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HIV-negative individuals in a serodiscordant relationship are at high 
risk of HIV transmission. This risk of infection may increase if: (i) the 
partner living with HIV is not aware of their HIV status;[1,2] (ii) the 
partner living with HIV is not on antiretroviral therapy (ART), and 
therefore has an unsuppressed viral load (VL); and (iii) the couple 
is practising unsafe sex. Serodiscordant couples are thought to be a 
major source of HIV transmission in the sub-Saharan Africa region,[3] 
with studies estimating their contribution to be ~30% of all new 
infections occurring in this region.[4,5]

There has recently been increasing evidence that the risk of HIV 
transmission to HIV-negative partners decreases when the positive 
partner is on ART.[6-15] A systematic review and meta-analysis[9] 
that assessed the risk of HIV transmission through unprotected 
sex according to VL and ART status, using data from 11 cohort 
studies between 1996 and 2009, found zero transmission among 
serodiscordant couples where the positive partner was on ART with 
a VL <400 copies/mL. In addition, other studies have shown the 
benefits of high ART coverage and VL suppression (VLS) in reducing 
the risk of transmission.[11,12,16] Results from the HIV Prevention Trials 

Network 052 trial showed that the risk of sexual transmission to the 
negative partner is greatly reduced if treatment is started early.[6,8] In 
2012, the World Health Organization (WHO) released guidelines 
recommending that positive partners in discordant couples be 
started on ART regardless of CD4 cell count,[17] and the WHO 2015 
guidelines[18] recommending universal ART irrespective of disease 
severity were at least partly aimed at reducing HIV transmission by 
achieving VLS in all people living with HIV (PLHIV).

Objectives
While there have been many studies quantifying the prevalence 
of serodiscordant couples, a limited number of publications have 
assessed the HIV cascade of care of PLHIV in serodiscordant 
relationships, especially in African countries and in the context of 
universal ART eligibility. Using population-level survey data, we 
quantified the prevalence of heterosexual HIV serodiscordant couples 
and evaluated the HIV cascade of care of PLHIV in serodiscordant 
relationships in four high HIV prevalence settings in sub-Saharan 
Africa to identify gaps in the cascade of care for this group.
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Background.  HIV-serodiscordant couples are at high risk of HIV transmission. In sub-Saharan Africa, HIV-serodiscordant couples 
contribute ~30% of all new infections in the region.
Objectives. To quantify the prevalence of HIV-serodiscordant couples and evaluate steps of the HIV cascade of care among people living 
with HIV in serodiscordant relationships in four high-prevalence settings in sub-Saharan Africa.
Methods.  Four HIV prevalence surveys were conducted: in Ndhiwa (Kenya) in 2012, in Chiradzulu (Malawi) in 2013, and in Gutu 
(Zimbabwe) and Nsanje (Malawi) in 2016. Eligible individuals aged 15 - 59 years were asked to participate in voluntary rapid HIV testing. 
Viral load and CD4 counts were measured on those who tested HIV-positive. A couple was defined as a man and a woman who reported 
being married or cohabiting and were living together in the same household.
Results. Among 4 385 couples, the prevalence of HIV serodiscordancy was 10.9% (95% confidence interval (CI) 10.2 - 11.5) overall, ranging 
from 6.7% (95% CI 5.6 - 7.9) in Nsanje to 15.8% (95% CI 14.5 - 17.3) in Ndhiwa. Men were the HIV-positive partner in 62.7% of the 
serodiscordant couples in Ndhiwa, in 60.4% in Gutu, in 48.8% in Chiradzulu and in 50.9% in Nsanje. Status awareness among HIV-positive 
partners in serodiscordant couples ranged from 45.4% in Ndhiwa to 70.7% in Gutu. Viral load suppression (VLS) ranged from 33.9% in 
Ndhiwa to 68.5% in Nsanje. VLS was similar by sex in three settings, Ndhiwa (37.8% (men) v. 27.8% (women); p=0.16), Nsanje (60.7% v. 
76.9%; p=0.21) and Gutu (48.2% v. 55.6%; p=0.63), and dissimilar by sex in Chiradzulu (44.4% v. 62.7%; p=0.03).
Conclusions. Low HIV status awareness and poor VLS among HIV-positive partners are major gaps in preventing transmission among 
serodiscordant couples. Intensifying programmes that target couples to test for HIV and timely antiretroviral therapy initiation could 
increase VLS and reduce HIV transmission.
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Methods
Four HIV prevalence surveys were conducted: in Ndhiwa (Kenya) in 
2012, in Chiradzulu (Malawi) in 2013, and in Gutu (Zimbabwe) and 
Nsanje (Malawi) in 2016.

Study design
We used data from four population-based HIV surveys conducted 
in three countries. The first two surveys were conducted in Ndhiwa 
(Kenya) between September and November 2012 and in Chiradzulu 
(Malawi) between February and May 2013. The other two surveys 
were more recent, conducted in Gutu (Zimbabwe) and Nsanje 
(Malawi), both between September and December 2016. All four 
surveys used similar study designs, which have been described 
elsewhere.[19-21]

Briefly, a two-stage sampling design was used. In the first stage, we 
used systematic sampling (probability proportion to size) to select 
clusters that followed demarcations of enumeration areas of national 
population and housing censuses conducted in each country. In the 
second stage, we randomly selected an equal number of households 
in each of the selected clusters (25 households from each cluster for 
all surveys except the Ndhiwa survey, which had 20  households), 
making the samples self-weighting. For all four surveys, we selected 
more than the required number of households to be used as 
replacements in case the dwelling unit was not found, had been 
destroyed or had not been inhabited for >3 months. All individuals 
aged 15 - 59 years who were residents in the study area were eligible 
for analysis.

At the time of the first two surveys, ART eligibility for PLHIV 
was a CD4 count ≤350 cells/µL or WHO stage 3 or 4 disease. 
In Kenya, prevention of mother-to-child transmission (PMTCT) 
guidelines followed WHO Option A (ART initiation in pregnant 
and breastfeeding women when the CD4 count is ≤350/µL and 
antiretroviral prophylaxis to prevent HIV transmission to the child 
if the CD4 count is >350/µL), while Malawi followed Option B+ 
(lifelong ART for all pregnant and breastfeeding women living with 
HIV). In 2012 and 2013, neither Kenya nor Malawi had focused on 
couple HIV testing and counselling as an HIV-preventive strategy, 
but they were beginning to implement the WHO recommendation 
on testing couples to enable them to make informed decisions about 
HIV prevention.[17] For the 2016 surveys, Malawi and Zimbabwe had 
both implemented universal ART for all PLHIV – ‘treat all’.

Data collection methods
In the four settings, eligible individuals who consented to take 
part in the survey were interviewed in their households using a 
structured questionnaire that included sections on demographic 
information, HIV testing history and ART intake for individuals 
who had tested HIV-positive. A rapid HIV test using the Determine 
Rapid kit (Abbott Laboratories, USA) was conducted if consent for 
HIV testing was given, the Unigold Rapid HIV test (Trinity Biotech 
PLC, Ireland) being used to confirm positive results and enzyme-
linked immunosorbent assay (Genetic Systems HIV-1/HIV-2 Plus O 
EIA; Bio-Rad, USA) (Western Blot in Nsanje; Bio-Rad, USA) for 
indeterminate rapid HIV test results. Individuals who tested HIV-
positive or had indeterminate results were asked to provide a venous 
blood sample, which was used to conduct CD4 counts, VL and ART 
blood level tests (for the later surveys, an ART blood level test was 
done only in those who reported not being on ART). Furthermore, 
in the Nsanje and Gutu surveys only, we collected participants’ 
sexual behaviour history for the 12 months prior to the survey. This 
information was collected for up to three most recent sexual partners, 
beginning with the most recent.

To ensure confidentiality, all interviews were conducted in private 
spaces away from other members of the household, so that when one 
partner was being interviewed, the other partner could not hear the 
interview. The collected data were double-entered and verified using 
EpiData 3.1 (EpiData Association, Denmark) to minimise data entry 
errors, and cleaned and analysed using Stata 15.0 (StataCorp, USA).

Statistical methods and analysis
We defined a stable couple as a man and a woman who reported 
being married or cohabiting and were living together in the same 
household at the time of the survey, and one member of the couple 
was identified as a head of the household. We divided the couples 
into three groups: (i) seroconcordant HIV-positive couples, where 
both partners were HIV-positive; (ii) HIV-serodiscordant couples, 
where one partner was HIV-positive and the other HIV-negative; and 
(iii) seroconcordant HIV-negative couples, where both partners were 
HIV-negative. We calculated the overall proportion of discordancy 
among all couples. In addition, we calculated country-specific 
proportions of serodiscordancy by sex to highlight the sex that 
contributed most to seropositivity among serodiscordant couples.

The risk of contracting HIV increases with high-risk sexual 
behaviour such as having unprotected sex with a person living with 
HIV or having multiple sexual partners. To find out whether the 
individuals in serodiscordant couples were engaged in high-risk 
sexual behaviours or not, we estimated the proportion of those who 
reported using a condom during the last sexual encounter and how 
often they used a condom with their partner during sex. We also 
assessed the proportion of these individuals with more than one 
sexual partner. Among those with sexual behaviour information, 
we measured the proportion of individuals who were aware of their 
HIV-positive status and assessed their condom use. We then verified 
sexual behaviour information, condom use information and how 
often condoms were used by couples by comparing information 
reported by partners to see if it matched.

We evaluated the HIV cascade of care among PLHIV in discordant 
relationships. Only those individuals with complete information on 
the variables required for calculation of the cascade of care analysis 
were included. The χ2 test was used to compare gaps in the cascade 
by sex. Because of the time gap between the surveys, cascade of care 
results were divided into earlier and later surveys for overall and 
survey-specific results.

Ethical considerations
Ethics approval for the studies was obtained from both local and 
international research ethics committees. For the two Malawi surveys, 
local approval was obtained from the National Health Sciences 
Research Committee, ref. nos 1085 (Chiradzulu) and 1598 (Nsanje). 
The Ndhiwa study was approved by the Kenya Medical Research 
Institute Ethical Review Committee (ref. no. 347) and the Gutu study by 
the Medical Research Council of Zimbabwe (ref. no. MRCZ/A/2075). 
International approval was obtained from the Comité de Protection 
des Personnes d’Ile de France (ref. nos 12056 (Ndhiwa) and 12084 
(Chiradzulu)) and from the Médecins Sans Frontières ethics review 
board (ref. nos 1622 (Nsanje) and 1619 (Gutu)).

Results
Of the 21 104 individuals included, 8 770 (41.6%) were living with 
a partner, corresponding to 4 385 couples. Six individuals were in 
polygamous relationships and were not included as couples for this 
analysis. Overall, there were 952 (10.9%) individuals (476 couples) in 
serodiscordant relationships, 1 310 (14.9%) individuals (655 couples) 
in HIV-positive concordant relationships, and 6 508 (74.2%) 
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individuals (3 254 couples) with both partners 
HIV-negative. HIV serodiscordancy ranged from 
15.8% (95% confidence interval (CI) 14.5 - 17.3) in 
Ndhiwa to 10.0% (95% CI 9.0 - 11.0) in Chiradzulu, 
8.8% (95% CI 7.3 - 10.6) in Gutu and 6.7% (95% 
CI 5.6 - 7.9) in Nsanje. Of the 476 HIV-positive 
partners in serodiscordant relationships, 437 
(91.8%) had complete information for evaluating 
the HIV cascade of care.

We found that more men than women were 
the HIV-positive partners in 126/201 (62.7%) of 
serodiscordant couples in Ndhiwa and 29/48 (60.4%) 
in Gutu, but the proportions of HIV-positive men 
and women were similar in serodiscordant couples 
in the two Malawi surveys (men 82/168 (48.8%) in 
Chiradzulu and 30/59 (50.9%) in Nsanje) (Fig.  1). 
Across all couple groups in all the surveys, HIV 
serodiscordant, seroconcordant HIV-positive and 
seroconcordant HIV-negative couples, there were 
more men in the older age groups, and men were 
more highly educated than women in three surveys, 
Ndhiwa and both Malawi sites. In Gutu, men and 
women had the same level of education across 
all couple groups. In all four surveys, a higher 
proportion of women than men did not report any 
income-generating activity, and this was similar 
across all HIV couple groups (Table 1).

Of 107 HIV-positive partners in serodiscordant 
relationships, 98 (91.6%) had sexual behaviour data 
available (Nsanje and Gutu). Of these, 35 (35.7%) 
used a condom during their last sexual intercourse 
with the sexual partner they were living with 
(who was their most recent sexual partner), and 
condom use was similar by sex (Table 2). Among 
those 35 individuals, 22 (62.9%) reported always 
using a condom during sexual intercourse, while 
11 (31.4%) reported using a condom sometimes 
and 2 had never used a condom except for the 
last time they had sex. Overall, condom use was 
lower among serodiscordant couples (30.5% (95% 
CI  24.5  - 37.2)) than among seroconcordant posi-
tive couples (50.7% (95% CI 45.3 - 56.3)), but 
higher than in seroconcordant negative couples 
(5.4% (95% CI 4.6 - 6.5)). We also found that 20.0% 
of positive partners in serodiscordant relationships 
had multiple sexual partners.

Among 97 individuals in serodiscordant relation-
ships with sexual behaviour and HIV status 
awareness information available, 69.1% were aware 
of their HIV-positive status and 34 (50.8%) of 
those who were aware used a condom at last sexual 
intercourse. Only 1/30 (3.3%) of those who were 
unaware of their positive status used a condom. 
Almost all participants who were aware of their 
status were on ART (n=64/67; 95.5%), and of 
those on ART, 51/61 (83.6%) had VLS and 3 had 
missing VL results. No difference in condom use 
was observed between those with VLS (n=25/51; 
49.0%) and without VLS (n=7/10; 70.0%) (p=0.23), 
probably because of low numbers.

We verified the reported information on condom 
use between partners in serodiscordant couples. 
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Of the 107 serodiscordant couples, 78 
(72.9%) gave matching information about 
condom use, 19 (17.8%) gave mismatched 
or discrepant information, and 10 (9.4%) 
had missing information. Of the 78 couples 
with matching condom use information, 
20 (25.6%) gave matching information that 
they had used a condom in the last sexual 
encounter; of these, 18/20 (90.0%) gave 
matching information on how often they 
used a condom. Among those who were 
aware of their HIV-positive status, 48/67 
(71.6%) gave matching information with their 
partner regarding condom use, and 29/48 
(60.4%) of these gave matching information 
on not using a condom. However, almost all 
respondents with matching information on 
not using condoms were on ART (96.5%), 
and 92.3% of these had VLS.

Thirty-nine PLHIV were missing VL data. 
Of these, 6 (15.4%) were aware of their status, 
5 (12.8%) were in care and 5 (12.8%) were on 
ART. For the first two surveys (Ndhiwa and 
Chiradzulu), overall, of the 238 HIV-positive 
partners in serodiscordant relationships with 
complete data for the HIV cascade of care, 
55.3% were aware of their status, 50.9% were 
linked to care, 49.4% were still in care, 41.4% 
were on ART and 43.2% had VLS. Gaps in 
the first three stages of the cascade of care 
(HIV status awareness, linkage to care and 
retention in care) were smaller for women 
than for men, but there was no difference by 
gender in the last two stages (on ART and 
VLS). Site-specific results showed smaller 
gaps in almost all stages of the cascade of 
care in Chiradzulu compared with Ndhiwa. 
Gaps were smaller among Chiradzulu 
women v. men in all cascade of care stages, 
while no sex differences were observed in 
Ndhiwa (Fig. 2).

For the later surveys in Gutu and Nsanje, 
of the 99 HIV-positive partners with 
complete HIV cascade of care information, 
70.7% were aware of their HIV status, 69.7% 
were linked to care, 68.7% were still in care 
and on ART and 60.6% had VLS. We found 
no differences by sex in any stage of the 
cascade of care. Site-specific results were also 
similar in all stages of the cascade of care. 
However, cascade of care gaps were smaller 
in women in Nsanje in all stages except VLS, 
while there were no differences in any stage 
in Gutu (Fig. 3).

Gaps in the HIV care cascade were greater 
in PLHIV in discordant couples v. the overall 
population of PLHIV (awareness of HIV 
status in PLHIV in discordant couples v. 
the general population was 45.4% (95% 
CI 38.3 - 52.6) v. 59.4% (95% CI 56.8 - 61.9) 
in Ndhiwa,[20] 67.1% (95% CI 59.3 - 74.1) v. 

77.0% (95% CI 74.4 - 79.3) in Chiradzulu,[19] 
70.4% (95% CI 56.9 - 81.0) v. 80.0% (95% 
CI 76.4 - 83.1) in Nsanje, and 71.1% (95% 
CI 56.3 - 82.5) v. 87.4% (95% CI 84.7 - 
89.8) in Gutu[21]). VLS among HIV-positive 
partners in discordant couples v. the general 
population was 33.9% (95% CI 27.4 - 41.1) 
v. 39.7% (95% CI 37.1 - 42.4) in Ndhiwa,[20] 
54.2% (95% CI 46.3 - 61.9) v. 61.9% (95% 
CI 58.9 - 64.7) in Chiradzulu,[19] 68.5% (95% 
CI 55.0 - 79.5) v. 73.1% (95% CI 69.2 - 76.7) 
in Nsanje, and 51.1% (95% CI 36.8 - 65.3) v. 
71.6% (95% CI 68.0 - 75.0) in Gutu.[21]

Discussion
This study is the first multi-country 
population-based survey to quantify HIV 
serodiscordancy and the cascade of care 
of PLHIV in serodiscordant relationships 
in sub-Saharan Africa. We found a high 
prevalence of HIV serodiscordant couples, 
with men most likely to be the HIV-positive 
partners in the study sites in Ndhiwa 
and Gutu. Coverage of steps in the HIV 
cascade of care for serodiscordant couples 
was generally low, with little difference 
between men and women. The majority of 
serodiscordant couples were still practising 
high-risk sexual behaviours. Owing to low 
cascade of care outcomes and ongoing sexual 
risk behaviour, serodiscordant couples may 
remain a major source of HIV transmission.

The prevalence of serodiscordancy was 
high in every site. Our population estimates 
of the prevalence of serodiscordant couples 
are different to the national estimates. 
In Kenya, a study in 2012 estimated the 
prevalence of HIV serodiscordant couples at 
the national level among 15 - 64-year-olds 
to be ~5%,[22] and between 2008 and 2009, 
this prevalence was estimated to be ~6% 
among 15 - 54-year-olds using Demographic 
Health Survey (DHS) data.[23] In Malawi, 
our estimate in the Chiradzulu study was 
also relatively higher than a 2010 national 
estimate from a study that looked at trends 
in prevalence of HIV discordancy, which 
found that ~8% of couples aged 15 - 54 
years were in serodiscordant relationships, 
and the proportion did not change between 
2015 and 2016.[23] In Zimbabwe, however, 
the proportion of serodiscordant couples 
in our study was similar to the national 
2015 estimates among couples aged 15 - 54 
years.[23] The big difference between our 
results and the Kenya national estimates 
could be explained in part by the difference 
in HIV prevalence between the area of the 
study (25%) and the national prevalence 
estimates (~6% in 2012).[22] Geographical 
location plays a key role in the distribution Ta
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of HIV in Kenya; in some areas, HIV prevalence is as low as 0.4%, 
while in other areas it can be as high as 26%.[24] Similar to our results, 
except for the two Malawi surveys, other studies have found men to 
comprise a higher proportion of positive partners in serodiscordant 
relationships.[23]

There have been few studies examining the HIV cascade of care 
of PLHIV in serodiscordant relationships.[25] We found generally 
larger gaps in the cascade of care outcomes among HIV-positive 
partners in serodiscordant relationships v. the general population 
in all three countries. This may mean that specific interventions 
targeting PLHIV in discordant relationships are required or should 
be intensified to make sure that this group achieves the same level 
of status awareness and VLS as the general population. Moreover, 
the proportion of ~40% of PLHIV in serodiscordant relationships 
with a VL ≥1 000 copies/mL in all four settings is high and could 
be a major source of HIV transmission within couples. This risk is 
exacerbated if individuals are unaware of their status, as they are less 
likely to be practising preventive measures.[1,2] We also found that in 
the first surveys, the cascade of care coverage for Ndhiwa was lower 
compared with Chiradzulu. Among the later surveys, the cascade 

of care coverage for Nsanje and Gutu was similar in all cascade of 
care stages. We observed a substantial improvement in coverage of 
almost all stages of the HIV cascade of care when comparing the first 
and later surveys, probably because in recent years these countries 
have become proactive in implementing methods to increase testing 
coverage, linking PLHIV to care and starting ART with adoption of 
the WHO ‘treat all’ recommendation.[18] As a deliberate measure, 
Kenya implemented specific policies aimed at increasing HIV status 
awareness among couples in response to the large number of HIV 
serodiscordant couples (estimated at 260 000 nationwide in 2012).[2]

Overall, in the first surveys in Ndhiwa and Chiradzulu, women 
were more likely than men to know their HIV status and be retained 
in care, but the proportions of individuals on ART and virally 
suppressed were similar. In the later surveys in Gutu and Nsanje, 
women and men were similar in all steps of the cascade of care. In 
both Malawi surveys, women had better outcomes than men in all 
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Fig. 2. Cascade of care among 238 HIV-positive partners in discordant 
couples in Kenya (Ndhiwa) and Malawi (Chiradzulu). (ART = antiretroviral 
therapy; VLS = viral load suppression.)

Fig. 3. Cascade of care among 99 HIV-positive partners in discordant 
couples in Malawi (Nsanje) and Zimbabwe (Gutu). (ART = antiretroviral 
therapy; VLS = viral load suppression.)
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steps of the cascade of care, except for VLS in Nsanje, where women 
and men were similar. Malawi’s very proactive PMTCT programme 
with early adoption of Option B+ is probably the reason for these 
sex differences. These findings also reinforce the view that diagnosis 
in men remains key to controlling the HIV epidemic and that 
testing and counselling in couples should be promoted because it 
encourages preventive behaviour in couples, thus reducing the risk 
of transmission.[26,27]

Evidence from the literature suggests that men are less likely to 
access ART than women, and that in some countries sex differences 
in ART coverage are increasing.[28] This is to be expected, given that 
some of the services related to HIV status awareness and ART are 
readily available to women as part of routine antenatal care services, 
but not to men, and ART eligibility criteria in several countries 
were less restrictive for pregnant and breastfeeding women as 
part of PMTCT. Women in discordant relationships are therefore 
also expected to have better outcomes than men in all steps of the 
HIV care cascade. In order to increase status awareness and ART 
coverage among men, who represent the highest proportion of 
PLHIV among serodiscordant couples, other studies have suggested 
introducing routine HIV testing services similar to those accessed 
by women in antenatal clinics.[28] In addition, implementation of 
the ‘treat all’ guidelines that most countries have already adopted 
and implemented, community-based approaches to HIV testing and 
ensuring that men stay on treatment might also help to reduce the 
existing HIV cascade gap between men and women, specifically for 
Malawi.

Our results generally show low condom use among PLHIV in 
serodiscordant couples, similar to findings of other studies.[1,22] When 
we looked at condom use according to HIV status awareness, we 
found that condom use was low among individuals who were aware 
of their status, but that it was higher than among those who were 
not aware of their status. However, it is encouraging to note that the 
majority of those who were aware of their status were on ART and 
had VLS, and that in general, of those who reported using a condom 
in their last sexual encounter, most always used a condom.

The fact that almost all the individuals who reported using a 
condom were aware of their HIV-positive status adds weight to the 
importance of knowing one’s status. Verifying the information given 
on condom use improved the credibility of our data, as the agreement 
between partners was very good. However, we found that in ~30% 
of those who were aware of their HIV-positive status, their reported 
use of a condom at their last sexual encounter was not consistent 
with what their partners reported. It is difficult to ascertain which 
partner was reporting accurately, but if these results reflect absence 
of condom use, it would further reduce the proportion of those using 
condoms, overall and among those who were aware of their status.

Study limitations
Our study has several limitations. No polygamous relationships 
were included, as the study was not designed to identify polygamous 
families, which may underestimate the prevalence of serodiscordant 
couples, especially in areas where polygamy is prevalent. In addition, 
because we only included couples where one member was the head 
of the household, some individuals who were still living in the same 
household as their parents were not included as couples, which 
could also lead to underestimation of prevalence of serodiscordant 
couples. Obtaining and ascertaining accurate sexual behaviour data 
is difficult, with men tending to report more sexual partners than 
women.[29,30] However, we were able to verify condom use.

Conclusions
While there has been an improvement in coverage of the cascade of 
care in PLHIV in serodiscordant couples between the first (Ndhiwa 
and Chiradzulu) and later surveys (Gutu and Nsanje), the high 
prevalence of serodiscordant couples with low status awareness 
among HIV-positive partners, even in the later surveys, is a major gap 
in HIV care and prevention. The low prevalence of status awareness 
among HIV-positive partners must be addressed in order to promote 
timely ART initiation and/or pre-exposure prophylaxis to reduce 
transmission. We also recommend repeating the surveys in the same 
areas, targeting the same population to assess changes over time in 
the prevalence and the cascade of care of serodiscordant couples.
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