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ABSTRACT
Background: Risky sexual behavior (RSB) increases the risk of human immunodeficiency virus (HIV) transmission. There
are few documented studies on the pattern of RSB and associated factors among people living with HIV. This study aimed to
determine the pattern and proportion of HIV‑positive patients with RSB and and its associated factors at the Federal Medical
Centre, Owo, Ondo State, Nigeria. Methods: A cross‑sectional study of 314 sexually active persons receiving antiretroviral
therapy treatment for at least 1 month was done using a semi‑structured interviewer‑administered questionnaire. Study‑related
data were obtained and analyzed using Statistical Package for the Social Science version 21.0. Bivariate analysis to find the
association between age, sex, level of education, and occupation and RSB was explored with Chi‑square test. Results: The
mean age of respondents was 38.6 ± 8.6 years while 43.6% were male. At least one RSB was reported in 42.4% (n = 314).
RSBs such as nonconsistent condom use was reported by 25.2%, multiple sexual partners by 4.8%, not knowing partner’s
HIV status (16.1%), and nondisclosure of status to sexual partner (12.1%). Females (47.5%) were more likely to engage in
RSB compared to males (35.8%), P = 0.038. Nonconsistent condom use was reported by 32.2% of females compared to
16.1% of males, P = 0.001. Not being sure of partner’s status was responsible for RSB in 21.5% of females compared to
10.2% of males, P = 0.008. Having multiple sexual partners was more in male 10.9%, P < 0.001. Conclusion: RSB occurs
more in females and the risk of transmitting HIV to serodiscordant partner exists. Counseling and targeted behavioral change
intervention should be instituted to reduce RSB.
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countries and improved the quality of life of people
living with HIV/AIDS (PLWHA). [1] Sub‑Saharan
Africa has the most serious epidemic of HIV and
AIDS with an estimated 24.7 million people living
with HIV, a prevalence of 4.7%, and 1.1 million
AIDS‑related deaths in 2013. Research shows that
almost 90% of people who tested positive for HIV in
Sub-saharan Africa went on to access ART and 76%
of people on ART have achieved viral suppression,

INTRODUCTION

L

ifesaving antiretroviral therapy (ART)
helps reduce the number of new human
immunodeficiency virus (HIV) infections. From
1995 to 2012, ART averted 6.6 million acquired
immune deficiency (AIDS)‑related deaths worldwide,
including 5.5 million deaths in low‑ and middle‑income
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whereby they are unlikely to transmit the virus to
their sexual partners.[2]

services at the primary, secondary, and tertiary levels
to patients who reside in the state and also to patients
from other states who could have left their states as
a result of stigma and discrimination. The HIV/AIDS
program of the hospital provides services such as
care and support and laboratory and clinical services.
Since inception, an average of 20–25 new cases of
HIV‑positive patients is attended per week, and as in
May 2014, the clinic had recruited about 3500 PLWHA,
of whom about 2250 were on HAART apart from cases
who were transferred out and those who died.

According to the UNAIDS report, the current
prevalence of HIV in Nigeria is 3.2% and approximately
210,000 people died from AIDS‑related illnesses in
2013.[3] There has been no reduction in the number
of annual deaths since 2005 which is possibly due
to the extremely low provision of ART. Currently,
only an estimated 21% of adults living with HIV are
receiving treatment.[2] Factors associated with the HIV
epidemic in Nigeria include multiple concurrent sexual
partnerships, transactional and intergenerational sex,
low personal risk perception, ineffective and inefficient
services for sexually transmitted infections, and
inadequate access to and poor quality of health‑care
services. Entrenched gender inequalities and inequities,
chronic and debilitating poverty, and persistence of
HIV/AIDS‑related stigma and discrimination also
significantly contribute to the spread of the infection.[4]

A cross‑sectional design was used to study 314 sexually
active PLWHA. Sample size was calculated using
the formula for cross‑sectional study (n = z2pq/d2).
The prevalence used for the calculation was 25% of
noncondom use among PLWHA.[11] Only clients who
had used ART for at least 1 month were interviewed.
Data collection was over 3 months. A semi‑structured
interviewer‑administered questionnaire was used to
collect information from the clients. Medical officers
from the Department of Community Health of the
hospital were engaged as interviewers; they were
trained in ethics of HIV/AIDS research and techniques
of questionnaire administration.

The global use of ART has been of clinical benefit,
significantly reducing the viral load of HIV to
undetectable levels. However, its efficacy and
efficiency have led to the general belief that there is
an increased likelihood of risky sexual behavior (RSB)
among individuals living with HIV. The reduction in
the viral load may cause these individuals to believe
that they are no longer infectious.[5] Safe sex practices
such as consistent and correct use of condom and
limiting sexual intercourse to one uninfected partner
are part of the preventive services that have become a
priority in the global fight against HIV/AIDS and are
recommended and encouraged among PLWHA.[6,7]

Data were analyzed using Statistical Package for Social
Scientist version 21.0 (IBM corporation, Armonk,
USA). Descriptive statistics were done. Any client
having at least one of the following: nonconsistent
condom use, nondisclosure of status to sexual
partner(s), not sure of sexual partner(s)’ HIV status,
and multiple sexual partners was categorized to have
had RSB. Chi‑square test was used to explore the
association between sociodemographic characteristics
of respondent and presence of RSB. The association
between sex and occurrence and number of different
RSBs was also tested using Chi‑square test. The level
of statistical significance was 5%.

Research has been conducted in industrialized and
developed countries on the use of ART and RSB
among PLWHA.[8,9] This is not the case in sub-Saharan
Africa where only a few documented studies on
the use of ART and RSB among PLWHA have been
conducted.[10] Knowledge of risky sexual practices
of sexually active and married HIV clients on ART
will help to decide better ways of curbing the spread
of HIV. This study assessed risky sexual practices of
sexually active and married HIV clients on ART at
the Federal Medical Centre (FMC), Owo, Ondo State.

Ethical clearance was obtained from the Health Research
Ethics Committee of FMC, Owo. Informed consent was
obtained from respondents after the objective of the
study was explained to them. Each respondent was
given information on the benefit of the study and that
he/she could participate voluntarily and had the right
to withdraw at any time without any negative effect.

METHODS

RESULTS

Study area

Table 1 describes the sociodemographic characteristics
of the respondents. Of the 314 respondents, 43.6%

This study was conducted at the ART Clinic of FMC,
Owo, Ondo State. The hospital provides health‑care
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take initiative in sex, suggest condom use, or refuse
sexual advances. [12] Limited voice, subservience,
violence, and economic powerlessness, all barriers

were male whereas 56.4% were female. The mean
age of respondents was 38.6 ± 8.6 years; 38 (12.1%)
study respondents were <30 years, only 18 (5.7%) had
no formal education. Students were 65 (20.7%), and
others had some form of employment or occupation.

Table 1: Sociodemographic characteristics of HIV
positive married clients at the Federal Medical
Centre, Owo

The median duration on ART was 20 months, ranging
1–75 months.

Characteristics
Age group in years
<30
30-39
40-49
50 and above
Sex
Male
Female
Level of education
No formal
Primary
Secondary
Tertiary
Occupation
Civil servant
Trading
Farming
Teaching
Student
Artisans

Figure 1 shows when respondents were first diagnosed
to be HIV‑positive. More than half, 204 (65%)
respondents were diagnosed when they presented
with illness. Only 39 (12.4%) were diagnosed during
screening or outreach session.
Ta b l e 2 s h o w s t h e a s s o c i a t i o n b e t w e e n
sociodemographic characteristics and RSB. At least
one RSB was found in 133 (42.4%). RSB was found
in 84 (47.5%) females compared to 49 (35.8%) males,
P = 0.038.
Inconsistent condom use was reported by 57 (32.3%)
females compared to 22 (16.1%) males, P = 0.001. Not
being sure of partner’s status was responsible for RSB
in 38 (21.5%) females compared to 14 (10.3%) males,
P = 0.008. Having multiple sexual partners was more
in males 15 (10.9%), P < 0.001. Table 3 shows the
association between RSB and sex of respondents.

Sociodemographic
characteristics
Age group (in years)
<30
30-39
40-49
50+
Sex
Male
Female
Level of education
No formal
Primary
Secondary
Tertiary
Occupation
Civil servant
Trading
Farming
Teaching
Student
Artisans

In the study population, RSB was more common
among the female respondents. This finding can
be attributed to the dominant patriarchal culture
and society in Africa which exacerbates women’s
inferiority and their disparate health status. Women
often play no part in sexual decision‑making, and
there may be violent consequences if a woman was to
250
(65%)

Frequency

200

150

100

(12.4%)

(16.2%)
(6.4%)

0
during sickness

screening/outreach

pregnancy

others (specify)

Figure 1: When patients were diagnosed to be HIV positive virus‑positive
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Percentage

38
148
87
41

12.1
47.1
27.7
13.1

137
177

43.6
56.4

18
87
120
89

5.7
27.7
38.2
28.3

44
110
25
22
65
48

14.0
35.0
8.0
7.0
20.7
15.3

Table 2: Sociodemographic characteristics and
risky sexual behavior among HIV positive married
clients at the Federal Medical Centre, Owo

DISCUSSION

50

Frequency

RSB present,
n (%)

RSB absent,
n (%)

χ2,
P Value

17 (44.7)
59 (39.9)
38 (43.7)
19 (46.3)

21 (55.3)
89 (60.1)
49 (56.3)
22 (53.7)

χ2=0.793,
P=0.851

49 (35.8)
84 (47.5)

88 (64.2)
93 (52.5)

χ2=4.323,
P=0.038

12 (66.7)
38 (43.7)
50 (41.7)
33 (37.1)

6 (33.3)
49 (56.3)
70 (58.3)
56 (62.9)

χ2=5.458,
P=0.141

17 (38.6)
48 (43.5)
13 (52.0)
11 (50.0)
21 (32.3)
23 (47.9)

27 (61.4)
62 (56.4)
12 (48.0)
11 (50.0)
44 (67.7)
25 (52.1)

χ2=5.098,
P=0.404

RSB: Risky sexual behavior
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A key risk factor for HIV transmission is multiple
sexual partners; in this study, the male gender was
significantly more likely to have more than one
sexual partner compared to the female gender. In
some other studies, male gender was a predictor and
important determinant of multiple sexual partners;
this is possible because some or most societies allow
the male gender to have as many sexual partners as
possible, either as wives or as concubines.[18,25]

Table 3: Association between risky sexual behavior
and sex of HIV positive clients at the Federal
Medical Centre, Owo
Total,
n (%)
Type of RSB
Inconsistent condom use
Nondisclosure of status
to sexual partner(s)
Not sure of sexual
partner(s)’ status
Multiple sexual partner
Number of RSB
1
2
3

Male,
n (%)

Female,
n (%)

P

79 (25.2) 22 (16.1) 57 (32.2) 0.001
38 (12.1) 15 (10.9) 23 (13.0) 0.582
52 (16.6) 14 (10.2) 38 (21.5) 0.008
15 (4.8) 15 (10.9)

0 (0)

<0.001

CONCLUSION

87 (65.4) 33 (67.3) 54 (64.3) 0.720
41 (30.8) 15 (30.6) 26 (31.0) 0.967
5 (3.8)
1 (2.0)
4 (4.8)
0.426

This study showed that sexual risk behavior was
common among PLWHA. We found that the use
of condom was not consistent among the females
while the male respondents were more likely to have
multiple sexual partners. The risk of transmitting
HIV to serodiscordant partner exists. Adequate
interventions to insure safe sex practice among
clients already on ART and those who are about to
initiate ART are important. This will reduce the risk
of transmitting HIV to serodiscordant partner.

RSB: Risky sexual behavior

to HIV prevention make women’s existence difficult
and oppressive according to a study conducted in
Zimbabwe.[13]
Many structural vulnerabilities such as gender
inequality and gender‑based violence,[14] migration
and health‑seeking‑related stigma, [15] and place
women at risk of contracting HIV. Culturally
acceptable roles and conducts for men and women
such as the low social value and power of women
and ideas of manhood linked to the control of women
result in lower levels of education among women;
few public roles for women; lack of family, social and
legal support for women; and the lack of economic
power.[16] Institutionalized economic inequalities keep
money, land, and other resources out of women’s
reach, causing women to be financially dependent
on men, more likely to practice transactional sex,
less likely to be able to negotiate safe sex or condom
use with a partner, and more at risk of violence.[17‑20]
Female respondents reported to lower condom use in
this study; other studies conducted among patients
on ART in Kenya showed that inconsistent use of
condoms was significantly likely to occur among
women than men.[21]
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