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Abstract
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Human immunodeficiency virus infection still contributes significantly to adolescent mortality in sub-Saharan Africa but many 
infected children are surviving into adolescence and adulthood. Infected adolescents need to know their status for their proper self-
care and prevention of transmission. Studies on effects of disclosure from adolescents’ perspectives are few. This study sought for the 
self-reported impact on disclosed adolescents.

This was a descriptive cross-sectional hospital-based study of 52 adolescents (10-19 years) who knew their HIV infection status 
for over 6 months. A pretested questionnaire was used and it lasted between July 2019 and February 2020. The data obtained was 
analysed using statistical package for social sciences version 25.

Fifty-eight of 140 adolescents aged 10-19years knew their HIV diagnosis (disclosure rate = 41.4%) and 52 assented with caregiv-
ers’ consent to participate. Mean age of participants was 15.1 ± 2.2 years with 21males and 31 female giving male: female ration of 
1:1.4. Age-related significant findings were third party disclosure (P = 0.002), membership of support group and attending clinics 
unaccompanied (P = 0.009 and 0.007 respectively). Gender-based responses were 3rd party disclosure and attending clinic unac-
companied (P = 0.01 and 0.02 respectively). Adherence improved following disclosure and majority preferred being disclosed to and 
were hopeful in their outlook to life, but these were not significant in relations to their ages or gender.
In conclusion, older disclosed adolescents are able to access care for themselves and benefit from peer psychosocial support.

Introduction 
Adolescents’ disclosure of HIV diagnosis and the impact on them 

is a crucial investment and age-specific focus towards the goal of 
ending the adolescent AIDS epidemic by 2030. About 1.6 million 
adolescents (10-19 years) are living with HIV worldwide and they 
are the only group with a non-decreasing AIDS-related mortality 
[1]. As much as 1.5 million (89%) of these adolescents live in sub-

Saharan Africa. Nigeria remains the second largest epidemic in the 
world after South Africa [1]. In 2017, adolescents contributed 7% 
to the HIV infected population of Nigeria and the prevalence of ado-
lescent HIV infection differed between the geopolitical zones, with 
4.3% in the south-south compared to 1.3% in south-east [2]. The 
health outcome for HIV infected adolescents in Nigeria is poor and 
this is the only country where 10-14 years old record a rising AIDS 
related mortality [2].
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The complexities of disclosing the HIV diagnosis to infected 
children and adolescents make their care-givers to shroud the 
lives of these young clients in secrecy of their infection status. At 
adolescence, infected clients ultimately become aware of their 
health challenges, and may question routine medications and 
frequent clinic visits [3,4]. Therefore, they will either be eventu-
ally disclosed to or may discover their infection status themselves 
with attendant reactions, especially at the initial period. Eventual 
disclosure by parents and other caregivers or the permission for 
disclosure to be made, is related to the assessment of the adoles-
cent’s ability to handle the information and cope with the possibil-
ity of the stigma that is associated with HIV infection. Consequently 
parents, caregivers and sometimes healthcare workers decide to 
withhold disclosure till when the child is assessed to have achieved 
the developmental capability of handling this confidential informa-
tion [5-10]. A study from Uyo, Nigeria, showed that 45% of parents 
and caregivers chose 15 years of age as appropriate for disclosure 
and that only 16. 4% of HIV-infected children aged 9-17 years have 
been disclosed to [5].

Some studies on the impact of HIV diagnosis disclosure to in-
fected children/adolescents have shown positive outcomes, espe-
cially improved adherence to ART which is the mainstay of halt-
ing disease progression [11-14]. As high as 100% response rate of 
improvement in adherence was reported by Peterson [14], though 
the range is variable. Factors which improve adherence to HAART 
are invaluable since over 95% adherence is required for avoidance 
of drug resistance and consequent treatment failure [15]. How-
ever, a contrasting result from Vreeman., et al. [16] showed that 
the disclosed children reported more non-adherence than non-dis-
closed children. Other reported impact including self-esteem [17], 
emotional and psychological changes [18] as well as prevention 
of transmission [19,20] have been variably different in disclosed 
compared to non-disclosed children and adolescents. Dusabe-
Richards., et al.[21] observed the advantages of disclosure of HIV-
infection status to infected children to include taking control of 
their healthcare, visiting health facilities unaccompanied, good ad-
herence to their antiretroviral medications and better communica-
tion about their health issues. Also, Mburu., et al.[22] in a study of 
Zambian adolescents aged 10-19 years reported that some adoles-
cents described being anxious, depressed and also regretted being 
disclosed to, but admitted that disclosure afforded them the op-
portunity of accessing adherence and other psychosocial support 
from family and peers [22]. 

Studies on impact of disclosure in adolescents from resource 
limited settings are relatively few in view of the bulk of adolescent 
HIV infection occurring in sub-Saharan Africa [1].Also, there are 
increasing reports of infected children surviving into adolescence 
and adulthood due to diligent utilisation of the free antiretroviral 
therapy [23-25].Vreeman., et al.[26] had documented on the per-
ceived impact by parents and caregivers of disclosure of HIV diag-
nosis to infected children in a resource limited setting of western 
Kenya. Few studies have been carried out on disclosure of HIV diag-
nosis from the perspective of children/adolescents who have been 
disclosed to [20,21,27].

This study set out to assess the post disclosure outcomes from 
adolescents living with HIV/AIDS in a high prevalent resource-lim-
ited setting, with regards to their own reactions to disclosure, any 
effects on their emotional and psychological well being and wheth-
er or not there were age or gender differences. It also sought to 
know whether or not their preference is for disclosure. It is hoped 
that the responses from these clients will add to the literature on 
this important health concern.

Methods 
This was a descriptive cross-sectional study at the paediatric in-

fectious diseases clinic of the University of Uyo Teaching Hospital 
(UUTH), Uyo, Nigeria from July 2019 to February 2020. A pretested 
semi-structured questionnaire was administered to assenting ad-
olescents living with HIV/AIDS whose parents or guardians have 
signed informed consent for their inclusion in the study. Only the 
adolescents, who have had their HIV infection status disclosed to 
them in no uncertain terms, and for at least six months, were re-
cruited. Clients were recruited in a consecutive order during their 
regular clinic visits on Wednesday mornings or during their ado-
lescent support group meetings which holds once in the afternoon 
of every third Saturday of the month. The confidentiality of respon-
dents was ensured as no personal identities were used. They were 
informed of the voluntary nature of their participation in the study 
and that declining participation will not affect the standard care 
that is required at the health facility.

The questionnaire had 50 items including their bio data, level of 
education if in school, their parents or guardians’ educational at-
tainment and their occupations. The social class of each adolescent 
was determined using Oyedeji’s[28] classification which is derived 
by adding each of parents/caregivers’ educational points to the oc-
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cupation points and dividing by four with the result corrected to 
the nearest whole number. The points for education and occupa-
tion of parents/caregivers are scaled I to V with the highest level 
of education being I (university degree and above) and the lowest 
being V (no formal education or can just read and write); while 
occupation is also I to V with I being the highest paid (senior civil 
servants, chief executive officers or equivalent) and V being the un-
employed, students or full time housewives [28]. Other items in-
cluded questions on: who disclosed to them?, what was their initial 
reaction to disclosure?, what do they now think about being dis-
closed to?, who is their treatment partner, whether or not they at-
tend clinics on their own?, if they had missed clinic appointment?, 
whether or not they are members of adolescent HIV support group 
and attend meetings?, whether they prefer being disclosed to or re-
gret the disclosure, whether or not they have disclosed their status 
to anyone else, their perceived reactions from those they disclosed 
to.Questions were also asked about their sexuality, their hopes 
(outlook to life), whether or not they ever consider that life is not 
worth living, any challenges with taking their routine medications, 
whether or not they have achieved viral suppression, and if they 
have been hospitalized in past 6 months? 

The average duration of completion of the questionnaire was 
20 minutes. The questionnaires were either self-administered 
(for older adolescents) or administered by the researchers while 
clients were waiting to see the doctor on clinic days and during 
the “adolescent support group meetings”.The clients were asked 
to clarify any uncertainties and their answers were cross-checked 
after completion.

The responses were entered into statistical package for social 
sciences (SPSS) version 25. Simple frequencies were calculated 
and cross tabulations done to describe the statistics. Significant 
values were taken as Pearson Chi-square, P = 0.05.

Results
A total of 204 children aged 0-18 years are on follow-up in the 

paediatric ART unit comprising 64 (31.4%) of less than 10 years 
and 140 (68.6%) of 10-18 years old. Out of the 140 clients aged 10-
18 years, 58 (41.4%) have had a full disclosure of their HIV/AIDS 
diagnosis. Of these 58 clients, six declined, three of them learnt 
of their status by checking the names of medications on goggle 
search engine. Fifty-two participated in the study, comprising of 
21 males (40.4%) and 31 females (59.6%) with a male to female 
ratio of 1:1.48. The mean age of participants was 15.1 ± 2.2 years. 

The most predominant social class was social class III, 15 (28.8%) 
which is like the middle class; while the lowest class was the least 
represented (7.7%). Majority of the clients had both parents alive 
28 (53.8%) but 46.2% had lost either or both parents. The bulk 
of respondents were in secondary schools; 24 (46.2%) in senior 
secondary while 13 (25.0%) were in junior secondary level. Six 
(11.5%) of the clients were out of school and smallest group were 
3(5.8%) in primary school. These frequencies of the socio-demo-
graphic factors of participants are shown in table 1. 

Characteristics Frequency Percentage
Gender
Male 21 40.4
Female 31 59.6
Age (years)
10-12 8 15.4
13-15 20 28.5
16-18 24 46.1
Social class
I 12 23.1
II 8 15.4
III 15 28.8
IV 13 25.0
V 4 7.7
Parentage
Father only 11 21.2
Mother only 6 11.5
Both parents alive 28 53.8
Complete orphan 7 13.5
Level of education
Primary school 3 5.8
Junior secondary school 13 25.0
Senior secondary school 24 46.2
Post secondary school 6 11.5
Not in school 6 11.5
Total 52 100.0

Table 1: Socio-demographic parameters of participants.

Table 2 shows the responses of participants with relation to 
their ages. Most of the disclosures were done by parents with moth-
ers 23 (44.2%) disclosing more than fathers 16 (30.8%) while the 
least disclosure was one case by the nurses, but there was no sta-
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tistical significance (P = 0.52). There was no statistical relationship 
between age and the reaction to disclosure though the commonest 
reaction to disclosure was being sad 24 (46.2%) and was common-
er with older respondents; the younger children had mild or no 
reactions (P = 0.73). Fifty (96.2%) preferred that their status was 
disclosed to them while 3.8% regretted being told but this was not 
statistically significant (P = 0.82). Four (7.7%) of the clients who 
knew their status had disclosed to someone else and the younger 
age group were significantly more likely to disclose their status (P 
= 0.002). Though 47 (90.4%) said their adherence to HAART was 

Age (years)
10-12 % 13-15 % 16-18 % Total % P-value

Responses
Who disclosed Father 3 5.8 4 7.7 8 15.4 15 28.9 0.52

Mother 1 1.9 10 19.2 11 21.1 22 42.3
Relatives 2 3.8 3 5.8 2 3.8 7 13.4
Doctors 2 3.8 3 5.8 3 5.8 8 15.4

Reactions Sad 2 3.8 11 21.1 11 21.1 24 46,2 0.73
Shocked 2 3.8 2 3.8 3 5.8 7 13.5

Angry 0 0.0 1 1.9 1 1.9 2 3.8
None 2 3.8 4 7.7 4 7.7 10 19.2

Depressed 0 0.0 0 0.0 2 3.8 2 3.8
Scared 1 1-9 1 1.9 2 3.8 4 7.7

Relieved 1 1.9 1 1.9 1 1.9 3 5.8
Prefer disclosure Yes 8 15.4 20 38.5 22 42.3 50 96.2 0.82

No 0 0.0 0 0.0 2 3.8 2 3.8 0.002*
Any third-party dis-
closure

Yes 3 5.8 0 0.0 1 1.9 4 7.7
No 5 9.6 20 38.5 23 44.2 48 92.3 0.20

Life’s outlook Hopeful 7 13.5 19 36.5 21 40.4 47 90.4
No hope 0 0.0 1 1.9 1 1.9 2 3.8
Declined 1 1.9 0 0.0 2 3.8 3 5.8

Adherence to HAART Better 5 9.6 20 38.5 23 44.2 48 92.3
No change 3 3.8 0 0.00 1 1.9 4 7.7

Support group  
member

Yes 0 0.0 9 17.3 15 28.9 24 46.2 0.009*
No 8 15.4 11 21.1 9 17.3 28 53.8

Attend clinic alone Always 1 1.9 8 15.4 17 32.7 26 50.0 0.007*
Sometimes 0 0.0 3 5.8 4 7.7 7 13.5
Not at all 7 13.5 9 17.3 3 5.8 19 36.5

Missed appointment Yes 2 3.8 2 3.8 9 17.3 13 25.0 0.11
No 6 11.5 18 34.6 15 28.8 39 75.0

Viral suppression Yes 5 9.6 17 32.7 19 36.5 41 78.8 0.52
No 3 5.8 3 3.8 5 9.6 11 21.2

Sexually active Yes 0 0.0 0 0.0 2 3.8 2 3.8 0.30
No 8 15.4 20 38.4 22 42.3 50 96.2

Total 8 15.4 20 38.4 24 46.1 52 100.0

better and the older the age the higher the response, there was no 
statistical significance of this relationship. The older clients had a 
more positive outlook of being hopeful compared to the younger 
age group, it was not a statistically significant relationship (P = 
0.22). The older clients were more likely to join the support groups 
as well as coming to clinics alone and both of these relationships 
were statistically significant, P = 0.009 and P = 0.007 respectively. 
That older clients were more likely to be sexually active, achieve 
viral suppression, or miss clinic appointments were not significant. 
(P = 0.30; P = 0.52; and 0.11 respectively).

Table 2: Responses of participants with relation to their ages. *: Significant P-value.
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Table 3 shows that in terms of relationships of gender and re-
sponses, the statistically significant responses were: females being 
more likely to attend clinic alone while the males were more likely 
to disclose their status to someone else, P = 0.02 and P = 0.01 re-
spectively. Though the females were more in their preference for 

Gender
Male % Female % Total % P value

Responses

Who disclosed

Father 7 13.5 8 15.4 15 28.8 0.52
Mother 9 17.5 13 25.0 22 42.3

Relatives 2 3.8 5 9.6 7 13.5
Doctors 3 5.8 5 9.6 8 15.4

Reaction

Sad 6 11.5 18 34.6 24 46.1 0.51
Shocked 4 7.7 3 5.8 7 7.7

Angry 0 0.0 2 3.8 2 3.8
None 6 11.5 4 7.7 10 19.2

Depressed 1 1.9 1 1.9 2 3.8
Scared 3 5.8 1 1.9 4 7.7

Relieved 2 3.8 1 1.9 3 5.8

Prefer disclosure
Yes 21 40.3 29 55.8 50 96.2 0.24
No 0 0.0 2 3.8 2 3.8

3rd party disclosure
Yes 4 7.7 0 0.0 4 7.7 0.011*
No 17 32.7 31 59.6 48 92.3

Life’s outlook
hopeful 20 29 49 0.24
No hope 0 0.0 2 3.8 2 3.8
Declined 1 1.9 0 0.0 1 1.9

Adherence to HAART
Better 18 34.6 29 55.8 47 90.4 0.35

No change 3 5.8 2 3.8 5 9.6

Support group member
Yes 9 17.5 15 28.8 24 46.2 0.69
No 12 23.1 16 30.8 28 53.8

Attend clinic alone
Always 0 0.0 17 32.7 17 32.7 0.022*

Sometimes 9 17.5 6 11.5 15 28.8
Not at all 12 23.1 8 15.4 20 38.4

Missed appointment
Yes 3 5.8 10 19.2 13 25.0 0.14
No 18 34.6 21 38.4 39 75.0

Viral suppression
yes 17 32.7 24 46.2 41 78.8 0.49
No 4 7.7 7 13.5 11 21.2

Sexually active
Yes 0 0.0 2 3.8 2 3.8 0.24
No 21 40.3 29 55.8 50 96.2

Total 21 40.3 31 56.7 52 100.0

disclosure, hopeful outlook to life and of greater membership in 
support groups these were not statistically significant. Also, there 
was no statistical significance of the female being sexually active, 
achieving viral suppression and missing clinic appointments. No 
adolescent was hospitalised during the period of study.

Table 3: Gender-based post disclosure responses. * = Significant P-value
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Discussion 
This study shows a relatively higher disclosure rate of 41.4% 

compared to previous 16.4% at the same centre in 2016 [5] and 
previous national paediatric HIV/AIDS disclosure rates of between 
13.5% to 30.9% [5-7]. This is comparable to 42.0%, reported by 
Cohen.,et al.[29]from United States of America which is resource 
rich setting but still lower than the 95% reported from that study 
in children aged 10 years and above [29].

The gender distribution of our study population showed a high-
er prevalence of female adolescents who know their HIV diagno-
sis. In 2018, the update report showed that adolescent females in 
sub-Saharan countries were two to three times more likely to be 
infected with HIV in comparison to boys of the same age group [1].

Majority of our subjects were aged 16-18 years and this is logi-
cal since age is a key consideration in disclosure of childhood/ado-
lescent HIV infection. The older and more mature the child is, the 
greater the confidence that confidentiality of diagnosis of infection 
status can be maintained. Some studies have shown that 15 years 
and above is a more acceptable age for parents and caregivers to 
disclose HIV infection status to infected children [3-10].

The social classes III and IV were the highest representation 
and this may reflect the predominance of the lower socio-economic 
class from a resource-limited country like the study setting [28].

Adolescents with both parents alive were more than the or-
phans but as much as 13.5% of the study population were com-
plete orphans and large numbers of AIDS orphans is commonplace 
in Nigeria. In 2017, an estimated 1.8 million Nigerian children were 
orphaned by AIDS [2].

Most of the respondents were in secondary school (25% in ju-
nior secondary and 46.2% in senior secondary) which is slightly 
higher than 64.1% reported by Eneh.,et al.[27], though their study 
had younger children of 8 years old.Also 11.5% were out of school 
which is not unusual considering the associated socio-economic 
challenges of the HIV scourge in Nigeria[30].

The age-related responses showed a significant association be-
tween age and third party disclosure as the younger adolescents 
were more likely to disclose their infection status to others. This is 
in keeping with the parents’/caregivers’ decision to defer disclo-
sure for fear of inadvertent disclosure to third parties by children 
who are too young to keep confidential information [4-6]. Inadver-

tent disclosure is a major fear for mothers who cannot risk the po-
tential stigma associated with simultaneous disclosure of maternal 
HIV status because of disclosure of child’s diagnosis [6].Conversely, 
Mburu., et al.reported more of third party disclosure in older ado-
lescents who disclosed their status to their sexual partners [22].

The older adolescents were significantly more likely to attend 
clinic unaccompanied as well as being members of the adolescent 
HIV support group, P = 0.007 and P = 0.009 respectively. This trend 
is expected since the older adolescent is relatively more mature and 
can have more independence and autonomy than the younger ones. 
In a systematic review of disclosure of HIV status to children in sub-
Saharan Africa, it was reported by Dusabe-Richards., et al.[21] that 
the merits of adolescent disclosure include their being able to take 
charge of their health and be able to visit the health facility on their 
own [21].Mburu., et al.reporting on the outcome of a qualitative 
study of 58 adolescents (10-19 years old) who had HIV disclosure, 
noted that they accessed peer psychosocial support better [22].

Other age-related reports, though not statistically significant, 
showed that the parents, especially mothers, followed by fathers, 
were more likely to disclose the HIV infection status to their chil-
dren. This has also been documented from previous studies [6,27].
Eneh., et al.[27]corroborated that 38,8% of disclosure was done by 
mothers while fathers disclosed in 7.7% of cases.

The highest response to initial reactions to disclosure, though 
not statistically significant, was among the older adolescents who 
were more likely to be sad, depressed, or confused etc. compared to 
the younger adolescents. Nevertheless, the oldest age group were 
the highest responders that they have a positive and hopeful out-
look to life, which presupposes that they have got over the initial 
negative reactions. Literature confirming more negative reactions 
in older adolescents compared to early adolescents could not be lo-
cated. However, this finding may suggest that the older adolescents 
may be more mature and more knowledgeable about the challeng-
es of living with HIV and therefore had more negative reactions. 
Moreover, Namukwaya., et al.[3] reported that contrary to care-
givers’ fears, 82.1% disclosed children overcame their immediate 
negative reactions and understood why they needed to continue 
on their medications. Also, in an interventional evaluation study, 
Blasini., et al.found that up to 70% of youth reported normalcy 6 
months post disclosure [31]. Those who reported still being de-
pressed and helpless are receiving psychotherapeutic counselling 
with good response.
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There was also no statistical significance in the preference to 
disclosure or their outlook to life even though 92.2% of them were 
in favour of accepting disclosure and majority said they were hope-
ful. More of the older adolescents had come to terms with their di-
agnosis and admitted that they no longer have negative reactions 
but two still felt hopeless about life and regretted being made 
aware of their HIV diagnosis. Our findings corroborate with find-
ings from Blasini., et al.where 90% of disclosed children favoured 
disclosure and 85% felt that it was a positive event [31].

The variations of reaction to disclosure is however wide and 
they have been reports of psychiatric admissions in American chil-
dren above 13 years of age due to post disclosure depression [32]. 
The authors however did not indicate how these compared with 
depression rates in the general American adolescent population or 
compared to non-disclosed HIV infected adolescents.

The majority of our clients (90.4%) admitted to improved ad-
herence after disclosure and the improvement was higher with 
older adolescents though this was not statistically significant. Self-
reported adherence improvement of 100% among 78 adolescents 
who knew their HIV status had also been documented by Eneh.,et 
al.[27], though it was not related to age. In contrast, Vreeman., et 
al.[16], documented that disclosed children reported more non-ad-
herence than non-disclosed children. Concerning sexuality, though 
the older adolescents were expectedly more likely to be sexually 
active, this was not of any statistical significance and only two fe-
males were sexually active. A self-reported sexual activity among 
disclosed adolescents was also documented by Eneh.,et al.where 
two out of 78 adolescents reported transmission of HIV infection 
through sexual activity [3]. Mburu.,et al.[22] reported that some 
Zambian adolescents, aged 10-19 years were not only sexually ac-
tive but 6 were actually married with children. This highlights the 
importance of early disclosure to prevent HIV transmission from 
infected adolescents to their sexual partners or to their babies in 
case of adolescent females. 

Our study also showed that the older adolescents were more 
likely to achieve viral suppression, though this was not a statistical-
ly significant finding. The reported viral suppression rate is how-
ever still below the expected 95%. Literature of self report of ado-
lescents’ viral suppression was not available for comparison. Also, 
our older adolescents were more likely to miss clinic but again this 
was not statistically significant. Though they are no literatures on 
these findings of adolescent viral suppression and missing clinic, it 

may not be unconnected with their greater independence as some 
of them are beginning to take charge of their treatment and arrange 
for medication pick-up during adolescent support group meetings 
in the hospital and only call to say that the clinic visit does not fa-
vour them. This trend may not have been if they did not know their 
diagnosis.

The gender-based responses showed that females were more 
likely to attend clinic alone and this was statistically significant, P 
= 0.02. Previous literature on the benefits of disclosure had shown 
that adolescents who know their status were more likely to attend 
clinic unaccompanied [21] but we did not locate literature that 
showed that girls were more likely to attend clinic alone. This may 
reflect our culture of giving girls more responsibilities and at an 
earlier age. 

Another statistically significant finding was that all the disclo-
sure to others were done by the males and while there are no find-
ings in the literature to compare with this, the authors think this 
may be because the bulk of males who disclosed were younger and 
may not have the behavioural maturity to keep confidentiality.

The females were more in the preference of disclosure, more in 
their positive outlook to life, had a larger membership of the HIV 
adolescent support group, were also more likely to miss appoint-
ment and were more likely to achieve viral suppression but these 
were not statistically significant and there are no previous reports 
for comparison.

Considering sexual activity, the two adolescents who reported 
that they were sexually active were females. Though this was also 
not statistically significant a Nigerian study in the general popula-
tion had shown that the median survival time of sexual debut was 
19 years and females were twice as likely to begin sexual activities 
than their male counterparts, HR = 1.99, 1.87-2.11[33].

Conclusion
The disclosed adolescents in this study did not have significant 

negative emotional and behavioural traits, from their self-reported 
responses; they still have a positive outlook to life and prefer that 
the disclosure was made to them. Older adolescent girls were sig-
nificantly more likely to take charge of their treatment by attending 
clinic unaccompanied and being members of the adolescent sup-
port group while younger adolescent boys were more likely to dis-
close their status to others. 
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Recommendation 
More parents should be encouraged to disclose to their infected 

adolescents as their responses did not show that they are at seri-
ous disadvantage of post disclosure outcomes. Primary caregivers 
of children infected with HIV should be empowered to disclose 
their diagnosis to them so that they can take charge or cooperate 
for a better treatment outcome.

Limitation
This study was mostly based on a recall of 6 months or more 

and this might have affected the responses obtained.
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