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ABSTRACT 
The study aimed at assessing the practice of HIV status disclosure, sexual behaviour and knowledge of disclosure and safe sex 

practices among HIV seropositive individuals attending the President’s Emergency Plan for AIDS Relief (PEPFAR) Clinic at 

the University College Hospital, Ibadan. Systematic random sampling technique was used to select 392 HIV positive adults at 

the PEPFAR clinic. Data were collected using a validated interviewer-administered questionnaire containing a 12-point 

knowledge scale. The mean age of respondents was 35.6 ± 9.6 years. Majority (69.9%) were females and 59.4% were married. 

The overall mean safe sex knowledge score of the respondents was 8.3 ± 2.4. Majority (70.9%) were aware that disclosure of 

HIV status to a partner before having sex could reduce  HIV transmission, while 92.7% knew that consistent and correct use of 

condom could prevent its spread. However, only 39% of respondents had disclosed their status to all their sexual partners. More 

married respondents (48.5%) disclosed their status than the unmarried (27.0%) (p<0.05). The proportions of female and male 

respondents who disclosed their status were 40.3% and 37.1% respectively. Hindrances to disclosure included fear of 

stigmatization (46.4%) and fear of abandonment (26.4%). Majority of respondents (75.5%) who had disclosed their status to all 

sexual partners practiced safe sex than those who had not disclosed (59.2%) (p<0.05). Positive attitude towards the disclosure 

of one’s serostatus to sexual partners and safe sex was exhibited by 62.8% and 58.4% of the respondents respectively. Non-

usage of condom was more among the unmarried (38.6%) than the married (23.2%) (p<0.05); it was also more among females 

(33.8%) than males (28.7%), (p<0.05). High rates of non-disclosure of HIV status and unsafe sexual practices were noted. 

HIV/AIDS educational programmes and media campaigns should be intensified to promote the adoption of serostatus disclosure 

and safe sexual practices among HIV positive persons. 
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INTRODUCTION 

 
1 HIV/AIDS is a global pandemic which has claimed the 

lives of more than 25 million people in it over 25 years 

of existence (UNAIDS, 2008). It was estimated that 33.4 

million people worldwide were living with HIV in 2008 

while 2 million died due to AIDS in the same year 
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(WHO, 2010). In 2009, about 22.4 million people were 

estimated to be living with the infection in sub-Saharan 

Africa (UNAIDS, 2009). It is estimated that 90-95% of 

all HIV infections in Nigeria are transmitted through 

unprotected, heterosexual, encounter, leaving 5-10% to 

transmission through other sources (UNDP, 2004).  
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 Since the majority of HIV transmission in Nigeria is 

due to unprotected sex, most prevention messages have 

promoted self-protection with consistent condom use for 

sexual encounters.  However, condoms may fail due to 

tear or leakage, thus posing a risk of transmission to the 

partner (Bennett, Draper and Frith, 2000; Walt, 2001). 

Promotion of serostatus disclosure in addition to 

reducing unsafe sex among HIV-positive persons may 

yield important public health benefits as the increasing 

availability of post–exposure prophylaxis makes it 

possible for HIV–negative partners who know they are 

at risk to obtain treatment in the case of condom failure 

during sex (Ciccarone et al., 2003).  

Disclosure of HIV status to sexual partner is an 

important prevention goal emphasized by the Center for 

Disease Control and Prevention (CDC) in their protocol 

for HIV counselling and testing (MMWR, 2002). The 

CDC in 2000 initiated an innovative Serostatus 

Approach to Fighting the Epidemic (Project SAFE) 

(Janssen et al., 2001) and expanded these efforts in 2003 

with the initiative “Advancing HIV Prevention: New 

Strategies for a Changing Epidemic” (Janssen et al., 

2003).  One of the approaches in this initiative is to 

decrease transmission risk behaviors of HIV-

seropositive individuals. A major component of 

preventive efforts directed at HIV-infected individuals 

involves encouraging them to disclose their HIV 

serostatus to their sexual partners (Simoni and 

Pantalone, 2004). Disclosure increases the awareness of 

HIV risk to untested partners thus leading to greater 

uptake of voluntary HIV counselling and testing as well 

as positive changes in risk behaviours (Medley et al., 

2004).  

 Advances in the treatment of HIV disease in recent 

years have prompted concern that individuals may 

regard HIV/AIDS as a less serious threat and 

consequently become less committed to safe sexual 

practices (Holmes and Pace, 2002; Demmer, 2003). As 

treatment access expands in resource-limited countries, 

the health, longevity and quality of life for people with 

HIV will improve and hence potentially increase 

opportunities for sexual transmission. Optimism about 

the treatment or misperceptions about the effects of 

antiretroviral drugs may also cause some people to 

increase their risk behaviour (UNAIDS 2006; Sullivan et 

al., 2007).  However, a study in Uganda showed that with 

adequate prevention and Counselling programmes, 

integrated antiretroviral therapy (ART) could reduce 

risky sexual behaviours among positive individuals 

thereby reducing HIV transmission (Bunnell et al, 2006). 

 Studies conducted in America have shown that up to 

one third of individuals diagnosed with HIV infection 

continue to have unprotected sex, at times without 

informing their sexual partners, who may be of negative 

or unknown serostatus (Wolitski et al., 1998; Kalichman 

et al., 2000). Other studies have shown low levels of 

disclosure rates to sexual partners among HIV positive 

individuals (Stein et al., 2003; Sullivan, 2005; Akani and 

Erhabor, 2006). This could encourage unsafe sex 

practices and calls for serious focus on behavioural 

change (Global HIV Prevention Working Group, 2003). 

Despite national efforts to combat HIV/AIDS in recent 

years, the number of people contracting the infection in 

the country and the number of HIV/AIDS related deaths 

continues to increase every year (Nzeh and Okachie, 

2010). Experts have said that the HIV scourge can only 

begin to witness drastic reduction when there is change 

in sexual behaviour reflected in positive life styles by all 

and sundry (Nzeh and Okachie, 2010). Transmission risk 

behaviours such as multiple sexual partners and unsafe 

sexual practices serve as important indicators of the level 

of positive or negative sexual behaviour prevalent 

among HIV positive individuals (Slaymaker, 2004). 

 There are relatively few studies on disclosure of HIV 

serostatus and sexual behaviours among HIV positive 

individuals in sub-Saharan Africa especially Nigeria.  

Previous studies in Nigeria did not document the 

relationship between disclosure and sexual risk-

reduction behaviour. This study was designed to 

determine the rate of HIV status disclosure and its 

association with safe sex practices among HIV 

seropositive individuals. The documentation of the 

findings of this study contributes to information and 

recommendations on areas upon which to concentrate 

interventions, in the strategic plan on HIV/AIDS 

prevention and control program. 

 

 

METHODOLOGY 

 

Study Site 

This descriptive cross-sectional study was conducted at 

the PEPFAR ART Clinic in the University College 

Hospital (UCH) situated in Ibadan metropolis in Oyo 

state, Nigeria. The University College Hospital (UCH) 

was commissioned in 1957. It is one of the leading 

tertiary heath institutions in Nigeria and was among the 

25 tertiary institutions across the country in which the 

federal government of Nigeria introduced Antiretroviral 

Treatment (ART) for People Living with HIV/AIDS 

(PLWHAs) in 2001. By 2008, about 7000 PLWAs were 

receiving care and treatment at the clinic. 

 

Study Population 

HIV positive persons (from age 18 years and above who 

had known their HIV status for up to six months) that 
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were attending the UCH PEPFAR clinic at the time the 

study was conducted constituted the study population. 

Some of them were receiving antiretroviral drug therapy 

and monitoring while some were only on care because 

they had not reached the criteria required to commence 

ARV drugs. 

 

Instrument for data collection 

A semi-structured interviewer-administered 

questionnaire containing both closed and open-ended 

questions was used for collecting data. The questionnaire 

consisted of eight sections namely: socio-demographic 

characteristics of respondents, respondents’ knowledge 

about disclosure and safe sex practices, respondents’ 

sexual behaviour and practice of disclosure and safe sex, 

hindrances to disclosure, respondents’ attitude towards 

disclosure and safe sex behaviour, respondents’ 

perceived self-efficacy to disclose their status and 

practice safe sex and respondent’s views on how to 

enhance their self-efficacy for disclosure. Respondents’ 

attitude towards disclosure and safe sex were each 

measured using a likert scale containing 11 and 13 

statements respectively with options of ‘agree’, 

‘disagree’ or ‘not sure’. Respondents’ perceived self-

efficacy to disclose their status and practice safe sex was 

measured using a likert scale containing 10 statements 

with options of ‘very confident’, ‘little confident’, ‘not 

confident at all’ or ‘not sure’. The questionnaire was 

field tested and revised before being used for the data 

collection. 

 

Sample Size Determination 

Based on a similar study carried out in Cape Town, 

South Africa by Simbayi et al. (2007) and the estimated 

study population of 7000, the EPI INFO StatCalc 

epidemiologic calculator was used to estimate the 

sample size for the study to be 356. A 10% non-response 

factor of 36 was added to give a total sample size of 

(356+36) = 392 

 

Data Collection Procedure 

Based on the calculated sample size and the study 

population on record at time of study, the sample ratio 

was calculated as 392/7000 = 1 in 18. Systematic random 

sampling technique was used to select the respondents as 

they queued at two different points either for drugs or for 

routine tests/monitoring based on the calculated 

sampling ratio. Those who were under 18 years and who 

had not known theirstatus for up to six months were 

excluded from the study. The selection of respondents 

lasted from January through February 2009. Three (one 

male and two females) support group leaders who are 

staff of the centre were trained on how to administer the 

questionnaire and collect reliable information.  

 

Data management and analysis 

A 12-point knowledge scale was developed to assess 

respondents’ knowledge about disclosure and safe sex. 

Each correct answer on the knowledge scale was 

awarded one mark while an incorrect answer was 

awarded zero. Two attitudinal scales each containing 11 

and 13 attitudinal statements respectively were used to 

determine respondents’ attitude towards disclosure and 

safe sex. Their responses were differentiated or graded 

into positive and negative attitudes depending on 

whether the expressed feeling connote likeness or 

aversion for disclosure and safe sex. Three points were 

awarded for positive attitude, two points for negative 

attitude and one point for those who were not sure. The 

perceived self-efficacy (self-reported ability or self-

confidence to perform a task) to disclose to sexual 

partners and to practice safe sex was carried out using a 

self-efficacy scale containing ten statements to measure 

how confident respondents were in performing some 

tasks. Their responses were distributed as follows: very 

confident, little confident, not confident at all, or not 

sure. Two marks were awarded for very confident, one 

for little confident and zero for not confident at all as well 

as not sure. Analysis was done using both descriptive 

statistics and bivariate analytical methods such as the 

Chi-Square, the Student’s t-test and ANOVA to 

determine statistical significance of the findings of the 

study.. 

 

 

RESULTS  

 

Socio-demographic characteristics 

The socio-demographic characteristics of the 

respondents are outlined in Table 1. Majority of the 

respondents were females (69.9%). The largest 

proportion (42.9%) of respondents was within the 25-34 

years age group while the overall mean age of the 

respondents was 35.6 ± 9.6 years. More than half 

(59.4%) of the respondents were married, majority 

(81.4%) had known their positive HIV status for more 

than a year and majority (80.1%) were on Antiretroviral 

(ARV) drugs. 
 

Knowledge about disclosure and safe sex 

Virtually all (97.4%) the respondents reported having 

received HIV post-test counseling although less than half 

(41.8%) of them could remember having been counseled 

on disclosure and a few (2.3%) could not even remember 

what they were counseled on. However, 88.8% reported 



Behaviour and Disclosure in HIV patiens 

 

 

 

72   Afr. J. Biomed. Res. Vol. 18, No.2 (May) 2015  Adebiyi and Ajuwon 

having been specifically counselled on the need to notify 

their sexual partners of their HIV status.  The overall 

mean knowledge score of respondents on disclosure and 

safe sex practices was relatively high (8.3 ± 2.4 out of 12 

points). Less than half (44.4%) of the respondents had 

individual knowledge score above the overall mean 

score. A comparative analysis of the mean knowledge 

score on the importance of disclosure and safe sex 

practice for the respondents by some demographic 

variables is shown in Table 2. There was no significant 

relationship between these variables and the mean 

knowledge score of the respondents.

 
Table 1:  

Socio-demographic characteristics of the respondents       

Variables Male 

n (%) 

Female 

n (%) 

Total 

N (%) 

Sex 118 (30.1) 274 (69.9) 392 (100.0) 

Age group (in years) 

15-24                             

25-34 

35-44 

45-54  

55 and above               

 

6 (5.1) 

38 (32.2) 

46 (39.0) 

19 (16.1) 

9 (7.6) 

 

29 (10.6) 

130 (47.4) 

73 (26.6) 

27 (9.9) 

15 (5.5) 

 

35 (8.9) 

168 (42.9) 

119 (30.4) 

46 (11.7) 

24 (6.1) 

 

Religion 

Islam 

Christianity 

Traditional religion 

None 

 

60 (50.8) 

43 (36.4) 

8 (6.8) 

7 (5.9) 

 

96 (35.0) 

167 (60.9) 

7 (2.6) 

4 (1.5) 

 

156 (39.8) 

210 (53.6) 

15 (3.8) 

11 (2.8) 

 

Marital Status 

Married 

Single 

Separated/divorced 

Widowed 

 

79 (66.9) 

20 (16.9) 

12 (10.2) 

7 (5.9) 

 

154 (56.2) 

69 (25.2) 

28 (10.2) 

23 (8.4) 

 

233 (59.4) 

89 (22.7) 

40 (10.2) 

30 (7.7) 

 

Type of Marriage 

Monogamy (one wife) 

Polygamy (multiple wives) 

 

53 (44.9) 

26 (22.0) 

 

98 (35.8) 

56 (20.4) 

 

151 (38.5) 

82 (20.9) 

 

Level of Education 

Primary 

Secondary 

University/Polytechnic        

Post graduate 

NCE 

Technical 

No formal education 

 

27 (22.9%) 

56 (47.5%) 

26 (22.0%) 

4 (3.4%) 

1 (0.8%) 

1 (0.8%) 

3 (2.5%) 

 

51 (18.6%) 

121 (44.2%) 

77 (28.1%) 

9 (3.3%) 

0 (0.0%) 

1 (0.4%) 

15 (5.5%) 

 

78 (19.9%) 

177 (45.2%) 

103 (26.3%) 

13 (3.3%) 

1 (0.3%) 

2 (0.5%) 

18 (4.6%) 

 

Occupation 

Civil servants/Professionals 

Artisans 

Traders/Business 

Private employees 

Clergy 

Student 

Farmer 

Retiree 

Housewife 

No job          

 

13 (11.0) 

41 (34.7) 

37 (31.4) 

7 (5.9) 

1 (0.8) 

12 (10.2) 

5 (4.2) 

1 (0.8) 

0 (0.0) 

1 (0.8) 

 

35 (12.8) 

38 (13.9) 

131 (47.8) 

20 (7.3) 

1 (0.4) 

31 (11.3) 

0 (0.0) 

2 (0.7) 

2 (0.7) 

14 (5.1) 

 

48 (12.2) 

79 (20.2) 

168 (42.9) 

27 (6.9) 

2 (0.5) 

43 (11.0) 

5 (1.3) 

3 (0.8) 

2 (0.5) 

15 (3.9) 
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Table 2:  

Comparison of mean knowledge score of respondents by their sex, age-group, education and use of ARV drugs  

 

Variable                                  

Mean knowledge score 

Number Mean Standard deviation P-value 

Sex  
Male 

Female 

 

118 

274 

 

8.3 

8.3 

 

2.3 

2.5 

 

0.829 

Age group (in years) 

15-24  

25-34 

35-44 

45-54 

55 and above 

 

35 

168 

119 

46 

24 

 

8.1 

8.0 

8.5 

8.3 

9.3 

 

2.8 

2.6 

2.1 

2.3 

2.8 

 

 

 

0.125 

Educational level 

Primary 

Secondary 

University/Polytechnic 

Post graduate 

NCE 

Technical 

No formal education 

78 

177 

103 

13 

1 

2 

18 

8.0 

8.3 

8.4 

8.7 

6.0 

8.5 

9.1 

2.5 

2.5 

2.4 

2.7 

 

2.1 

2.2 

 

 

 

 

 

0.636 

ARV usage 

On drugs  

Not on drugs 

 

314 

78 

 

8.3 

8.2 

 

2.4 

2.7 

 

0.668 

Note: The student’s t-test statistics was used to compare the mean knowledge score of respondents by sex and usage of ARV drugs while 

ANOVA was used to compare the mean knowledge score of respondents by their age-group and level of education. 

 

 

Knowledge about disclosure and safe sex 

Virtually all (97.4%) the respondents reported having 

received HIV post-test counseling although less than half 

(41.8%) of them could remember having been counseled 

on disclosure and a few (2.3%) could not even remember 

what they were counseled on. However, 88.8% reported 

having been specifically counselled on the need to notify 

their sexual partners of their HIV status. The overall 

mean knowledge score of respondents on disclosure and 

safe sex practices was relatively high (8.3 ± 2.4 out of 12 

points). Less than half (44.4%) of the respondents had 

individual knowledge score above the overall mean 

score. A comparative analysis of the mean knowledge 

score on the importance of disclosure and safe sex 

practice for the respondents by some demographic 

variables is shown in Table 2. There was no significant 

relationship between these variables and the mean 

knowledge score of the respondents.

 

Sexual Behaviour and practice of disclosure and safe 

sex 

Most respondents (99.2%) had ever had sex and 83.2% 

of them had had more than one sexual partner in their 

lifetime. Males (90.7%) were more likely to have had 

multiple sexual partners in their lifetime than females 

(79.9%). More respondents (61.5%) reported having 

had more than one sexual partner before knowledge of 

their positive serostatus than after (27.8%) as shown in 

Table 3. For the period of three months preceding the 

study, few (10.7%) respondents reported having had 

more than one sexual partner (Figure 4.1). Only 4.3% 

of the respondents reported involvement in casual sex 

since knowledge of their present HIV status. Figure 4.2 

shows detail of respondents’ involvement in casual sex. 

Less than half (41.2%) of those involved in casual sex 

had disclosed their present HIV status to all their sexual 

partners while 23.5% of them reported non-usage of 

condom with any sexual partner. More than half 

(50.7%) of  the respondents had disclosed to at least one 

sexual partner but only 39.0% had done so to all their 

sexual partners while 49.3% had not disclosed to any 

sexual partner at all. The proportions of females and 

males who disclosed their serostatus to all sexual 

partners were 40.3% and 37.1% respectively. Married 

respondents (48.5%) were more likely to disclose to 

their partners than the unmarried (27.0%). Fifty percent 

of the male and 55.5% of the female respondents did not 

disclose their status to the partner they had their last 
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sexual intercouse with and 71.6% of them reported the 

use of condom as the action taken to prevent those 

partners from getting infected while 21.8% did not take 

any action at all. There was a significant relationship 

between serostatus disclosure to sexual partners and the 

practice of safe sex among respondents (Table 4). 

About fifty-four percent of the respondents did not 

know the HIV serostatus of their sexual partners. More 

married respondents (53.2%) knew their partners’ 

serostatus compared with the unmarried respondents 

(22.1%). Non-disclosure to all sexual partners was more 

(62.3%) among respondents who did not know their 

partners’ status than among those who knew (28.8%). 

 

Hindrances to serostatus isclosure  

Respondents major personal reasons for non-disclosure 

to any sexual partner include: fear of abandonment 

(14.9%), separation from partner (12.8%), fear of 

stigma (10.6%), death of partner (10.6%) and lack of 

trust in partner (5.3%). On the other hand, the major 

personal reasons given by the respondents who had 

disclosed to at least a sexual partner was that the partner 

was their confidant (34.1%), to prevent partner from 

getting infected (21.2%) and so that partner can get 

tested and receive treatment if need be (21.2%). 

However, when given options to choose from, the major 

reasons given by respondents as hindrances to 

disclosure were fear of stigmatization (46.4%), fear of 

abandonment (26.4%) and divorce (8.4%). Others 

include fear of accusation/blame (7.1%) and fear of 

domestic violence and assault (4.2%). There was no 

significant relationship between any of these reasons 

and the gender of the respondents.  

 

Attitude towards disclosure to sexual partners and 

safe sex 
Many married respondents had positive attitude 

towards disclosure and safe sex. Majority of the male 

(79.7%) and   female (79.2%) respondents agreed that 

it was necessary to disclose their serostatus to their 

partners so as to protect him/her from getting infected.  

 

Table 3:  

Relationship between respondents’ reported number of sexual partners before and after knowledge of their HIV status      

Number of sexual partners 

before knowledge of HIV status 

Number of sexual partners after knowledge of HIV status Total 

No partner A partner More than one 

No partner  3 (100.0%)     0 (0.0%)     0 (0.0%)     3 (0.8%) 

A partner 31 (20.9%) 115 (77.7%)     2 (1.4%) 148 (37.8%) 

More than one 16 (6.6%) 118 (49.0%) 107 (44.4%) 241 (61.5%) 

Total 50 (12.8%) 233 (59.4%) 109 (27.8% ) 392 (100.0%) 

Fisher’s Exact Test = 121.569; P-value = 0.000 

 

 
Fig. 1 

Respondents’ reported number of sexual partners three months preceeding the study 

Fig 4.1: Respondents' reported number of sexual partners in 

three months preceding the study
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Table 4:  

Relationship between serostatus disclosure to sexual partners and the practice of safe sex among respondents  

   

Disclosure to all sexual 

partners 

           Practice of safe sex Total 

 Practiced with all partners Not practiced with all partners 

Yes 114 (75.5%) 37 (24.5%) 151 (44.2%) 

No 113 (59.2%) 78 (40.8%) 191 (55.8%) 

Total 227 (66.4%) 115 (33.6%) 342 (100.0% 

NOTE: * Fifty respondents reported not having had any sexual partner since knowledge of their present HIV status 

X2 = 10.081, p = 0.001 

 

 

 
Figure 2:  

Reported involvement casual sex 

 

The overall mean attitude score of respondents towards 

disclosure was relatively high (19.8 ± 8.7 out of a 

maximum score of 33.0). About half (50.8%) of the 

respondents had individual attitude score above the 

overall mean score while 49.2% had individual attitude 

score below the overall mean score. A significant 

statistical association was found between the mean 

attitude score of respondents towards disclosure and the 

practice of disclosure (Table 5). More than half (55.9% 

of males and 59.5% of females) of the respondents 

expressed the view that it was necessary to use condom 

with every sexual partner. The overall mean attitude 

score of respondents towards safe sex was fairly high; 

22.5 ± 9.5 out of a maximum score of 39.0. Less than 

half (49.5%) of the respondents had individual attitude 

score above the overall mean score. There was no 

significant statistical association found between the 

mean attitude score of respondents towards safe sex and 

the practice of safe sex. 

 

Perceived self- efficacy to disclose and practice safe 

sex 

The overall mean self-efficacy score of respondents 

towards disclosure was low (9.5 ± 4.7 out of a maximum 

score of 20.0). About half of the respondents had self-

efficacy score less than the mean score. A greater 

proportion of respondents who were using ARV drugs 

had more perceived self-confidence (higher mean self-

efficacy score) to perform most of the tasks listed than 

those who were not on ARV drugs. Although there was 

no significant relationship between the perceived self-

efficacy of the respondents and their gender, more 

female respondents (38.0% and 51.1% respectively) 

compared to the males (32.2% and 36.4% respectively) 

reported that they were very confident in their ability to 

purchase condoms from a chemist shop and to persuade 

partners to accept using condom during sex. 

 

Respondents’ views on how to enhance their self-

efficacy for disclosure 

Respondents’ were given some statement of actions with 

which to either agree or disagree to, or to indicate if they 

were not sure whether the action in the statement was 

necessary to enhance their self-efficacy. Majority 

(76.8% and 78.4% respectively) of the respondents 

agreed with all the statements of action indicating that 

they needed more education on how to practice 

disclosure, and how to practice safe sex. They were also 

asked to state any other action that was necessary to 

enhance their self-efficacy but none of them had any 

other view.   

 

DISCUSSION 

 

Consistent with the Nigeria UNGASS Report (2010), 

that age group 25 – 29 years had the highest HIV 

prevalence, the largest proportion of respondents in this 
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study was within the 25-34 years age group. Female 

respondents were more likely to be jobless compared to 

the male respondents thus reflecting the gender 

inequalities prevalent in the society which are likely to 

contribute to the impact of the HIV/AIDS in Nigeria 

(Nigeria UNGASS Report, 2005). Pennington (2007) 

reported that women’s low income status which is 

mainly due to the lack of access to education is among 

key factors that increase their vulnerability to HIV 

infection. 

 Although majority of respondents could recall 

having specifically received counselling on notification 

of sexual partners, there is still cause for concern 

because all HIV-positive patients are required to receive 

post-test counselling which should lay emphasis on safe 

sexual practices and partner notification (MMWR, 

2002). The post-test counselling is usually delivered in a 

single brief session shortly after test results are 

conveyed; this is a time when many people who have 

tested positive may be unprepared psychologically to 

assimilate prevention messages (Marks et al., 1999).

  

 This study showed no significant statistical 

difference between the mean knowledge scores of 

respondents on disclosure and safe sex practices by 

gender, educational level and age-group. The 

explanation could be based on the fact that the study was 

conducted among a population from a clinical setting 

where regular counselling and reproductive health 

messages are provided to all the respondents 

continously, i.e at every clinic visit. However, 

respondents who were 35 years and older had higher 

knowledge scores on HIV/AIDS in relation to disclosure 

and safe sex than their younger counterparts. 

 Males were more likely to have had multiple sexual 

partners in their lifetime than females reflecting the 

gender norms in our society which allows men to seek 

multiple sexual partners (e.g. polygamy) and this 

contributes to HIV infection dynamics in the 

heterosexual population (UNAIDS, 2008b). Consistent 

with the findings of a study in Kenya (Sarna et al, 2006), 

the present study found that multiple sexual partners 

decreased after respondents knew their positive HIV 

status and more respondents reported having no sexual 

relationship after knowledge of their positive HIV status. 

Sexual abstinence and reduction in number of sexual 

partners are some behavioural strategies used for HIV 

prevention (UNAIDS, 2006) the findings of this study 

show that some HIV-positive persons actually engage 

these two strategies to prevent the spread of the infection 

to others.  

 More than half of the respondents who reported 

involvement in casual sex had not disclosed their 

positive HIV status to their sexual partners while about 

one fourth of them reported non-usage of condom with 

any sexual partner. It has been documented that 

disclosure of seropositive status and protected sexual 

activity are most likely to occur when there is 

commitment to partners at risk for infection, and least 

likely to occur with casual partners of unknown 

serostatus (De Rosa et al., 1998).  

 The higher proportion of respondents who disclosed 

their HIV positive status to all sexual partners was 

females. This could be due to the availability of 

provider-initiated HIV testing, counselling and 

prevention services in antenatal settings which makes 

women more likely than men to be the first to know their 

HIV serostatus, hence necessitating disclosure to their 

male partners especially to prevent their babies from 

becoming infected and to protect their own health 

(UNAIDS, 2009). Consistent with some studies (Daniel 

et al., 2004; Obi and Ifebunandu, 2006), this study found 

that married respondents were significantly more likely 

to disclose their serostatus to all their sexual partners 

than the unmarried and many of them disclosed to get 

partners to go for HIV testing and to have access to 

health care such as ARV treatment if they test positive. 

Such concern for the well-being of a partner is more 

likely to be found in a stable and close relationship like 

marriage. Also, more married respondents had positive 

attitude towards disclosure compared to the unmarried 

which could possibly have made them more likely to 

disclose. Furthermore, it was found that some married 

respondents who disclosed, did not know the status of 

their partners even after disclosure. This finding gives 

evidence for the need for couple counselling and HIV 

testing to ensure that both partners know their status so 

they can plan their future and ensure the health of their 

children and family (CDC, 2009).  

 Consistent with findings from a study on HIV-

infected patients in New York City (McGowan et al., 

2004), about one-thirdof all the respondents had not used 

condom with any sexual partner since knowledge of 

their HIV status and about half of those who engaged in 

unprotected sex had had multiple partners since 

knowledge of their HIV status. Non-usage of condom 

during sex promotes HIV transmission to an uninfected 

person and could lead to re-infection with a drug-

resistant strain of HIV for those already infected (Del 

Rio, 2003; Terrence Higgins Trust, 2001) or infection 

with another STI which could weaken the immune 

system (Lane, 2003; Silver, 2003). 

 Non-usage of condom was more among the 

unmarried than the married respondents. This finding 

could stem from increased usage of condoms as a 

contraceptive measure among couples, this may also be 
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because more of the married disclosed their status and 

hence making negotiation of condom use easier. The 

study also found that non-usage of condom was more 

among females than males. The increased sexual risk 

behaviors of women compared with men has been linked 

to the challenges faced by HIV-positive women in 

convincing their male partners to use condoms since 

condoms have been stigmatized as methods used 

primarily in commercial sex or extramarital 

relationships to prevent STIs (Jürgens et al., 2008).  

 Consistent with findings both within and outside 

Africa (Wong et al., 2009; Simbayi et al., 2007; Olley et 

al., 2004; Marks et al., 2001 and Crepaz et al., 2003), this 

study reveals that non-usage of condom was 

significantly higher among those who did not disclose 

their serostatus to all their sexual partners compared to 

those who had disclosed. Majority of these women 

reported fear of abandonment and stigmatization while 

many of the males reported fear stigmatization as 

hindrances to their disclosing their status to their sexual 

partners.  

 The two major reasons given by the respondents for 

not disclosing their HIV status to sexual partners were 

fear of stigmatization and fear of abandonment Fear of 

rejection, abandonment and discrimination have been 

cited in other studies as being some of the major reasons 

for non-disclosure of status to partner(s) (Wong et al, 

2009; Elford et al, 2008 and Levy et al., 1999). It has 

been noted that the social environment in most societies 

of Nigeria harbours discrimination and stigma against 

PLWHAs (Pennington, 2007) and this does not seem to 

encourage disclosure as people would fear being 

stigmatized (Ogundare, 2010). In Nigeria, very limited 

intervention studies on stigma reduction have been done 

and the few done were of short duration to warrant any 

significant long term impact (Monjok et al., 2009). 

However, various tiers of government in Nigeria have 

been working with non-governmental organizations to 

develop and implement strategic communication 

programs to address HIV-related stigma and findings 

suggest that media-based HIV programs constitute an 

effective strategy to combat HIV/AIDS-related stigma 

(Babalola et al., 2009).  

 Respondents with higher mean attitude score 

towards disclosure and safe sex were more likely to 

disclose their status to all their sexual partners compared 

with those who had lower mean attitude score. However, 

more than half of the respondents with positive attitude 

towards disclosure as well as a substantial proportion of 

respondents who had positive attitude towards safe sex 

did not practice disclosure or safe sex with any sexual 

partner. Thus implying that a positive attitude and/or 

value is not sufficient in itself alone to bring about 

disclosure and suggests that interventions that assist 

disclosure (e.g. disclosure skills building) as well as 

promote safe sex practices targeted at people with HIV 

who do not disclose their serostatus to sexual partners are 

needed.  

 Self-efficacy has been reported as one of the 

determinants of HIV status disclosure (Kalichman and 

Nachimson, 1999). This study found that the overall 

mean self-efficacy score of respondents towards 

disclosure was low. Non-disclosure to sex partners has 

been closely associated with lower self-efficacy to 

disclose HIV status (Kebede et al., 2008). Our finding is 

similalar to this report, with women who had not 

disclosed reporting the lowest disclosure self-efficacy.  

Also, the perceived self-efficacy of respondents using 

antiretroviral (ARV) drugs was found to be greater than 

that of respondents who were not using ARV drugs. This 

could probably be due to the confidence that they have 

in the drug itself (treatment optimism). Most of the 

respondents agreed that they needed more education on 

how to practice disclosure and safe sex. 

 This study has two limitations which must be 

acknowledged. Firstly, some questions were 

retrospective in nature; hence some information may 

have been forgotten by respondents especially those who 

had known their HIV-positive status for a long time. 

Secondly, information bias due to social desirability of 

some behaviour cannot be overruled in such a study. 

However to overcome false self-reported information 

due to social desirability of some behaviours, assurance 

of confidentiality and anonymity was provided to each 

respondent to be able to elicit reliable information.  

 This study revealed that most HIV-positive 

individuals remain sexually active after diagnosis. More 

than half of them neither knew the HIV status of their 

partners nor did they disclose their own status to all those 

sexual partners. Half of those who were sexually active 

did not use condom and about one quarter of them had 

multiple partners and a few had engaged in casual sex 

since knowledge of their status. This high level of sexual 

risk behaviour indicates that there is substantial 

opportunity for transmission of HIV to at-risk partners 

from HIV positive individuals. 

 However, some HIV infected people do positively 

change their sexual practices after testing positive as a 

few unmarried respondents reported sexual abstinence 

after knowledge of their positive HIV status. For some 

respondents, sex with multiple partners decreased after 

HIV-testing in line with the behavioural strategy of 

reduction in number of sexual partners and a few of them 

also practiced disclosure to all sexual partners. This 

positive change in sexual behaviour should be 
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encouraged as it appears to be the most effective way of 

curbing further spread of the epidemic. 

Respondents who had disclosed their status to all their 

sexual partners were also more likely to practice safe sex 

with all those sexual partners although significant 

disincentives and barriers to disclosure such as fear of 

stigmatization, fear of abandonment, and fear of divorce 

persist. Overcoming the barriers to disclosure remains a 

formidable challenge for both secondary HIV prevention 

and early detection of HIV infected individuals. It is 

recommended that governments and community leaders 

should create the enabling environment to encourage 

beneficial HIV status disclosure as well as policies to 

protect against discrimination and stigmatization against 

PLWHAs. In addition, HIV prevention strategies should 

focus on promoting safe sex practices by intensifying 

and sustaining HIV/AIDS educational programmes 

among HIV positive persons since the epidemic may be 

predominantly spread by infected individuals who 

engage in risky sexual behaviors. 
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