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Abstract

Background—Partner notification (PN) for sexually transmissible infections (STIs) is a vital 

STI control method. The most recent evaluation of PN practices in the United States, conducted in 

1999, indicated that few STI patients were offered PN services. The objectives of this study were 

to obtain a preliminary understanding of the current provision of PN services in HIV/STI testing 

sites throughout the US and to determine the types of PN services available.

Methods—A convenience sample of 300 randomly selected testing sites was contacted to 

administer a phone survey about PN practices. These sites were from a large database maintained 

by the Centers for Disease Control and Prevention. Sites were eligible to participate if they 

provided testing services for chlamydia, gonorrhoea, HIV or syphilis and were not hospitals or 

Planned Parenthood locations.

Results—Of the 300 eligible sites called, 79 sites were successfully reached, of which 74 agreed 

to participate, yielding a response rate of 24.7% and a cooperation rate of 93.7%. Most surveyed 

testing sites provided some form of PN service (anonymous or non-anonymous) on site or through 

an affiliate for chlamydia (100%), gonorrhoea (97%), HIV (91%) and syphilis (96%) infection. 

Anonymous PN services were available at 67–69% of sites. Only 6–9% of sites offered Internet-

based PN services.

Conclusions—Most surveyed testing sites currently offer some type of PN service for 

chlamydia, gonorrhoea, HIV or syphilis infection. However, approximately one-third of surveyed 

sites do not offer anonymous services. Novel, Internet-based methods may be warranted to 

increase the availability of anonymous services.
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Introduction

Partner notification (PN) is a core public health intervention for the prevention and control 

of sexually transmissible infections (STIs). PN consists of informing the sexual partners of 

recently offering them appropriate counselling, testing and treatment.1 PN services initially 

began as a control strategy for syphilis in the 1930s.2 Since then, PN programs have 

expanded to include chlamydia, gonorrhoea and HIV infection.

Traditionally, PN services have relied on either patients to contact their partners directly 

(patient referral) or on health providers, such as nurses or physician assistants, to do so 

anonymously on patients’ behalf (provider referral).3 Over the last decade, several non-

traditional methods have been developed to facilitate the notification process. In patient-

delivered partner therapy (PDPT), chlamydia- and gonorrhoea-positive patients are provided 

with prescriptions or medications to give to their sexual partners directly.4 Other methods 

involve anonymous notification via email, text messaging or electronic postcards (e-cards).5 

These electronic methods are sometimes provider-initiated and other times patient-initiated 

through Internet applications. Some of these methods have only recently been put into 

practice. The use of PDPT, for example, was legalised in several states over the past several 

years.6

PN services have become an essential component of STI control efforts in the United States 

(US). However, the most recent evaluation of PN activities in the US indicated that provider-

assisted PN services were offered to only a minority of patients with chlamydia (17%), 

gonorrhoea (12%) and HIV (52%).7 Furthermore, STI diagnoses and subsequent PN efforts 

take place in a variety of clinical settings, ranging from publicly funded general care clinics 

to private HIV/STI specialty clinics. There are currently no national guidelines offering 

standardised protocols for PN service provision in these various settings.3 PN programs are 

thus decentralised, varied in protocol and frequency of use, and heterogeneous in terms of 

the level of care offered. No comprehensive assessment of current PN practices throughout 

the US has been conducted since 1998 or published since 2003.7 Little is known about how 

the scope of PN programs has changed since the implementation of non-traditional PN 

methods, including which of these methods are commonly offered and how they are 

currently put into practice.

The reliance on PN as an important STI control strategy suggests that a more detailed and 

recent assessment of PN practices is crucial. Our research objective was to gain a 

preliminary understanding of the current PN system in the US. We administered a telephone 

questionnaire to a small sample of HIV/STI testing sites throughout the country to identify 

commonly used notification methods (both anonymous and non-anonymous) for patients 

with chlamydia, gonorrhoea, HIV and syphilis infection.

Methods

The National Prevention Information Network (NPIN), part of the Centers for Disease 

Control and Prevention (CDC), maintains a large database of >40 000 organisations or 

agencies that offer HIV/STI testing services in the US and its territories.8 We used a 
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convenience sample of 300 randomly selected testing sites in this database to administer a 

phone survey about PN practices. Testing sites were eligible to complete the phone survey if 

they: (i) were located within the 50 states; (ii) offered testing services for at least one of the 

following infections: chlamydia, gonorrhoea, HIV or syphilis; and (iii) were not Planned 

Parenthood locations or hospitals. Planned Parenthood locations were ineligible due to an 

organisational no-survey policy. Hospitals were excluded because we wished to survey 

testing sites that had protocol-driven PN procedures.

Trained research staff called testing sites during the months of July and August 2012 and 

asked to speak to site directors, administrators or a knowledgeable appointed staff member. 

Each testing site was called a minimum of twice per day over 2 days. Sites were considered 

unresponsive when an appropriate staff member was not reached during these call attempts. 

Calls were appropriately distributed over weekday working hours. The survey instrument 

was approved by the Johns Hopkins University Institutional Review Board and deemed 

exempt from human research.

We initially tested the survey instrument on 17 randomly selected sites in the NPIN database 

and made subsequent edits and refinements (the data from these 17 sites were not included 

in the final analysis). The information collected on the survey focussed on three domains: (i) 

testing site demographic information, including testing services offered and staff 

composition; (ii) the types of PN services offered for each infection; and (iii) the availability 

of PN services at the testing site and/or an affiliate. Patients may be offered PN services 

directly on site or may be referred to an affiliate to receive PN services. In this study, 

affiliates were entities that provided PN services on behalf of a testing site when the testing 

site did not offer PN services directly on site. Affiliates included county, district, state or 

regional health departments that provided PN services.

To identify the types of PN services offered, we asked respondents to determine whether 

their site’s PN methods corresponded to any of four anonymous or any of three non-

anonymous notification services. Anonymous services are those in which patient identities 

are not disclosed to notified partners, whereas with non-anonymous services, patient 

identities are discernible to their notified partners. These seven PN methods were 

synthesised from the responses initially gathered from the pilot testing. The anonymous 

services included: (i) phone calls; (ii) field visits to partners (at home, work, etc.); (iii) 

mailed letters; and (iv) Internet-based notification, defined as the provider-initiated use of 

email and/ or social media to find and contact partners anonymously. In these four PN 

methods, trained clinic providers, such as nurses or physician assistants, contact patients’ 

partners through these various venues without disclosing patient identities and offer partners 

information about STI testing and treatment services. Non-anonymous patient referral 

services included: (v) patient counselling for referral of partners; (vi) patient-delivered 

partner therapy (PDPT); and (vii) site referral cards containing information about services, 

to be delivered to partners by patients. When counselling for partner referral, clinic providers 

encourage patients to notify their partners themselves and offer patients counselling and 

guidance on how to inform partners. Providers may also give patients STI medications 

(PDPT) and/ or referral cards to give to their partners. Although PDPT may not necessarily 

be equivalent to PN, survey respondents recognised that PDPT could serve as a form of PN 
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because patients inherently notify their partners when delivering STI medications to them. 

We thus categorised PDPT as a form of non-anonymous PN in our analyses. Respondents 

were given the opportunity to describe notification methods that did not correspond to one of 

these seven options. Lastly, we asked participants about: (i) their awareness and use of 

inSPOT (www.inspot.org); and (ii) awareness and acceptability of a new Internet-based site, 

'So They Can Know’ (www.sotheycanknow.org), both free-of-cost websites that patients can 

use to notify partners anonymously (patient-initiated, Internet-based notification).

Descriptive statistics were used to examine testing site demographics and the proportion of 

sites offering each type of PN service per STI. We stratified our analyses by whether PN 

services were provided directly on site, through a PN affiliate, or both. In these analyses, we 

considered the overall availability of PN services to be unknown if: (1) no services were 

offered on site and the services at the affiliate were unknown, or vice versa; or (2) 

respondents were unaware of the PN protocols used both on site and at their affiliate.

Statistical analyses were performed using STATA software (version 11, College Station, TX, 

USA).

Results

Of the 300 eligible sites called, 79 sites were successfully reached and 74 completed the 

survey, yielding a response rate of 24.7% (Fig. 1). The cooperation rate, defined as the 

proportion of sites that completed the survey out of all eligible sites that were successfully 

reached, was 93.7%.

Table 1 summarises the job title of survey respondents and general demographic information 

of participating sites. Eighty per cent of testing sites reported having an affiliate that 

provides some form of PN service on the sites’ behalf. One testing site relied exclusively on 

an affiliate for PN, whereas 78% (58 of 74) provided PN services both on site and through 

an affiliate. Of testing sites that reported having an affiliate, a significant proportion was 

unaware of the affiliate’s PN protocols used for chlamydia (36%), gonorrhoea (44%), HIV 

(47%) and syphilis (47%) infection. One respondent was unaware of the PN protocols used 

on site for HIV infection.

Availability of services

Most surveyed testing sites provided some form of PN service (anonymous or non-

anonymous) directly on site and/or through an affiliate for chlamydia (100%), gonorrhoea 

(97%), HIV (91%) and syphilis (96%) infection (Table 2). However, the proportion of sites 

specifically offering some form of anonymous PN service directly on site and/or through an 

affiliate was ~67%, 69%, 69% and 69% for chlamydia, gonorrhoea, HIV and syphilis 

infection, respectively. Relative to anonymous PN, non-anonymous PN services were 

available at higher proportions for chlamydia (97%), gonorrhoea (94%), HIV (80%) and 

syphilis (87%) infection. Overall, anonymous PN service availability could not be assessed 

for 10%, 11%, 29% and 23% of sites that tested for chlamydia, gonorrhoea, HIV and 

syphilis infection, respectively.
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Table 3 presents the availability of PN services throughout surveyed sites by the location of 

the provision of services. The majority of testing sites offered non-anonymous PN services 

directly on site (90–100%), whereas anonymous services were available on site at 

approximately half of testing sites (41–56%). In contrast, the availability of anonymous 

services among affiliates (33–49%) was considerably higher relative to non-anonymous 

services (4–9%), However, 24%, 30%, 50% and 45% of respondents with an affiliate could 

not provide information regarding the affiliate’s PN services available for chlamydia, 

gonorrhoea, HIV and syphilis infection, respectively.

Partner notification methods

Table 4 presents the proportion of respondents offering PN services by PN method. 

Counselling was the most common PN method available throughout testing sites and 

affiliates (80–97%). Phone calls were the second most common PN method (63–67%) and 

the most common among the four anonymous notification methods. Provider-initiated email 

and/ or social media-based Internet notification was available at only 9–13% of sites and 

affiliates.

The most common form of non-anonymous PN service offered directly on site was 

counselling for patient referral (78–97%) (Table 5). This method was less frequently 

available among affiliates (2–9%). PDPT availability at affiliates was also low (2%), 

whereas 24% and 21% of testing sites offered it on site for chlamydia and gonorrhoea 

infection, respectively. One site offered HIV-positive patients the option of having a staff 

member present at the time they notified their partner(s).

Phone calls were the most frequently reported anonymous PN method available on site (38–

53%), followed by mailed letters (26–31%) and field visits (20–23%). The availability of 

phone call services was also similar among affiliates (30–45%), as was the availability of 

field visits (27–46%) and mailed letters (25–36%). In contrast, Internet notification was the 

least offered anonymous notification strategy available on site (3–6%) and at affiliates (9–

14%).

Patient-initiated Internet-based PN

Eighteen per cent (13 of 72) of surveyed sites had ever heard of inSPOT. Thirty-one per cent 

(4 of 13) of such sites regularly referred their patients to inSPOT for patient-initiated 

Interent-based PN. Awareness of ‘So They Can Know’ was at 3% (2 of 72) of surveyed sites. 

Ninety per cent (65 of 72) of sites either planned or expressed willingness to refer patients to 

‘So They Can Know’ following its release in September 2012 (this survey was administered 

before the website officially launched).

Discussion

We found that most surveyed testing sites currently offered PN services to patients 

diagnosed with chlamydia, gonorrhoea, HIV or syphilis. Although not comprising a 

representative sample, our findings are comparable to those of a 1995 survey of local health 

departments, which found that the proportion of health departments offering provider 

referral to chlamydia, gonorrhoea and syphilis patients was 53%, 67%, and 92%, 
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respectively.9 Golden et al. demonstrated that the proportion of chlamydia, gonorrhoea, HIV 

and syphilis cases receiving PN services was 25%, 35%, 93%, and 95%, respectively, at 

health department STI clinics in high prevalence areas in 1998.7

Although most surveyed sites offered PN services, our results indicated that the availability 

of PN varied by PN method and location of the provision of services. Non-anonymous PN 

services were available on site throughout most surveyed sites, with patient counselling 

being the most common method. The low-cost nature of non-anonymous notification may 

explain its widespread availability. Provider-based anonymous PN, in contrast, reduces 

commonly reported barriers to non-anonymous PN, such as fear, guilt or discomfort.10–12 It 

has also been shown to result in higher proportions of notified/treated partners when 

compared with non-anonymous PN.13 We found that affiliates offered mostly anonymous 

PN services. However, anonymous PN was offered directly on site at approximately half of 

surveyed sites, suggesting a reliance on health departments for the provision of anonymous 

PN services. Anonymous PN is substantially more time- and resource-intensive than non-

anonymous PN,13,14 which may account for the more limited availability of this service 

throughout testing sites.

The low availability of anonymous PN relative to non-anonymous PN throughout surveyed 

sites highlights the need for methods that provide an appropriate balance between offering 

the option to notify partners anonymously and maintaining low costs and ease of use. 

Increasing access to and use of electronic notification methods, the least available method 

according to our findings, may provide this balance. In patient-initiated Internet-based PN, 

patients use websites that generate and send anonymous emails, e-cards and text messages to 

partners at no cost. Several studies have shown this method was acceptable to patients in 

terms of performing notification, as well as receiving it.15–18 Most sites surveyed in this 

study expressed willingness to refer their patients to one such website as part of their 

notification services. Given its acceptability among both patients and providers, patient-

initiated Internet-based PN may serve as a potential alternative to provider-based anonymous 

PN to increase the overall availability of anonymous PN options for patients. Further 

evaluation research, however, is necessary to assess the effectiveness of this method.

We also found that most surveyed testing sites reported having an affiliate for PN, yet a 

considerable number were unaware of the specific PN services offered at their affiliate. All 

survey respondents were knowledgeable testing site staff who were involved in either the 

management or provision of HIV/STI services, including PN. Increased staff awareness 

about PN services available at affiliates may be necessary to ensure all STI patients receive 

needed PN services.

Our study has several strengths. Surveyed sites came from various HIV/STI testing settings, 

such as family planning clinics, community health centres and health departments. Some 

studies suggest that most HIV/STI diagnoses can occur in outpatient settings, such as the 

ones represented in our sample.19 We also included sites in geographically varied locations 

with low STI incidence rates. One study found that less than two-fifths of diagnoses occur in 

areas with high HIV/ STI incidence rates.3 The diversity of HIV/STI testing settings, 

geographical areas and local STI incidence rates represented in our sample broadens the 
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generalisability of our findings. We also collected data from individual sites, allowing for 

clearer depictions of PN practices at local levels.

The following study limitations should be considered. First, despite a high cooperation rate, 

the sample size and overall response rate were low. Our sampling list may have had out-of-

date testing site contact information, possibly resulting in the high rates of failed call 

attempts. Thus, our findings may have been subject to a sample bias. Second, respondents 

were asked which PN services were available either on site or at an affiliate, rather than the 

number of patients that ultimately receive PN services at these locations. Finally, a 

significant proportion of respondents with an affiliate could not provide information 

regarding the specific PN services available at their affiliate. This may have resulted in 

underestimates of overall PN service availability throughout surveyed testing sites.

Despite these limitations, this study provides a preliminary understanding of current PN 

practices in the US. Most surveyed sites provide some form of PN service to patients with 

chlamydia, gonorrhoea, HIV or syphilis infection, either directly on site, through an affiliate 

or both. However, a considerable proportion of the surveyed sites do not offer anonymous 

services on site, which, given their potential to reduce barriers to successful PN, may 

represent a better option for some patients. Future research should be directed towards 

assessing the current proportion of patients that are offered and ultimately receive various 

types of PN services at testing sites throughout the US. A rigorous assessment of novel, 

particularly low-cost anonymous methods may also be warranted to increase the availability 

of anonymous services for patients across all testing venues while minimising resource use 

by service providers.
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Fig. 1. 
Diagram of survey response rates.
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Table 1

Job title of survey respondents and demographic information about participating sites STI, sexually 

transmissible infection; PN, partner notification

n No. (%) of survey respondents

Survey respondent job title 69

 Site Director 19 (28)

 STI/HIV Program Manager 11 (16)

 Communicable disease, public health or STI/HIV nurse 15 (22)

 Nursing Director, Manager or Supervisor 6 (9)

 Disease Intervention Specialist 2 (3)

 OtherA 16 (23)

Type of testing site 74

 County or city health department clinic 43 (58)

 Community, family or wellness health centre 22 (30)

 Family planning, reproductive health or women’s clinic 5 (7)

 STI/HIV speciality clinic 4 (5)

Geographic location 74

 Midwest 19 (26)

 North-east 11 (15)

 South 29 (39)

 West 15 (20)

Median no. of full-time personnel involved in STI/HIV-related work (range) 70 3 (1–40)

Median no. of full-time personnel providing PN services (range) 63 3 (0–40)

At least one of the following full-time personnel provides PN services on siteB 62

 Nurses 49 (79)

 Physicians 10 (16)

 Disease Intervention Specialists 3 (5)

 Physician’s Assistants 18 (29)

 OtherC 11 (18)

PN service provider 74

 On-site personnel only 15 (20)

 Affiliate personnel only 1 (1)

 Both 58 (78)

Unaware of affiliate’s PN protocols for a STID

 Chlamydia 28 10 (36)

 Gonorrhoea 32 14 (44)

 HIV 53 25 (47)

 Syphilis 47 22 (47)

Average no. of patients seen for testing per year 74

 <1000 43 (58)

 1000–1999 12 (16)
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n No. (%) of survey respondents

 2000–2999 5 (7)

 ≥3000 7 (9)

 Unknown 7 (9)

Average no. of chlamydia diagnoses per year 74

 No testing services available 4 (5)

 <50 26 (35)

 50–99 9 (12)

 100–149 6 (8)

 ≥150 12 (16)

 Unknown 17 (23)

Average no. of gonorrhoea diagnoses per year 74

 No testing services available 2 (3)

 <10 32 (43)

 10–19 10 (14)

 20–29 2 (3)

 ≥30 12 (16)

 Unknown 16 (22)

Average no. of HIV diagnoses per year 74

 No testing services available 4 (5)

 <5 39 (53)

 5–10 4 (5)

 10–15 2 (3)

 ≥15 9 (12)

 Unknown 16 (22)

Average no. of syphilis diagnoses per year 74

 No testing services available 4 (5)

 <5 44 (59)

 5–10 2 (3)

 10–15 5 (7)

 ≥15 4 (5)

 Unknown 15 (20)

A
Includes one assistant director, one Chief Executive Officer, one clinical coordinator, two family planning coordinators, one HIV case manager, 

two PN service coordinators, one reproductive health clinic coordinator, one STI counsellor and one testing coordinator.

B
Percentages exceed 100 because some respondents reported having more than one type of personnel providing PN services.

C
Includes medical assistants, counsellors, administrative staff, social workers, health educators and interpreters.

D
Includes respondents: (i) that offered testing services for the sexually transmissible infection (STI) of interest; (ii) that reported having an affiliate; 

and (iii) whose affiliate provided PN services for the STI of interest.
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