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ABSTRACT 

Background: Human Immunodeficiency Virus (HIV) infection is a disease of significant public health 

importance. Disclosure of HIV sero status remains a significant problem among people living with the disease as 

it impacts their family support. This study set out to determine the relationship between voluntary HIV status 

disclosure and family support among patients attending Anti-Retroviral Therapy (ART) Clinics in Ogbomoso, 

South West Nigeria. 

Methods: The study was a hospital-based descriptive cross-sectional study among retroviral-positive adults’ 

respondents attending ART clinics of LAUTECH Teaching Hospital (LTH), Ogbomoso, Bowen University 

Teaching Hospital (BUTH), Ogbomoso, and State Hospital, Sunsun, Ogbomoso, Oyo State, Nigeria. Proportion-

al allocation determined the number of respondents recruited from each clinic. A simple random sampling tech-

nique was used to select patients for the study. Family support of respondents was assessed using the Perceived 

Social Support Family Scale. The association between independent and dependent variables was assessed using 

the Chi-square test. 

Results: Data from the 305 respondents who completed the study were analyzed using the Statistical 

Package for Social Sciences (SPSS 21). A total of 96.4% of respondents in the study disclosed their HIV status 

to a third party. The majority preferred to disclose to their family members. P-values of <0.05 were considered 

to be statistically significant. There was an association between HIV status disclosure and family support and the 

association was statistically significant (p-value <0.01). 

Conclusion: HIV status disclosure has a significant relationship with Family Suppor t.  
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1.0 INTRODUCTION 

Human immunodeficiency virus and acquired immunode-

ficiency syndrome (HIV/AIDS) continue to be a signifi-

cant global health issue [1]. Approximately 39.9 million 

people across the globe were living with HIV/AIDS in 

2023, and of these, 38.6 million were adults.[2] Over 1.3 

million individuals newly acquired HIV globally in 2023, 

with people in the age group 15-49 years accounting for 

over 60 % of all new HIV infections in the same year [1]. 

About 630,000 people died from AIDS related illness 

worldwide in 2023 [2].    

HIV disclosure is defined as the act of telling a third par-

ty that someone is seropositive [3]. These acts can either 

be ‘voluntary’ (by the initiative of a person living with 

HIV) or ‘involuntary’ (when the seropositivity status is 

disclosed to a third party without the consent of the per-

son living with HIV) [4]. Despite the increasing number 

of people testing positive for HIV, research indicates that 

substantial proportions of individuals diagnosed with 

HIV do not reveal their serostatus to those around them, 

including sexual partners [5]. An increasing number of 

research policy makers and programme planners have 

recognized the implications of HIV disclosure for preven-

tion, treatment, and stigma reduction. When people who 

test positive for HIV disclose their status, they may en-

courage partners to be tested or obtain emotional support 

and caregiving from family and friends [5]. 

World Health Organization (WHO) characterizes the 

family as a primary social agent in promoting health and 

well-being. The family is the fundamental unit of society, 

as most people are born into families and live within a 

family system. Regarding the care of people living with 

HIV/AIDS (PLWHA), two sources of support have been 

identified. The first refers to support given to PLWHA by 

family members and friends, while the second refers to 

support from the community, government agencies  and 

the health care industry [6]. Family members render vari-

ous forms of support to PLWHA, including accompany-

ing patients to health facilities, paying hospital bills, 

praying, providing financial assistance, and offering psy-

chological and emotional support. 

In the prevention and disease management of HIV/AIDS, 

social support plays a key role. Social support is all the 

positive interactions a person has with others. Perceived 

social support refers to the level of satisfaction that a per-

son has about their need for support, information, and 

reciprocity, and it does not necessarily relate to the num-

ber of interactions or support. Social support includes 

three main concepts: supportive networks, supportive 

behaviour, and support as an emotional concept. Emo-

tional support is primarily expected from family or 

friends. In contrast, information might be expected from 

personal or institutional networks, and the level of sup-

port needed differs from person to person. Clinical and 

empirical findings suggest that the family can be a signif-

icant source of stress for PLWHA, second only to that of 

the disease itself [7, 8]. Studies have  also shown that 

programmes for PLWHA need to engage their families to 

be successful [9]. Support from family and partners can 

also improve adherence to therapy which is the first im-

portant factor to be addressed in planning Highly Active 

Anti-Retroviral Therapy (HAART) services. Transmis-

sion of HIV is high where there is a high prevalence of 

non-disclosure, and this can be as high as 86% [10]. Non- 

disclosure is more prevalent in developing countries than 

in developed countries. Therefore, it is important to study 

the disclosure rate among HIV patients. 

The study aims to determine the relationship between 

HIV status disclosure and family support among people 

living with HIV in Ogbomoso, South West Nigeria, to 

promote disclosure among PLWHA. 

The objectives were to determine the prevalence and pat-

tern of voluntary HIV status disclosure among partici-

pants, the pattern of family support among participants, 

and the association between them.  

 

2.0 METHODOLOGY 

2.1 Study site 

The study was done at Ogbomoso, which is located in the 

South-Western part of Nigeria. The study was a hospital-

based descriptive cross-sectional study among retroviral-

positive adult respondents attending ART Clinics of 

LAUTECH Teaching Hospital (LTH), Ogbomoso, Bow-

en University Teaching Hospital (BUTH), Ogbomoso, 

and State Hospital, Sunsun, Ogbomoso, Oyo State, Nige-

ria. These were the hospitals in Ogbomoso where the 

treatment, care, and support were provided for PLWHA.  

2.2  Study population and duration 

The study consisted of adult respondents with a diagnosis 

of HIV/AIDS based on the WHO and CDC classification 

who attended the ART clinics of the three centres, gave 

their consent, and met the inclusion criteria. The study 

was conducted over four months. 
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2.3 Eligibility Criteria 

Participants included in the study were respondents aged 

18 years and above who provided informed consent, had 

been diagnosed with HIV/AIDS based on WHO or CDC 

classification, and had been on HAART for a minimum of 

six months. 

Exclusion applied to HIV-positive patients aged 18 years 

and above who presented with severe illness requiring 

emergency care, those with co-existing chronic medical 

conditions such as chronic liver disease or chronic kidney 

disease, and those with severe mental illness.  

2.4 Sample size Determination 

 The required sample size was obtained using Fisher's 

statistical formula to estimate the minimum sample size in 

descriptive health studies when the population is greater 

than 10,000 [11].  

n=   

 

Where n = the desired sample size when the target popu-

lation is greater than 10,000. Z = standard deviation, usu-

ally set at 1.96, corresponds to a 95% confidence level. p 

= proportion in the target population estimated to have a 

particular characteristic. Using 61% as the disclosure rate 

found by Titilope et al., who conducted their study at the 

Lagos University Teaching Hospital in Western Nigeria.

[12]. Therefore, p =0.61, q =1-0.61 = 0.39, and d= degree 

of accuracy desired was set at 0.05. Therefore, the sample 

size for this study was found to be: 

n=  

 

= 365.5  

However, the total number of retroviral-positive patients 

at the ART clinics per annum was less than 10,000. The 

total number of patients seen at the three ART clinics was 

1855.  

A sample size of 365 was arrived at, but since the study 

population size was less than 10,000, the final sample size 

(nf) was obtained after applying the following correction 

factor 

nf =  

 

Where nf= final sample size when population is less than 

10,000, n = calculated sample size when population is 

greater than 10,000 N= Total number of retroviral posi-

tive patients seen at the three ART clinics was 1855 based 

on the hospital records. 

Therefore nf= 365/1+365/1855 =365/1+0.197 = 

365/1.197 = 305 

Thereafter, proportional allocation was used to determine 

the number of respondents recruited from each clinic. The 

number of respondents that attended the ART Clinics in 

the preceding year at the three centres, State hospital, 

BUTH, and LTH, was 1,200 and 500 and 155 respective-

ly. This information was obtained from the hospital rec-

ords.  The proportional allocation of respondents for each 

centre was determined using the formula below: 

Proportional allocation =      

Number of enrollees  in each facility ×  sample size  

Total number of enrollees in all ART clinics at Ogbomoso 

 

State Hospital Sunsun =1200/1855 x 305= 197 

BUTH =500/1855 x 305 = 82 

LTH =155/1855 x 305 = 26 

A simple random sampling technique was used to select 

respondents for the study. From the State Hospital Sun-

sun, 197 respondents were recruited, while 82 were re-

cruited at BUTH. Lastly, at LTH Ogbomoso, 26 respond-

ents were recruited.  

2.5 Consent 

All those who participated signed informed consent.  

2.6 Instruments and materials 

2.6.1 The data were collected using the following re-

search instruments and tools  

 Mercury Sphygmomanometer (Accoson, England) 

and stethoscope were used for blood pressure meas-

urement.  

 Weighing scale (Seca Deutschland, Hamburg Germa-

ny) for weight measurement  

 Stadiometer (Seca Deutschland, Hamburg Germany) 

for height measurement. 

 A semi-structured questionnaire was developed by the 

researchers. 

2.6.2 The socio-demographic section  

The socio-demographic section of the questionnaire was 

used to obtain information such as respondents’ age, sex, 

marital status, religion, level of education, occupation and 
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ethnicity. Medical history was also taken. 

2.6.3 Clinical Measurements 

 Weight measurement: The light clothing subject was 

measured to the nearest 0.01kg using a Seca electron-

ic weighing scale (Seca Deutschland, Hamburg, Ger-

many).  The scale was adjusted every morning before 

weighing.  

 Height measurement: : Height was measured using a 

Stadiometer (Seca Deutschland, Hamburg, Germany) 

with the subject unshod, feet together, arms by side in 

an erect posture, and read to the nearest 0.01m. The 

stadiometer was reset each time before measuring. 

 Body Mass Index Calculation: Body Mass Index 

(BMI) was calculated using the formula, weight (kg)/

height² (m). Underweight was defined as BMI <18.5 

Kg/m2, normal weight as BMI between 18.5 and 24.9 

Kg/m2, overweight as BMI between 25.0 and 29.9 

Kg/m2 and obesity was defined as a BMI ≥30.0Kg/

m2 

 Blood pressure (BP): Blood pressure was measured 

with a mercury sphygmomanometer (Accosson, Eng-

land) with a standard cuff (25cm x 12cm) in the sit-

ting position on both arms after at least 5 minutes 

rest. Two consecutive measurements were obtained 2 

minutes apart, and the average measurement was 

used for the study. The phase I and phase V Korot-

koff sounds were used as systolic and diastolic blood 

pressures, respectively. Hypertension was defined as 

blood pressure ≥ 140/90mmHg or subjects on antihy-

pertensive medications. 

2.7 Family support assessments  

Family support was assessed using the Perceived Social 

Support from friends and family scale (PSS-Fr and PSS-

Fa; Procidano & Heller). It is a 40-item scale (20 items 

about friends, and 20 items about family) that assesses 

how individuals perceive support, information, and feed-

back from their friends and family. Each item asks the 

individuals to circle a “Yes”, “I don’t know”, or “No” 

response. Each  “yes” response is scored as a”1”, “I don’t 

know ” is not awarded any score, and a  “0” is given for 

each “No” response. For each of the two sections (family 

and friends), a maximum of 20 points is possible, with a 

higher score reflecting greater perceived social support. 

The PSS-(Fr) and PSS-(Fa) have good internal consisten-

cy with Cronbach´s  = 0.90 [13]. A score of 10 was re-

garded as strong family support, while ≤ 10 was weak.  

2.8 Ethical approval 

An introductory letter from LTH Ogbomoso to BUTH 

and a letter of authorization from the State Hospital were 

obtained. Ethical approvals for the study were obtained 

from the Ethical Review Committees of LTH Ogbomoso, 

BUTH Ogbomoso, Ministry of Health Oyo State, and 

State Hospital Sunsun Ogbomoso with approval numbers 

LTH/OGB/EC/2018/181, NHREC/12/04/2012, 

AD13/479/924, respectively. 

2.9 Statistical analysis 

The data were analyzed using the statistical package for 

the social sciences, SPSS version 24.0. Results were pre-

sented using frequency tables and charts. Frequency dis-

tribution was generated to reveal percentages and propor-

tions of various variables. The association between inde-

pendent and dependent variables was assessed using the 

Chi-square test. A p-value < 0.05 was considered statisti-

cally significant. All actions that could have led to con-

flicts of interest were avoided as much as possible during 

this study. 

 

3.0 RESULTS 

3.1 Profile of respondents  

Table 1 shows the socio-demographic characteristics of 

respondents. A total of 305 adult respondents attending 

ART Clinics at LTH, State Hospital Sunsun, and BUTH, 

Ogbomoso, Oyo State, participated in the study. The 

mean age of the respondents was 46.7 ± 10.7 years. The 

age range was between 20 and 90 years. The highest 

number of participants, 62.0% were in the 40-59 years of 

age category. 74.8% of the participants were females, 

while 25.2% were males, with a male-to-female ratio of 

1:3. The Majority (67.5%) of the participants were Chris-

tians, while Muslims constituted 32.5%. Most of the par-

ticipants were married (69.1%) and Yoruba (94.8%) by 

tribe. More than three-quarters of the participants had 

formal education (83.0%), while less than one-quarter 

had no formal education (17%). The majority of the par-

ticipants were currently employed (94.4%), with the 

highest number of them being traders (57.4%) and arti-

sans (15.1%) respectively. 

3.2 Prevalence of HIV Status Disclosure Among Par-

ticipants 

Figure 1 showed a total of 305 participants in the study 

population. Two hundred and ninety-four (96.4%) of the 

participants disclosed their HIV status to a third party, 
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while non-disclosure was found among eleven (3.6%) of 

the participants  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.3 

Pattern Of HIV Status Disclosure Among Partici-

pants 

Figure 2 shows the pattern of HIV status disclosure. The 

majority of participants, 68.0% disclosed to their family 

members, while 25.9% disclosed to their spouse. Dis-

closures to sexual partners, religious leaders, and 

friends were 2.7%, 0.7% and 2.7% respectively. 

3.3 Pattern of Family Support Among Partici-

pants  

Figure 3 shows the pattern of family support among 

all participants. The majority of the participants, 

95.4%, had strong family support, while 4.6% had weak 

family support. 

3.4 Association Between HIV Status Disclosure and 

Family Support 

Table 2 shows the association between HIV status disclo-

sure and family support. Of the 294 participants who dis-

closed their HIV status, 97.6% had strong family support, 

while 2.4% of them had weak family support. There was 

therefore an association between HIV status disclosure 

and family support, and this association was statistically 

significant (p-value <0.01). 

 

 

Variable Frequency (n) Percentage (%) 

Age (years)     

 20 – 39 69 22.6 
 40 – 59 189 62.0 
 ≥ 60 

Mean ± SD 

47 

46.7 ± 10.7 

15.4 

  
Range 20.0 – 90.0 
Sex     
 Male 77 25.2 
 Female 228 74.8 
Religion     
Islam 99 32.5 
Christianity  206 67.5 
Marital status     
Single 9 3.0 
Married 211 69.1 
 Divorced/separated 21 6.9 
Tribe     
Yoruba 289 94.8 
Others 16 5.2 
Level of Education      
None 52 17.0 
Primary 104 34.1 
Secondary 111 36.4 
 Tertiary 38 12.5 
 Employment status     
 Artisan 46 15.1 
 Trader 175 57.4 
 Civil servant 16 5.2 
 Farmer 35 11.5 
 Driver 16 5.2 
 Unemployed/retired 8 2.6  
 Others 9 3.0 

Table 1. Socio-Demographic Characteristics of the Participants    

Figure 1. HIV Status Disclosure Among Study Par ticipants N=305  

Figure 2. Pattern Of HIV Sero-Status Disclosure N=305 

Figure 3. Family Suppor t Among Par ticipants N=305 

  HIV status disclosure     

  Yes No Total χ2 p-value 
Family support n (%) n (%) N (%)     
 Weak (≤ 10) 7 (2.4) 7 (63.6) 14 (4.6) 90.84F <0.01* 
 Strong (> 10) 287 (97.6) 4 (36.4) 291 (95.4)     

 Total 294 (100.0) 11 (100.0) 305 (100.0)     
 Mean ± SD 15.4 ± 2.5 7.2 ± 5.7   9.89 <0.01* 

Table 2. Association Between HIV Status Disclosure and Family Suppor t 

χ2: Chi square test; F: Fisher’s exact test;  *: p value <0.05 
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4.0 DISCUSSION 

Disclosure of HIV status is a planned and selective be-

haviour which responds to the person's balance of poten-

tial risks and benefits of secrecy and disclosure [14]. 

While many studies within and outside Nigeria had fo-

cused on HIV status disclosure in isolation, this study 

examined HIV status disclosure and family support 

among participants attending the Antiretroviral Therapy 

(ART) Clinics in Ogbomoso, South-Western Nigeria, to 

promote disclosure among PLWHA. 

Age is an essential factor in the spread of HIV/AIDS in-

fection, which primarily affects the productive age 

groups. The mean age of the participants in this study 

was 46.79 ± 10.74 years. About 84.6% of the participants 

fell within the age bracket of 20-59 years. The findings 

of this study support the clustering of the participants in 

the actively productive age group [15]. Much literature 

has corroborated this to be the age group with the highest 

prevalence of HIV/AIDS [16]. The mean age of retrovi-

ral positive participants found in this study is comparable 

to 40.8 years [17] and 45.2years reported in Nigeria  and 

the United Kingdom respectively [18]. The mean age in 

this study is, however, higher than that found in Ibadan, 

Zaria, and Port Harcourt by Folasire et al. [19] 38.1 year, 

Dankoli et al. [20] 32.9 years, and Okunoye et al. [14], 

37.67 years, respectively. A possible reason for this ob-

served difference could be that the study population  con-

sisted of PLWHA who have been on ART for a longer 

duration and, as such, are more older than population in 

other studies.  

About 74.8%  of the participants were females with a 

female to male ratio of approximately 3:1. This aligns 

with the Global AIDS Response Country Progress Report 

of Nigeria 2015 by the Nigeria National Agency for the 

Control of AIDS. Young people bear the burden of HIV 

infection in Nigeria, with more females affected than 

males [21]. This gender distribution may have been be-

cause the number of females assessing healthcare ser-

vices was higher than that of males in the health centres. 

This is similar to the gender distribution in other studies 

like Dankoli et al. [20] in North-Eastern Nigeria, Folasire 

et al. [22] in South Western Nigeria and Salami et al. in 

North Central Nigeria [23]. The higher proportion of fe-

males may also be due to a better health-seeking behav-

iour of women. In contrast, Okunoye et al. [14] in Port 

Harcourt, Nigeria and  Hasanah  et al. [24] in  Kota 

Bharu, Malaysia found out that males were affected more 

than females. 

Christianity was the predominant religion, constituting 

67.5% of the participants. This is quite understandable 

because Ogbomoso, the setting of this study, is located in 

the South western part of Nigeria, where most of the pop-

ulation practices Christianity. 

Regarding employment status, most of the participants 

were employed and had means of livelihood, similar to 

the study done by Azuka et al. in Benin City, Nigeria 

[25]. 

Only 17% of participants had no formal education. Most 

had  primary or secondary education, while 12.5%  had 

tertiary education.  

Regarding marital status, 69.1% of participants were 

married. This is comparable to the studies done by 

Dankoli et al. [20] and Dahlui et al. [26] in which 60.1% 

and 61.6% were married, respectively. In contrast, 58.7%  

of the participants in the study done by Oparah et al. [25] 

in Benin City Nigeria were single.  

The present study showed a 96.4% rate of HIV sero-

status disclosure. This may be attributed to frequent 

counselling on the importance of partner disclosure. This 

finding is comparable to different studies done in other 

parts of Nigeria. The study by Dankoli et al. [20] in 

North Eastern and Adeniran et al. [27] among PLWHA 

in the North Central part of Nigeria found an HIV sero-

status disclosure rate of 97.5% and 96%, respectively. 

Similar studies done by Patel et al. [29] in Zimbabwe 

among HIV positive women found a disclosure rate of  

97%. Also, Shacham et al., in the study carried out in the 

United States of America, found a disclosure rate of 

97%.[28]  Deribe et al. also found disclosure of 94%, 

likewise Yonah et al. [31] also found a disclosure rate of 

93.3%.[30] The rate of HIV sero-status disclosure found 

in this study was higher than the previous study done by 

Kumar et al. among PLWHA in Eastern Indian, where an 

83% HIV disclosure rate was found.  Erku et al. [32] 

Adebayo et al. [33] at Owo, South Western Nigeria, and 

Ebuenyi et al. [34] found HIV status disclosure rates of 

76.6%, 75% and 74% respectively. Titilope et al. [12] in 

Lagos University Teaching Hospital, South Western Ni-

geria, Shushtrari et al. [35] in Iran, Lugalla et al. [36] in 

Tanzania, and Amoran [37] found an HIV status disclo-

sure rate of 61%, 73.1%, 55%, and 50.9%, respectively, 

all of which were lower than what was found in this 

study. The observed difference may be due to the ac-

ceptance of intense counselling in the study sites. It could 

also mean that more PLWHAs are accepting their status 

and overcoming the stigma that would come from identi-
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fying and declaring their status. 

Cultural views about the need to involve spouses and 

other family members in medical decision-making may 

also contribute to the higher rate of disclosure in the pre-

sent study, in contrast to what Titilope et al. [12] and 

Adebayo et al. [33]  found in their respective studies. The 

high disclosure rate could also be due to the fact that, in 

the present study settings, universal access to compre-

hensive HIV care is being made available to the 

PLWHA, and healthcare workers are also providing dis-

closure counselling. 

The higher disclosure rate in this study may also be at-

tributed to interventional programmes, which include 

community-wide educational interventions promoting 

disclosure. For example, voluntary testing and counsel-

ling sessions in the various ART clinics in Ogbomoso 

promote disclosure and treatment of partners, and most 

of the participants were on HAART; this may enhance 

disclosure. 

The rate of HIV status disclosure among PLWHA is dif-

ferent across studies, and the difference may be due to 

the differences in the population studied and the socio-

cultural context of different regions. However, this study 

did not set out a time frame for HIV sero-status disclo-

sure among study participants. 

About whom participants disclosed their HIV sero-status 

to, more participants in this study preferred their family 

members, 68.0% and spouses, 25.9%. This may be due to 

the emotional and financial support they expect from 

family members and spouses. This is in agreement with 

the report of earlier studies done by Dankoli [20] in the 

North-Eastern part of Nigeria, Salami et al. [23] in North 

Central Nigeria in 2011, and Ebuenyi et al. [34] in the 

Niger Delta in 2014. In a study by Madi, the majority of 

the participants disclosed their status to spouses, fol-

lowed by parents, children, and other family member 

[38]. In a study done by Deribe et al., the participants 

most frequently disclosed to their primary sexual part-

ners, 90.5%  followed by family members, 40.7% [29]. 

Yonah et al. [39] found that 50% of the participants had 

disclosed their status to family members or close rela-

tives, while 25.4% disclosed it to their spouses and 19% 

to their parents or guardians.  

This study found that 95.4% of the participants had 

strong family support. This may be due to the extended 

family structure system practiced in African culture. This 

finding is similar to findings from other studies done 

among PLWHA, who reported high family support rang-

ing from 55.8% to 90.4% [7, 40]. 

From this study, it was shown that there was a statistical-

ly significant association between HIV status disclosure 

and family support (p-value <0.001). This is similar to 

the finding from previous studies, which showed an asso-

ciation between HIV status disclosure and family support 

by Lifson et al. [41] in Southern Ethiopia, Dessalegn et 

al. [42] in Addis Ababa, Ethiopia, Gadisa et al. [43] in 

Oromia, Ethiopia, Odiachi et al. [44] in North Central 

Nigeria, and Sun et al. [45] in China Studies found that 

disclosure leads to positive support from family and 

friends [46]. In Tanzania, HIV disclosure led to the pro-

vision of emotional and financial support to HIV infected 

adults and improved adherence to ART [30]. However, if 

not handled well, HIV status disclosure may lead to loss 

of support from friends and family members. In some 

quarters, HIV status-related discrimination and divorce 

were reported [30] .This study is a cross-sectional hospi-

tal-based study; the inferences made cannot be general-

ized to the general population of PLWHA, and causality 

cannot be established. 

In conclusion, this study showed a high rate of HIV sta-

tus disclosure (96.4%) among study participants and also 

a high degree of family support (95.4%). The association 

between the two was statistically significant.  Family 

physicians should leverage the high rate of family sup-

port in our environment to improve status disclosure. 
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