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Abstract
Background: Social acceptance in patients with HIV/AIDS is defined as the supports and aids offered by the community around them, which often
leads to a better prognosis. If social acceptance is found significantly lower in HIV/AIDS-positive patients, proper planning can be designed to increase
the knowledge, awareness and cultural level of society to promote patient acceptance.
Objectives: This research was designed to determine social acceptance in patients infected with HIV/AIDS, referred to the health center of Rafsanjan
and the behavioral consultation center in Kerman, Iran, in 2013.
Patients and Methods: In this cross-sectional study, 130 HIV/AIDS-infected patients were enrolled. They filled in the Marlowe-Crowne social acceptance questionnaire and their answers were evaluated according to the questionnaire key. The scores were calculated with statistical t-test and
analyzed by SPSS software version 16.
Results: Ninety (74.6%) patients were male and 33 (25.4%) were female. They were in the age range of 20-60 years old. Fifty four (41.5%) patients had
moderate social acceptance and 76 (58.5%) had high social acceptance scores.
Conclusions: Among the variables including age, gender, education, occupation, residential area, marital status, family history of HIV/AIDS, family
history of psychiatric disorders, and CD4 lymphocytes count, the relationship between gender, familial history of psychiatric disorders and CD4
lymphocytes count on one hand and the social acceptance on the other hand were significant (P value < 0.05). It means that males with a family
history of psychological disorders and patients with high CD4 lymphocytes count level had less social acceptance than others.
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1. Background
Acquired immunodeficiency syndrome (AIDS) is one of
the most influential and contagious diseases that continues to be a threat to the world’s population today (1). With
regard to the centers for disease control report, more than
1 178 350 people aged 13 or older have been reported living with AIDS in the United States (2). Social acceptance includes help and support of people in the community that
consists of family, friends, neighbors and colleagues. Lack
of social acceptance acts as a major obstacle to implementing HIV prevention programs and is considered as a barrier to the HIV/AIDS adoption of medications (3). Although
the global spread of HIV/AIDS infection seems complex, it
is clear that the lack of social acceptance of people living
with HIV and AIDS (PLHIV) is considered as a major barrier
to HIV/AIDS care, support and prevention programs (4, 5).
There are also growing concerns about intolerance toward
those with HIV worldwide (6-8). Some studies have confirmed the role of various personal and social factors related to the social acceptance of PLHIV including age, gen-

der, education, etc. (9). Moreover, the social acceptance of
PLHIV depends on a range of multiple-level psychosocial
determinants such as knowledge of HIV/AIDS transmission
(10, 11).

2. Objectives
The main aim of the current research was to determine
the social acceptance rate in PLHIV in health centers of Rafsanjan as well as in behavioral consultation center in Kerman, Iran, in 2013.

3. Patients and Methods
3.1. Study Population
This was a cross-sectional study conducted on PLHIV
who had records in health care centers of Rafsanjan as well
as in behavioral consultation center of Kerman.
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Our research protocol was explained to the participants and they signed written consent forms; as a result,
HIV-positive patients were enrolled with personal satisfaction. Patients’ ages and the period of infection were included in the questionnaire and no questions were left
unanswered. The total number of patients in these two
centers was 215, of which 130 (60.4%) completed the questionnaire. A Persian translation version of the MarloweCrowne questionnaire based on the Marlowe-Crowne social acceptance scale was used in this study, which is one
of the most socially acceptable measurement scales. It included 33 questions with two options, yes or no, which indicated that the patients either agreed or disagreed with
each phrase (3). To match up the results with the answer
keys for each person’s scale, the responses were compared
to a scale key to determine each individual’s score. Scores 0
- 8 indicated a possible lack of social acceptance by the people and therefore, there was a risk of exclusion from the society. Scores 9 - 19 showed the average social acceptance of
the patients’ behavior, which was according to the policy
of social behaviors. Scores 20 - 33 indicated that the actual
behaviors of individuals were very compatible with the cultural rules of the society which resulted in the high social
acceptance.

high social acceptance (P value = 0.337). Ninety seven patients were male including 45 (46.4%) with moderate and
52 (53.6%) with high social acceptance. Of 33 female patients, 9 (27.3%) and 24 (72.7%) had moderate and high social
acceptance, respectively. Fisher’s exact test showed a statistically significant difference between social acceptance of
patients and gender (P value = 0.041) (Table 1). In view of
the family history of psychiatric disorders, among 31 people who had a family history of psychological disorders,
10 (32.3%) and 21 (67.7%) had high and moderate social acceptance, respectively (Table 1). Ten patients worked as employees of non-governmental organizations, including 19
(38%) with moderate and 31 (62%) with high social acceptance. Six patients were employed in governmental organizations including 1 (16.7%) with moderate and 5 (83.3%)
with high social acceptance. Seventeen patients were unemployed including 6 (35.3%) with moderate and 11 (64.7%)
with high social acceptance (P value = 0.31).
In our research, the age average of moderate social acceptance was 41.17 ± 7.75 and the age average of PLHIV with
high social acceptance was 39.81 ± 8.72 (P value = 0.363).
The mean and standard deviation of the number of
CD4 lymphocytes in patients with moderate and high social acceptance was 314.99 ± 5.71 and 291.19 ± 3.95, respectively (P value = 0.002) (Table 1).

3.3. Data Analysis

5. Conclusions

3.2. Sampling Method

The sociodemographic variables in this research included patient’s age, gender, education, occupation, residential area, marital status, family history of HIV/AIDS,
family history of psychological disorders, and CD4 lymphocytes count in the current research (2). The recorded
social acceptance scores were then evaluated and calculated out of 20 scores. The specific data of patients was analyzed by Statistical Package for Social Sciences (SPSS) version 16. In this study, chi-squared (2) and t-tests were used
to evaluate the associations between different parameters
and the P value less than 0.05 was considered significant.

4. Results
One hundred and thirty patients completed the
Marlow-Crowne scale social acceptance questionnaire
in the two centers, which included 97 (74.6%) males.
Forty (30.8%) patients had referred to Rafsanjan Health
Center and 90 (69.2%) filled in the questionnaires at the
Behavioral Consultation Center in Kerman, Iran, in 2013.
Of 120 (92.3%) patients who lived in urban areas, 51
(42.5%) and 69 (57.5%) had moderate and high social acceptance, respectively. Ten patients lived in rural areas
which included 3 (30%) with moderate and 7 (70%) with
2

The results showed that accepting attitudes toward PLHIV was significantly associated with gender. The greater
social acceptance of females than males may be due to the
entrance of more females into universities and high levels of education, knowledge, and social relations in the last
decades in Iran. In contrast, additional studies conducted
in Tanzania, Namibia and Kenya indicated that higher levels of depressive symptoms were associated with being female (12). Another study indicated that males experienced
greater acceptance than females (13). Moreover, a research
conducted by Bidaki and colleagues in 2013 in Yazd, another province in Iran (14) (under publication) indicated
that the average score for social acceptance was higher for
males than it was for females. Our finding about the effects
of individual-level variables is not consistent with our previous study in this area (14). This was possibly be due to the
low number of females involved in that study (14) However,
another research project in Tehran, Iran did not reveal any
main differences between males and females regarding social support (15).
High social acceptances were recorded in rural (70%)
and urban areas (57.5%), respectively, but the difference was
not statistically significant. This was not as the expected response. The results may be due to the growing awareness
Int J High Risk Behav Addict. 2017; 6(1):e30564.
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Table 1. The Relationship Between Social Acceptance of People Living With HIV and Multiple Variables in Kerman Health Center and Rafsanjan Behavioral Consultation Center
in 2013

Variables

Moderate Social Acceptance, No. (%) /
Average ± SD

High Social Acceptance, No. (%) /
Average ± SD

Total Number

0.337

Residential area
Urban

51 (42.5%)

69 (57.5%)

120 (100%)

Rural

3 (30%)

7 (70%)

10 (100%)
0.041

Gender
Male

45 (46.4%)

52 (53.6%)

97 (100%)

9 (27.3%)

24 (72.7%)

33 (100%)

Positive family history

21 (67.7%)

10 (32.3%)

31 (100%)

Negative family history

33 (33.3%)

66 (66.7%)

99 (100%)

2 (33.3%)

4 (66.7%)

6 (100 %)

Female

0.001

Family history of psychiatric disorders

Not valid

Level of education
Illiterate
Primary school

14 (43.8%)

18 (56.2%)

32 (100%)

Secondary school

20 (41.7%)

28 (58.3%)

48 (100%)

High school

15 (41.7%)

21 (58.3 %)

36 (100%)

Graduate school

3 (37.5%)

5 (62.5%)

8 (100%)
0.31

Occupation
Labor

P Value

11 (57.9%)

8 (42.1%)

19 (100%)

Housewife

7 (35%)

13 (65%)

20 (100%)

Non-governmental organizations
employee

19 (38%)

31(62%)

50 (100%)

Governmental organizations
employee

1 (16.7%)

5 (83.3%)

6 (100%)

Unemployed

6 (35.3%)

11 (64.7%)

17 (100%)

Farmer

11 (57.9%)

8 (42.1%)

19 (100%)
0.536

Duration of HIV infection, y
0-5

28 (41.2%)

40 (58.8%)

68 (100%)

6 - 16

26 (41.9%)

36 (58.1%)

62 (100%)

Marital status
Single

23 (48.9%)

24 (51.1 %)

47 (100 %)

Married

22 (38.6%)

35 (61.4 %)

57 (100 %)

Widowed

3 (37.5%)

5 (62.5 %)

8 (100 %)

Divorced

6 (33.3 %)

12 (66.7 %)

18 (100 %)

Age

41.17 ± 7.75

39.81± 8.72

-

0.363

CD4

291.19 ± 3.94

314.99 ± 5.71

-

0.002

about AIDS in both rural and urban areas. In contrast, a
study conducted in Thailand discovered that the social acceptance was lower in rural than urban areas (16).
In our research, social acceptance of PLHIV did not
have any correlation with the job. Nevertheless, a study
Int J High Risk Behav Addict. 2017; 6(1):e30564.

in Tehran, Iran showed that patients with higher monthly
revenue had higher total social acceptance (15). An earlier research in china declared that unemployment was accounted as a risk determinant for suicidal ideation in such
patients (17). In addition, a study in Ethiopia reported the
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role of having job in the improvement of life and social acceptance in PLHIV (17).
In the current study, patients with negative family histories of psychiatric disorders had significantly higher social acceptance than patients with positive family histories. Perhaps the stigma of mental diseases in these families interferes with their ability to engage in social communication throughout the course of their illness and accounts as an important determinant in reducing their social acceptance.
Also, CD4 lymphocytes count in PLHIV was associated
with their social acceptance. Our findings are not consistent with the report of a research declaring that CD4
lymphocyte counts were not significantly associated with
quality of life (18).
Our results should be interpreted within the importance of gender, familial history of psychological disorders
and CD4 lymphocytes count in social acceptance. Further
investigations need to gain a better consideration of these
accepting perspectives toward PLHIV and respond faster to
the psychosocial effects of PLHIV. Programmatic strategies
will need to consider both community and individual level
factors to increase the accepting attitudes in the society.
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