIV-1, sexually 
transmitted infections, and sexual behavior trends among men who have sex with men in Lima, 
Peru. Journal of acquired immune deficiency syndromes. 2007 Apr 15; 44(5):578–85. [PubMed: 
17279049] 

41. Silverman, D. Doing Qualitative Research: A Practical Handbook. 4. Thousand Oaks, CA: Sage 
Publications; 2010. 

42. Weber, RP. Basic Content Analysis. Thousand Oaks, CA: Sage Publications; 1990. 

43. Petronio S. Communication boundary management: a theoretical model of managing disclosure of 
private information between marital couples. Communication Theory. 1991; 1(4):311–35.

44. Petronio, S. Boundaries of Privacy: Dialectics of Disclosure. Albany, NY: SUNY Press; 2002. 

45. Parker R, Aggleton P. HIV and AIDS-related stigma and discrimination: a conceptual framework 
and implications for action. Social science & medicine. 2003 Jul; 57(1):13–24. [PubMed: 
12753813] 

46. Link BG, Phelan JC. Conceptualizing stigma. Annu Rev Sociol. 2001; 27:363–85.

47. Lichtenstein B. Stigma as a barrier to treatment of sexually transmitted infection in the American 
deep south: issues of race, gender and poverty. Social science & medicine. 2003 Dec; 57(12):
2435–45. [PubMed: 14572849] 

Clark et al. Page 16

AIDS Behav. Author manuscript; available in PMC 2016 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript




