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Background. Sexually transmitted infections (STIs) are an important public health concern because of their impact on reproductive and 
other health problems. Initiating treatment at an early stage for both index patients and their partners reduces the risk of reinfections and 
prevents serious short- or long-term complications for the infected individuals. Sexual partner tracing is one of the means available for 
reaching and treating asymptomatic sexual partners of index patients. 
Objectives. To determine the time taken by sexual partners to report to a health facility after they had been notified by the index patient, 
and the distribution of STI syndromes among the treated index patients who had their sexual partners treated. 
Methods. All available contact slips of the treated sexual partners from 19 health districts in Botswana were reviewed. The study period 
was July 2010 to June 2011 inclusive.
Results. The partner notification slips showed that 77.9% (1 238/1 590) of sexual contacts sought medical attention at government health facilities 
within 7 days of treating the index patient. Records showed that 47.3% (752/1 590) of the index patients were treated for vaginal discharge syndrome.
Conclusion. A high proportion of sexual contacts were treated within 7 days of treating the index patient. Considering this short period, 
we conclude that Botswana’s recommended 30-day period for consulting sexual partners needs to be revised downwards, so as to reduce 
the chances of reinfections, complications and transmission of STIs in the community. 
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Sexually transmitted infections (STIs) are an 
important public health concern because of their 
negative impact on reproductive and other health 
problems.[1] Sexual partner tracing (SPT), also 
referred to as partner notification (PN), is the 

process by which the sexual contacts of a patient treated for a STI, 
referred to as the index patient (IP), are informed of their risk of an 
STI and seek medical examination, treatment, care and support at a 
health facility.[2-4] Prevention and control of STIs, primarily treatable 
ones such as gonorrhea and chlamydia, rely heavily on the timely 
identification, diagnosis and treatment of infected individuals. [1,5] 
In most developing countries these conditions are treated 
syndromically. SPT is a very important component of comprehensive 
STI management and control,[5-7] although the US Centers for 
Disease Control and Prevention’s (CDC) Sexually Transmitted 
Disease Treatment Guidelines note that it’s uncertain to what extent 
PN effectively decreases the prevalence and incidence of these 
infections. [3] However, SPT is the only means available for reaching 
and treating asymptomatic sexual partners of IPs.[6] It is important 
to note that sexual contacts have a high likelihood of similar STIs, 
and that therefore treating them empirically provides a significant 
opportunity to reduce the risk of reinfection and transmission in the 
community.[5] This becomes very relevent to developing countries, 
where the syndromic approach is still being used. 

Initiating treatment at an early stage for both contacts and IPs 
reduces the risk of reinfections and prevents serious short- or long-
term complications for the infected individuals.[2,7] It is, however, 
difficult to select the infected individuals for whom the syndromic 
approach should be used. In developing countries, the patient-
oriented method is the most-used model, despite evidence suggesting 
that only around half of sexual contacts informed in this way receive 
treatment.[5,8] Among other challenges, the stigma and discrimination 
attached to STIs makes partner notification difficult.[9] As a result, 
most sexual contacts do not seek medical help despite being informed 
by IPs, and in some cases IPs will be afraid to notify their contacts.[7] 
Furthermore, there are difficulties in identifying and contacting non-
regular contacts,[5] especially for commercial sex workers. 

There are 3 main approaches to PN for STIs: (i) the provider-
oriented notification method, which uses third parties who specialise 
in contact tracing (public health personnel); (ii) patient-oriented 
notification methods that rely on IPs to notify their partners, with or 
without the medication to actually treat the partner(s) for the putative 
infection or infectious exposure; and (iii) a contractual approach 
that enlists IPs to notify their partners, with an understanding that 
healthcare personnel will notify those partners who do not present 
for treatment within a given time.[2,7] Between the 3, the  provider-
oriented method was found to be the most effective in reaching 
partners and getting them treated.[7] However, this is only practical 
in developed countries[7] due to its associated cost. In developing 
countries, the World Health Organization (WHO) recommends 
patient-oriented partner notification.[2,4,7] 

Botswana provides syndromic STI services in all health facilities 
and recommends the patient-oriented approach, without the IP 
delivering medications to the partner.[4] STIs are notifiable conditions 
in this country and approximately 70 000 and 80 000 new cases 
were treated in 2010 and 2011 respectively.[12] The patient-oriented 
approach is relatively cheap and easier to implement.[9]

Even though developing countries rely on patient referral, the 
effectiveness of this approach has not been adequately investigated. [1,3] 
Furthermore, most studies have not documented the time taken 
by contacts to report to health facilities after the IP notifies them. 
Botswana considers contact notification to be successful when contacts 

are notified within 30 days,[4] but on an anecdotal basis, the evidence 
to support this recommendation is not clear. The national contact 
notification rate has been in the range of 8% - 16%.[4] This study aims to 
establish the time taken by sexual partners to report to a health facility 
following notification by the IP, and to determine the distribution of 
STI syndromes among those IPs whose sexual contacts were seen at a 
government health facility.

Methods 
This was a retrospective descriptive study that analysed the contact slips 
collected from 19 government health districts (each with approximately 
15 health facilities) in Botswana between July 2010 and end of June 
2011. These contact slips were collected when consulting sexual 
contacts who had been notified by the relevant IP. The pooled slips 
from each government health facility within a district were sent to the 
Community Health Nurse at the District Health Management Team 
offices. At the end of each month, the slips were taken to the STI 
Control Programme at the Ministry of Health head office (STI Control 
Programme). 

All contact slips received within the study period were considered 
for the study as long as they contained the dates of treatment of both 
the IP and the sexual contact, and a clear diagnosis of the IP. Those 
missing this information were excluded. The time that contacts took 
to report to a health facility was calculated as number of days from 
the date on which healthworkers consulted the IP to the date on which 
they consulted the contact. The authors formulated 3 categories for the 
time of presentation: i) within 7 days; ii) 8 to 14 days and iii) >14 days. 
The patients’ conditions were categorised according to the common 
syndromes treated in the country. 

The data were captured on an Excel spreadsheet and Epi-Info 6.3 
version was used for descriptive statistical analyses. Ethics approval 
was obtained from the Health Research Development Division of the 
Ministry of Health (Botswana).

Results
During the study period, a total of 3 048 contact slips were received 
and recorded, of which 1 590 slips met all the inclusion criteria. Out 
of these, 77.9% (1 238) showed that sexual contacts sought medical 
attention within 7 days and 10.3% (164) after 2 weeks (Table 1).
Vaginal discharge syndrome was recorded on 47.3% (752) of the 
contact slips and other STIs on 3.5% (55/1 590) (Fig. 1).

Discussion
This study shows that the majority of sexual contacts sought medical 
attention within a week of the IP receiving treatment. Healthcare 
workers in Botswana are trained in sexual partner management 
during STI syndromic management training. It has been observed 
that to discuss an STI diagnosis, individuals need to have confidence 
in themselves and in their relationship.[10] As such, the quality and 
appropriateness of the counselling that IPs receive increases the 
success of contact notification by eliminating the fear and stigma 
associated with STIs.[7] Such counselling should be encouraged in 
both private and public health facilities.

Botswana also has a highly mobile population, which might have 
contributed to some contacts being consulted more than 7 days after 
seeing the IP. It is recommended that all sexual partners within the past 
1 to 3 months be contacted and referred for STI treatment,[3] but SPT is 
less effective over this timeframe as they might have already spread their 
infections or developed complications. However, this should not deter 
healthcare workers from practising SPT. 

The most-treated condition in the study was vaginal discharge 
syndrome (VDS). Although this is not necessarily related to an 
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STI, most women who present with the 
symptoms are labelled as having an STI. 
There is anecdotal evidence that clinicians 
perform risk assessment poorly in patients 
presenting with VDS. In addition, physical 
examination is often missed due to lack 
of appropriate equipment (e.g. examination 
lamps and speculums), leading clinicians 
to base their diagnosis on the patient’s 
symptoms. As a result, a significant number 
of women with other non-STI conditions 
end up being treated for STIs that they 
probably do not have. However, to reduce 
this massive overtreatment would require 
specific diagnostic tests.[11] Given the 
higher costs associated with laboratory 
investigations, developing countries such as 
Botswana will be forced to continue using 
the syndromic approach.

Study limitations
This study used data which had been used 
for routine reporting. As such, some of the 
slips might have been missing or incomplete 
at the time of analysis, leading to selection 
bias. Secondly, the files were not research 
specific, thus limiting the strength of the 
study. Significant confounding variables 
such as stable relationships and presence 
of symptoms among  the contacts who 
presented to the facilities within a week 
were not considered because there was no 
provision for them in the data-collecting 
tool. Nevertheless, as the first of its kind in 
Botswana, this study has provided important 
information that can be used by clinicians 
and STI control programs. 

Conclusion
Since the majority of contacts reported to 
health facilities within a short period (1 
week), we conclude that the consultation 
period (30 days) of sexual contacts in 
Botswana needs to be shortened. This 
will reduce the chances of reinfections, 
complications and transmission of STIs in 
the community. The study recommends 
the revision of VDS algorithms. Those in 
current use contribute to the overdiagnosis 
of STIs, which might expose women, or their 
partners, to unnecessary risk of violence, 
psychological stress and overtreatment. 
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Fig. 1. Distribution of STI syndromes.

Table 1. Time taken by sexual contacts 
to be consulted
Period (days) Frequency, n (%)

≤7 1 238 (77.9)

8 - 14 188 (11.8)

>14 164 (10.3)

Total 1 590 (100) 
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