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Introduction: People living with HIV/AIDs (PLWHA) are also prone to mental health problem such 
as depression. However, there is limited evidence on the effects of care giver counselling on the level of 
depression among people living with HIV/AIDs. 
This study aimed to determine factors associated with depression and the effects of care giver counselling and 
follow up on depression among PLWHA attending Federal Teaching Hospital, Ido-Ekiti, Nigeria. 
Methods: This study has two parts. The first part addressed the descriptive aspect of the study while in the 
second part, an experimental study was performed on 64 depressed HIV patients (32 intervention group and 
32 in the control group). These 64 respondents were randomly screened out of 351 consenting PLWHA in the 
hospital using Zung’s self-rating depression scale. A systematic random sampling technique was employed 
to allocate participants to the groups, with the first client of the 64 participants allocated to the control group 
and the next client allocated to intervention group. On-phone counselling of a minimum of 30 minutes (once 
in a week) was done for the patients in the experimental group for a month after which a post intervention 
assessment was done for both intervention and control groups. Bar chart and descriptive statistics were 
employed to explain the data. Yate’s Chi-squared statistics was employed to find out statistical associations 
between the groups while the p-values were consequently reported.
Results: The age of the studied subjects ranged between 21-80 years with a mean age of 41.53 (±9.06). One 
hundred forty-nine (42.5%) of the 351 subjects were found to have one form of depression or the other. Of 351 
subjects, 57.5% were not depressed, 17.1% had mild depression, 10.3% had moderate depression and 15.1% 
had severe depression. One hundred two (29.1%) of 351 respondents came from a severely dysfunctional 
family, while 193(55.0%) from a moderately dysfunctional family and 56(16%) from highly functional 
family. The percentage of the intervention group that suffered severe depression reduced from 40.6% to 6.2% 
after the intervention as opposed to a marginal reduction of 34.4% to 31.2% in the control group without 
intervention (p-value<0.001). Also, the relationships between the severity of depression and BMI, CD4 and 
family functions were significantly associated with p-values of <0.001.
Conclusion: Care giver counselling significantly reduced depression among PLWHA. Therefore, PLWHA 
should be encouraged through policies and otherwise to attend counselling sessions with caregivers. 

ARTICLE INFO ABSTRACT

Received  
Revised    
Accepted  
Published

01.06.2021
12.08.2021 
03.03.2022 
15.03.2022

Key words:
Depression; 
Patients; 
HIV/AIDs; 
PLWHA; 
Caregivers.



103

Vol 8  No 1 (2022)

Effects of Care Givers Counselling on Depression among People ... 

Olubiyi OA et al. 

Introduction

Depression is a mental state involving 
alterations in mood and characterized 
by feelings of sadness, despair, and 
discouragement.1 It is the lowering of mood 
beyond the normal range of ups and downs 
encountered in normal life which is sustained 
over time and to such a degree that the person's 
quality of life is significantly impaired.2 
Depression is a serious medical condition 
that affects thoughts, feelings and the ability 
to function in everyday life. It can affect any 
age range.3 In addition, it is well documented 
that chronic diseases such as hypertension, 
diabetes mellitus, stroke and HIV infection 
predispose people to depression.4 Depression 
is approximately two to three times more 
common in patients with a chronic physical 
health problem (prevalence of about 20 
%) than in people who have good physical 
health.5 Currently, 39% of HIV patients are 
reported to suffer from depression.6 Estimates 
suggest that this co-morbid condition of HIV 
affects 10-50 % of PLWHA.1 
In addition, there are vivid pieces of evidence 
that support the fact that gender affects 
the development of psychiatric morbidity 
among HIV positive individuals. In a study, 
over 15.87 % of HIV positive women and 
10 % of HIV negative women have current 
major depression.7 These figures, however, 
approach twice the value for HIV positive 
men.8 However, the prevalence of depression 
worldwide ranges from 20-70 %.9 In patients 
with HIV/AIDS in Nigeria, when one member 
of a family has the disease, the whole family 
is called “AIDS family” by other villagers.10 
Studies have shown that disclosure of HIV 
positive status can however result in greater 
social support, which in turn has positive effect 

on psychological well-being.11,12 Improving 
family support and social relationships may 
translate to improved outcome of management 
of depression among people living with HIV/
AIDS.
There is extensive research that proves 
conclusively that family support, education 
and psycho-education improve both patient 
outcomes and family functioning in both 
medical and psychiatric illnesses.12-16 Hence, 
this is to be verified in the case of depression 
among PLWHA. Clinical experience holds 
that members of a family are influenced by 
the health of the other members, and family-
oriented primary care can lead to improved 
health for both the individual patient and 
the family as a whole.16, 17 In Africa, the rich 
cultural and family ties could be explored to 
manage patients with depression in chronic 
diseases like HIV/AIDS and this may have 
positive impact on the outcomes.
Depression is one of the most common 
psychological problems affecting nearly 
everyone either through personal experience 
(affective losses, incurable disease and 
rejection of any sorts) or through depression 
in a family member.12 Over 67 % of Nigerian 
adults above 45years experience a period of 
clinical depression.18 It is a common statement 
in the HIV clinic at Federal Teaching Hospital 
Ido-Ekiti, that patients have defaulted but 
nobody has actually considered the fact that 
patients may suffer from depression or even 
suicide in extreme cases. These patients often 
appear moody, have little talk, and most of 
them do not participate in clinical discussions. 
Currently, social workers are doing a great 
job of motivating patients. They meet patients 
at home to get to know them, encourage them 
to join support groups, and often encourage 
them to take their medications. Unfortunately, 
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this approach is increasingly failing because 
most patients do not want to be visited at 
home because of the stigma associated with 
the disease. In fact, majority of the patients 
give fake names and addresses in the clinic 
making them difficult to trace. 
This study will contribute to the existing 
knowledge on effect of family support and 
care giver support and education on treatment 
outcomes of depression among PLWHA. This 
will be achieved by addressing the objectives. 
These goals include (i) evaluating the pattern 
of depression among PLWHAs present at the 
Federal Teaching Hospital. (i) Determining the 
relationship between family functioning and 
depression among PLWHA. (iii) Determining 
the relationship between CD4 count and 
depression and determines the relationship 
between BMI and depression in PLWHA and 
(iv) the effect of caregiver counselling on 
depression in depressed PLWHA.

Methods

Study Area

The study was conducted at the HIV clinic 
of the Federal Teaching Hospital (FETH) 
Ido-Ekiti. The FETH Ido-Ekiti is located in 
Ekiti State, in the Western zone of Nigeria, 
and about 30 km to the state capital. The 2006 
population census by the National Population 
Commission put the population of Ekiti State 
at 2,384,212 people. The HIV prevalence for 
Ekiti State has risen from 0.2% in 2012 to 
2.9% in 2014.19 FETHI serves as a referral 
centre for other health institutions in Ekiti 
state and the environs. The overall prevalence 
of psychiatric disorders was reported to be as 
high as 59.1% among people living with HIV 
in Nigeria.20

The total number of patients seen in the HIV 
clinic at the time of this study was 1,010. There 
is a side laboratory where basic investigations 
like packed cell volume estimation, HIV-I & 
II and Hepatitis B & C screening, CD4 count 
and some other kit (serology) investigations 
could be carried out. The clinic holds twice 
in a week. The family physicians, internal 
physicians, and the laboratory physicians run 
the clinics. The care and support unit of the 
HIV clinic caters for the PLWHA referred 
from other clinics in and outside the FETHI.

Study Design

The study was a hospital based and intervention 
study on the effect of care giver counselling 
on depression among people living with HIV/
AIDS attending Federal Teaching Hospital, 
Ido-Ekiti. The intervention was done for the 
study group and the result was compared with 
the control group. On-phone counselling was 
done for the patients for one month as the 
intervention.

Inclusion and Exclusion Criteria

All consenting adults that had been diagnosed 
with HIV infection and had been on treatment 
for at least 2 months at FETH Ido-Ekiti were 
considered as the respondents. Excluded from 
the study were patients with past history of 
mental illness and patients who had severe 
debilitating ailments that found it too 
distressing to express themselves. 

Sample Size Estimation

This study has two parts. The descriptive part 
answered objectives i-iii and the intervention 
part which addressed objective iv. Therefore, 
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the sample size was also classified into two 
parts. The sample size for the descriptive 
part was estimated to be 271. However, to 
improve the power (external validity) of the 
study, 351 respondents were considered. They 
were over-sampled from 271. One hundred 
and forty nine respondents out of the 351 
screened had depression. For the experiment, 
the estimated sample size was approximately 
30 (for each of the two groups). To cater for 
attrition assuming an anticipated response of 
80%, a sample size of 32 was used for each 
group. This is in order to increase the power 
and reliability of the study. Summarily, 351 
PLWHV had Zung self-rating depression 
scale applied to them and 149 depressed 
patients were identified. Sixty four depressed 
patients were chosen using systematic random 
sampling, these were randomized into 32 
intervention and 32 control groups.  

The Intervention

In the first stage of the study, phone numbers 
of important collaborators/caregivers were 
written down (i.e. the persons who were 
concerned about the present health challenges 
of the client) for both the intervention and the 
control groups. This served as a gateway to the 
family. The investigator put phone calls across 
to these collaborators. Self-introduction was 
made by the investigator; he also acquainted 
them with the fourth objective of the study. 
The ailment, the grave complication which is 
depression and the dangerous consequences 
of depression if it was not well managed was 
all talked about.
The investigator went ahead to talk about the 
beliefs of the family members about the health 
challenges and how close or far their beliefs 
were from the scientific explanation of the 

ailment. He then tried to dispel the erroneous 
beliefs and reinforce the true/right beliefs, 
though non-judgmentally. The investigator 
spoke about other recent challenges other 
than the illness that the patient was passing 
through lately and he negotiated how a joint 
effort could be made by the family, friends 
and the physician to help him or her out of 
the predicaments. He also dwelt on how a 
robust family support could help the patient 
cope with the ailment. These discussions 
went under minimum of 3 sections for each 
client while each section lasted minimum of 
10 minutes. The sections were once a week 
and this phase went on for one month. The 
intervention, was done for the intervention 
group. The intervention group had this 
intervention alongside their routine anti-
retroviral treatment and this lasted for 4 weeks. 
The second group called the controlled group 
had only routine anti-retroviral treatment for 
the study period.

Results

The findings of the study are presented in the 
section. The majority (48.1%) of PLWHA in 
the clinic were of middle age (41-60years) 
[Table 1]. Over 74% of the participants 
were female and more than 47% lived below 
poverty line (living below $35.52/ N13500 
per month).
Majority of the respondents had their body 
mass index (BMI) within the normal range 
and 53.3% had a CD4 count of between 
200 and 350 cells/microliter. Also, fifty-five 
percent of the respondents had a moderately 
functioning family.
Figure 1 shows pattern of depression among the 
study population where 57% of the population 
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Table 1. Socio – demographic characteristics of the study population (PLWHA).

Variable Frequency
(N = 351)                      

Percentage
    (%)

Age (in years)
20 – 40 142 40.5
41 – 60 169 48.1
61 – 80 40 11.4

Sex
Male 89 25.4
Female 262 74.6

Marital Status
Married 196 55.8
Single 44 12.5
Widowed 55 15.7
Separated 56 16.0

Income
Less than N5,000 166 47.3
N5,001 – N20,000 111 31.6
N20,001 – N50,000
More than 50,001

41
33

11.7
9.4

Highest level of education
No Formal Education 21 6.0
Primary 62 17.7
Secondary 191 54.4
Tertiary 77 21.9

Table 2. Health Characteristics of PLWHA

Variable Frequency
(N = 351)

Percentage
    (%)

BMI
Underweight 48 13.7
Normal 201 57.3
Overweight 76 21.6
Obese 26 7.4

CD4
Less than 200 59 16.8
200 – 350 187 53.3
351 – 500 94 26.8
Above 500 11 3.1

Family APGAR
Highly functioning 56 16.0
Moderately functioning 193 55.0
Severely dysfunctional 102 29.0

Table 3. Relationship between family functioning and presence of depression among   PLWHA

Variable	
Presence of Depression

x2 p – value
No (%)   Yes (%)

Family functioning 37.00 <0.001
Highly (n = 56)      45 (80.4)    11 (19.6)
Moderately (n= 193)      122 (63.2)    71 (36.8)
Severe dysfunction (n= 102)      35 (34.3)    67 (65.7)
Total (n = 351)      202 (57.5)    149 (42.5)
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were not under depression but 15.1% were 
in severe depression. The prevalence of 
depression in this study was 42.5% [Fig 2]. 
There was statistically significant relationship 
between family functioning and presence of 
depression (p <0.001) [Table 3].

Figure 1. Pattern or depression among PLWHA

Figure 2. Pie chart of prevalence of depression among 
PLWHA in FETH Ido-Ekiti

The highest percentage of respondents in 

severe form of depression had a CD4 count 
of less than 350cells/ microliter. Those with 
CD4 counts above 500 were quite few. The 
CD4 count had a statistically significant effect 
on the severity of depression (p<0.001).
The relationship here had a U-shaped 
distribution with people in severe form of 
depression distributed more in the lowest 
and highest ranges (underweight and obese) 
of BMI. There is no significant difference in 
any of the socio-demographic characteristics 
between the study and the control groups.
The distribution of the socio-demographic 
characteristic among the study and control 
group were not skewed. None of the 
characteristics considered was statistically 
significant. The pre-intervention distribution 
of health variables differences between study 
and control groups were not statistically 
significant [Table 9]. The difference between 
the pre-intervention pattern of depression 
among intervention and control groups was 
not statistically significant (p = 0.334). 
The difference between the pattern of 
depression in the post-intervention period 
among the study and control group was 
statistically significant with a p value of 
<0.001. 
There was statistically significant difference 
between pre-intervention pattern of depression 
and post-intervention pattern of depression 
(p <0.001) in the study group. However, in 

Table 4. Relationship between family functioning and severity of depression among the study population (PLWHA)

Variable
Severity of Depression

x2 p –value
None (%) Mild (%) Moderate (%) Severe (%)

Family Functioning 81.04 <0.001
Highly (n = 56) 45 (80.4) 5 (9.0) 3 (5.3) 3 (5.3)  
Moderately (n= 193) 122 (63.2) 44 (22.8) 16 (8.3) 11 (5.7)
Severe dysfunction (n = 102) 35 (34.3) 11 (10.8) 17 (16.7) 39 (38.2)

Total (n = 351) 202 (57.5) 60 (17.1) 36 (10.3) 53 (15.1)
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Table 5. The relationship between CD4 count and severity of depression among PLWHA

Variable
                Severity of Depression

 x2 p – value
None (%) Mild (%) Moderate (%) Severe (%)

CD4 Count 89.94 <0.001
Less than 200(n = 59) 9 (15.3) 22 (37.3) 16 (27.1) 12 (20.3)
200 – 350 (n = 187) 106 (56.7) 31 (16.6) 12 (6.4) 38 (20.3)
351 – 500 (n = 94) 80 (85.1) 6 (6.4) 6 (6.4) 2 (2.1)
Above 500 (n = 11) 7 (63.6) 1 (9.1) 2 (18.2) 1 (9.1)
Total (n = 351) 202 (57.5) 60 (17.1) 36 (10.3) 53 (15.1)

Table 6. The relationship between BMI and severity of depression among PLWHA

Variable
Severity of Depression

x2 p – value
None (%) Mild (%) Moderate (%) Severe (%)

BMI 150.39 <0.001

Underweight (n = 48) 9 (18.8) 5 (10.4) 10 (20.8) 24 (50.0)

Normal (n = 201) 155 (77.1) 25 (12.4) 8 (4.0) 13 (7.5)

Overweight (n=76) 35 (46.1) 27 (35.5) 8 (10.5) 6 (7.9)

Obese (n = 26) 3 (11.5) 3 (11.5) 10 (38.5) 10 (38.5)

Total (n = 351) 202 (57.5) 60 (17.1) 36 (10.3) 53 (15.1)

Table 7. Socio – demographic characteristics of study and control groups 

Variable Study (%)
N = 32

Control (%)
N = 32 X2 p – value

Age (in years) 0.50** 0.779
20 – 40 15 (46.9) 16 (50.0)
41 – 60 16 (50.0) 15 (46.9)
61 – 80 1 (3.1) 1 (3.1)

Sex 0.72 0.395
Male 10 (31.2) 7 (21.9)
Female 22 (68.8) 25 (78.1)

Marital Status 3.33 0.343
Married 15 (46.9) 12 (37.5)
Single 7 (21.9) 5 (15.6)
Widowed 4 (12.5) 10 (31.3)
Separated 6 (18.7) 5 (15.6)

Religion 0.143** 0.705
Christianity 29 (90.6) 27 (84.4)
Islam 3 (9.4) 5 (15.6)

Highest Level of Education 2.031** 0.566
No Formal Education 1 (3.1) 4 (12.5)
Primary 9 (28.1) 10 (31.2)
Secondary 13 (40.6) 14 (43.8)
Tertiary 9 (28.1) 4 (12.5)

** Yates’ Chi Square
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Table 8. Socio-demographic characteristics of study and control groups

Variable Study (%)
N = 32

Control (%)
N = 32 X2 p – value

Occupation 1.92 0.383
Unemployed 5 (15.6) 7 (21.9)
Self Employed 15 (46.9) 18 (56.2)
Civil Servant 12 (37.5) 7 (21.9)

Income 0.292** 0.962
Less than N5,000 22 (68.7) 21 (65.6)
N5,001 – N20,000 3 (9.4) 5(15.6)
N20,001 – N50,000 4 (12.5) 2 (6.3)
More than 50,001 3 (9.4) 4 (12.5)

Table 9. Health characteristics of the study and control groups

Variable Study (%)
N = 32

Control (%)
N = 32 X2 p – value

BMI 3.15 0.369
Underweight 6 (18.8) 9 (28.1)
Normal 9 (28.1) 13 (40.6)
Overweight 10 (31.2) 6 (18.8)
Obese 7 (21.9) 4 (12.5)

CD4 1.31** 0.726
Less than 200 3 (9.4) 4 (12.5)
200 – 350 18 (56.2) 20 (62.5)
351 – 500 8 (25.0) 7 (21.9)

Family APGAR 0.94 0.623
Highly functioning 8 (25.0) 5 (15.6)
Moderately functioning 16 (50.0) 17 (53.2)
Severely dysfunctional 8 (25.0) 10 (31.2)

** Yates’ Chi Square

Table 10. Pre-intervention pattern of depression among intervention and control groups 

Variable Study (%)
N = 32

Control (%)
N = 32 X2 p – value

Pattern of Depression 2.19 0.334
Mild 14 (43.8) 11 (34.4)
Moderate 5 (15.6) 10 (31.2)
Severe 13 (40.6) 11 (34.4)

Table 11. Post-intervention pattern of depression among the study and control groups   

Variable Study (%)
N = 32

Control (%)
N = 32 X2 p – value

Pattern of Depression 25.38 <0.001
None 19 (59.4) 1 (3.2)
Mild 5 (15.6) 13 (40.6)
Moderate 6 (18.8) 8 (25.0)
Severe 2 (6.2) 10 (31.2)
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Table 12. Comparing the pattern of depression between the pre-intervention period and post-intervention period for both study and 
control groups

Variable
Study Control

Pre  Intervention Post Intervention Pre Intervention Post Intervention

Pattern of Depression N = 32 N = 32 N = 32 N = 32

None 0 (0.0) 19 (59.4) 0 (0.0) 1 (3.2)
Mild 14 (43.8) 5 (15.6) 11 (34.4) 13 (40.6)
Moderate 5 (15.6) 6 (18.8) 10 (31.2) 8 (25.0)
Severe 13 (40.6) 2 (6.2) 11 (34.4) 10 (31.2)

Statistics      X2 = 31.42  p < 0.001 X2 = 1.44  p = 0.696

Effects of Care Givers Counselling on Depression among People ... 
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the control group, there was no significant 
difference in the patterns of depression for 
both pre-intervention and post-intervention 
since the p-value is 0.696.      

Discussion

In this study, family functionality had a direct 
relationship with the presence of depression. 
After the intervention (caregiver counselling), 
59.4% of the depressed patients in the 
intervention group recovered from depression 
as opposed to 3.2% in the control group. 
Therefore, there is a statistically significant 
effect of caregiver counselling on depression 
among PLWHA. It was also revealed by the 
study that the prevalence rate of depression 
among PLWHA is quite high and that the 
CD4 had a statistically significant association 
with the severity of depression.
The prevalence of depressive disorders 
among HIV/AIDS patients attending the adult 
retroviral clinic in Federal Teaching Hospital 
Ido-Ekiti was 42.5%. Sixty (17.1%) had 
mild depression while 53(15.1%) had severe 
form of depression. This result is less than 
the 57% reported in.20 The lower prevalence 
could be attributed to the fact that a different 
tool (The patient health questionnaire PHQ-
9) was used in.20 However, this is similar to 

previous findings among PLWHA patients 
and the prevalence falls within the rates seen 
internationally.21-25 
In this study, family functionality had a linear 
relationship, those who had poor family 
support being more prone to depression. 
This supported the finding of26 where it was 
reported that perceived family support was 
inversely associated with depression. 
This also shows that CD4 count has an inverse 
relationship with the chance of developing 
depression, that is the higher the CD4 count 
of a patient the less likelihood he/she will 
develop depression. This was at variance with 
a South African research which showed that 
there was no correlation between depression 
and CD4 counts with p-value < 0.05.27 These 
differences in observation in the two studies 
could be explained by the fact that the number 
of respondents of the South African study was 
smaller than the one used in this study, 41 as 
against 351. Also, only 15% of the respondents 
in the South African study were married as 
opposed to 55.8% who are married in this 
study. Furthermore, marital status could have 
an effect on nutrition because married people 
are more stable and they could have regular 
planned meals as opposed to unmarried 
people. This could have a positive effect on 
their nutrition and by extension have an effect 
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on the CD4 count. Moreover, different tools 
were used to screen for depression in the two 
studies; Zung’s self-rating Depression scale in 
this study and Beck’s Depression Inventory 
(BDI) in the South African study.  
In the intervention phase of this study, 32 
respondents were recruited for the intervention 
with the same number of controls. The socio-
demographic characteristics, health variables 
and family functioning of each group were 
equally compared. In the pre-intervention 
stage, 40.6% of the study group were in 
severe depression, 15.6% and 43.8% were 
in moderate and mild respectively. The 
control groups had 34.4% in both severe and 
mild depression respectively and 31.2% in 
moderate depression. The difference in the 
pattern of depression for the two groups was 
not statistically significant (p= 0.334). After 
one month of caregiver counselling, the 40.6% 
of the intervention group that were in severe 
depression had reduced to 6.2% and 59.4% 
of the intervention had no depression. The 
difference between post-intervention stage 
and pre-intervention stage was statistically 
significant (p<0.001). However, this was not 
so for the control group because there was 
no statistically significant difference in the 
pattern of depression between the two stages. 
The p-value was 0.696.
This study shows that the prevalence rate of 
depression among PLWHA was 42.5% which 
is similar to the (40.0%) reported in.28 The 
findings of this study were also similar to the 
findings of 29 that concluded that the prevalence 
of depression among patients attending the 
general medical out-patient clinics is high and 
highly under-recognised. 
 

Conclusion 

Since there is a statistically significant 
relationship between family functioning and 
the presence of depression, family functioning 
should be critically examined. The pre-
intervention distribution of health variables 
differences between study and control groups 
were not statistically significant but CD4 
count had a statistically significant effect 
on the severity of depression. Care giver 
counselling program among depressed HIV 
patient in this study had a positive impact on 
the outcome of management of depression in 
the intervention group as there is reduction in 
the level of depression.

Limitations of the study

This study was carried out in a tertiary health 
care setting with the findings not likely to be 
applicable to the general population. The HIV 
patients used in this study were in specialized 
HIV clinics not in general outpatient clinics, 
this leads to a tendency for over estimation 
of depressive disorders in them because 
of the stigma associated with such clinics. 
Lastly, the intervention was short due to time 
constraints, further research should be of a 
longer duration to determine if the effect of 
care giver counselling on depression among 
PLWHA is sustainable.   

Recommendations

According to the findings of this study, the 
following is recommended

1)	 Attending physicians in HIV/AIDS 
clinics should routinely screen patients 
for depression because there is a high 
prevalence of this co-morbidity among 
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HIV/AIDS patients.
2)	 Caregivers should be encouraged to 
come out of obscurity to have an active 
appearance in the clinics for proper 
education and counselling because it has 
been revealed that they could be a useful 
resource in the management of these 
patients.
3)	 Further research needs to be done 
using randomized controlled trials on the 
effect of caregiver counselling or education 
on the outcomes of their care recipients. 
This is because the majority of the studies 
seen in the literature looked at the effect 
of caregiver counselling on the caregiver 
outcomes not the effect of caregiver 
counselling on the care recipient outcomes.
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