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Abstract

HIV/AIDS remains a global public health problem. HIV, the virus that causes AIDS, “acquired
immunodeficiency syndrome” has become one of the world’s most serious health and development
challenges. A critical element of reducing HIV transmission risk is disclosure of HIV sero status by HIV
positive individuals. Disclosure is recommended during post-test counseling since it supports risk reduction
behaviours and facilitates access to prevention, care and treatment services for people living with HIV/AIDS
(PLWHA), their partner(s) or infant(s).®

This study aimed to determine preferred audience of HIV status disclosure among HIV positive individuals,
compare preferred audience of HIV status disclosure among HIV positive individuals and to assess and
compare reasons for HIV status disclosure to preferred audience among HIV positive individuals in urban
and rural areas of Cross River State.

Material and Method: The study was cross-sectional descriptive among 160 HIV positive individuals each
from urban and rural areas of Cross River State selected by multi-stage sampling technique. A pre-tested
interviewer-administered questionnaire was used to collect information on sociodemographic, HIV status
disclosure and audience of disclosure.

Results: The highest number of married/cohabiting respondents reported they disclosed to their spouse
(31.1%. This was higher in the urban compared with rural (36.2% versus 25.0%). This was followed by
disclosure to biological relative also higher in urban than rural (31.3% versus 23.6%). More respondents
reported disclosure to their mother in rural than urban (12.5% versus 7.7%). Audience of disclosure to
whom the least number of respondents disclosed their HIV status to in both study area was work colleague
(2.0%) by urban and (0.5%) by rural respondents. Reasons for HIV status disclosure in the urban area were
to get encouragement, advice or to encourage others, to help their spouse/sex partner go for test. Among the
rural respondents, the highest reason reported was to enable them take their HAART freely.

Introduction “acquired immunodeficiency syndrome” has
Background information become one of the world’s most serious health and
HIV/AIDS remains a global public health development challenges. The first cases were
problem. HIV, the virus that causes AIDS, reported in 1981 and today there are
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approximately 35 million people currently living
with HIV and tens of millions of people have died
of AIDS-related causes since the beginning of the
epidemic. There were about 2.1 million new
infections in 2013 or about 6,000 new infections
per day.! Most of the new infections are
transmitted heterosexually, although risk factor
varies. HIV/AIDs is ravaging the sub-Saharan
Africa, with more than 60% of all HIV infections
in the world occurring in this region.! Forty-Seven
percent (47%) of HIV-positive men and 21% of
HIV-positive women are said to be sexually active
before initiating ARV treatment with 45% of these
men and women who are HIV positive reporting
unprotected intercourse.” Between 30-46% of
sexually  transmitted HIV infections are
transmitted by people who know they are infected
with the virus.®

A critical element of reducing HIV transmission
risk is disclosure of HIV sero status by HIV
positive individuals. Disclosure is recommended
during post-test counseling since it supports risk
reduction behaviours and facilitates access to
prevention, care and treatment services for people
living with HIV/AIDS (PLWHA), their partner(s)
or infant(s).°

Disclosure may lead to safer sexual practices and,
may also reduce the risk of re-infection with a
resistant strain of HIV if both partners are HIV-
positive. It can also decrease the risk of acquiring
another STI if the discussion facilitates safer sex
practices. In addition, disclosure may have greater
public health benefit because it allows partners of
HIV-positive individuals to make informed
choices before initiating, or in some cases re-
initiating sexual contact. It also provides
information to individuals that may motivate them
to practice safer sex. Furthermore, disclosure
creates an opportunity for both parties to negotiate
and discuss options and preferences for safer sex.
When HIV-positive individuals do not disclose to
their sexual partners, the partners may underes-
timate their own risk and may subsequently
engage in less self-protective behaviours.”™

Disclosure of HIV status is a planned and
selective behaviour which responds to the person's
balance of potential risks and benefits of secrecy
and disclosure®. It might also be considered to be
an expression of responsibility towards a spouse
or sex partners. Disclosure to others, lovers,
family or friends, has been shown to be a potent
stressor, as individuals living with HIV/AIDS
might fear negative reactions such as blame,
rejection or violence.'>*? However, researchers
have documented that HIV positive individuals
experiencing stress who also disclose their
positive status tend to feel better emotionally than
those who do not disclose.*®

Some people living with HIV/AIDS (PLWHA)
tend to disclose their status to people to whom
they are closely related, and who they truly trust,
mostly family members such as spouses, parents,
siblings, children, aunts and uncles. However,
some others disclose their status to friends,
neighbours, and even members of the public.
PLWHA tend to share their status with family
members due to the social ties they have and the
psychosocial support they expect from them.?*
However, this might not always be the case, as
some people do not trust their family members as
they do trust their friends.

In a cross-sectional study on rate, pattern and
barriers to HIV sero status disclosure among 187
HIV positive individuals in Rivers State, Nigeria,
it was found that the patients had disclosed their
HIV sero-status to: parents (22.3%), siblings
(9.7%), pastors (27.8%), friends (6.3%), family
members(10.4%) and sexual partners (23.6%).
Females were more likely to disclose their HIV
sero status compared with males. Mothers were
twice more likely to be confided in compared with
fathers.*

In another review carried out in California, United
States of America, five relational contexts were
adopted to review disclosure of HIV positive sero
status: with partners, family members, friends,
healthcare professionals and in work settings. It
was found that most people living with HIV
disclosed to their sexual partners and family
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members, yet there was a significant minority who
did not disclose. Rates of disclosure to employers
ranged from 27% to 68%, suggesting broad
variability in perceived consequences of
employment disclosures. Forty percent(40%) of
people living with HIV do not disclose to their
healthcare professionals.®” In a comparative study
in Brazil on patterns of self-disclosure across
social support networks taking into consideration
elderly, middle-aged and young adults in the
United States who were HIV positive, it was
found that elderly adults self-disclose more often
to family than friends, while young adults self-
disclose to friends more often than to family.*
Another study carried out in llorin, Nigeria, used
semi-structured interviewer-administered
questionnaire to collect information on HIV status
disclosure among 253 people aged between 26
and 58 years living with HIV/AIDS and accessing
treatment at the University of llorin Teaching
Hospital, Kwara State, Nigeria. Out of a total of
39.3% individuals that disclosed their HIV
positive status to different audiences, 18.7% of
them disclosed to their spouses while 20.6%
disclosed to relatives, friends or co-workers.*

In a descriptive cross-sectional survey on HIV
status disclosure among 270 randomly selected
people living with HIV/AIDS at Family AIDS
Support Organization (FASO) in Zimbabwe, it
was found that 79% disclosed to the family, 72%
disclosed to health workers and 70% disclosed to
sexual partners.

Reasons for disclosure

The main reason for disclosure to family members
were to obtain psychosocial and material support
while the main reason for disclosure to the public
was to give HIV/AIDS a face; and to the sexual
partners it was to have safer sex. Knowing one’s
HIV status for a year or longer was significantly
associated with disclosure to family, sexual
partner and to the public.

Problem statement
Regardless of massive efforts made by various
stakeholders to reduce the prevalence of

HIV/AIDS in Nigeria, the country still carries the
second heaviest burden of HIV in Africa and has
an expanding population of people living with
HIV.%" People diagnosed with HIV infection often
face difficulties in disclosing to others their
infection status. This factor affects efforts of
reducing HIV prevalence. HIV status disclosure
by some PLWHA brings about negative
consequences including stigma, discrimination,
abandonment,  rejection, divorce, physical
violence, denied socio-economic support and fear
of being accused of infidelity.'*?** These
outcome makes some HIV-infected individuals
not to disclose their status. Non-disclosure of HIV
status adversely affects efforts at reducing HIV
prevalence and prevention of mother to child
transmission of HIV/AIDS ?®With the realization
of the central role played by disclosure in the
prevention of HIV transmission, previous studies
on HIV status disclosure have provided evidence
on low rates of disclosure with a big variance of
disclosure rates across countries. Disclosure rates
in developing countries after diagnosis ranged
from 16.7% to 86%."*®There is a paucity of
information on HIV status disclosure and
associated factors in urban and rural areas of
Nigeria and none in Cross River State where the
prevalence of HIV/AIDS is 7.1%, a value higher
than the national HIV prevalence of 3.4%.%" The
few studies done in Nigeria on disclosure of HIV
positive status were urban-based. This undermines
the views of WHO and the Centre for Disease
Control and Prevention (CDC) who emphasized
disclosure.*’*® A study carried out in Zimbabwe
found that HIV positive individuals who live in
rural area were two times less likely to disclose
their HIV status compared to those who live in
urban area.?® The preferred audience of HIV
status disclosure is not known in Cross River State
because no study have been carried out on
preferred audience of HIV status disclosure, let
alone comparing it in urban and rural areas.
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Justification of the study

The prevention and control of HIV infection
depend on the success of strategies to prevent new
infections and treat currently infected individuals.
HIV testing and counseling serves as a critical
prevention and treatment tool in the control of the
HIV epidemic. Within HIV testing and counseling
programmes, emphasis is placed on the
importance of HIV status disclosure among HIV-
infected individuals, particularly to their sexual
partners.

The rates of disclosure among the studies from the
developing world are notably lower, yet, this is the
area where HIV/AIDS is said to be ravaging.
Although HIV status disclosure is emphasized by
WHO and disclosure is part of the post-test
counseling, there is a dearth of information on the
preferred audience of HIV status disclosure since
the prevalence of disclosure to different audience
varies. The few studies done in Nigeria on
disclosure of HIV positive status were urban-
based and yet did not consider the audience to
whom the disclosure was made..

In view of the crucial roles that HIV disclosure
plays on HIV prevention in general, it is
instructive to carry out this study and document
the magnitude of HIV status disclosure to
different audience. This study will contribute to
filling the existing knowledge gap and indicate
proper intervention measures for promoting
disclosure in urban and rural areas. This will in
turn, hopefully reduce the spread and transmission
of HIV in Cross River State.

Objectives
General Objective: To assess and compare
preferred audience of disclosure of HIV sero
status and its associated reasons among HIV
positive individuals in urban and rural areas of
Cross River State.
Specific Objectives
e To determine preferred audience of HIV
status disclosure among HIV positive
individuals in urban and rural areas of
Cross River State.

e To compare preferred audience of HIV
status disclosure among HIV positive
individuals in urban and rural areas of
Cross River State.

e To assess and compare reasons for HIV
status disclosure to preferred audience
among HIV positive individuals in urban
and rural areas of Cross River State.

Materials and Methods

Study Area

Cross River State (CRS) is located within the
tropical rain forest belt of Nigeria. It is one of the
six states in the South-South geopolitical zone of
Nigeria. There are 18 Local Government Areas
(LGAS) in the State out of which, according to
Cross River State Planning Commission, five are
urban (Calabar Municipality, Calabar South,
Ikom, Obudu and Ogoja); two are semi-urban
(Akamkpa and Yakurr) while eleven are rural
(Abi, Akpabuyo, Bakassi, Bekwara, Biase, Boki,
Etung, Obanliku, Obubra, Odukpani and
Yala).The study was carried out in two HIV
treatment health facilities, one located in Calabar
Municipality and another located in Akpabuyo
Local Government Area.

Calabar Municipality lies between latitude 04° 15
and 5° North and longitude 08° 25 East. In the
North, the Municipality is bounded by Odukpani
Local Government Area, in the North-east by the
Quo River. Its Southern shores are bounded by the
Calabar River and Calabar South Local
Government Area. It has an area of 331.551
square kilometres and a population of
183,681people.>’ Calabar Municipality is both the
capital city of Cross River State and the
headquarters of the southern senatorial district.
There are ten wards in the LGA. Two ethnic
groups form the indigenous population, namely
the Quos and the Efiks. However, because of its
cosmopolitan status, there abound people from all
parts of the State and Nigeria in the city. The main
occupational groups are civil servants, business
men, farmers, traders and fishermen.
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Akpabuyo Local Government Area became
autonomous on Tuesday 27" August, 1991
following its creation from the former Odukpani
Local Government Area. It has a population of
272,262 people and is located in the southern
senatorial district with headquarters at Ikot
Nakanda.>” It consist of 10 (ten) council wards,
namely Idundu/Anyananse, Atimbo East, Atimbo
West, lkotEdemOdo, Eneyo, IkotNakanda,
IkotEyo, lkang North, Ikang South and Ikang
Central. The major ethnic groups are the Quos and
the Efuts. The major languages spoken are Efik
and English, while all the major ethnic groups
share a common cultural and ancestral heritage.
The people of Akpabuyo are predominantly
farmers and fishermen. Akpabuyo Local
Government Area lies between latitude 04° 5' and
05° 40" and longitude 08° 25! and 08° 32 East. It
lies within the vegetation belt of Southern Nigeria
and shares the Atlantic Coastline with Bakassi in
the East and the Republic of Cameroon in the
West. St Joseph Hospital in Akpabuyo is the
comprehensive treatment site to provide HAART
services to the rural areas which include all the ten
wards that make up Akpabuyo Local Government
Area. The study was carried out at the Special
Treatment Clinic, formerly called the President’s
Emergency Plan for AIDS Relief  (PEPFAR)
clinic of the University of Calabar Teaching
Hospital, Calabar Municipality (urban) and St
Joseph Hospital, Akpabuyo Local Government
Area (rural). These are the facilities that give out
HAART and other HIV-related services to HIV
positive individuals in the areas. The Special
Treatment Clinic is the centre for the
implementation of the President’s Emergency plan
for Aids Relief (PEPFAR) by the United States
Agency for International Development (USAID)
since June 2005. It has since been responsible for
the provision of care and support services for
People living with HIV/AIDS (PLWHA) as well
as one of the major centres where PLWHA both in
Cross River State and other neighbouring States
receive anti retroviral therapy. The patient
population is about 4,500, of which about 2,000

are on treatment and this treatment list keeps
increasing by the day. The clinic is run under three
units namely the paediatric, adult and the
Prevention of Mother to Child transmission
(PMTCT) clinics. Services are provided by three
doctors and four nurses trained in delivering
health care to PLWHA. The Services are also
provided by doctors from Family Medicine,
Paediatrics,  Obstetrics and  Gynaecology,
Psychiatry and Community Medicine
Departments all drawn from the University of
Calabar Teaching Hospital, Calabar. St Joseph
Hospital, Akpabuyo is the only General Hospital
in Akpabuyo Local Government Area. The
HIV/AIDS services here started in October, 2008
as a comprehensive Health Clinic to provide care
and support services for People living with
HIV/AIDS. The Comprehensive Health Clinic is
funded principally by SIDHAS (Strengthening
Integrated Delivery of HIV/AIDS Services) which
is being implemented by FHI 360. Presently, the
patient load is about 1600 with over 400 on
treatment. The main clinic day is Wednesday but
patients that have need of being seen are attended
to any day of the week. It is run under the Adult,
Paediatric and PMTCT clinics by doctors, nurses,
laboratory scientists, pharmacists and other
support staff. The health facility serves the people
fromthe different rural Communities in Akpabuyo
Local Government Area.

Study design

The study design was cross-sectional comparative
study on disclosure of sero status among HIV
positive individuals in urban and rural areas of
Cross River State, using mixed methods that
comprised of interview-administered semi-
structured questionnaire (for quantitative data) and
Focus Group Discussion (for qualitative) for data
collection from respondents.

Study population

The study population was HIV positive
individuals aged 18 years and above obtaining
HAART from the selected health facilities in
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urban and rural areas of Cross River State. The
age limit for the study was 18 years and above
because the study intended to include only the
adult population of HIV positive individuals in the
two selected areas who met the inclusion criteria.

Duration of study
The study lasted for a period of sixteen (16) weeks
(from 10" June, 2014 to 30" September, 2014).

Inclusion Criteria

HIV positive individuals aged 18 years and above
receiving HAART in the health facilities in the
selected urban and rural areas of Cross River State
who gave informed consent were included.

Exclusion Criteria

Individuals who were not HIV positive or those
who were HIV positive but were aged less than 18
years, refused to give informed consent or who
were not obtaining HAART in the selected health
facilities in the selected urban and rural areas of
Cross River State were excluded.

Sample Size Determination

The sample size was determined using the formula

for comparing two independent groups™

n= {ZpV[Pi(1-P1) + Py(1-P)]+ ZV[2P(1-P)]Y
(P2-P1)’

Where n = sample size of each comparative arm.

Za =Percentage point of the normal distribution

corresponding to the (two sided) significance level

of 5% = 1.96

Zg = One sided percentage point of the normal

distribution corresponding to B (100% -Power): at

Power 80% (B =20%), Zg = 0.84

P, = prevalence of HIV positive status disclosure

in urban areas = 40% (0.4) from a previous study

in llorin among people living with HIV accessing

treatment at the University of llorin Teaching

Hospital, Ilorin, Nigeria.?

P, = prevalence of HIV positive status disclosure

in rural areas= 30% (0.3) from a previous study

done in a rural Community in South Africa.*

P = [P1+P2]/2.

=[0.4+0.3]/2=0.35
Assuming a power of 80% and an alpha level of
5%,

n = {084 ~[04(1-04) + 0.3(1-0.3)]+
1.967[2x0.35 (1-0.35)]}
(0.4-0.3)°
= 1455

To take care of non-response, 10% of the
calculated minimum sample size was added.

10% of 145.5 =14.55

Hence, 145.5 + 14.55 = 159.55, approximately =
160.

Thus final calculated required sample size, n =
160 for each comparative arm

The total required sample size, N = 320 for the
study.

Sampling Technique

A multistage sampling technique was used to
select the study participants.

Stage one: Simple random sampling technique
was used in the first stage to select the Local
Government Areas where the study was carried
out. All the LGAs with HIV diagnosis and
treatment centre obtained from the Cross River
State agency for the control of AIDS were
stratified into rural and urban LGAs based on
CRS Public health classification. According to the
Cross River State Planning Commission, Out of
the 18 Local Government Areas (LGAS) in Cross
River State, five are urban (Calabar Municipality,
Calabar South, Ikom, Obudu and Ogoja), two are
semi-urban (Akamkpa and Yakurr) and eleven are
rural (Abi, Akpabuyo, Bakassi, Bekwara, Biase,
Boki,

Etung, Obanliku, Obubra, Odukpani and Yala).
One LGA was selected from each stratum using
simple random sampling technique (balloting): All
the five urban Local Government Areas were
numbered serially from 1 to 5 on 5 pieces of
papers of equal size which were folded and
shuffled. One was drawn out and noted to be
Calabar Municipality. For the rural site, all the
eleven rural Local Government Areas were
numbered serially from 1 to 11 on 11 pieces of
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papers of equal size which were folded and
shuffled. One was drawn out and noted to be
Akpabuyo Local Government Area.

Stage two: Purposive sampling technique was
used to select the health facilities (one in Calabar
Municipality and one in Akpabuyo Local
Government Area). The Special Treatment Clinic
at the University of Calabar Teaching Hospital
(formerly called PEPFAR clinic) was purposively
chosen as the urban study site because it is the
only comprehensive site for HIV treatment
services in Calabar Municipality while St. Joseph
Hospital, Akpabuyo was selected purposively as
the study site for rural because it is the only
comprehensive centre for HIV/AIDS services in
Akpabuyo Local Government Area. Other health
facilities only carry out screening test for HIV.
Those found to be positive are referred to this
comprehensive centre for HIV confirmation and
treatment services.

Stage three: Total sampling of HIV positive
individuals that attended the clinics at the study
facilities was done on every clinic day (Tuesdays
and Thursdays for the urban site and Wednesdays
for the rural site).All those who met the inclusion
criteria were identified and those that gave
informed consent were recruited into the study
until a total of 160 respondents were enrolled from
the urban site and another 160 enrolled from the
rural site, giving a total of 320 respondents that
participated in the study from both study areas.

Study Instruments

The study instruments were semi structured
interviewer-administered pre-tested questionnaire
and a semi-structured interview guide for focus
group discussion.

The semi-structured interviewer-administered
guestionnaire consisted of three sections:

Section A: Information on respondent’s socio-
demographic characteristics

Section B: Disclosure of sero status by HIV
positive  individuals/preferred  audience  of
disclosure of sero status by HIV positive
individuals

Section C: Determinants of disclosure of sero
status by HIV positive individuals

Pretesting of questionnaire

The questionnaire was pretested in General
Hospital, Calabar among 20 HIV positive
individuals whose selection was done by
convenience sampling. Appropriate amendments
were made to the questionnaire from the responses
obtained. The final questionnaire was adapted
based on findings from pretesting as well as the
Focus Group Discussions (FGD).

Training of Research assistants

Two research assistants were trained to assist in
administering the questionnaire. Training of
research assistants was conducted twice in the
seminar room of the Department of Community
Medicine, University of Calabar Teaching
Hospital, Calabar. Both research assistants were
University graduates. The training included a
basic introduction of HIV/ AIDS, meaning of
disclosure of HIV positive status, importance of
disclosure of HIV positive status, consequences of
non disclosure, confidentiality and respecting
respondents’ decisions. The research assistants
were supervised by the principal investigator after
the training to ensure that the questionnaires were
properly administered.

Data collection methods

Data collection was in two parts

Quantitative  data  collection:  Interviewer-
administered semi-structured questionnaire for the
study were administered in English language by
two trained research assistants. The participants in
the selected health care facilities were interviewed
in a quiet place devoid of inputs from any other
person. This was to eliminate influence from other
persons around, and to get the participant’s candid
response to the questions. The research assistants
wrote down the answers or tick the chosen option
where appropriate on the questionnaire.
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Data Management and Analysis

Quantitative data

Completed and returned questionnaires were
inspected daily by the principal investigator to
detect errors, and omissions to ensure
completeness of entry. Questionnaire were
manually sorted out, serially numbered and coded
before entry and cleaned following entry into the
computer for statistical analysis using SPSS
version 20.0. Data analysis was done using
descriptive statistics (Frequency, proportions,
means and standard deviation) to summarize
variables. Inferential statistics (chi square, to test
the significance of association between two
categorical variables) was used to test for
significance at 5%level of significance. Variables
were subjected to multiple logistic regression
analysis to identify the true determinants of
disclosure of HIV sero status. Determinants were
also at 5% level of significance.

Ethical Consideration

Ethical clearance was obtained from the research
ethics committee of the University of Calabar
Teaching Hospital, Calabar and, Cross River State
Ministry of Health Ethics Committees.

Informed consent was also sought for and
obtained from the participants before inclusion in
this study. The participants were informed of the
purpose of the research and their right to
participate or refuse to participate in the study
without any punishment or denial of benefits due
them. They were also informed of the time they
might have to sacrifice in responding to the
questionnaire if eventually they decide to

participate in the study. Participants were assured
of confidentiality of all information given since
names and other information that could be traced
back to them will not be collected.
Socio-demographic characteristics of respondents
4.6.1 Socio-demographic  characteristics  of
respondents by study area

Table 5 shows the socio-demographic
characteristics of respondents by study area. A
total of 320 respondents participated in the study
out of which 160 (50.0%) were PLWHA assessing
treatment in the urban area while the remaining
160 (50.0%) were PLWHA assessing treatment in
the rural area. The mean age of urban respondents
was 38.1+10.4 years while that of the rural
respondents was 35.4+11.0 years. There was a
statistically significant difference between the
mean ages of urban and rural respondents
(t=2.330, p=0.020). Majority of respondents in
both urban and rural areas belong to the age group
25-34 and 35-44. However, the rural respondents
population was significantly younger (p=0.010). A
higher proportion 228(71.2%) of respondents in
both areas were female and almost all were
Christians, 158 (98.8%) and 159 (99.4%) in urban
and rural respectively. No significant difference
was observed in terms of religious affiliations in
both locations (p=0.223). Majority of respondents
in both groups were Efik and Ibibio/Anang but a
significantly higher proportion of the rural
respondent population were Efik (p<0.001).
Majority of the respondents 154(96.3%) in rural
compared with 142(88.8%) in urban were residing
within Cross River State. This was statistically
significant (p=0.011).

Table 5: Socio-demographic characteristics of respondents by study area

Variable Urban Rural Total %2 p- value
(n=160) (n=160) (N=320)
Freq. (%) Freq. (%) Freq. (%)
Age (years)
<25 9(5.6) 29(18.1) 38(11.9)
25-34 57(35.6) 45(28.1) 102(31.9)
35-44 53(33.2) 50(31.3) 103(32.2) 13.216 0.010*
45-54 28(17.5) 28(17.5) 54(17.5)
>55 13(8.1) 8(5.0) 21(6.5)
Mean +SD 38.1+10.4 35.4+11.0 36.7+10.8 2.330(t-test) 0.020*
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Sex

Male 47(29.4) 45(28.1) 92(28.8)

Female 113(70.6) 115(71.9) 228(71.2) 0.061 0.805
Religion

Christianity 158(98.8) 159(99.4) 317(99.1)

Islam 2(1.2) 1(0.6) 3(0.9) 3.003 0.223
Tribe

Ekoi 6(3.8) 3(1.9) 9(2.8)

Efik 41(25.6) 75(46.9) 116(36.3) 36.936 <0.001*
Ibibio/Anang 60(37.5) 69(43.1) 129(40.3)

**Qthers 53(33.1) 13(8.1) 66(20.6)

Normal place of

residence

Within Cross River 142(88.8) 154(96.3) 296(92.5) 6.486 0.011*
Outside Cross River 18(11.2) 6(3.7) 24(7.5)

*Statistically significant

**others include ljaw, 1bo, Ejagham, Yoruba and Hausa

Persons to whom respondents disclosed their
HIV status by study area

Figure 2 shows all the audience to whom
respondents disclosed their HIV status. The
highest number of married/cohabiting respondents
reported they disclosed to their spouse
141(31.1%). This was higher in the urban
89(36.2%) than in the rural area 52(25.0%). This
was followed by disclosure to biological relative

77(31.3%) in the urban compared with 49(23.6%)
in the rural area. More respondents reported
disclosure to their mother 26(12.5%) in the rural
compared with 19(7.7%) in the urban area.
Audience of disclosure to whom the least number
of respondents disclosed their HIV status to in
both study area was work colleague 4(2.0%) by
urban and 1(0.5%) by rural respondents

Spouse

Biological relative

Others

Mother

Sexual partner

Father

Persons to whom HIV status was disclosed

Religious leader

Work colleague

36.2

m Overall
M Rural

® Urban

20 25 30 35 40

Percentage

Figure 2: Persons to whom respondents disclosed their HIV status

*Qthers include friends and 17.2% church member
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Persons to whom respondents first disclosed
HIV status by study area

Persons to whom respondents first disclosed their
HIV status is shown in figure 3. Highest number
of married respondents reported they first
disclosed their status to their spouse; higher in
urban 68(45.3%) than rural 42(33.1%). This was

followed by disclosure to biological relative;
43(28.7%) in urban compared with 28(22.0%) in
rural. Respondents that disclosed first to others
(friends, church member and children) were
22(17.3%) in rural compared with 15(10.7%) in
urban. Other audiences of first disclosure as
reported by respondents are illustrated in figure 3.

oy

Spouse

Others

Mother

Sexual partner

Persons fisrt disclosed to

Father

Religious leader

Work colleague

Overall
M Rural

m Urban

Percentage

25 30 35 40 45

Figure 3: Persons to whom respondents first disclosed their HIV status by study area

*Qthers include friends, church member and children

Respondents’ perception regarding HIV status
disclosure, and awareness of partner’s/spouse’s
HIV status by study area

Table 11shows whether respondents thinks it’s
important to disclose, had disclosed to sexual
partner/spouse, aware of partner’s/spouse’s status
and whether worried about others knowing status
by study area.

A higher proportion of respondents 233(72.8%)
said it was not important to disclose HIV status,
122(76.3%) in rural compared with 111(69.4%) in
urban. This difference was not statistically
significant (p=0.167).Overall, a little above half

respondents 168 (52.5%) had disclosed status to
spouse or sexual partner. This was significantly
higher in urban 97(60.6%) compared with rural
71(44.4%) respondents (p=0.004). In both urban
and rural areas, a higher proportion of respondents
173(54.1%) were aware of the HIV status of their
sexual partner/spouse, this was higher 97(60.6%)
in the urban compared with 76(47.5%) in the
rural. It was statistically significant (p=0.018).
There was also a statistically significant difference
between the proportion of rural 144(90.0%) and
urban 115(71.9%) who were worried about others
knowing their HIV status (p<0.001).
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Table 11: Respondents’ perception regarding HIV status disclosure, and awareness of partner’s/spouse’s

HIV status by study area

3Variable Urban Rural Total %2 p- value
(n=160) (n=160) (N=320)
Freq.(%0) Freq.(%) Freq.(%0)
Important to disclose HIV status?
Yes 49(30.6) 38(23.7) 87(27.2) 1.910 0.167
No 111(69.4) 122(76.3) 233(72.8)
Disclosed to sexual partner/spouse?
Yes 97(60.6) 71(44.4) 168(52.5) 8.471 0.004*
No 63(39.4) 89(55.6) 152(47.5)
Aware of partner’s/spouse’s status?
Yes 97(60.6) 76(47.5) 173(54.1) 5.549 0.018*
No 63(39.4) 84(52.5) 147(45.9)
Worried about others knowing your
status?
Yes 115(71.9) 144(90.0) 259(80.9) 17.034 <0.001*
No 45(28.1) 16(10.0) 61(19.1)

*Statistically significant

Respondents’ reasons for disclosing their HIV
status

Figure 4 shows respondents’ reasons for
disclosing their HIV status to preferred audience.
A greater proportion of respondents in urban
reported that they disclosed in order to get
encouragement, advice or to encourage others

To get encouragement/advice

In order not to hide in to take my drug

It will help my spouse/sex partner go for test

To create awareness

Reasons for disclosing HIV status

To enable my church pray for me

3.1

56.9
44.4
125
33
™ Overall
21.9 M Rural
292 M Urban
16.7
12.5
14.2
11.1

16(50.0%). The second highest reason reported
was to help their spouse/sex partner go for test
7(21.9%). Among the rural respondents, the
highest reason reported was to enable them take
their HAART freely 16(44.4%). Other reasons
reported are illustrated in figure 4.

66.7

50

10

20 30 40 50 60 70

Percentage

Figure 4: Respondents’ reasons for disclosing their HIV status by study areca
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Discussion

The study found that the highest number of
married/cohabiting respondents reported they
disclosed to their spouse (31.1%). This was higher
in the urban (36.2%) than in the rural area
(25.0%). This was followed by disclosure to
biological relative (31.3%) in the urban compared
with 23.6% in the rural area. This was congruent
to the finding of a cross-sectional study on rate,
pattern and barriers to HIV sero status disclosure
among HIV positive individuals in Rivers State,
Nigeria, where the individuals had disclosed to
parents (22.3%), siblings (9.7%), pastors (27.8%),
friends (6.3%), family members (10.4%) and
sexual partners (23.6%).Mayfield et al in their
study also found that most people living with HIV
disclosed to their sexual partners and family
members®’. Disclosure to spouses and siblings
may be no enable the HIV positive individual take
their drugs without hiding while disclosure to sex
partner/spouse was to enable such go for test to
know their status. In the present study, overall,
17.2% (21.2% in rural and 13.8% in urban) of
respondents had disclosed to friends and church
members. Parker and Parrott in their study in
Brazil also had a similar finding in addition to the
fact that elderly adults self-disclose more often to
family than friends, while young adults self-
disclose to friends more often than to family.*
The present study found that more respondents
reported disclosure to their mother (12.5%) in the
rural compared with (7.7%) in the urban area. This
is also comparable to the findings of Akani and
Erhabor in Rivers State mothers were twice more
likely to be confided in compared with fathers.*
Audience of disclosure to whom the least
proportion of respondents disclosed their HIV
status to in both study area was work colleague
(2.0%) by urban and (0.5%) by rural respondents
first disclosed HIV status

Highest number of married respondents reported
they first disclosure of their HIV status to their
spouse; higher in urban (45.3%) than rural
(33.1%). This was followed by disclosure to
biological relative; (28.7%) in urban compared

with (22.0%) in rural.  The proportion of
respondents that disclosed first to others (friends,
church member and children) was 17.3% in rural
compared with 10.7% in urban. This choice,
according to respondents hinged on the need for
prayers, encouragement and advice or counselling
from the confidants.
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