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Abstract
Introduction: Concurrent partnerships (CPs) have been suggested as a risk factor for transmitting HIV, but their impact on the
epidemic depends upon how prevalent they are in populations, the average number of CPs an individual has and the length of
time they overlap. However, estimates of prevalence of CPs in Southern Africa vary widely, and the duration of overlap in these
relationships is poorly documented. We aim to characterize concurrency in a more accurate and complete manner, using data
from three disadvantaged communities of Cape Town, South Africa.
Methods: We conducted a sexual behaviour survey (n878) from June 2011 to February 2012 in Cape Town, using Audio
Computer-Assisted Self-Interviewing to collect sexual relationship histories on partners in the past year. Using the beginning
and end dates for the partnerships, we calculated the point prevalence, the cumulative prevalence and the incidence rate
of CPs, as well as the duration of overlap for relationships begun in the previous year. Linear and binomial regression models
were used to quantify race (black vs. coloured) and sex differences in the duration of overlap and relative risk of having CPs in
the past year.
Results: The overall point prevalence of CPs six months before the survey was 8.4%: 13.4% for black men, 1.9% for coloured
men, 7.8% black women and 5.6% for coloured women. The median duration of overlap in CPs was 7.5 weeks. Women had less
risk of CPs in the previous year than men (RR 0.43; 95% CI: 0.320.57) and black participants were more at risk than coloured
participants (RR 1.86; 95% CI: 1.172.97).
Conclusions: Our results indicate that in this population the prevalence of CPs is relatively high and is characterized by overlaps
of long duration, implying there may be opportunities for HIV to be transmitted to concurrent partners.
Keywords: concurrent partnerships; sexual concurrency; HIV prevention; South Africa; sexual behaviour and HIV; sexual risk
behaviour.
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Introduction
Concurrent partnerships (CPs) have been identified as a
potentially important facilitator of the HIV epidemic in
Southern Africa [15]. CPs have been defined as ‘‘overlapping
sexual partnerships in which sexual intercourse with one
partner occurs between two acts of intercourse with another
partner’’ [6]. Theoretically, CPs facilitate faster spread of HIV
because of two different effects at the sexual network level:
1) earlier partnerships begun by the index partner are later
exposed to any infections transmitted by an additional partner and 2) the time to secondary transmission is shortened
because the infected person does not need to terminate
one partnership before starting another. Proponents of this
hypothesis have demonstrated through modelling studies
that the effect of CPs on HIV transmission is large when high
infectiousness during the acute stage of infection is taken

into account [1,3,5]. Evidence from ecological studies has also
shown that prevalence of HIV is correlated with prevalence of
CPs [2,4,7,8].
In contrast with that evidence, data from rural KwaZuluNatal, South Africa, indicated that women living in communities with high prevalence of CPs among men did not have
increased risk of acquiring HIV [9]. Furthermore, a randomized
controlled trial in Kisumu, Kenya, found that being infected with HIV at baseline was not associated with having
CPs [10]. Reniers and Watkins proposed the coital dilution
hypothesis as an explanation for why CPs are not likely to
drive the spread of HIV [11]. They assert that as individuals
acquire additional CPs, the average sex frequency per partner
drops. Therefore, if the total number of partnerships in a
population remains constant and the average coital frequency
in those partnerships falls, then the total number of sex acts
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in the population must fall and result in a slower spread of
HIV [11,12]. However, support for this theory has been mixed
[13,14].
Go et al. argue that in order for CPs to be a major driver
of HIV epidemics, three requirements must be met: first,
the prevalence of CPs in a population must be high; second,
the number of CPs should be moderately high for the
average individual; and third, the duration of overlap should
be relatively long [15]. It is currently difficult to tell if these
conditions have been met in studied populations because
definitions and measurement of CPs to date have been
problematic. Many studies define CPs as any report of extraspousal relationships (or casual relationships if they report a
main partner) in the preceding 12 months [2,4,16,17]. These
definitions assume that all participants are having sex with
their spousal/main partners before and after the extra-spousal/
casual sex. Moreover, this ‘‘direct’’ approach to measuring
and defining concurrency precludes the capturing of beginning and end dates, which has meant that some studies could
not calculate point prevalence of CPs, nor the duration of
relationships, much less the length of time the relationships
were overlapping [1821]. In other studies where the duration of relationships is known, the measurement of relationship dates was accurate only up to one month [13,22]. This
means that those studies could only capture relationships
that overlapped by one month or more, missing potentially
many more short-term concurrent relationships in their prevalence estimates. Still, some studies use better definitions
of CPs but questions about CPs are asked in face-to-faceinterviews [9,23,24], which may promote considerable social
desirability bias [25] and underestimate the true prevalence
of CPs.
There have been calls for a more refined definition of CPs
and guidelines for measuring it [26]. The UNAIDS-proposed
indicator of CPs is the point prevalence of having more than
one sexual partnership, six months before the interview [6].
We believe this indicator may only be part of the solution.
Even if point prevalence of CPs is calculated, further steps
to improve accuracy must be taken, as well as combining this
indicator with other measures of concurrency in order to produce a more complete and useful picture of CP dynamics.
Not only is a more complete description of CPs important for
an intuitive understanding of how HIV spreads in a population but this would also allow for better parameterization of
epidemiological models that are used to study HIV (combination) prevention and HIV transmission dynamics.
In South Africa, where there are an estimated 6.4 million
people currently living with HIV [27], it is important to obtain
accurate estimates of CP point prevalence and the duration of
overlapping relationships in order to understand why the prevalence of HIV is so high. Furthermore, race and sex are primary determinants of social, health, economic and educational
opportunities in South Africa [28], and thus the relationship
between them and CPs needs to be evaluated to determine
which groups should be targeted for potential CPs and HIV
risk-reduction interventions. There have been studies in Cape
Town, South Africa, that have examined how race and sex
are related to CPs [18,2931]; however, none investigated the
duration of overlap or incidence of entering a CP.

With this in mind, we analyzed data from a cross-sectional
survey conducted in urban communities of Cape Town with a
high prevalence of HIV. The survey questions were administered using Audio Computer-Assisted Self-Interviewing (ACASI),
so as to minimize social desirability bias. We characterized
concurrency in this population by estimating the point prevalence, cumulative prevalence, incidence and degree distribution of CPs. We also described the duration of overlaps
for relationships begun in the previous year and the relative
risk of having CPs for different race and sex groups.

Methods
Study design and setting
We conducted a cross-sectional survey (n878) from June
2011 to February 2012 in three urban communities of Cape
Town with high prevalence of HIV. The study communities
were characterized by high unemployment, informal housing
and very little post-secondary education [32]. These communities primarily have residents that identify as black or coloured.
The participants were randomly sampled from a previous community randomized trial that aimed to reduce the prevalence
of TB and HIV using novel public health interventions, the
features of which have been previously published [33].
The survey was administered in a mobile office space on
touchscreen computers. ACASI was used to provide participants with privacy while answering sensitive questions about
their sexual behaviours. Participants could indicate on a
visual timeline the beginning and end dates of relationships
for up to five main partners and ten casual partners that they
had in the previous 12 months. The dates were accurate up
to one week within a month. Additional questions about
condom use, age of partners, alcohol and drug use at first
sex, sex frequency and proximity to partners were asked for
relationships. The study was approved by the Stellenbosch
University Health Research Ethics Committee (N11/03/093)
and written, informed consent was obtained from each participant. Further details of our sampling strategy and study
design have been published elsewhere [14,25,34].
Participants
The survey had a contact rate of 60% (n 1115) for individuals enumerated in the sample frame, and a response rate
of 85.4% (n 878) for those we contacted. We excluded
participants from the analysis who were not between the ages
of 15 and 70, or who had missing ages (n34); had missing
sex information (n30); were not heterosexual (n 50); and
who did not identify as black or coloured race, or had missing
race information (n 14). We chose to include only the racial
groups that have been previously characterized as having high
HIV prevalence in their populations. The term ‘‘coloured’’ is an
official racial category in South Africa, and is used to describe
people who have racially mixed ancestry from Europe, indigenous populations, and South and East Asia. After exclusions,
750 participants remained and they reported on 1003 relationships. Of the 750 remaining participants, 148 did not
report on any partner in the previous year. Characteristics of
those participants can be found in the Supplementary file.
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Statistical analysis
All statistical analyses were performed using Stata statistical
software, version 12.0 (Stata-Corp Inc., College Station, TX,
USA). First, we calculated frequency distributions and summary statistics of relationship characteristics for participants
(n602) that reported having had at least one relationship
in the past year (n1003 relationships). Some relationship
questions were only asked for relationships that started in
the previous 12 months (n415 relationships).
Next, by sex and race, we estimated the one-year cumulative prevalence, point prevalence six months before the
survey and incidence rate of CPs. We calculated these in two
ways: 1) all participants were included in the denominator
(n750), which is the indicator recommended by UNAIDS
[6] and 2) only participants who reported having sex in the
past year were in the denominator (n 528). Two relationships were categorized as concurrent if the beginning date
of one relationship overlapped with the end date of the
other relationship by at least one week. We expressed the
incidence rate as number of cases per 1000 person-years,
and calculated it by dividing the total number of CPs that
occurred in the previous year by the total person-years spent
at risk and then multiplying by 1000. Each person contributed
one year of person-time to the denominator, because each
day of the previous year provided another opportunity for a
person to begin a new concurrent relationship. Central to our
calculation of the incidence of CPs is the notion that a ‘‘case’’
is the occurrence of a concurrent relationship, not the event
of an individual entering a new relationship while already
engaged in an earlier relationship.
Next, for sexually active participants, we computed the
median and range of the total number of partners in the
previous year (regardless of whether they were concurrent
or serially monogamous) and the total number of CPs. These
same data are also presented as a frequency distribution for
total numbers of partners (1/2/ 3) and CPs (0/2/  3)
in the past year. It is important to note here that it is not
possible to have only one CP. At the moment when one of
the relationships begins to overlap with another, they both
become CPs, and thus the number of CPs will equal two. We
calculated average duration of overlap for each relationship
because each relationship could potentially overlap with more
than one other relationship. Therefore, we present the median
of participants’ average duration of overlaps, by sex and race.
In this calculation, we excluded relationships that began
outside of the one-year window because we do not have
information on their complete durations.
In addition, we constructed univariate and multivariable
binomial regression models with a log link function, in order
to examine the risk of having a CP in the past 12 months for
participants in different race-sex groups. Finally, we used
simple and multiple linear regression models to look at the
effect of race and sex on the duration of overlap for CPs
begun in the previous year. Here, the unit of analysis was the
relationship, and because each participant could report on
more than one relationship, we used clustered sandwich
estimators. For this sub-analysis, we used only relationships
that began in the previous year (n 301), because we did
not have complete durations for relationships that began

outside of the one-year window. For each of the above regression analyses, a multivariable model was fit that included
a racesex interaction term, in order to see if race modifies
the effect of sex.

Results
Among participants who reported at least one relationship in
the previous year, 20.9% (n 126) were coloured and 79.1%
(n476) were black; 32.4% (n195) were male and 67.6%
(n407) were female. Characteristics of their relationships
are presented in Table 1. Overall, most relationships reported
by participants were from self-described ‘‘main’’ partnerships
(76.1%) and the age difference between female and male
partners tended to be less than five years (57.3%). Of note,
black females had the highest percentage of age-disparate
relationships (41.5%) and this demographic group had the
highest proportion believing that their partner had other
partners (58.6%). Coloured men had the highest proportion
of casual relationships (42.3%) and non-condom use at the
last sex (59.4%). Coloured women reported the highest percentage of relationships where the partner lived in the same
home (34.6%) and the lowest fraction of using a condom at
last sex (26.9%). Black men had the lowest median age of
partner (26 years).
Estimates of prevalence, incidence rates and median duration of CPs overlap are presented in Table 2. Among all participants, the point prevalence of CPs was 8.4% (n 63),
the one-year cumulative prevalence was 18.4% (n 138) and
the incidence rate was 557.3 concurrent partners per 1000
person-years. The median duration of overlap for participants
with CPs begun in the previous year was 7.5 weeks (IQR:
2.224), with coloured women having the longest duration
of overlap at 26.5 weeks (IQR: 1632). Black men had the
highest point prevalence (13.4%), cumulative prevalence
(34.2%) and incidence (1117.7 per 1000 person-years), compared to the other subgroups. The maximum number of
relationships anyone had in the previous year was 12, with
29.5% of sexually active participants having more than one
relationship. Overall, 11.7% of sexually active participants had
three or more CPs in the previous year. Men of both races
tended to have more CPs than women, and for both sexes,
black participants had more CPs than coloured participants.
For both black and coloured men, there was a higher frequency of three or more CPs (25.9 and 12.1%, respectively)
than just two CPs (20.0 and 9.1%, respectively). Overall,
of the 156 participants who had two or more relationships in
the past year, 85.9% (n134) had concurrent as opposed
to serially monogamous partnerships. In all of the racesex
subgroups except coloured women, the cumulative prevalence
of CPs was substantially higher than the estimated point
prevalence. In particular, among coloured men, the cumulative
prevalence (13.0%) was nearly seven times higher than the
point prevalence (1.9%). This difference is most likely because
of the relatively high incidence of CPs (500 per 1000 personyears) and short median duration of overlaps (four weeks).
The results from the binomial regression analysis can be
found in Table 3. Both the crude and adjusted risk ratios
indicate that women were at a lower risk than men of having
had CPs in the previous 12 months (aRR 0.43; 95% CI: 0.32
0.57). In the adjusted model, black people were almost twice
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Table 1.

Relationship characteristics of participants by race and sex
Relationships (n1003)
Men

Age of partner, median (IQR)

32 (2542)

Women

Black

Coloured

Black

Coloured

n362

n71

n458

n112

26 (2137)

37 (2849)

34 (2744)

34 (2745)

Age disparate, n (%)
Non-age disparate

575 (57.3)

201 (55.5)

48 (67.6)

250 (54.6)

76 (67.9)

Age disparatea

353 (35.2)

118 (32.6)

16 (22.5)

190 (41.5)

29 (25.9)

75 (7.5)

43 (11.9)

7 (9.9)

18 (3.9)

7 (6.3)

763 (76.1)
240 (23.9)

226 (62.4)
136 (37.6)

41 (57.8)
30 (42.3)

407 (88.9)
51 (11.1)

89 (79.5)
23 (20.5)

Missing
Partner type, n (%)
Main
Casual
Still ongoing, n (%)
Yes

617 (61.5)

173 (47.8)

33 (46.5)

323 (70.5)

88 (78.6)

No

364 (36.3)

181 (50.0)

33 (46.5)

126 (27.5)

24 (21.4)

22 (2.2)

8 (2.2)

5 (7.0)

9 (2.0)

0 (0.0)

I do not know

Relationships started in the past year (n 415)
Men

Women

Black

Coloured

Black

Coloured

n217

n32

n140

n26

Where does your partner live in proximity to you?, n (%)
Same house
Different house, same township

68 (16.4)

30 (13.8)

7 (21.9)

22 (15.7)

9 (34.6)

178 (42.9)

99 (45.6)

14 (43.8)

62 (44.3)

3 (11.5)

Different township, Western Cape

88 (21.2)

40 (18.4)

8 (25.0)

33 (23.6)

7 (26.9)

Different province, South Africa

40 (9.6)

23 (10.6)

1 (3.1)

13 (9.3)

3 (11.5)

I do not know/missing
Partner had other partners, n (%)

41 (9.9)

25 (11.5)

2 (6.3)

10 (7.1)

4 (15.4)

Yes

188 (45.3)

88 (40.6)

14 (43.8)

82 (58.6)

4 (15.4)

No

168 (40.5)

90 (41.5)

16 (50.0)

44 (31.4)

18 (69.2)

59 (14.2)

39 (18.0)

2 (6.25)

14 (10.0)

4 (15.4)

Yes

195 (47.0)

105 (48.4)

11 (34.4)

72 (51.4)

7 (26.9)

No

180 (43.4)

88 (40.6)

19 (59.4)

58 (41.4)

15 (57.7)

40 (9.6)

24 (11.1)

2 (6.3)

10 (7.1)

4 (15.4)

I do not know/missing
Condom at last sex with partner, n (%)

I do not know/missing
On alcohol at first sex, n (%)
Yes

111 (26.8)

69 (31.8)

12 (37.5)

23 (16.4)

7 (26.9)

No

265 (63.9)

126 (58.1)

18 (56.3)

106 (75.7)

15 (57.7)

2 (6.3)

11 (7.9)

4 (15.4)

I do not know/missing

39 (9.4)

22 (10.1)

a

Greater than five years difference between the female partner and the male partner.
IQR, inter-quartile range.

as likely to have had CPs (aRR 1.86; 95% CI: 1.172.97). The
interaction term added to the multivariable model was not
significant. The results in Table 4 show the effect of sex and
race on the duration of overlap for 301 concurrent relationships belonging to 133 people. There is a significant effect of
sex and race on duration of overlap when an interaction term
is included. In coloured participants, the average duration of
overlap was 19.43 weeks longer for females than males (95%

CI: 7.0931.76). The average duration of overlap for relationships begun in the previous year was 8.1 weeks longer for
black men compared to coloured men (95% CI: 2.613.6).

Discussion
Using data from our sexual behaviour survey located in disadvantaged communities of Cape Town, we aimed to estimate and describe CPs in different race and sex groups using
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Table 2.

Estimates of concurrent relationships by race and sex
Men

Women

Total

Black

Coloured

Black

Coloured

Concurrency among all participants, n (%)

63 (8.4)

25 (13.4)

1 (1.9)

30 (7.8)

7 (5.6)

Concurrency among sexually active

61 (11.6)

24 (17.8)

1 (3.0)

29 (10.1)

7 (9.7)

138 (18.4)

64 (34.2)

7 (13.0)

58 (15.1)

9 (7.1)

557.33
(505.18613.41)

1117.65
(971.251279.88)

500.00
(329.50727.47)

134 (25.4)

62 (45.9)

7 (21.2)

56 (19.4)

9 (12.5)

767.05

1481.48

818.18

545.14

291.67

Six months before survey

participants, n (%)
Any time in the past year
Among all participants
Concurrency, n (%)
Incidence rate of concurrency,
n per 1000 person-years (95% CI)

420.37
166.67
(357.94490.55) (103.17254.77)

Among only sexually active participants
Concurrency, n (%)
Incidence rate of concurrency,
n per 1000 person-years (95% CI)

(694.15845.51) (1283.271701.64) (539.191190.41) (463.20637.39) (180.55445.84)

Total number of relationships, med (Range)

1 (112)

1 (111)

1 (112)

1 (111)

1 (16)

1
2

372 (70.5)
66 (12.5)

66 (48.9)
21 (15.6)

23 (69.7)
2 (6.1)

223 (77.4)
36 (12.5)

60 (83.3)
7 (9.7)

]3

90 (17.0)

48 (35.6)

8 (24.2)

29 (10.1)

5 (6.9)

0 (011)

0 (010)

0 (011)

0 (010)

0 (03)

0

394 (74.6)

73 (54.1)

26 (78.8)

232 (80.6)

63 (87.5)

2

72 (13.6)

27 (20.0)

3 (9.1)

36 (12.5)

6 (8.3)

]3

62 (11.7)

35 (25.9)

4 (12.1)

20 (6.9)

3 (4.2)

7.5 (2.224)

6.75 (217)

4 (17.6)

9.4 (243)

26.5 (1632)

Total number of relationships, n (%)

Number of concurrent relationships, med (Range)
Number of concurrent relationships, n (%)

Duration of overlap (weeks), med (IQR)
IQR, inter-quartile range; CI, confidence interval.

Specifically, among sexually active participants, we see
that 45.9% of black men, 19.4% of black women, 21.2% of
coloured men and 12.5% of coloured women were engaged
in CPs during the past year. This is comparable to the 2009
CP prevalence estimates of Maughan-Brown in his analysis
of sexually experienced participants in the Cape Area Panel
Study (CAPS): 39% of black men, 14% of black women, 8%
of coloured men and 1% of coloured women [30]. Both our
study and the CAPS data indicate that black men have the
highest frequencies of engaging in CPs. Overall, our study

a nuanced and holistic definition of CPs. The results of our
analysis indicate that not only is there a high incidence and
prevalence of CPs in the study communities but the duration
of overlapping relationships is also long. Indeed, among all
participants we observed a point prevalence of 8.4%, cumulative prevalence of 18.4% and a 7.5-week median duration
of overlap among those who had CPs. Importantly, our data
also show that most people with two or more relationships
in the previous year did not have serially monogamous
relationships.
Table 3.

Binomial regression models for relative risk of concurrency in racesex groups
Model 1

Model 2

Model 3

Model 4

Crude RR (95% CI)

Crude RR (95% CI)

Adjusted RR (95% CI)

Adjusted RR (95% CI)

1.00



Sex
Male
Female

0.43 (0.320.57)

1.00

1.00

0.43 (0.320.57)

0.57 (0.231.40)

Race
Coloured



1.00

1.00

1.00

Black



1.85 (1.152.97)

1.86 (1.172.97)

2.16 (1.104.27)







0.73 (0.281.87)

Race-sex interaction
RR, risk ratio; CI, confidence interval.
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Table 4.

Estimates for the effect of sex and race on duration of overlap in concurrent relationships that began in the previous year

Intercept

Model 1

Model 2

Model 3

Model 4

Crude b-coefficient
(95% CI)

Crude b-coefficient
(95% CI)

Adjusted b-coefficient
(95% CI)

Adjusted b-coefficient
(95% CI)

14.07 (6.8721.26)

12.20 (5.7018.70)

12.99 (8.6817.31)

5.89 (3.318.47)

Sex
Female

4.42 ( 1.8810.72)



4.43 ( 1.8710.73)

19.43 (7.0931.76)

0.90 ( 6.338.13)


8.10 (2.6313.56)
17.20 (31.303.10)

Race
Black
Racesex interaction




0.81 ( 7.178.78)


CI, confidence interval.

produced higher estimates for all racesex groups. This may
be due to differences in several factors including, but not
limited to: the specific areas under study, how the denominators were calculated, how CPs were measured and the
mode of interviewing.
Crucially, we see that black men had the highest cumulative prevalence, point prevalence and incidence rates compared to the other three demographics. Black men had 2.16
(95% CI: 1.104.27) times the risk of having CPs in the
previous year compared to coloured men. More than half of
the black men who reported CPs had three or more CPs in
the previous year. Kenyon et al. report that black people in
South Africa have more favourable attitudes towards concurrency than coloured and white people, and this may
explain the reasons why prevalence is highest in this group
[35]. It has been previously noted that if a specific subgroup
of a population is engaging in greater numbers of CPs, such
as black men in our population, then the connectedness of
the sexual network that they are part of also increases, which
may thus increase their HIV transmission probability in a nonlinear fashion [31,36].
In addition, all of the racesex groups investigated in our
study have CPs that are characterized by median durations of
overlap of four weeks or more. Coloured women had the
longest overlaps with the median duration lasting more than
six months. This observation is consistent with the finding
that coloured women had higher point prevalence but not
higher cumulative prevalence of CPs than coloured men.
Under the assumption that most coloured women choose
coloured men for partners and that it may be easier to hide a
concurrent relationship of short duration, the longer overlaps
in coloured women versus men may also explain the finding
that coloured men were more likely to think that their
partners had other partners.
Whether or not to classify the observed durations of
overlap as long, is a subjective judgement call. Perhaps the
most objective and relevant reference point is the duration of
the acute phase of HIV infection. Estimates for the duration
of this phase range from one to three months [37,38]. In light
of this point of reference, the median durations of overlap
observed in our survey are relatively long. The epidemiological implication of long overlaps in relationships is that they
may give rise to stable, connected sexual networks because
participants go back and forth between sexual partners over

the course of several weeks to months. This means that a
person’s risk of HIV acquisition will be influenced by the
behaviour of others in the network, in addition to his or her
own behaviour [39]. These relationships are also more likely
to take full advantage of the high viral load and associated
high infectiousness during the acute phase of infection, with
enhanced transmission potential as a result.
Another key idea that our analysis elucidates is that it is
not just men who have high frequencies of engaging in CPs.
Large fractions of women also had CPs during the previous
year: 19.4% and 12.5% black and coloured sexually active
women, respectively. Indeed, out of 65 black women who
reported more than one relationship in the previous year,
all but nine engaged in concurrency, as opposed to serial
monogamy. Many previous studies have reported relatively
smaller proportions of women engaging in CPs [30,40,41].
Still, other studies that have investigated the relationship
between HIV and CPs have neglected to incorporate CPs from
women in their estimates altogether [7,9,10,17]. We argue
that in order to understand how or if CPs affects HIV transmission, it is essential to also have accurate estimates of
CPs in women and include their contributions to making the
sexual network more connected.
Our study has several implications for how research related
to estimating the occurrence of CPs is conducted. First, it gives
insight into the utility of the UNAIDS proposed indicator of
measuring the point prevalence of CPs six months before
the survey. As expected, based on the relationship overlap
data, we found large differences between the reported point
prevalence and cumulative prevalence, especially for men.
Men in our study had shorter durations of overlap and so
cross-sectional snapshots of the sexual network (i.e. point
prevalence estimates) were less likely to include the short
concurrent relationships. This implies that the point prevalence alone may not be a sufficient proxy for studies investigating the relationship between HIV and CPs. Linking the
cumulative prevalence indicator to the point prevalence
indicator and duration of overlap can help to distinguish
between different types of CP patterns at the population
level. For example, if point prevalence and cumulative prevalence are small, and the average duration of overlap is short,
relative to the period of observation, this would suggest that
engaging in CPs is confined to a small subgroup of individuals.
Large differences between point prevalence and cumulative
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prevalence, despite relatively short mean duration of overlap,
suggest that there is a large fraction of people infrequently
engaging in CPs.
Measuring the incidence of CPs may add value to studies
that estimate the effect of behavioural change interventions.
For instance, there may be settings in which a small core
group of individuals is engaging in a high number of short CPs
each year. If the intervention reduces the rate of acquiring
CPs, but not the size of this core group, then the one-year
cumulative prevalence of CPs before and after the intervention would be similar. Moreover, the short duration of
overlap would result in point prevalence estimates of CPs
that are very small, and therefore may lack statistical power
to detect differences over time. Our study suggests that point
prevalence, incidence, cumulative prevalence, number of
relationships and duration of overlap, in combination, tell a
more complete story. High proportions of people engaging in
CPs (i.e. cumulative prevalence), high frequency of engaging
in CPs (i.e. incidence) and long overlaps would lead to a
highly connected network and faster spread of HIV.
Second, our study offers a better way to measure concurrency for future studies that investigate the relationship
between CPs and HIV [42]. Although UNAIDS suggests an
indicator that researchers should use, it does not elaborate
on how the source data should be collected. The largest
strength of our study is that our estimates of CPs were
derived from a questionnaire that used ACASI, which has
been shown to increase reporting of sensitive sexual behaviours in other African contexts [4346] and reduce social
desirability bias in our own study [25]. Furthermore, the questionnaire was presented on a touchscreen desktop computer,
which exhibited a visual timeline with dates during the previous year. The durations for each relationship were constantly displayed below the timeline in different colours to
help participants recall new relationships in the context of
dates for previous relationships they enumerated. Visual
timelines have been shown to foster internal consistency in
reporting relationship dates [47,48]. Moreover, we believe
our questionnaire reduced fatigue bias because it was designed specifically to ask relatively few questions about sexual
behaviours in each relationship. This contrasts with DHSs,
for example, which have been previously used to estimate
CP prevalence in different populations [2,49]. Also, we believe our more accurate CPs estimates lend themselves well as
calibration data for modelling studies of the spread of HIV
and effectiveness of combination prevention strategies in an
urban South African context.
Our study is not without limitations. First, our CPs estimates
may still be biased despite using an ACASI questionnaire.
A study conducted on Likoma Island in Lake Malawi, using
socio-centric data to look at inter-partner agreement of
reports of sexual relationships, indicated that CPs estimates
may still be unreliable even when ACASI questionnaires are
administered [50]. Furthermore, the same study also found
that relationships of longer duration were more likely to be
reported and short-term relationships may be underreported
by participants. Date heaping is another form of bias that may
be present, resulting in overestimates of concurrency [51].
However, we believe our study was less likely to show these

forms of bias due to the visual timeline that we used to help
people accurately recall their relationships and their durations. A second limitation of our study is that our data were
left truncated, and therefore we do not have the beginning
dates of relationships that started one year before the survey.
This means that the median duration of overlap we calculated
in Table 2 is probably an underestimate of the true median,
because it is possible that two relationships that were overlapping at the start of the previous 12-month window, had
been overlapping before the period of observation. The fact
that the data were left truncated limited the number of
relationships we could use for our analysis of the effect of sex
and race on duration of overlap in CPs. It also prevented us
from performing more advanced time-to-event analyses for
the risk of entering CPs.
Although we do not have any evidence to advocate for
or against CPs interventions, we believe that it is premature
to give up on behavioural interventions as a mode for HIV
prevention. The lack of evidence for the effectiveness of CPsreduction interventions does not necessarily mean that such
interventions are ineffective. Many reasons for this lack of
evidence exist. In the current context of a strong international focus on biomedical interventions for HIV prevention,
behavioural research is relatively underfunded [52]. As a
result, studies with a primary focus on sexual behaviour
lack funds to collect HIV biomarkers [53]. Alternatively, many
studies with a primary focus on biomedical interventions
include the measurement of HIV incidence but studies of
sexual relationship histories are often treated as secondary
analyses [54], and suboptimal designs for collecting this
sensitive information are used.

Conclusions
Although we cannot provide evidence of CPs influencing HIV
transmission, we do offer a useful way forward for measuring
and defining CPs for future studies. We have demonstrated
that in economically disadvantaged areas around Cape Town,
CPs rates are high and the average duration of overlaps are
relatively long. The conditions needed to create and maintain
a highly connected sexual network have been met in this
setting. Our study does not lend itself to providing evidence
for the commencement, continuation or termination of public
health interventions related to CPs. However, our estimates
may be useful in future modelling studies that attempt
to improve our understanding of what combination of CPs
incidence, prevalence and duration of overlap would be
sufficient to result in sizeable increases in the rate of HIV
transmission. We believe it would be useful to repeat our
survey and analysis in other settings with varying degrees of
HIV prevalence to see if further associations can be found
with our proposed suite of CP indicators and HIV.
Authors’ affiliations
1
The South African Department of Science and Technology/National
Research Foundation (DST/NRF) Centre of Excellence in Epidemiological
Modelling and Analysis (SACEMA), Stellenbosch University, Stellenbosch,
South Africa; 2International Centre for Reproductive Health, Ghent University, Gent, Belgium; 3Center for Statistics, Hasselt University, Diepenbeek,
Belgium; 4Centre for Health Economic Research and Modeling Infectious
Diseases, Vaccine and Infectious Disease Institute, University of Antwerp,
Wilrijk, Belgium

7

Beauclair R et al. Journal of the International AIDS Society 2015, 18:19372
http://www.jiasociety.org/index.php/jias/article/view/19372 | http://dx.doi.org/10.7448/IAS.18.1.19372

Competing interests
There are no competing interests.
Authors’ contributions
RB, WD and NH jointly designed the ACASI survey. RB coordinated data
collection. RB conducted the statistical analysis. NH and WD supervised the
data analysis. WD and RB wrote the first draft manuscript. All authors
contributed during the editing process and approved the final, submitted
manuscript.
Acknowledgements
The authors thank the survey respondents for their participation in this study.
They are also indebted to the research assistants for countless hours of
dedicated fieldwork and to the Desmond Tutu TB Centre at Stellenbosch
University for their guidance in coordination and planning of this crosssectional sexual behaviour survey. The Flemish Interuniversity Council and the
Research Foundation  Flanders (FWO) provided financial support for the
survey. WD and RB received funding from the Canadian International
Development Agency and FWO. NH is grateful for the support from the
University of Antwerp scientific chair in Evidence-Based Vaccinology, financed
from 2009 to 2014 by an unrestricted donation from Pfizer.
References
1. Eaton JW, Hallett TB, Garnett GP. Concurrent sexual partnerships and
primary HIV infection: a critical interaction. AIDS Behav. 2011;15(4):68792.
2. Fox AM. Marital concurrency and HIV risk in 16 African countries. AIDS
Behav. 2014;18(4):791800.
3. Goodreau SM, Cassels S, Kasprzyk D, Montano DE, Greek A, Morris M.
Concurrent partnerships, acute infection and HIV epidemic dynamics among
young adults in Zimbabwe. AIDS Behav. 2012;16(2):31222.
4. Kenyon C, Colebunders R. Strong association between point-concurrency
and national peak HIV prevalence. Int J Infect Dis. 2012;16(11):e8267.
5. Kretzschmar M, Carael M. Is concurrency driving HIV transmission in SubSaharan African sexual networks? The significance of sexual partnership
typology. AIDS Behav. 2012;16:174652.
6. UNAIDS Reference Group on Estimates Modelling and Projections. Working
group on measuring concurrent sexual partnerships. HIV: consensus indicators
are needed for concurrency. Lancet. 2010;375(9715):6212.
7. Kenyon C, Buyze J. Correlation between national peak HIV prevalence and
concurrency, STI treatment capability, condom use and circumcision: an
ecological study. World J AIDS. 2014;4:24957.
8. Kenyon CR, Osbak K, Buyze J. The prevalence of HIV by ethnic group is
correlated with HSV-2 and Syphilis prevalence in Kenya, South Africa, the
United Kingdom, and the United States. Interdiscip Perspect Infect Dis. 2014;
2014:284317.
9. Tanser F, Barnighausen T, Hund L, Garnett GP, McGrath N, Newell ML. Effect
of concurrent sexual partnerships on rate of new HIV infections in a highprevalence, rural South African population: a cohort study. Lancet. 2011;
378(9787):24755.
10. Westercamp N, Mattson CL, Bailey RC. Measuring prevalence and
correlates of concurrent sexual partnerships among young sexually active
men in Kisumu, Kenya. AIDS Behav. 2013;17(9):312432.
11. Reniers G, Watkins S. Polygyny and the spread of HIV in sub-Saharan
Africa: a case of benign concurrency. AIDS. 2010;24(2):299307.
12. Sawers L, Isaac AG, Stillwaggon E. HIV and concurrent sexual partnerships:
modelling the role of coital dilution. J Int AIDS Soc. 2011;14:44.
13. Gaydosh L, Reniers G, Helleringer S. Partnership concurrency and coital
frequency. AIDS Behav. 2013;17(7):237686.
14. Delva W, Meng F, Beauclair R, Deprez N, Temmerman M, Welte A, et al.
Coital frequency and condom use in monogamous and concurrent sexual
relationships in Cape Town, South Africa. J Int AIDS Soc. 2013:16:18034, doi:
http://dx.doi.org/10.7448/IAS.16.1.18034
15. Go MH, Blower S. What impact will reducing concurrency have on
decreasing the incidence of HIV in heterosexual populations? Sex Transm Dis.
2012;39(6):4145.
16. Chopra M, Townsend L, Johnston L, Mathews C, Tomlinson M, O’Bra H,
et al. Estimating HIV prevalence and risk behaviors among high-risk heterosexual men with multiple sex partners: use of respondent-driven sampling.
J Acquir Immune Defic Syndr. 2009;51(1):727.
17. Sully E, Reniers G, Ekoru K, Seeley J, editors. Partnership concurrency
and HIV incidence in a population-based cohort study in rural Uganda.

San Francisco, CA: Population Association of America 2012 Annual Meeting;
2012.
18. Maughan-Brown B. Variation in concurrent sexual partnerships and
sexually transmitted diseases among african men in cape town, South Africa.
Sex Transm Dis. 2012;39(7):53742.
19. Helleringer S, Mkandawire J, Kohler HP. A new approach to measuring
partnership concurrency and its association with HIV risk in couples. AIDS
Behav. 2014;18(12):2291301.
20. Eaton JW, Takavarasha FR, Schumacher CM, Mugurungi O, Garnett GP,
Nyamukapa C, et al. Trends in concurrency, polygyny, and multiple sex
partnerships during a decade of declining HIV prevalence in Eastern Zimbabwe.
J Infect Dis. 2014;210(Suppl 2):S5628.
21. Kenyon C, Buyze J, Colebunders R. HIV prevalence by race co-varies closely
with concurrency and number of sex partners in South Africa. PLoS One.
2013;8(5):e64080.
22. Adimora AA, Hughes JP, Wang J, Haley DF, Golin CE, Magnus M, et al.
Characteristics of multiple and concurrent partnerships among women at high
risk for HIV infection. J Acquir Immune Defic Syndr. 2014;65(1):99106.
23. Morris M, Epstein H, Wawer M. Timing is everything: international
variations in historical sexual partnership concurrency and HIV prevalence.
PloS One. 2010;5(11):e14092.
24. Kwena ZA, Mwanzo IJ, Bukusi EA, Achiro LF, Shisanya CA. A cross-sectional
survey of prevalence and correlates of couple sexual concurrency among
married couples in fishing communities along Lake Victoria in Kisumu, Kenya.
Sex Transm Infect. 2014;90(2):13944.
25. Beauclair R, Meng F, Deprez N, Temmerman M, Welte A, Hens N, et al.
Evaluating audio computer assisted self-interviews in urban South African
communities: evidence for good suitability and reduced social desirability bias
of a cross-sectional survey on sexual behaviour. BMC Med Res Methodol.
2013;13:11.
26. Lurie MN, Rosenthal S. Concurrent partnerships as a driver of the HIV
epidemic in Sub-Saharan Africa? The evidence is limited. AIDS Behav. 2010;
14:1724.
27. Shisana O. HIV/AIDS in South Africa: at last the glass is half full. 6th
South African AIDS Conference; 2013 June 1821; Durban, South Africa.
28. Myer L, Ehrlich RI, Susser ES. Social epidemiology in South Africa.
Epidemiol Rev. 2004;26:11223.
29. Mah TL. Prevalence and correlates of concurrent sexual partnerships
among young people in South Africa. Sex Transm Dis. 2010;37(2):1058.
30. Maughan-Brown B. Concurrent sexual partnerships among young adults
in Cape Town, South Africa: how is concurrency changing? Sex Health. 2013;
10(3):24652.
31. Kenyon C, Dlamini S, Boulle A, White R, Badr M. A network-level explanation for the differences in HIV prevalence in South Africa’s racial groups. Afr
J AIDS Res. 2009;8(3):24354.
32. City of Cape Town. City of Cape Town-census 2001. Cape Town: Strategic
Development Information; 2001.
33. Ayles HM, Sismanidis C, Beyers N, Hayes RJ, Godfrey-Faussett P. ZAMSTAR,
The Zambia South Africa TB and HIV reduction study: design of a 2 2 factorial
community randomized trial. Trials. 2008;9:63.
34. Delva W, Beauclair R, Welte A, Vansteelandt S, Hens N, Aerts M, et al. Agedisparity, sexual connectedness and HIV infection in disadvantaged communities around Cape Town, South Africa: a study protocol. BMC Public Health.
2011;11:616.
35. Kenyon CR, Osbak K, Buyze J, Johnson S, van Lankveld J. Variations of
sexual scripts relating to concurrency by race, class, and gender in South Africa.
J Sex Res. 2014:19. [Epub ahead of print].
36. Morris M, Kretzschmar M. Concurrent partnerships and the spread of HIV.
AIDS. 1997;11(5):6418.
37. Cohen MS, Gay CL, Busch MP, Hecht FM. The detection of acute HIV
infection. J Infect Dis. 2010;202(Suppl 2):S2707.
38. Hollingsworth TD, Anderson RM, Fraser C. HIV-1 transmission, by stage of
infection. J Infect Dis. 2008;198(5):68793.
39. Epstein H, Morris M. Concurrent partnerships and HIV: an inconvenient
truth. J Int AIDS Soc. 2011;14:13.
40. Maher D, Waswa L, Karabarinde A, Baisley K. Concurrent sexual partnerships and associated factors: a cross-sectional population-based survey in a
rural community in Africa with a generalised HIV epidemic. BMC Public Health.
2011;11:651.
41. Xu H, Luke N, Zulu EM. Concurrent sexual partnerships among youth
in urban Kenya: prevalence and partnership effects. Popul Stud. 2010;64(3):
24761.

8

Beauclair R et al. Journal of the International AIDS Society 2015, 18:19372
http://www.jiasociety.org/index.php/jias/article/view/19372 | http://dx.doi.org/10.7448/IAS.18.1.19372

42. Mah TL, Shelton JD. Concurrency revisited: increasing and compelling
epidemiological evidence. J Int AIDS Soc. 2011;14:33.
43. Dolezal C, Marhefka SL, Santamaria EK, Leu CS, Brackis-Cott E, Mellins
CA. A comparison of audio computer-assisted self-interviews to face-to-face
interviews of sexual behavior among perinatally HIV-exposed youth. Archiv Sex
Behav. 2012;41(2):40110.
44. Hewett P, Mensch B, Erulkar A. Consistency in the reporting of sexual
behavior by adolescent girls in Kenya: a comparison of interviewing methods.
Sex Transm Infect. 2004;80(Suppl 2):ii438.
45. Kissinger P, Rice J, Farley T, Trim S, Jewitt K, Margavio V, et al. Application
of computer-assisted interviews to sexual behavior research. Am J Epidemiol.
1999;149(10):9504.
46. Phillips AE, Gomez GB, Boily MC, Garnett GP. A systematic review and
meta-analysis of quantitative interviewing tools to investigate self-reported
HIV and STI associated behaviours in low- and middle-income countries. Int J
Epidemiol. 2010;39(6):154155.
47. Kabiru CW, Luke N, Izugbara CO, Zulu E. The correlates of HIV testing and
impacts on sexual behaviour: evidence from a life history study of young
people in Kisumu, Kenya. BMC Public Health. 2010;10:412.

48. Luke N, Clark S, Zulu E. The relationship history calendar: improving sexual
behaviour data among youth in developing country settings. Population
Association of America (PAA) Conference; 2008 April 1719; New Orleans,
USA. 2008.
49. Reniers G, Tfaily R. Polygyny, partnership concurrency, and HIV transmission in Sub-Saharan Africa. Demography. 2012;49:1075101.
50. Helleringer S, Kohler HP, Kalilani-Phiri L, Mkandawire J, Armbruster B.
The reliability of sexual partnership histories: implications for the measurement of partnership concurrency during surveys. AIDS. 2011;25(4):50311.
51. Morris M, O’Gorman J. The impact of measurement error on survey
estimates of concurrent partnerships. Math Pop Studies. 2000;8(3):23149.
52. Schwartlander B, Stover J, Hallett T, Atun R, Avila C, Gouws E, et al.
Towards an improved investment approach for an effective response to HIV/
AIDS. Lancet. 2011;377(9782):203141.
53. Coates TJ, Richter L, Caceres C. Behavioural strategies to reduce HIV
transmission: how to make them work better. Lancet. 2008;372(9639):66984.
54. MacQueen KM. Framing the social in biomedical HIV prevention trials: a
20-year retrospective. J Int AIDS Soc. 2011;14(Suppl 2):S3.

9

