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Introduction

S ince the beginning of the AIDS epidemic approximately 60 
million person worldwide have been infected with HIV, 
and 25 million have died of HIV-related causes.1 A report 

on the HIV epidemic in the Middle East and North Africa (MENA) 
shows that while the overall HIV prevalence in the region is still 
low, the rise in new infections since 2001 has put the MENA region 
among the top two regions in the world with the fastest growing 
HIV epidemy.2

Advances in HIV care have resulted in prolonged life expectancy 
for people living with HIV (PLWH), which predisposes higher 
number HIV-positive persons to unsafe sexual practices. This pro-
vides the dual risk of HIV transmission to HIV-negative sexual 
partners and transmission of other sexually transmitted infections 
to the infected parties. Therefore, controlling unsafe sexual activi-
ties in HIV-positive persons has not only become a necessity, but a 
main concern in HIV prevention.3,4  

people have been diagnosed with HIV/AIDS across Iran. Of these, 
91.3% were males and 8.7% were females. The 25–34 year age 
group has the highest number (43.7%) of infected individuals and 
shared use of hypodermic needles among injecting drug users is 
the most common mode of infection (69.8%). Unprotected sexual 
contact (10.1%), mother-to-child transmission (0.9%) and transfu-
sion of contaminated blood (1%) are additional modes of transmis-
sion. In 18.2% of cases the mode of transmission is unknown.5 
However, the number of cases whose mode of transmission is 
unclear has steadily increased in recent years. According to one 
theory, unreported transmissions among sexual contacts due to the 
fear of stigma may be responsible for this increase.6

During the past few years, the prevalence of AIDS in Iran has 
grown from a low-level status to a concentrated prevalence. While 
intravenous (IV) drug use has been introduced as the primary route 
of HIV transmission,5 the lack of information surrounding sexual 
conduct in Iran has rendered statistics unreliable.7 In addition, there 
is much concern that the pattern of HIV transmission in Iran may 
be changing towards a trend of increasing transmission by sexual 
intercourse. Numerous studies in Iran have demonstrated that low 
rates of condom use in high-risk populations range from 11% to 
64.8%.8–10 Studies in other countries have shown that the percent-
age of condom use among PLWH is not desirable.11,12 This is con-
sidered to be a challenge in the prevention of HIV.

Considering that the rate of condom use is not satisfactory in Iran, 
thus identifying barriers to safe sexual practice among high-risk 
groups may assist in planning preventive interventions.
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The Health Belief Model (HBM) is one of the models used to 
implement interventions for reducing high-risk sexual behaviors.13 

This model takes into consideration the barriers and affordance of 
behavioral changes. In addition to its perceptions on susceptibility, 

their relations to safe sexual contacts.14

Few studies have examined the attitudes of HIV-positive persons 
towards condom use in Iran,15 and since cultural differences play a 
large role in such perceptions, barriers to condom use may widely 
differ among various cultures.16 

and identify the causes of behavior in everyday life which can as-
sist human beliefs. The advantage of qualitative research is that it 
gives weight to participants’ viewpoints and maintains the capac-
ity for explanation, description, and discovery during interviews.17 
The present study uses a qualitative approach to evaluate the 
viewpoints of HIV-positive men regarding condom use, based on 
the HBM. This article is part of a widespread study of behavioral 
changes regarding condom use which has been undertaken in Iran.

Materials and Methods

Sample
This study recruited patients who referred to three behavioral 

disease consultation clinics (HIV care clinics) in Tehran, Iran dur-
ing a nine month period from May 2010 to February 2011. Par-
ticipants were selected from among HIV-positive male patients 
by convenience sampling, then narrowed-down by maximum di-
versity sampling in order to obtain a sample that would express 

Interviews were continued until the point of data saturation was 
accomplished. 

Data collection
We conducted in-depth interviews questions which were open-

ended. The questions were based on the constructs of the HBM in 
order to obtain information regarding participants’ perception of 

as cues to actions related to safe sexual contacts. This study only 

After obtaining consent from all participants, their demographic 
and personal information were recorded on paper. The remainder 
of the interview was conducted with a voice recorder. Interviews 
were later listened to and transcribed verbatim. At this stage, con-
tent analysis was performed. Interview texts were reviewed mul-
tiple times and after acquaintance with the contents, codes were 

following criteria to evaluate the rigor and trustworthiness of the 
qualitative data: i) credibility (gaining participant trust and sup-
port, researcher involvement with the data, the use of peer opin-
ions and allowing for separate coding, investigator triangulation 
by having more than one person interpret the data, and method 
triangulation using interviews, observation, and studying patients’ 
records); ii) transferability (precise descriptions of the participants 
that included sampling, time and place of data collection, and 
maximum diversity sampling); dependability (an external check 

discrepancies); and iii) conformability (returning the interviews to 
participants and controlling data with participants, reevaluation of 

coding, and analysis of some of the interviews by other experts).18

Ethical approval was granted by Tehran and Shahid Beheshti 
Medical Universities. All participants gave oral consent to enter 

-
graphic data from the typed interviews and participants were al-
lowed to discontinue participation at any time.

A total of 22 participants entered into the study. The time of each 
interview session varied and ranged between 41 to 90 minutes. In-
terviews were held uninterrupted in an isolated room.  Interviews 
and data analysis were performed by colleagues who had taken 
adequate courses in qualitative research. Data analysis was based 
on content analysis.  

Results

Socio-demographic characteristics
Of the 22 HIV-positive male participants, 11 were single, 9 were 

married, and 2 were divorced. Participants mean age was 37.5 ± 
7.1 years (range: 27–53 years). Fourteen (74%) participants had 
reached the disease stage of AIDS and were under anti-retroviral 
therapy. The main risk activity responsible for infection was IV 
drug use. Ten of the participants had both a history of IV drug use 
and unprotected sexual activity; two only reported unprotected 
sexual contact. Although aware of their infection with HIV, 9 par-
ticipants reported unprotected sexual activity during the previous 
year and 2 reported unprotected contact during their last sexual en-
counter. Participants’ demographic and behavioral characteristics 
are seen in Table 1.

Table 1. Demographic and behavioral characteristics of participants.
Variable Males (n = 22)

Age (years)

19–29 (3)
30–39 (11)
20–49 (6)
Over  50 (2)

Marital status
Single (11)
Married (9)
Divorced (2)

Employment
Unemployed (8)
Employed (13)
Retired (1)

Education Uneducated (2)
Elementary (3)
Lower secondary  (6)
Upper secondary-diploma (10)
Further education (1)

Imprisonment 
record

Positive (19)
Negative (3)

Sexual contact
Used condom during last sexual contact (11) 
 Without sexual contact in last year (9)
Did not use condom during last sexual contact (2)

History of drug 
addiction

Methadone  maintenance treatment (9)
Narcotics anonymous recovery (11)
No addiction record (2) 

History of high 
risk behavior

Intravenous drug addiction (10)
Unprotected sexual relationship (2)
Intravenous drug addiction and unprotected sexual 
relationship (10)

Participants’ opinions on condom use
We investigated participants’ viewpoints on the following ques-

tions: 1) “What is a condom and what is your idea about using it?”; 
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not use condom?”; and 4) “In your opinion, what are the barriers 
to condom use?”. 

Participants’ viewpoints were divided into two groups of themes 

divided into subthemes and codes. Participants presented a range 

most important were that it was a safe method for the prevention 
of diseases, but also caused reduced sexual satisfaction. Age and 
educational status had no effect on the responses. The themes and 
subthemes are seen in Table 2.

One-fourth of patients stated that the condom is a protective 
health device. A patient pointed out that: “Condom will protect us 

for saving health.” (40-year-old, married) Only one of our partici-
pants mentioned that condom has a good mentally effect. 

Most participants mentioned the role of condom on preventing 
sexually transmitted diseases and HIV infection. For instance, one 
of the participants stated that: “I am infected by HIV and I have 
to use condom as a preventing device for AIDS, gonorrhea, and 
hepatitis.” (36-year-old, single)

Some of the patients mentioned the role of condom as contracep-
tive device. For example: “Since I have infection, I shouldn’t have 
any children and I shouldn’t get my wife pregnant.

We have to prevent babies born to HIV positive mothers.” 
(47-year-old, divorced)

Barriers

Participants presented a spectrum of factors as barriers to con-
dom use. The most commonly mentioned barrier to condom use 
in this study was decreased sexual satisfaction. Examples: “I have 
been used condom twice but I didn’t feel satisfy so I don’t like to use 
it again.” (37-year-old, single)

Some men believed that there might not be a need to use condom 
when their partner was HIV-positive. One of the patients stated 
that: “If the person is positive, I don’t know…, I don’t think there’s a 
need [to use condom].” (36-year-old infected man, single) Finally, 
two of the infected men stated the possibility of condom failure as 
a barrier.

buying condom as a main barrier. Some thought that if the sales 
person at a drugstore were female, a situation can occur where shy-
ness may impede the purchase of condom.

One-fourth of our participants mentioned limited access to con-
dom when needed due to the distance to the nearest drugstore or 
the drugstore being closed. A 28-year-old recently married man 
who had been infected by unprotected sexual activity said: “There 
aren’t enough condoms, or there’s no drugstore in the neighbor-
hood, or it just may be noon and we tell ourselves to just forget 
it. And on one of these contacts that we say ‘just forget it’, it hap-
pens.”

The cost of condom was referred to by two of the HIV-positive 
men: “Buying condom has become a routine cost for me. When I 
have to buy a box of condoms for 35,000 Rials every week, every 
ten days, I may be able to pay for them now, but it can be a cause 
[for not using them]. I know people who can’t pay 3,500 a week.” 
(51-year-old, married)

Infected men believed that the quality standards of condom were 
not adequate in Iran.

“These condom they make in Iran, they just change the scent and 
taste. What good is that? Foreign condoms are something else… 
We don’t have those in Iran. Iranian condoms are no good. They 
break, they burst and they come off.” (36-year-old)

Discussion

In this study, of all HIV-infected male, almost half mentioned a 
history of IV drug use along with unprotected sexual activity be-
fore infection and two mentioned a history of unprotected sexual 
contact as the only possible method of transmission. This, in itself, 
has emphasized the importance of condom use in high-risk sexual 
activities. More than half of the infected subjects were unmarried; 
any unprotected sexual contact would be considered high-risk, 
which could contribute to the overall spread of HIV in the commu-
nity. In the Middle East, of all people who recognize the protective 
effect of condom against HIV transmission, only a few actually 
use them. Within the group that uses condom, only a few use them 
consistently. Even in high-risk groups for which condom use is a 
priority, the rate of condom use is low.19 

Viewpoints of participants have been divided into the two themes 

Themes Subthemes Codes

Condom is an individual health device.
Makes people feel comfort Internal

External Prevention of transmitted HIV/AIDS and sexually transmitted diseases. 
Condom is a contraceptive for the prevention both of pregnancy and the birth of a child with 
AIDS.

Perceived barriers Decreased sexual satisfaction.
No need for condom use couples if one of the couples is HIV negative.
Failure of condom use during sexual contact.Individual  beliefs

Access/availability  of condom
Shyness of buying condom.
No condom access at the beginning of intercourse.
Condoms are expensive.

Condom Low quality and no variety of condom in Iran. 

Table 2.
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was the relationship to the prevention of sexual diseases, including 
HIV, and the most important barrier to condom use was related to 
the reduction in sexual satisfaction.

Among the 13 men who did report sexual activity, 2 (15%) re-
ported unprotected contact on their last sexual intercourse, despite 
being aware of their infection with HIV. A number of HIV-positive 
persons who were aware of their diagnosis failed to use protection 
for sexual contacts.20–23

Rahmati Najarkolaei et al.24 performed a qualitative study on 
HIV-positive patients in Iran. The researchers also reported a num-
ber of HIV-positive persons who were aware of their diagnosis, yet 
failed to use protection for sexual contacts. These results supported 
the existence of certain barriers to condom use. Considering that 
there were no existing studies that evaluated the views of HIV-
positive persons towards condom use in Iran, this study was de-
signed to identify these barriers in person who were aware of their 
diagnosis; most who had experienced high-risk behaviors for HIV.

The most commonly mentioned and most important barrier to 
condom use in this study was decreased sexual satisfaction. In one 
study on Iranian female sex workers, it was revealed that although 
many clients wished to use condom when engaging in sexual con-
tact with a sex worker, a larger number preferred contact without 
condom. The main reasons mentioned in this study for reluctance 
towards condom use included decreased sexual satisfaction, incon-
venience for anal contact, as well as dislike and fear of condom.25 

Another study on IV drug users showed condom use to be very low 
among Tehran drug addicts despite good access and availability, 
presumably due to the decrease in sexual sensation.26 Decrease is 

in various studies both in Iran and other countries.27,28 This similar-

condom reduce sexual satisfaction. Educational programs and con-
sultation may be able to target this attitude and emphasize on the 

high-risk groups.
In the Middle East, drugstores constitute the main source for ob-

taining condom.19 Since in Iran the condoms are frequently located 
in the cosmetics section rather than the pharmacy, it is not uncom-
mon for the salesperson in this section to be a woman. This could 
cause the shyness that some mentioned in the current study. Peltzer 
on his study based on HBM has mentioned the shyness of buying 
condom from the opposite sex.29

In Hingson’s study based on HBM there was a relation between 
condom use and the barriers to condom use. People who did not 
believe in the barriers to condom use such as shyness and reduction 
in sexual satisfaction used condom 2.4 times more than others.30

Adih and colleagues performed their study based on the social 
learning theory and HBM. They determined that if there was more 
satisfaction on condom use and less sensitivity to barriers, the use 
of condom would be three times more than the control group.31 

among high risk population is guaranteed .32 
By overcoming these barriers, condom use can be improved 

among men. Different strategies, such as the educational-behav-
ioral strategy have been suggested. Education and consultation can 
change many of the negative attitudes towards condom use.

Another recommended strategy is the provision of easy and free 
access to condom. Currently, in behavioral disease consultation 
clinics condoms are distributed for free. To avoid awkwardness 
for patients, sometimes condoms are offered by the consultants. 

In Drop In Centers (DIC) and at the Positive Club where HIV-pos-
itive or at-risk populations may refer, condoms are placed where 
anyone can take them. Since such centers are only open on work 
days and during working hours, installing vending machines for 
condom in front of drugstores or supplying condom in department 
stores and supermarkets could be helpful. 

In addition, the quality and variety of available condom in the 
market should be assessed and if necessary, improved, to ensure 
that none of the concerns regarding failure, physical side effects, 
and reduced sexual satisfaction remain valid.

Although we have attempted to overcome most limitations in this 
study, there are a number of drawbacks, many of which are general 
limitations seen in qualitative research. One limitation is that the 
study sample in qualitative research is usually small and cannot 
be directly generalized to the overall population. Our study sub-
jects were patients that had referred to consultation clinics for HIV, 
therefore they were not representative of the entire community of 
HIV patients and families. Those that do not refer to such clin-
ics may be culturally or socio-economically different populations. 
Another drawback was that although all measures were taken to 
gain the participants’ trust during interviews, participants may still 
have not spoken their uncensored intentions and beliefs due to the 
controversial and personal nature of the study.

The Islamic Republic of Iran has been a leading country in HIV 
prevention and treatment in MENA. The main objective for con-

diseases. According to the results of this study, we should em-
phasis critical role of condom using against sexually transmitted 
diseases. Behavioral disease consultation clinics that are important 
places for consultation, training and education of HIV-positive and 
other high risk groups should be established.33

-
ucated. Other factors are can be overcome by precise planning and 
intervention by policy makers along with availability of condom in 
medical and social centers.
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