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The Knowledge, Attitude and Behavior of
HIV/AIDS Patients’ Family toward Their
Patients before and after Counseling
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Abstract

Background: Acquired immunodeficiency may impose considerable consequences on patients’ family behaviors toward
them. The objective of the present study was to investigate
whether a counseling program at Behavioral Counseling Center in the city of Shiraz, Iran could change the attitude, knowledge and behavior of patients' family members.
Methods: 125 HIV/AIDS patients’ family members were interviewed, using a valid and reliable questionnaire before and
after performing counseling sessions at Behavioral Counseling
Center. The findings were analyzed using nonparametric tests.
Results: The age of the participants was 40±13 years. Sixty five
percent were female, 63% married and 79% educated. Forty four
percent of participants had spousal relationships with their patients. Their knowledge about the main routes of HIV transmission were 9.76 ± 2.59 and10.64±0.88 before and after counseling,
respectively (P=0.028). Supportive behaviors of families toward
their patients reached to 79% after counseling compared with 44
% before that (P=0.004). Belief to isolate the patients and the
practice of this approach at home dropped from 71% to 15% and
from 29% to 7% after counseling, respectively (P<0.05). In 30%
of participants fear of getting HIV from patients was not changed
by counseling, and 24% of patients’ spouses did report to avoid
protected sex with their HIV infected husbands even after taking
part in the counseling program (P>0.05).
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Conclusion: Ongoing counseling for HIV/AIDS patients’ families at Behavioral Counseling Center of Shiraz did advance their
knowledge about AIDS and improved their attitude and behavior toward their patients However, the counseling program did
not show remarkable success in some aspects such as the removal of fear about HIV spread in the family or the change of
the patients’ wives attitude to have protected sex with their HIV
infected husbands.
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Introduction
Acquired immunodeficiency syndrome (AIDS), as an emergent
viral disease, spreads all over the world, and takes millions of
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lives each year. The victims are mostly 15-49
years old people, especially in developing
countries such as Iran.1-3 AIDS imposes diverse familial, psychosocial, economic and
cultural consequences on patients’ life.1 Family
members of human immunodeficiency virus
(HIV)/AIDS patients may perform discriminative behaviors toward patients and stigmatize
them,4-11 even though these behaviors may be
somehow different from the stigma that is induced by the society.6
Among HIV/AIDS patients, women and
children may be more influenced by such behaviors.9 Therefore, in addition to ongoing activities to invent new drugs for treatment of
AIDS, and efforts to encourage people for applying preventive measures, the establishment
of an effective counseling service and support
centers for HIV/AIDS patients and their families
is undoubtedly a necessity. A number of studies, which stressed the importance and efficacy of such facilities in decreasing stigma and
discrimination behaviors toward patients, resulted in the improvement of physical, mental
and quality of life for them.7,11-20 The benefits of
family counseling go beyond patients, and include caregivers of these patients as well.21
Behavioral Counseling Center (BCC) in the
city of Shiraz, Iran, offers counseling to members of HIV/AIDS patients’ family, who know
about their patient HIV status. This center
hosts a sizable number of HIV/AIDS patients
and their families each year. The Aim of this
study was to find out whether the implementation of counseling for HIV/AIDS patients’ families in BCC changes their attitude and knowledge regarding such patients, and reduces
their discriminative behaviors toward them.
Materials and Methods
The study is an interventional one conducted in
BCC in the city of Shiraz, south of Iran. First all
HIV/AIDS patients whose HIV positive status,
based on their records, was known by their
families were informed about the aims of the
study. Then of all those, who agreed to participate in the study, were enrolled. A total of 125
patients were selected using systematic random sampling. The sample size was calculated
2 2 2
using n=z & /d , n=n0/1+n0/N.
Afterwards, each participant was requested
to introduce to us one his family member who
knew about his HIV positive status and had a
close and trusty relationship with him. Patients
who refused to take part in this study, or those
whom none of their family members knew of
their HIV status were excluded from the study.
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Then selected members of patients' family
members were invited individually, and the
objectives of the study were explained to them.
Afterwards, each of the patients' family members was interviewed separately using a questionnaire by a psychologist who had also
enough knowledge about AIDS. The content
and face validity of the questionnaire were examined by Shiraz University of Medical Sciences AIDS expert' opinion, and its reliability
(Kuder Richardson; KR20=0.727) was calculated using data from a pilot study on 9 randomly selected cases who responded to binary
questions. The questionnaire consisted of
questions in regards to participants' demographic characteristics as well as knowledge
regarding HIV/AIDS and attitudes/behaviors
toward HIV/AIDS patients. After filling the
questionnaires, education and counseling were
done for the interviewees, using related WHO
guidelines.22,23 After 2 months the participants
were interviewed by the same interviewer, and
the same questionnaire was completed.
The data were analyzed using Statistical
Package for Social Sciences version 11.5.
They were first checked for the normality of
distribution using Kolmogorov Smirnov test.
They were analyzed using descriptive and
nonparameteric statistics including McNemar
and Wilcoxon tests. A P value of ≤0.05 was
considered statistically significant.
Results
The age of the participants was 40±13 years.
The number (percentage) of the participants
who were female, married or had spousal relationship with the HIV/AIDS patients were 81
(65%), 78 (63%), and 55 (44%), respectively.
The number (percentage) of the participants
who were patients' mothers, fathers or children
were 27 (22%), 8 (7%), and 7 (6%), respectively. Twenty five (20%) of the participants
were illiterate, 90 (72%) had high school diploma, and 8 (7%) had university degrees.
Ninety four (75%) of the participants were living with the patients in the same place, and
31 (25%) used to live separately. One hundred
and five (84 %) of interviewees used to live in
urban and the rest were living in rural areas.
Nineteen (15%) of responders stated that they
were informed about BCC in the city of Shiraz
less than 1 month before the interview, 18
(15%) stated that they knew of the center 1-6
months and the rest reported a period of more
than >6 months. The sources of participants'
information about the center were physicians in
59 (47%) of cases and their patients in 31
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(25%) of cases. Only 3 (2%) of the participants
had encouraged the patients to refer to BCC.
Seventy five (60%) and 19 (15%) of participants believed that IV drug abuse and unsafe
sexual contacts were the main reasons for
their patients' HIV acquisition. Moreover,
27 (22%), 8 (7%), 4 (3%) of them believed that
evil friends, family conflicts and unemployment
were respectively the cause of the disease
acquisition. However, 79 (63%) of the respondents believed that a multitude of factors were
the cause of the disease acquisition.
Eighty two (66%) of the interviewees stated
that their family knowledge about HIV status of
their patients did not have any negative influence on patient-family interactions as compared with 39 (31%) who claimed that patientfamily interactions was not similar to that of
before. Eighteen (15%) of responders stated
that their patients didn’t give up IV drug abuse
in spite of receiving consult, care and support
from BCC. Ninety six (77%) of the participants
believed that their families’ knowledge regarding AIDS increased, and 55 (45%) explained
how the family members had different attitudes
and performed different behaviors toward their
patients. Seventy six (61%) reported the fear of

getting HIV from patients among family members, and 68 (55%) believed that the negative
impacts of disease were enormous at home.
Mean score of knowledge of participants
about main and non or less likely transmission
routes of HIV increased significantly in post
counseling stage compared to pre-counseling
stage (table 1). The knowledge of responders
was not related to their sex, marital status, kind
of relationship to patients, education level and
place of living. Only a limited number of responders believed that restrictions should be
applied for HIV/AIDS patients at home (table 2).
Thirty six (29%) stated that their patients were
isolated from others before counseling, and
8 (7%) reported isolation after counseling
(table 3). More than 80% of the participants
believed in the necessity of regular caring of
patients by BCC. There was a significantly
(P<0.001) higher number of participants in
post-counseling period (n=110, 88%) than in
pre-counseling period (n=64, 51%) who were
committed to have close and effective supervision of HIV/AIDS patients. About 2/3 of HIV
infected patients’ wives stated that they use condom in their sexual contacts with their husbands;
however, the number of such respondents did

Table 1: The correct knowledge of the families of HIV/AIDS patients about AIDS before and after receiving counseling at
Behavioral Counseling Center, Shiraz, Iran
Item
Before counseling
After counseling
P value
Number (%)
Number (%)
AIDS is an infectious disease.
101 (80.8)
121 (97)
0.016
Symptoms of AIDS may appear 10 years after being infected
63 (50.8)
106 (84.8)
0.012
by HIV.
General appearance of person is not a good and reliable
98 (78.4)
125 (100)
0.063
criterion to judge if he is infected by HIV or not.
There is not any definite cure for AIDS.
61 (48.6)
110 (88)
0.001
+
Using condom during sexual contacts with HIV patient is a
110 (88.7)
125 (100)
0.5
suitable protective method against getting HIV from him.
There is possibility of HIV transmission from asymptomatic
92 (73.5)
121 (96.8)
0.021
+
HIV patient to others.
+
Sexual partner(s) of HIV patient should be tested for HIV.
118 (95.2)
125 (100)
~1.00
Mean score of correct knowledge about transmission routes
9.76±2.56
10.64±0.88
0.028
of HIV (of total 11)
Mean score of correct knowledge about Non or less likely
18.73±6.9
23.56±2.56
0.002
transmission routes of HIV (of total 25)
Table 2: The attitudes of the families of HIV/AIDS patients toward their patients before and after receiving counseling at Behavioral Counseling Center, Shiraz, Iran
Item
Before counseling
After counseling
P value
Number (%)
Number (%)
Do you have a positive and supportive attitude regarding your
55 (44.1)
99 (78.8)
0.004
patient?
Do you believe that regular follow up of patient by BCC is
109 (87.2)
120 (96)
~1
necessary and effective in their outcome?
In your opinion, is it necessary and effective that you accom102 (81.6)
111 (88.6)
~1
pany your patient in BCC?
Do you believe that implementation of counseling for
100 (80)
104 (82.9)
~1
HIV/AIDS patients’ family in BCC is necessary and effective?
Is the patient supported by other family members?
87 (71.3)
96 (77.1)
0.3
Do you believe that applying of restrictions for the patient at
40 (32)
8 (6)
<0.001
home is necessary?

Iran J Med Sci December 2010; Vol 35 No 4 289

B. Honarvar

not changed significantly by counseling. In
both pre- and post- counseling stages 13
(24%) of wives stated that they did not have
and did not want to have sex with their husbands after learning that they were HIV positive (table 3).
Discussion
HIV/AIDS patients and especially infected
women and children face too many challenges
in their lives. Besides medical consequences,
they encounter devastating impacts of the disease that influence all or at least many aspects
of their lives as well as their partners, families
and societies. HIV/AIDS patients are being
stigmatized, more or less, in many communities and also are subjected to discriminative
behaviors by their families.
After the disclosure that a patient is HIV
positive, the fear of spread HIV among family
members or its disgrace, may leave negative
impacts on patient-family relation, and may
result in the more isolation of the patient.
Therefore, the correct knowledge of the families of HIV/AIDS patients about the disease as
well as their commitment and support toward
their patients will improve the quality of lives
and productivity of the patients. The role of
knowledge, attitudes and behaviors of
HIV/AIDS patients' families in the management
and outcome of HIV/AIDS patients cannot be
ignored. The findings of the present study
might be taken as an evidence for the need of
an effective counseling service for HIV/AIDS
patients’ families, as has been recommended
in a number of studies.7,16-20
Using the above-mentioned rationale, BCC

of Shiraz started counseling of HIV/AIDS patients and their families several years ago.
However, whether or not it could achieve its
goals was unclear prior to doing this study.
This study revealed that the knowledge of
HIV/AIDS patients’ families about the routes of
transmission of AIDS and HIV was nearly satisfactory before counseling, and significantly improved after using the counseling service of
BCC. These findings are consistent with those
of another study.15 Counseling at BCC, like
similar centers in other countries,7,10,11,13-15 could
significantly change the misperception of families about need to isolate HIV/AIDS patients.
Similar to the finding of previous reports,11-15 the
present study showed that after counseling sessions, positive attitudes and supportive behaviors of families toward their patients improved
significantly, and a higher degree of commitment to support the patients and supervise their
treatments at home were realized.
In spite of the above achievements, the present study could not make a difference in a number of areas. The counseling did not make significant change in the fear about getting HIV from
patients in the families, or in the percentage of
patients’ wives who used to use condom in sexual contacts with their infected husbands. It also
couldn’t convince patients’ wives that they could
have protected sex with their husbands. Such
failures are in contrast with the achievements
other studies, which showed that counseling was
able to encourage HIV/AIDS patients’ partners to
have safe sexual contacts with them.13,15
There are two limitations that might affect the
conclusion of the present study. First, as far as
national and international databases are concerned, there has not been similar study in Iran,

Table 3: The behavior of the families of HIV/AIDS patients toward their patients before and after receiving counseling at Behavioral Counseling Center, Shiraz, Iran
Item
Before counseling
After counseling
P value
Number (%)
Number (%)
In which Item the patient isolated from other family members?
Food dishes
14 (11.2)
3 (3)
0.007
Sleep equipments
6 (4.8)
0 (0)
0.031
Toilet
4 (3.2)
0 (0)
0.25
Bathroom
0 (0)
0 (0)
~1
Entertainment and Travel
12 (9.6)
5 (4)
0.039
More than one Item
87 (69.6)
0 (0)
<0.001
Non of them
0 (0)
115 (92)
<0.001
Is there a direct and regular super64 (51.2)
110 (88.2)
<0.001
vision by family members on patient
treatment?
If you are patient’s wife, do you have sexual relationships with him, despite knowing about his HIV status?
Yes, by using condom
37 (67)
39 (71)
0.5
Yes ,without using condom
2 (3.6)
0 (0)
0.5
No
13 (24)
13 (24)
~1
Do you accompany patient in his reference to BCC?
Yes, always
73 (58.4)
86 (69)
0.031
Yes, sometimes
35 (28)
24 (19)
0.001
No
15 (12)
13 (10)
0.62
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therefore, no compare and contrast with similar
study on the national level is possible. Secondly, we could not include all HIV/AIDS family
members in the study, therefore, the implication
of the findings might be limited to only some
parts of patients' family members.

8
9

Conclusion
There is no doubt about the great and determining role of counseling for HIV/AIDS patients’ families in increasing their knowledge
about HIV/AIDS and in improvement their attitudes and behaviors toward these patients.
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