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Factors associated with HIV status disclosure among people living with
HIV in Georgia

Zurashvili T." %3, Pashalishvili M."-%3, Chikhladze N.'

Abstract

Background: HIV status disclosure plays a critical role in reducing stigma, improving treatment adherence, and enhancing
social support for people living with HIV (PLHIV). Despite its importance, disclosure remains a complex process influenced
by individual, relational, and systemic factors. The Eastern Europe and Central Asia region, including Georgia, faces high
levels of stigma, making HIV status disclosure particularly challenging. This study explores factors associated with HIV status
disclosure among Georgian PLHIV to inform interventions and policies.

Aim: To examine the sociodemographic and healthcare-related factors associated with HIV status disclosure among PLHIV
in Georgia.

Methods: This secondary data analysis utilized the PLHIV Stigma Index 2.0 survey conducted in Georgia in 2022, which
included 765 participants recruited through peer-to-peer interviews in Thilisi and three additional regions. Data on de-
mographics, stigma, discrimination, and healthcare interactions were collected following standardized methodologies devel-
oped by UNAIDS. Statistical analysis included chi-square tests to explore univariate associations and multivariate logistic re-
gression to adjust for potential confounders and identify significant predictors of disclosure.

Results: Of the 765 participants, 67.4% were male, most of them aged 30—49 years (61.3%). Lower education levels were
reported by 64.2%, while 39.6% were unemployed. HIV status disclosure to at least someone from their social and healthcare
environment was reported by 86.9% of participants, with 13.1% not disclosing to anyone. Multivariate analysis identified sig-
nificant predictors of disclosure. Participants aged 30—39 were less likely to disclose than those aged 18—29 (aOR=0.39, 95%
CI: 0.16-0.93). Disclosure was more likely among those in intimate relationships (aOR=3.93, 95% CI: 2.42—6.40) and those
diagnosed with alcohol or substance use disorder (aOR=4.53, 95% CI: 1.04—19.75) or mental health disorders (aOR=6.86,
95% CI: 1.61-29.24).

Conclusions: This study highlights the significant influence of demographic, relational, and health-related factors on HIV
status disclosure in Georgia. Age, relationship status, and co-occurring conditions were key predictors of disclosure. The find-
ings underscore the need for targeted interventions to address stigma, promote safe disclosure, and improve healthcare en-
gagement for PLHIV. Future research should focus on understanding the mechanisms through which these factors influence

disclosure to enhance policy and practice in the region. (TCM-GM]J June 2026; 12 (2): P25-P34)
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Introduction

espite significant global progress in combating
D the HIV epidemic, regional disparities highlight

pressing challenges. Globally, new HIV infec-
tions have declined by 60% since their peak in
1995, and AIDS-related deaths have decreased by 69%
since 2004, driven by the scale-up of testing, treatment,
and prevention efforts [1]. However, the Eastern Europe
and Central Asia (EECA) region contrasts sharply with
this trend, reporting a 20% increase in new infections be-
tween 2010 and 2023 [2]. In 2023, 94% of new HIV infec-
tions in the EECA region were among key populations
and their sexual partners, underscoring the concentrated
nature of the epidemic [2]. Similarly, Georgia faces a con-
centrated HIV epidemic, with key populations (KPs) such
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as men who have sex with men (MSM), and transgender
people (TG) disproportionately affected [3]. Stigma and
discrimination against people living with HIV (PLHIV)
and KPs remain significant barriers to accessing preven-
tion, testing, and treatment services, further exacerbating
the epidemic [4,5]. Addressing HIV-related stigma is
therefore critical to reversing these trends and improving
health outcomes in both Georgia and the broader EECA
region.

HIV status disclosure is a complex and multifaceted
process that plays a key role in improving ART adherence,
fostering emotional support, strengthening relationships,
reducing stigma, and promoting safer behaviors, though it
remains fraught with challenges such as fear of rejection,
discrimination, and violence, particularly among marginal-
ized and key populations [6]. The 2023 Global PLHIV
Stigma Index Report highlights that stigma and discrimi-
nation remain pervasive barriers for PLHIV worldwide,
significantly affecting their ability to disclose their status
[7]. The 2024 People Living with HIV Stigma Index 2.0
study marked Georgia's first large-scale examination of
HIV-related stigma and discrimination [7]. Notably, nearly
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15% of participants reported that no one in their social
environment was aware of their HIV status, indicating a
significant prevalence of nondisclosure [7] Additionally,
over half of the respondents expressed negative experi-
ences when disclosing their status to unfamiliar individuals,
highlighting the challenges associated with disclosure [7].
Despite these findings, there remains a gap in understand-
ing the specific factors that facilitate or hinder disclosure
among PLHIV groups within the Georgian context.

This study addresses this gap by examining the factors
associated with HIV status disclosure among PLHIV in
Georgia, using data from the PLHIV Stigma Index 2.0. By
exploring the relationships between demographic charac-
teristics, social contexts, and healthcare interactions, this
research aims to provide insights into the barriers and fa-
cilitators of disclosure.

Understanding these dynamics is essential for develop-
ing targeted interventions to reduce stigma, improve dis-
closure outcomes, enhance support systems for PLHIV in
Georgia and similar settings, inform policy and practice,
and identify knowledge gaps for future research in this
tield.

Methods

Study Design: We conducted secondary data analysis
using the PLHIV Stigma Index 2.0 database, originally
implemented by the CBO “RPRV” in Georgia in 2022.
The study followed a standardized methodology devel-
oped in collaboration with UNAIDS, employing a partici-
patory approach with peer-to-peer interviews. It included a
sample of 765 PLHIV from Thilisi and regions including
Adjara, Imereti and Samegrelo-Zemo Svaneti. Data were
collected on demographics, stigma, discrimination,
healthcare interactions, and human rights, ensuring privacy
and adherence to safety protocols. Detailed methodology
of the original research is described in the PLHIV Stigma
Index 2.0 report for country Georgia [7].

Measures: In this study, the outcome vatiable, "Status
disclosure," was categorized dichotomously (Do not dis-
close to anyone/Disclose at least to someone). Participants
wete classified as "Do not disclose to anyone" if they indi-
cated that none of their social environment was aware of
their HIV status, including responses that reflected non-
disclosure to specific social groups (e.g., family members,
friends, coworkers, or authority figures) and non-
disclosure during general health service visits. Conversely,
participants were classified as "Disclose at least to some-
one" if they reported that at least one person in their so-
cial environment knew about their HIV status, either
through disclosure to specific social groups or during in-
teractions with non-HIV-related health services.

The predictor variables included participants’ sex at
birth (male/female), age (categorized into four groups: 18-
29, 30-39, 40-49, and 50 or older). Length of time know-
ing HIV status (less than 2 years, 2-5 years, 6-10 years,
more than 10 years, do not remember), currently in a sexu-
al relationship (yes/no) and their partner’s HIV status
(positive, negative, or not aware of partner’s HIV status),
have been incarcerated/in prison (yes, no, prefer not to
answer), belong to a network or support group of PLHIV
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(yes, no) were considered as reported in the original
PLHIV Stigma Index study. Grouping for education level
(classified into three categories: No formal education, low-
er level of education [encompassing primary, secondary, or
vocational education|, and higher level of education
[indicating university education]) and employment status
(categorized into two groups: having some form of em-
ployment [comprising those in full-time or part-time work
as an employee, self-employed or business owners working
full-time, and those engaged in casual or informal part-
time work] and unemployed [encompassing those who
were unemployed or retired/on pension]), were created for
this study. Another set of predictor variables related to
participants’ interaction with the healthcare system includ-
ed the nature of HIV testing (whether testing was under-
taken with or without the respondent’s choice) and the
time interval between first considering an HIV test and
actually undergoing it. Additional variables examined
whether fears about how others (e.g., family, friends, em-
ployer, or community) might react influenced hesitation to
get tested for HIV (yes/no), and whether respondents
were currently or had ever been on HIV treatment (yes/
no). Data on treatment initiation included whether starting
antiretroviral therapy (ART) was the respondent’ choice
or due to perceived pressure, and the time interval be-
tween HIV diagnosis and treatment initiation (e.g., imme-
diately, within one month, or longer). Reasons for delaying
treatment, such as fear of stigma, previous negative experi-
ences with healthcare workers, or personal readiness to
cope with the diagnosis, were also assessed. Furthermore,
treatment adherence was explored, including whether re-
spondents missed ART doses in the past 12 months due to
fear of status disclosure (yes/no), viral load testing out-
comes, interruptions in treatment, and diagnosis or treat-
ment of comorbidities, such as tuberculosis, viral hepatitis,
sexually transmitted infections, mental health conditions,
non-communicable diseases, opportunistic infections, and
alcohol or substance use disorders within the last 12
montbhs.

Ethical Considerations: The original study received
ethical approval from the Institutional Review Board
(IRB0000215) at the National Center for Disease Control
and Public Health of Georgia. Informed consent was ob-
tained from all participants, with a focus on ensuring their
participation was entirely voluntary and that their infor-
mation remained confidential. Safeguards to protect confi-
dentiality included training for staff, confidentiality agree-
ments, the use of unique identifiers, and conducting inter-
views in private settings. The study followed strict ethical
standards, prioritizing participants’ rights and ensuring
their care was not impacted by the research process. Addi-
tionally, approval was granted by the same IRB for this
secondary data analysis (IRB # 2023-071). The primary
researcher entered into a data-sharing agreement with the
community-based organization ‘“Real People Real Vision,”
permitting access to the original dataset for secondaty
analysis.

Statistical analysis: Descriptive statistics were used to
summarize patticipants' sociodemographic profiles and
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their experiences within the healthcare system, with fre-
quencies and percentages reported for each categorical
variable. To compare characteristics between participants
who disclosed their HIV status and those who did not, chi
-square tests were conducted; Fisher’s exact test was ap-
plied for cases with fewer than five observations to ensure
robust statistical inference. Associations between vatiables
were initially examined using unadjusted odds ratios
(ORs), and further analyzed through a multivariable lo-
gistic regression model, adjusting for potential confound-
ers using a stepwise approach. Adjusted odds ratios
(aORs) and their 95% confidence intervals (Cls) were cal-
culated to represent the range of plausible effect sizes. Sta-
tistical significance was determined by p-values, with a
threshold of p < 0.05 considered significant across all
tests. Data analyses were carried out using STATA version
17.

Results and discussion

Characteristics of Participants: Table 1 presents the
main characteristics of the study participants. The sample
consisted of 765 individuals, 67.4% (n=509) were male
and more than half were aged 30-49 years and had known
their HIV status for more than six years. Most participants
(61.4%, n=470) were in an intimate or sexual relationship.
Having lower level of education, which included primary,
secondary, or vocational education was reported by 64.2%
(n=488) and unemployment by 39.6% (n=302) of partici-
pants. A small proportion reported a history of incarcera-
tion (2.2%, n=17), while 13.9% (n=105) belonged to a
network or support group of PLHIV.

Over 60% (0n=439) of respondents reported disclosing
their HIV status to their sexual partners (husband, wife, or
partner). Approximately 24.5% (n=154) of respondents
stated that their children were aware of their status. Family
members and friends were informed of the respondents'
status in 58.9% (n=432) and 43.5% (n=319) of cases, re-
spectively. Disclosure issues were more pronounced out-
side of family contexts, with less than 10% of respondents
sharing their status with various other groups. Regarding
disclosure during receiving non-HIV-related health ser-
vices, 71.9% (n=550) of participants reported not disclos-
ing their HIV status. Overall, 13.1% (n=98) did not dis-
close their HIV status to anyone, whereas 86.9% (n=0652)
disclosed their status to at least one person or health pro-
vider.

About two-thirds (67.1%, n=505) of participants were
tested for HIV by their choice. The majority (88.6%,
n=389) took the HIV test within six months of considet-
ing it, while 11.4% (n=50) delayed their testing for longer.
Regarding treatment initiation, 12.7% (n=89) of partici-
pants also experienced delays. They reported various rea-
sons for postponing treatment, including concerns about
their partner, family, or friends discovering their status
(39.9%, n=301), worries that others would find out
(45.3%, n=342), not being ready to cope with their HIV
infection (47.1%, n=355), fear of mistreatment or disclo-
sure by health workers (21.9%, n=165), and past negative
experiences with healthcare providers (11.7%, n=88). In
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total, 23% (n=168) of participants reported interrupting or
stopping their HIV treatment at some point. Self-reported
viral suppression results showed that 9.2% (n=67) were
not virally suppressed. The proportion of respondents
who indicated being diagnosed with at least one comorbid-
ity during the last 12 months was 39.7% (n=303), with
12.5% (n=95) diagnosed with mental health conditions,
11.6% (n=88) with sexually transmitted diseases (STDs),
10.2% (n=78) with viral hepatitis, 9.3% (n=71) with alco-
hol/drug use disorders (AUD/SUD), 8.9% (n=68) with
non-communicable diseases (NCDs) and 3.9% (n=30)
with opportunistic infections (Ols) in the past year.
Factors associated with HIV status disclosure: In
the bivariate analysis of HIV status disclosure (Table 2), a
significant association was observed by sex at birth, with
females having lower odds of disclosing their status com-
pared to males (OR: 0.61 [95% CI: 0.38-0.93]). Age group
was also significantly associated with HIV status disclo-
sure, namely 30-39 age group had significantly lower odds
of disclosure (OR: 0.34 [95% CI: 0.16—0.73]) compared to
the 18-29 age group. Another significant association in-
cluded being in an intimate or sexual relationship, with the
odds of disclosing HIV status higher for participants being
currently in a relationship (OR: 3.31 [95% CI: 2.13-5.15]).
Belonging to a network or support group of PLHIV was
among the factors significantly associated with HIV status
disclosure (OR: 2.30 [95% CI: 1.03-5.11]). The odds of
disclosing HIV status were significantly higher for those
who were tested by their own choice (OR: 1.61 [95% CI:
1.05-2.49]), compared to those tested without their choice.
Fears about how others people would react if the respond-
ent tested positive for HIV were significantly associated
with HIV status disclosure with those having such fears
having higher odds of disclosure compared to those with-
out those fears (OR: 2.26 [95% CI: 1.13—4.51]). The odds
of disclosing HIV status were significantly higher for those
who delayed starting treatment (OR: 7.25 [95% CI: 1.75—
30.02]) compared to those who started treatment immedi-
ately. Those who had history of treatment interruptions
were more likely to disclose their HIV status compared to
those who maintained continuous treatment (OR: 2.02
[95% CI: 1.06-3.84]). Being diagnosed with at least one
comorbidity during the last year was also strongly associat-
ed with status disclosure (OR: 4.60 [95% CI: 2.56 — 8.28]).
The multivariate logistic regression analysis (Table 3)
identified several significant factors associated with HIV
status disclosure. Compared to those aged 18-29, PLHIV
aged 30-39 were significantly less likely to disclose their
HIV status (aOR=0.39, 95% CI: 0.16-0.93). Being current-
ly in an intimate or sexual relationship was strongly associ-
ated with higher odds of HIV disclosure, with those in
relationships nearly four times as likely to disclose com-
pared to those not in relationships (aOR=3.93, 95% CI:
2.42-6.40). Additionally, being diagnosed with an AUD/
SUD during the last 12 months significantly increased the
likelihood of disclosure (aOR=4.53, 95% CI: 1.04-19.75,
p=0.044). Lastly, PLHIV with a mental health (MH) disor-
der diagnosed during the last year were also significantly
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more likely to disclose their HIV status, with an approxi-
mately sevenfold increase in disclosure odds (aOR=6.80,
95% CI: 1.61-29.24, p=0.009).

This study identified several key factors associated with
HIV status disclosure among Georgian PLHIV. The mul-
tivariate regression analysis revealed that being in the age
group of 30-39, being in an intimate or sexual relation-
ship, and being diagnosed with an AUD/SUD or a mental
health disorder significantly influenced the likelihood of
HIV status disclosure. These findings highlight the inter-
play of social, relational, and health-related factors in shap-
ing disclosure behaviors. Understanding these dynamics is
crucial, as disclosure often marks a critical step toward
accessing social and medical support, reducing HIV stig-
ma, and fostering engagement in care [8—10].

Consistent with the findings of both bivariate and multi-
variate analysis, individuals aged 30—39 were significantly
less likely to disclose their HIV status compared to those
aged 18-29 in our study. One possible explanation is that
younger individuals may perceive fewer social risks or stig-
ma associated with disclosure, as suggested in previous
studies [11]. However, some studies have found higher
disclosure rates among older adults [12]. These contrasting
findings underscore the complexity of age-related disclo-
sure behaviors, highlighting the need for tailored, context-
specific interventions that address the unique barriers and
facilitators faced by individuals at different life stages.

Disclosing HIV positive status to an intimate partner is a
complex and challenging experience that tests the relation-
ship [13]. Being in an intimate or sexual relationship was
strongly associated with a higher likelihood of disclosure in
both the bivariate and multivariate analyses of our study.
This result aligns with existing literature, which often high-
lights that disclosure is more likely within close and trust-
ing relationships [14—16]. The role of intimate partnerships
as a supportive context for disclosure underscores the im-
portance of incorporating relationship dynamics into inter-
vention strategies.

Additionally, diagnoses of AUD/SUD and mental
health disorders were significant predictors of disclosure in
both bivariate and multivariate models. This suggests that
the co-occurrence of these conditions may act as a catalyst
for disclosure, potentially due to increased interactions
with healthcare systems or greater reliance on social sup-
port networks. While much of the existing research has
focused on the negative influence of alcohol and drug use
on disclosure, particularly to sexual partners, and the men-
tal health challenges experienced by PLHIV after disclo-
sure, limited evidence is available on the specific associa-
tion between diagnoses of AUD/SUD or mental health
disorders and status disclosure. Notably, a study conduct-
ed in Southwest Ethiopia found that the presence of
comorbidities was associated with increased HIV status
disclosure among PLHIV [17]. These findings highlight
the need for further research to understand whether these
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diagnoses facilitate disclosure directly or through mediat-
ing factors such as engagement in counseling or treatment
programs. Given the significant associations between diag-
noses of AUD/SUD and mental health disorders and dis-
closure, healthcare providers should consider these co-
occurring conditions as potential opportunities for sup-
portive interventions. Programs aimed at enhancing en-
gagement with healthcare systems, including mental health
and substance use counseling, could be instrumental in
fostering environments conducive to safe and voluntary
disclosure. Future research should further investigate the
mechanisms by which these diagnoses influence disclo-
sure, including the role of counseling, treatment programs,
and social support networks, to refine and optimize inter-
vention strategies.

This study has several limitations that should be consid-
ered when interpreting the findings. First, the cross-
sectional design of the PLHIV Stigma Index 2.0 data limits
the ability to infer causality or determine the temporal se-
quence between variables. In particular, for participants
diagnosed with comorbidities such as mental health condi-
tions or AUD/SUD, it is not possible to establish whether
these diagnoses occurred before or after HIV status dis-
closure, which constrains interpretation of the observed
associations. Second, the analysis relied on self-reported
data, which may be subject to recall bias and social desira-
bility bias, especially for sensitive topics such as HIV dis-
closure, stigma expetiences, and healthcare interactions.
Third, as a secondary data analysis, the study was limited
to variables available in the original dataset, restricting the
ability to explore additional contextual or psychosocial
factors that may influence disclosure. Despite these limita-
tions, this study provides valuable insights into the factors
associated with HIV status disclosure among PLHIV in
Georgia and offers important evidence to inform context-
specific interventions and policies aimed at reducing stig-
ma and supporting safe disclosure.

Conclusion

This study highlights the complexity of HIV status dis-
closure among Georgian PLHIV, emphasizing the inter-
play of social, relational, and health-related factors. Tai-
lored, context-specific interventions are crucial to address
HIV stigma and foster supportive environments for dis-
closure. Integrating HIV care with mental health and sub-
stance use services can provide a more holistic approach
to supporting PLHIV. Efforts should also focus on
strengthening counseling and peer support systems to
build trust and resilience among individuals navigating
disclosure decisions. Future research should explore the
mechanisms driving disclosure behaviors and the long-
term impacts of disclosure on mental health, treatment
adherence, and social relationships to inform interventions
that promote safe, voluntary disclosure and enhance care
engagement
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Table 1. Main characteristics of study sample.
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Variable n/N %
Sociodemographic
Sex at birth (70 missing data)
Male 509/755 67.4
Female 246/755 32.6
Age group
18-29 131/765 17.1
30-39 248/765 324
40-49 221/765 289
50+ 165/765 21.6
Length of time knowing HIV status (3 wissing data)
Less than 2 years 37/762 4.9
2-5 years 276/762 36.2
6-10 years 229/762 30.0
More than 10 years 195/762 25.6
Do not remember 25/762 3.3
Currently in an intimate/sexual relationship (whether martied or unmarried)
No 295/765 38.6
Yes 470/765 61.4
Partner’s HIV status (out of 470 who responded fo the previous question, 1 missing data)
Negative 218/469 46.5
Positive 215/469 45.8
Unsure about the HIV status of pattner 36/469 7.7
Education level (5 wissing data)
No formal education 9/760 1.2
Lower level education 488/760 64.2
Higher level education 263/760 34.6
Current work status (3 missing data)
Unemployed 302/762 39.6
Having some form of employment 460/762 60.4
Have been incarcerated/in prison (3 missing data)
No 734/762 96.3
Yes 17/762 2.2
Prefer not to answer 11/762 1.5
Belong to a network ot support group of PLHIV (8 wissing data)
No 652/757 86.1
Yes 105/757 13.9
HIV Status Disclosure
Husband/wife /sexual partner(s) knows HIV status (35 who indicated N/ A were excluded, 22 miss- 439/708 62.0
ing data)
Children know HIV status (95 who indicated N/ A were excluded, 41 missing data) 154/629 24.5
Other family members know HIV status (6 who indicated N/ A were excluded, 25 missing data) 432/734 58.9
Friends know HIV status (6 who indicated N/ A were excluded, 25 missing data) 319/734 435
Neighbots know HIV status (8 who indicated N/ A were excluded, 45 missing data) 70/712 9.8
Employer(s) know HIV status (26 who indicated N/ A were excluded, 50 missing data) 42/689 6.1
Co-workers know HIV status (30 who indicated N/ A were excluded, 50 missing data) 48/685 7.0
Teacher(s)/school administrator(s) know HIV status (108 who indicated N/ A were excluded, 54 | 18/603 3.0
missing data
Classmates know HIV status (707 who indicated N/ A were excluded, 55 missing data) 18/603 3.0
Local leaders know HIV status (35 who indicated N/ A were excluded, 53 missing data) 16/677 2.4
Authority figures know HIV status (27 who indicated N/ A were excluded, 53 missing data) 28/685 41
When you go outside the HIV clinic for general (non-HIV related) health services, do you
usually disclose that you are living with HIV?
No 550/765 71.9
Yes 215/765 28.1
HIV status disclosure (75 missing data)
Do not disclose to anyone 98/750 13.1
Disclose at least to someone 652/750 86.9
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Interaction with Healthcare

HIV testing choice (72 missing data)

Tested without respondent’s choice 248/753 32.9
Tested with respondent’s choice 505/753 67.1
The time interval between the moment when the respondents first thought about taking
tests and the moment when they took them (67 who indicated do not remember were excluded and 265
missing data)
6 months or less 389/439 88.6
More than 6 months 50/439 114
Did fears about how other people (e.g., your family, friends, employer, or community)
would respond if you tested positive make you hesitate to get tested for HIV? (266 wmissing
data)
No 318/499 63.7
Yes 181/499 36.3
Are you currently or have you ever been on HIV treatment? (7 missing data)
No 34/764 4.5
Yes 730/764 95.5
Was it your choice to start taking HIV (antiretroviral) treatment or were you pressured or
forced by anyone to start HIV treatment? (34 who indicated not on treatment were excluded and 31
missing data)
I was told the benefits and chose to start as soon as it was offered to me 601/700 85.9
When treatment was offered to me, I took the decision to wait and started at a later time 89/700 12.7
I felt pressured or forced to start by health care staff 10/700 1.4
After being diagnosed with HIV, how long was it before you began taking HIV
(antiretroviral) treatment? (34 who indicated not on treatment were excluded and 1 missing data)
Immediately — or the same day I was diagnosed 90/730 12.3
>1 day to 1 month (30 days) after being diagnosed 338/730 46.3
>1 month to 6 months after being diagnosed 122/730 16.7
>6 months to 2 years after being diagnosed 79/730 10.8
>2 years after being diagnosed 45/730 6.2
I can’t remember 56/730 7.7
I delayed treatment initiation because I was worried that my partner, family or friends
would find out my status (70 missing data)
No 454/755 60.1
Yes 301/755 39.9
I delayed treatment initiation because I was worried other people (not family or friends)
would find out my status (70 wmissing data)
No 413755 54.7
Yes 342755 45.3
I delayed treatment initiation because I was not ready to deal with my HIV infection (77
missing data)
No 399/754 52.9
Yes 355/754 47.1
I delayed treatment initiation because I was afraid health workers (doctors, nurses, staff)
would treat me badly or disclose my status without my consent (72 missing data)
No 588/753 78.1
Yes 165/753 21.9
I delayed treatment initiation because I had a bad experience with a health worker previ-
ously (72 missing data)
No 665/753 88.3
Yes 88/753 11.7
Missed a dose of ARV due to fear that someone would learn about their HIV status in the
past 12 months (34 who indicated not on treatment were excluded and 10 missing data)
No 576/721 79.9
Yes 145/721 20.1
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Did your most recent viral load test in the last 12 months show you have an undetectable
viral load? (35 missing data)

Yes 575/730 78.8

No — I have not had a viral load test in the last 12 months 17/730 2.3

No — I had a viral load test and am waiting for the results 55/730 7.5

No — The virus was detectable/I am not virally suppressed 67/730 9.2

No — I have never had a viral load test 2/730 0.3

I don’t know what viral load or viral suppression ate 14/730 1.9
Have you ever interrupted or stopped your HIV treatment? (34 wissing data)

No 493/731 67.4

Yes 168/731 23.0

I don’t know/can’t remember 70/731 9.6
Have been diagnosed with at least one comorbidity during the last 12 months (7 wissing data)

No 461/764 60.3

Yes 303/764 39.7
In the last 12 months, have you been diagnosed with TB (3 wissing data)

No 734/762 96.3

Yes 28/762 3.7
In the last 12 months, have you been diagnosed with Viral Hepatitis (2 wissing data)

No 685/763 89.8

Yes 78/763 10.2
In the last 12 months, have you been diagnosed with STD (4 wissing data)

No 673/761 88.4

Yes 88/761 11.6
In the last 12 months, have you been diagnosed with MH condition (4 wissing data)

No 666/761 87.5

Yes 95/761 12.5
In the last 12 months, have you been diagnosed with NCD (4 wissing data)

No 693/761 91.1

Yes 68/761 8.9
In the last 12 months, have you been diagnosed with OI (5 wissing data)

No 730/760 96.1

Yes 30/760 3.9
In the last 12 months, have you been diagnosed with AUD/SUD (4 wissing data)

No 690/761 90.7

Yes 71/761 9.3
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Table 2. Comparison of sociodemographic characteristics and treatment experience and interaction with

Do not disclose | Disclose HIV | P-Value OR
HIV status to | status at least to
anyone N=98 someone N=652
Sociodemographic
Sex at birth 0.020
Male 54 (10.9) 443 (89.1) Ref
Female 41 (16.9) 202 (83.1) 0.61 (0.38 — 0.93)
Age group 0.019
18-29 9 (7.0) 119 (93.0) Ref
30-39 43 (17.8) 198 (82.2) 0.34 (0.16 - 0.73)
40-49 29 (13.3) 189 (86.7) 0.49 (0.23 -1.07)
50+ 17 (10.4) 146 (89.6) 0.64 (0.27 — 1.51)
Length of time knowing HIV status 0.006
Less than 2 years 4 (11.1) 32 (88.9) Ref
2-5 years 22 (8.1) 249 (91.9) 1.41 (0.45 — 4.306)
6-10 years 42 (18.5) 185 (81.5) 0.55 (0.18 — 1.64)
More than 10 years 25 (13.0) 167 (87.0) 0.83 (0.27 — 2.56)
Do not remember 5(23.8) 16 (76.2) 0.40 (0.09 — 1.69)
Cutrently in an intimate/sexual relationship 0.000
(whether married or unmarried)
No 62 (21.7) 223 (78.3) Ref
Yes 36 (7.7) 429 (92.3) 3.31(2.13 - 5.15)
Partner’s HIV status 0.768
Negative 15 (6.9) 203 (93.1) Ref
Positive 18 (8.5) 193 (91.5) 0.79 (0.38 — 1.61)
Unsure about the HIV status of partner 3 (8.6) 32 (914 0.78 (0.21 — 2.87)
Education level 0.802
No formal education 1(11.1) 8 (88.9) Ref
Lower level education 64 (13.5) 411 (86.5) 0.80 (0.09 — 6.52)
Higher level education 30 (11.5) 231 (88.5) 0.96 (0.11 —7.96)
Current work status 0.145
Unemployed 32 (10.9) 262 (89.1) Ref
Having some form of employment 66 (14.6) 387 (85.4) 0.71 (0.45 - 1.12)
Belong to a network or support group of 0.036
PLHIV
No 90 (14.1) 547 (85.9) Ref
Yes 7 (6.7) 98 (93.3) 2.30 (1.03 - 5.11)
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Interaction with healthcare

HIV testing choice 0.028

Tested without respondent’s choice 43 (16.9) 211 (83.1) Ref

Tested with respondent’s choice 55(11.2) 437 (88.8) 1.61 (1.05 - 2.49)
The time interval between the moment when the respondents first 0.784
thought about taking tests and the moment when they took them

6 months or less 33 (8.7) 346 (91.3) Ref

More than 6 months 3(6.1) 46 (93.9) 1.46 (0.43 —4.95)
Did fears about how other people (e.g., your family, friends, employer, or 0.018
community) would respond if you tested positive make you hesitate to
get tested for HIV?

No 42 (13.4) 272 (86.6) Ref

Yes 11 (6.4) 161 (93.6) 2.26 (1.13 - 4.51)
Are you currently or have you ever been on HIV treatment? 0.184

No 7 (20.6) 27 (79.4) Ref

Yes 91 (12.7) 624 (87.3) 1.77 (0.75 — 4.20)
Was it your choice to start taking HIV (antiretroviral) treatment? 0.010

| was told the benefits and chose to start as soon as it was offered to me 85 (14.4) 504 (85.6) Ref

When treatment was offered to me, | took the decision to wait and start- | 2 (2.3) 86 (97.7) 7.25 (1.75-30.02)
ed at a later time

| felt pressured or forced to start by health care staff 3(30.0) 7 (70.0) 0.56 (0.34 - 5.20)
After being diagnosed with HIV, how long was it before you began taking 0.190
HIV (antiretroviral) treatment?

Within the first month 37 (8.8) 381 (91.2) Ref

>1 month after being diagnosed 29 (12.0) 212 (88.0) 0.70(0.42 - 1.18)
Missed a dose of ARV due to fear that someone would learn about their 0.323
HIV status in the past 12 months

No 76 (13.4) 493 (86.6) Ref

Yes 14 (10.2) 123 (89.8) 1.35 (0.74 - 2.47)
Have you ever interrupted or stopped your HIV treatment? 0.029

No 67 (13.8) 417 (86.2) Ref

Yes 12 (7.4) 151 (92.6) 2.02 (1.06 — 3.84)
Have been diagnosed with at least one comorbidity during the last 12 0.000
months

No 83 (18.4) 367 (81.6) Ref

Yes 14 (4.7) 285 (95.3) 4.60 (2.56 — 8.28)
In the last 12 months, have you been diagnosed with TB 0.565

No 95 (13.2) 624 (86.8) Ref

Yes 2(7.1) 26 (92.9) 1.97 (0.46 — 8.47)
In the last 12 months, have you been diagnosed with Viral Hepatitis 0.007

No 95 (14.2) 575 (85.8) Ref

Yes 3(3.8) 75 (96.2) 4.13 (1.27 - 13.36)
In the last 12 months, have you been diagnosed with STD 0.015

No 92 (13.4) 568 (86.1) Ref

Yes 4 (4.6) 82 (95.4) 3.32(1.18 -9.27)
In the last 12 months, have you been diagnosed with MH condition 0.002

No 92 (14.1) 562 (85.9) Ref

Yes 3(3.3) 89 (96.7) 4.85 (1.50 — 15.66)
In the last 12 months, have you been diagnosed with NCD 0.034

No 93 (13.7) 585 (86.3) Ref

Yes 3(4.4) 65 (95.6) 3.44 (1.06 — 11.18)
In the last 12 months, have you been diagnosed with Ol 0.161

No 95 (13.3) 620 (86.7) Ref

Yes 1(3.3) 29 (96.7) 4.44 (0.59 — 33.00)
In the last 12 months, have you been diagnosed with AUD/SUD 0.023

No 93 (13.8) 583 (86.2) Ref

Yes 3(4.3) 67 (95.7) 3.56 (1.09 — 11.56)
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Disclosure of HIV status

Variable Category aOR 95% CI P value
Sex at birth Male Ref
Female 0.64 0.38-1.05 0.076
Age 18-29 Ref
30-39
0.39 0.16-0.93 0.036
30-49
0.52 0.34-5.29 0177
50+
0.74 0.21-4.60 0.564
Length of time knowing HIV status Less than 2 vears Ref
¥ e
2.5 years 1.36 0.41-4.53 0.612
6-10 years 0.61 0.18-2.03 0.417
More than 10 years 1.78 0.13-1.90 0.356
Do not remember 1.04 0.29-3.74 0.949
Currently in an intimate/sexual relationship (whether | No
married or unmatried) Ref
Yes 3.93 2.42-6.40 0.000
Diagnosed with AUD/SUD No
Ref
Yes
4.53 1.04-19.75 0.044
Diagnosed with MH disorder
© v No Ref
Yes 6.86 1.61-29.24 0.009

References

1. UNAIDS. Global HIV & AIDS statistics — Fact sheet 2024. https://
www.unaids.otg/en/resources/ fact-sheet (accessed March 26, 2026).

2. UNAIDS. EASTERN EUROPE AND CENTRAL ASIA REGIONAL
PROFILE 2024.

3. MATSNE. bogs®omggeneml 2023-2025 ffangdols s03/3olbol gomgbmywo
LEAOBHYY0d  Lodmgdgm 3gads 2023.

4. [WHO. WHO releases technical brief on reducing HIV-related stigma and
discrimination in healthcare settings 2024. https://www.who.int/news/
item/22-07-2024-who-releases-technical-brief-on-reducing-hiv-related-stigma-
and-discrimination-in-healthcare-settings (accessed March 26, 20206).

5. Mahajan AP, Sayles JN, Patel VA, Remien RH, Ortiz D, Szekeres G, et al.

Stigma in the HIV/AIDS epidemic: A review of the literature and recommen-

dations for the way forward. AIDS 2008;22:567-79. https://

doi.org/10.1097/01.aids.0000327438.13291.62.

Okumu A. HIV Disclosure: Benefits, Challenges and Behaviors — AIDS 2020

2020.  https://www.aids2020.0rg/hiv-disclosure-benefits-challenges-and-

behaviors/ (accessed Match 26, 2026).

7. UNFPA. People Living with HIV Stigma Index 2.0 2024.

8. Chapman Lambert C, Tarver WL, Musoke PL, Stringer KL, Whitfield S,
Turan B, et al. Complexities of HIV Disclosure in Patients Newly Entering
HIV Care: A Qualitative Analysis. Journal of the Association of Nurses in
AIDS Care 2020;31.

9. Jorjoran Shushtari Z, Sajjadi H, Forouzan AS, Salimi Y, Dejman M. Disclo-
sure of HIV Status and Social Support Among People Living With HIV. Iran
Red Crescent Med J 2014;16:¢11856. https://doi.org/10.5812/ircm;.11856.

10.Liu H, Hu Z, Li X, Stanton B, Naar-King S, Yang H. Understanding Interre-
lationships Among HIV-Related Stigma, Concern About HIV Infection, and
Intent to Disclose HIV Serostatus: A Pretest—Posttest Study in a Rural Area

6.

of Eastern China. AIDS Patient Care and STDs 2006;20:133-42. https://
doi.org/10.1089/apc.2006.20.133.

11.Emlet CA. A comparison of HIV stigma and disclosure patterns between
older and younger adults living with HIV/AIDS. AIDS Patient Care STDS
2006;20:350-8. https:/ /doi.org/10.1089/apc.2006.20.350.

12.Lan C-W, Li L, Lin C, Feng N, Ji G. Community Disclosure by People Living
With HIV in Rural China. AIDS Educ Prev 2016;28:287-98. https://
doi.org/10.1521/aeap.2016.28.4.287.

13.Smith C, Cook R, Rohleder P. “When it comes to HIV, that’s when you find
out the genuinity of that love”: The experience of disclosing a HIV+ status to
an intimate partner. ] Health Psychol 2019;24:1011-22. https://
doi.org/10.1177/1359105317691588.

14.Nasarruddin AM, Saifi RA, Othman S, Kamarulzaman A. Opening up the
HIV epidemic: a review of HIV seropositive status disclosure among people
who inject drugs. AIDS Care 2017;29:533—40. https://
doi.org/10.1080/09540121.2016.1220485.

15.Rice E, Comulada S, Green S, Arnold EM, Rotheram-Borus M]J. Differential
disclosure across social network ties among women living with HIV. AIDS
Behav 2009;13:1253—61. https://doi.otg/10.1007/s10461-009-9554-x.

16.Przybyla SM, Golin CE, Widman L, Grodensky CA, Earp JA, Suchindran C.
Serostatus disclosure to sexual partners among people living with HIV: Ex-
amining the roles of partner characteristics and stigma. AIDS Cate
2013;25:566—72. https://doi.org/10.1080/09540121.2012.722601.

17.Tesfaye T, Darega J, Belachew T, Abera A. HIV positive sero-status disclo-
sure and its determinants among people living with HIV /AIDS following
ART clinic in Jimma University Specialized Hospital, Southwest Ethiopia: a
facility- based cross-sectional study. Arch Public Health 2018;76:1. https://
doi.org/10.1186/s13690-017-0251-3.




