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ABSTRACT

Introduction

HIV infection is a global health concern and the epidemic is particularly serious in sub-Saharan
Africa. Understanding HIV-related knowledge, attitude and behavior is a key element for
prevention programs. Because of rural-urban variations in social and economic factors, this study
was conducted to assess urban-rural disparities in HIV-related knowledge, attitude and behavior
in Burkina Faso.

Methods

This study is based on a nationally representative data from the 2010 Burkina Faso Demographic
and Health Survey. Odds ratios from the logistic regression analyses were used to determine the
association between HIV-related knowledge, attitude and behaviors with residence (urban /rural).

Results

More rural residents were uneducated (82.13%), illiterates (80.13%), and poor (94.54%) compared
to urban residents with values of 17.87%, 19.87% and 5.45%, respectively. The prevalence of HIV
residents was significantly lower among rural residents (0.65%) as compared with urban residents
(1.88%). Rural residents compared to urban residents were more likely to have incomplete
knowledge or inappropriate HIV-related attitude and behavior: incomplete knowledge about HIV
(OR =3.38, 95% CI 3.15 — 3.63), incomplete knowledge of MTCT prevention methods (OR =
2.01, 95% CI 1.88 — 2.16), non-accepting attitude toward people living with HIV (OR =3.01, 95%
Cl 2.78 — 3.26), unfavorable for youth education on condom use (OR =1.53, 95% CI 1.41 — 1.65),
first sex before 15 years old (OR = 1.54, 95% CI 1.96 — 1.21), multiple sex partnership among
men (OR = 1.52, 95% CI 1.33 — 1.75), don’t know any source of condoms (OR = 3.02, 95% CI
2.67 — 3.42) and don’t know any source of female condoms (OR = 3.27 95% CI 3.04 — 3.51).

Conclusion

Compared to urban residents, Burkina Faso rural residents tend to have limited HIVV knowledge,
limited access to condom. Also, compared to urban residents, more Burkina Faso rural residents
had inappropriate HIV attitude and behavior. However, the HIV prevalence was lower among rural
residents. The disparities between urban and rural residents of Burkina Faso with respect to HIV
knowledge, attitude and behaviors calls for appropriate public health measures to increase HIV
awareness in rural areas.



I.  INTRODUCTION

1.1. Background

The human immunodeficiency virus (HIV) is a lentiretroviruses responsible for the acquired
immunodeficiency syndrome (AIDS) (1). AIDS is a condition in humans resulting from the failure
of the immune system. In this condition, the immune system of the infected individual is unable

to fight opportunistic infections (2).

The main transmission routes of HIV are: sexual intercourse, direct blood contact (sharing
injection drug needles, occupational exposure in healthcare setting, blood transfusion), and mother

to child transmission (MTCT) before or during birth or through breast milk (3).

No vaccine nor curative drug is yet available for HIV. Hence, the World Health Organization
(WHO) suggests, in its first strategic direction (4), to: 1) revolutionize HIV prevention, 2)
eliminate new HIV infections in children, 3) catalyze the next phase of HIV diagnosis, treatment,
care and support, and 4) provide comprehensive, integrated services for key populations. HIV
testing is an important strategic line of defense in fighting the epidemic. Early HIV diagnostic
testing has many advantages such as: increase in life expectancy among infected people, reduction
of risk for transmitting the infection to others, and prevention of transmission from mother to child

(5-7).

Infection from HIV is a global health concern. Indeed, despite efforts deployed to fight the
infection, it remains a pandemic (8, 9). Since the beginning of the AIDS epidemic, over 78 million
people have become infected with HIV. In 2012, AIDS-related diseases were the 6th leading cause
of death worldwide. According to 2013 report, about 35 million people were living with HIV

worldwide (10).



1.2.  Research question

Although behavioral risk factors are important components of HIV research, only few studies have
been conducted to assess HIV-related knowledge, attitudes, and behavior in low income countries.
Many of such studies are often related to gender, socioeconomic and intra-urban disparities in
HIV/AIDS (11-16). It has been demonstrated that there are disparities between urban and rural
areas in several domains such as education, economic development, access to information and
access to healthcare. There are several studies showing urban-rural disparities in HIV matters, but

only few of these studies focused on West Africa.

The purpose of this study is to assess urban-rural disparities with regard to HIV infection in one

West African country by answering the following question:

Is there any urban-rural disparity with regard to HIV-related knowledge, attitudes, and

behavior in Burkina Faso?



Il. LITERATURE REVIEW

2.1.  The HIV epidemic

2.1.1.  The global epidemic

Globally, there were 29.8 million people in 2001 and around 35 million people in 2013 living with
HIV. The global prevalence was 0.8% in 2013. In 2013, 1.5 million people died of AIDS. This

death rate consisted of 35% decrease in the period between 2005 and 2013 (17).

There were about 2.1 million new infections in 2013, roughly 6,000 new infections per day. A
decline of 38% in the incidence has been observed since 2001. There is a possibility for more
people to be informed about their HIV status because of an increase, as well as an overall
improvement of in HIV testing capacity. However, approximately half of all people living with

HIV are still unaware of their status (10, 18).

2.1.2.  HIV in Sub-Saharan Africa

Sub-Saharan Africa is the region most affected by HIV. While Africa represents only 15.6% of
the world’s population, it is home to 71% of people living with HIV. Most children with HIV live
in this region (91%). National HIV prevalence rate is greater than 1% for almost all countries of

the African continent (10).

2.1.3.  Region and country profiles

HIV prevalence ranges from 0.1% to 3.7% in West Africa. The most affected countries in the

subregion are Nigeria, Cote d’Ivoire and Guinea-Bissau. Benin, Burkina Faso, Cape Verde,



Gambia, Ghana, Guinea, Liberia and Mali, Mauritania, Sierra Leone and Togo are moderately

affected, while Niger and Senegal are the least affected countries (Figure 1).

This study is restricted to Burkina Faso noted for a low rate of HIV/AIDS. Burkina Faso is a
landlocked sub-Saharan country and a low-income country with limited natural resources. In 2013,
the country’s per capita income was $670 and the population was estimated at 17 million with a

high percentage (60%) of youth (World Bank, 2015).

According to the World Bank (2015), there have been positive human development trends in
Burkina Faso. Infant mortality fell from 81 deaths per 1,000 live births in 2003 to 65 deaths per
1,000 live births in 2010. In 2010, the maternal mortality rate stood at 341 per 100,000 live births,
which is down from 484 in 1995. In 2009, the life expectancy at birth was estimated at 57, which

is slightly above the regional average of 50 years (19).

Mauritania

Burkina Faso

HIV Prevalence in West Africa

E Data unavailable
o1-05%
[Jos-13%
[ 14-23%
B 24-37%

HIV data source: World Health Organization, 2013
GIS data source: Africa Map Library
© Degninou Yehadiji
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Figure 1. HIV prevalence in West Africa. Source: World Health Organization, 2013.



According to the National Statistics and Demographics Institute, the poverty rate in Burkina Faso
was approximately 46% in 2009, and the country is ranked 181 out of 187 countries by the United
Nations Development Program, in the 2014’s Human Development Index (19). Burkina Faso has

one of the lowest HIV prevalence rates in West Africa, estimated at 0.9% (20)

2.2. HIV risk factors

2.2.1.  HIV knowledge

According to the DHS Program (21), having appropriate knowledge about HIV prevention method
is defined as knowing that people can protect themselves from contracting HIV by using condoms
and by having sex with only one faithful and uninfected partner. Comprehensive knowledge about
HIV comprises knowledge about the two major ways of preventing sexual transmission of HIV
(using condoms and having sex with only one faithful uninfected partner), correct believe on the
two most common local misconceptions about HIV transmission (mosquito bites, sharing food)
and awareness that a healthy-looking person can have HIV. Knowledge of prevention of MTCT
of HIV requires knowing that HIV can be prevented through anti-retroviral therapy during

pregnancy and that breastfeeding can cause MTCT of HIV.

HIV knowledge is an important determinant of non-discrimination and non-stigmatization against
HIV-infected people, adoption of safer sexual practices, and willingness to receive HIV testing. A
study conducted by Swenson et al. 2010 showed that HIV knowledge is an important contributor
to sexual behavior and health (22). It has been demonstrated that an increase in community

knowledge on HIV promotes more positive attitudes towards people living with HIV (23).



2.2.2. HIV-related attitude

Accepting attitude toward people living with HIV and adult support of youth education on condom
use are some indicators of HIV-related attitude. The DHS Program (21) defines accepting attitude
toward people leaving with HIV as acceptance to buy vegetables from an HIV-positive person, not
be secretive about HIV status of a family member, willing to care for relative with AIDS and
allowing an HIV-positive female teacher to teach. Adults over the age of 18 years are considered
being supportive for youth education on condom use when they are in favor of young people aged

12-14 years being educated about using a condom to prevent HIV.

Stigma and discrimination are important barriers to HIV prevention, testing and treatment(24).
Understanding public attitudes about HIV transmission to determine the prevalence and the
correlates of stigmatizing attitudes is important for guiding efforts to remove barriers to HIV

prevention (25).

2.2.3.  Sexual behavior

HIV is a sexually transmitted disease (STD) and sexual behavior is subsequently considered as the
most important factor in the spread of the disease. Risk factors for HIV spread include are early
sexual debut, multiple sex partnerships, unprotected sexual intercourses, commercial sex and anal

Sex.

Early sexual debut and multiple sex partnership are some of the indicators of sexual behavior. In
the HIV/AIDS Survey Indicators Database, early sexual debut refers as having sex before the age
of 15 years, and multiple sex partnership refers as having sexual intercourse with more than one

partners over the last 12 months.



Sex workers are considered as a vulnerable group. They have a high prevalence of HIV and are
more likely to be infected and infect their clients. Risk factors in this group include: large numbers
of sex partners, unsafe working conditions, barriers to negotiating condom use, social stigma and

criminalized work environments (26, 27).

Another vulnerable group is men who have sex with men (MSM). For example, in the United
States, gay, bisexual, and other MSM are more severely affected by HIV than any other group.
From 2008 to 2010, HIV infections among young black/African American gay and bisexual men

increased 20% (28).

2.3.  HIV diagnostics, treatment and prevention

HIV testing is an important method for controlling the epidemic. Knowing HIV status helps in
taking the appropriate measures to protect one’s health. HIV positive individuals are offered
antiretroviral therapy (ART) intended to help them live longer and healthier lives. ART is also
known to reduce the risk of sexual transmission of HIV (29). Thus, HIV infected individuals who

know their status and receive ART not only protect their health, but also protect their partners.

HIV prevention measures address the main routes of HIV transmission (30): sexual transmission
(via unprotected sex without a condom), blood transmission (used needles and blood donations),

and mother-to-child transmission (during pregnancy, labor, delivery or breastfeeding).

Prevention of sexual transmission is assured by condom use (including female condoms), safer sex
education, treatment of sexually transmitted infections and male circumcision. Screening blood
products, reducing needle sharing and preventing needle stick accidents helps preventing HIV

transmission through blood. The following steps help prevent mother-to-child transmission of



HIV: testing women during pregnancy, and after delivery and treating pregnant women that have

tested positive. Babies should be tested when born and also be offered treatment if positive (31).



1.  METHODS

3.1.  Study design

This is a cross-sectional study design intended to compare urban versus rural HIV-related
knowledge, attitudes, and behavior in Burkina Faso. The study is based on the Standard
Demographic and Health Surveys (DHS) Phase VI. Demographic and Health Surveys (DHS) are
nationally-representative household surveys. These surveys provide data for monitoring and

impact evaluation indicators in the areas of population, health, and nutrition (32).

3.2.  Study population and study sample

The Burkina Faso DHS Survey 2010 dataset is a nationally representative sample of 14,424
households, 17,087 women aged 15 to 49 and 7307 men aged 15 to 59 (33). The study is based on

data sets which included only men and women who received HIV testing.

3.3.  Variables of interest

3.3.1.  Socio-demographic characteristics

Socio-demographic characteristics of interest are: age, gender, place of residence,

education, literacy, wealth index, and marital status.

3.3.2.  Independent variable

Our independent variable is the place of residence. This variable has two observations:

urban and rural.
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3.3.3.  Dependent variables

HIV-related knowledge, attitudes, and sexual behavior

Knowledge of HIV prevention methods, comprehensive correct knowledge about HIV, knowledge
of prevention of MTCT of HIV, accepting attitude toward people leaving with HIV, adult support
of youth education on condom use, early sexual debut, multiple sex partnership and condom
accessibility are HIV-related knowledge, attitudes, and behavior variables of interest in this study.
They were selected from the DHS online tools for HIVV/AIDS Survey Indicators Database which
is an internationally-accepted, consistent method for measuring HIV indicators across countries.
These indicators are used to monitor HIV prevention, treatment, policies, knowledge, availability

of methods of prevention, and attitudes towards people with HIV (21).

Knowledge of HIV prevention methods

Knowledge of HIV prevention methods was determined using a score from the DHS questions
related to condom use and one faithful sex partnership. Respondents were prompted the questions
as whether people can protect themselves from contracting HIV by using condoms and whether
people can protect themselves from contracting HIV by having sex with only one faithful and
uninfected partner. Subjects answering “Yes” for both prompts were scored 2, representing

accurate knowledge of HIV prevention methods.

Comprehensive correct knowledge about HIV

Comprehensive correct knowledge about HIV was measured using a score from the DHS questions
that are related to the two major ways of preventing sexual transmission of HIV (using condoms

and having sex with only one faithful uninfected partner), believe on the two most common local
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misconceptions about HIV transmission (mosquito bites, sharing food) and awareness that a
healthy-looking person can have HIV). Correct answers to all five prompts were scored 3,

representing comprehensive correct knowledge.

Knowledge of prevention of MTCT of HIV

This indicator assessed whether respondents were aware that MTCT of HIV can be prevented
through anti-retroviral therapy during pregnancy and that breastfeeding can cause MTCT of HIV.
Correct answers to both prompts were scored 2, representing correct knowledge of prevention of

MTCT of HIV.

Accepting attitude toward people leaving with HIV

Stigma and discrimination was assessed using accepting attitude toward people living with HIV,
which is composite score that is comprised of DHS questions on the acceptance to buy vegetables
from an HIV-positive person, not be secretive about HIV status of a family member, willingness
to care for relative with AIDS and allowing an HIV-positive female teacher to teach. Correct

answers to all four prompts where score 4, representing full accepting attitude.

Adult support of youth education on condom use

This indicator measures whether adults over the age of 18 years are in favor of young people aged

12-14 years being educated about using a condom to prevent HIV.

Sexual behavior

Early sexual debut and multiple sex partnership are the indicators selected to measure sexual

behavior in this study. Early sexual debut was defined as having sex before the age of 15 years.
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Multiple sex partnership was defined by the number of women the respondent had sex with

including his wife in last 12 months.

Condom accessibility

Knowledge of a source of condoms and knowledge of a source of female condoms were used as
proxy measures of condom accessibility. Respondents were asked about sources of condom

including sources of female condom.

HIV status

Respondents’ HIV status was identified by the result of HIV test. The HIV status was classified

into two categories: HIV negative and HIV positive.

3.4.  Statistical analysis

In the descriptive analysis, frequency procedure was used to provide the descriptive characteristics
of independent and dependent variables. Chi-square tests was used to compare the variables of
interest across the two types of place of residence. Binary logistic regression was used to determine
the associations between the place of residence and selected variables of HIV-related knowledge,
attitudes, and behavior. Odds ratios and 95% of confidence interval were computed to determine
whether the association between the place of residence and HIV-related knowledge, attitudes, and
behavior where significant. SAS® version 9.4 (SAS Institute Inc., Cary, NC, USA) was used to
manage and analyze the datasets. For all analyses p-value of less than or equal to 0.05 was used to

determine statistical significance.
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IV. RESULTS

4.1.  Socio-demographic characteristics

The total study population is 15,389 with 7,039 (45.74%) men and 8350 (54.26%) women. The
socio-demographic characteristics including gender, age, marital status, education and wealth
index, between urban and rural residents are presented in Table 1. As shown, there were greater
proportions of rural men (67.14%) and rural women (69.15%) than urban residents for both
genders. Similarly, rural resident represent more than half of the population across all age groups
and marital status. However urban residents were more represented for higher education levels
(71.87% for secondary education and 96% of higher education), ability to read (60.16%) and

higher wealth index (60.42% of rich people).

4.2.  Prevalence of HIV-related knowledge, behavior and attitude

Table 2 compared the rates of HIV-related knowledge, behavior and attitude between urban and
rural residents in Burkina Faso. The table shows a statistically significant difference between the
two places of residence. A greater proportion of urban residents reported knowledge of HIV
prevention methods (85.99%), comprehensive correct knowledge about HIV (55.59%), knowledge
of MTCT prevention (64.68%), full accepting attitude toward people leaving with HIV (34.16%),
support of youth education on condom (74.94%), knowledge of a source of condoms (93.33%)
and knowledge of a source of female condoms (46.98) as compared to 78.97%, 27.00%, 47.56%,
14.69%, 66.86%, 82.41% and 21.40%, respectively for rural residents. However, rural residents
reported a greater proportion of early sexual debut (98.48%), and multiple sex partnership among

men (19.13%) compared to urban residents
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Table 1. Socio-demographic characteristics of urban and rural residents. Source: Burkina Faso
Demographic and Health Survey 2010.

Place of residence

Urban Rural Total
N (%) N (%)
Gender
Male 2,313 (32.86) 4,726 (67.14) 7,039
Female 2,576 (30.85) 5,774 (69.15) 8,350
Total 4,889 (31.77) 10,500 (68.23) 15,389
Age
15-24 2,015 (35.59) 3,646 (64.41) 5,661
25-29 796 (34.05) 1,542 (65.95) 2,338
30-39 1,223 (30.97) 2,726 (96.03) 3,949
40 + 855 (24.85) 2,586 (75.15) 3,441
Total 4,889 (31.77) 10,500 (68.23) 15,389
Marital status
Married/ With partner 2,890 (26.41) 8,051 (73.59) 10,941
Never in union 1,803 (44.75) 2,226 (55.25) 4,029
Widowed/ Divorced 196 (46.89) 222 (53.11) 418
Total 4,889 (31.77) 10,499 (68.23) 15,388
Education
No educ. /Preschool 1,846 (17.87) 8,485 (82.13) 10,331
Primary 1,223 (47.18) 1,369 (52.82) 2,592
Secondary 1,622 (71.87) 635 (28.13) 2,257
Higher 196 (96.08) 8 (3.92) 204
Total 4,887 (31.77) 10,497 (68.23) 15,384
Literacy
Cannot read 1,207 19.87 8,498 80.13 10,605
Can read 2,757 60.16 1,826 39.84 4,583
Total 4,864 32.03 10,324 67.97 15,188
Wealth Index
Poor 300 5.46 5,199 94.54 5,499
Middle 352 12.23 2,526 87.77 2,878
Rich 4,237 60.42 2,775 39.58 7,012

Total 4,889 31.77 10,500 68.23 15,389
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4.3. Comparison of HIV-related knowledge, behavior and attitude

The association between the place of residence and HIV-related knowledge, behavior and attitude
variables is presented is Table 3. As shown, subjects from rural areas had significantly greater
incomplete knowledge about HIV prevention methods (OR = 1.63; 95% CI: 1.49 — 1.79),
incomplete knowledge of MTCT prevention methods (OR = 2.01; 95% CI: 1.88 — 2.16), lack of
comprehensive correct knowledge about HIV (OR = 3.38; 95% ClI: 3.15 — 3.63), lack of accepting
attitude (OR = 1.50; 95% CI: 1.40 — 1.61), adult unfavorable for youth education on condom use
(OR =1.53; 95% CI: 1.41 — 1.65), not knowing any source of condoms (OR =3.02; 95% ClI: 2.67
—3.42), not knowing any source of female condoms (OR = 3.27; 95% CI: 3.04 — 3.51), early sexual
debut (OR = 1.54; 95% CI: 1.96 — 1.21), multiple sex partnership (OR = 1.52; 95% CI: 1.33 —

1.75).
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Table 2. HIV-related knowledge, behavior and attitude among urban and rural residents. Source:
Burkina Faso Demographic and Health Survey 2010.

Place of residence Response
Yes (%) No (%0) p-value
Knowledge of HIV prevention methods
Urban 4,204 (85.99) 685 (14.01) <0.001
Rural 8,292 (78.97) 2,208 (21.03)
Comprehensive correct knowledge about HIV
Urban 2,718 (55.59) 2,171 (44.41) <0.001
Rural 2,835 (27.00) 7,665 (73.00)
Full accepting attitude
Urban 1,911 (39.09) 2,978 (60.91) <0.001
Rural 7,354 (70.04) 3,146 (29.96)
Knowledge of MTCT prevention
Urban 3,162 (64.68) 1,727 (35.32) <0.001
Rural 4,994 (47.56) 5,506 (52.44)
Adult support of youth education on condom
Urban 3,655 (74.94) 1,093 (22.41) <0.001
Rural 6,875 (66.86) 3,148 (30.61)
Multiple sex partnership (Men, n=7039)
Urban 312 (13.50) 1,999 (86.50) <0.001
Rural 907 (19.21) 3,814 (80.79)
Early sexual debut
Urban 4,774 (97.69) 113 (2.31) <0.001
Rural 10,333 (98.48) 159 (1.52)
Knowledge of a source of condoms
Urban 4,563 (93.33) 321 (6.57) <0.001
Rural 8,653 (82.41) 1,839 (17.51)
Knowledge of a source of female condoms
Urban 2,297 (46.98) 2,576 (52.69) <0.001

Rural

2,247 (21.40)

8,232 (78.40)
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Table 3. Association between the place of residence and incomplete or inappropriate HIV-related
knowledge, behavior and attitude. Source: Burkina Faso Demographic and Health Survey 2010.

Place of
Response OR (95% CI) p-value

residence

Urban Reference 1

Rural Incomplete knowledge of HIV prevention methods 1.63 (1.49-1.79) <0.001
Incomplete knowledge of MTCT prevention methods 2.01 (1.88 — 2.16) <0.001
Lack of comprehensive correct knowledge about HIV  3.38 (3.15-3.63) <0.001
Lack of accepting attitude 1.50 (1.40-1.61) <0.001
Adult unfavorable for youth education on condomuse 1.53 (1.41-1.65) <0.001
Don’t know any source of condoms 3.02 (2.67 -3.42) <0.001
Don’t know any source of female condoms 3.27 (3.04 —3.51) <0.001
First sex before 15 years old 1.54 (1.96 —1.21) <0.001
Multiple sex partnership (Men) 1.52 (1.33-1.75) <0.001

4.4. Prevalence of HIV

The odd of HIV prevalence among urban residents as compared to rural residents is presented in

Table 4. As shown, rural residence was associated with decreased odds of HIV prevalence (OR =

0.34; 95% ClI: 0.25-0.46).
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Table 4. Urban and rural prevalence of HIV. Source: Burkina Faso Demographic and Health

Survey 2010.
Place of HIV-negative HIV-positive OR  95%CI p-value
residence N (%) N (%)
Urban 4,790 (98.12) 92 (1.88) 1
Rural 10,430 (99.35) 68 (0.65) 0.34 (0.25-0.46) <0.001
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V. DISCUSSION AND CONCLUSION

5.1. Discussion

HIV infection is a major public health issue, especially in Sub-Saharan Africa. Since no cure is yet
available for AIDS, prevention measures rely on populations having appropriate knowledge,
attitude and behavior with regard to the virus and the infection. Health education and access to
healthcare are critical for improving populations’ knowledge about HIV prevention measures.
However, rural areas are known for having limited access to health education and healthcare
facilities (34-36). Several studies have shown urban rural disparities for HIV in many countries,
however, such studies are not available for West Africa countries (36-40). Hence, this study was
conducted in Burkina Faso, a West African country, to examine if there is any urban-rural disparity

regarding HIV-related knowledge, attitudes, and behavior.

The results of this study confirms urban rural disparities regarding education, literacy, wealth
index, and HIV-related knowledge, attitude and behavior. In Burkina Faso, rural residents were
found to have lower education level, literacy and wealth index as compared to urban residents.
Rural residents were found to have greater odds of having incomplete knowledge or inappropriate
HIV-related attitude and behavior: incomplete knowledge of HIV prevention methods (OR = 1.63;
95% CI: 1.49 — 1.79), incomplete knowledge of MTCT prevention methods (OR = 2.01; 95% CI:
1.88 — 2.16), lack of comprehensive correct knowledge about HIV (OR = 3.38; 95% CI: 3.15 —
3.63), lack of accepting attitude (OR = 1.50; 95% CI: 1.40 — 1.61); adult unfavorable for youth
education on condom use (OR = 1.53; 95% CI: 1.41 — 1.65), not knowing any source of condoms

(OR = 3.02; 95% CI: 2.67 — 3.42), not knowing any source of female condoms (OR = 3.27; 95%
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Cl: 3.04 — 3.51), early sexual debut (OR = 1.54; 95% CI: 1.96 — 1.21), multiple sex partnership

(OR =1.52;95% CI: 1.33 - 1.75).

Since incorrect or inappropriate knowledge, attitude and behavior in HIVV matter are risk factors
for HIV infection, the expectation is that rural residents would be at a much greater prevalence of
HIV, because these factors are more common in rural areas. Paradoxically, the study showed a
lower prevalence of HIV among rural residents as compared to urban residents. Unlike this study,
several other studies also found higher prevalence of HIV among urban residents. For example, in
a study conducted in Tanzania by Msisha, Kapiga, Earls, & Subramanian (2008), higher odds of
positive HIV serostatus among urban residents. Men residing in small cities had the highest odds
were found to have greater odds of being HIV-positive compared with those living in rural areas
(OR, 2.72, 95% CI 1.60-4.60,) and capital city residing women showed the highest risk (OR 3.34,
95% CI 2.27-4.93) (41). A similar study conducted in the U.S. revealed HIV prevalence of 274.6

per 100,000 in urban counties versus 91.0 across rural counties (42).

The result of this study is consistent with several other studies which showed urban-rural
disparities related to health, health behaviors and preventive services. An article published by
David E. et al. (2004) showed an urban-rural inequality in living standards, with indicators
pertaining to wealth index, health and education, in Africa (39). A similar urban-rural disparity in
health and health behaviors have been reported in the U.S. A report by Bennett, Olatosi, & Probst
in 2008 showed an urban — rural divide regarding health matters in the U.S (43). Among many
other indicators, rural residents were more likely to report fair to poor health status than were urban
residents of urban (19.5% versus 15.6%); rural adults were more likely to report having diabetes

than were urban adults (9.6% versus 8.4%); rural residents were more likely to be obese than were
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urban residents (27.4% versus 23.9%); and rural residents were less likely than urban residents to

meet CDC recommendations for physical activity (44.0% versus 45.4%) (43).

In a 2010 study conducted by Williams et al. among African American men, they assessed the
differences and similarities regarding knowledge, attitude, beliefs, myths, and misconceptions and
high-risk behavioral factors that influence the rate of infectivity of HIV among African American
men in urban and rural communities of Mississippi. They observed statistically significant
differences between urban and rural populations on HIV knowledge, HIV/sexually transmitted
infection testing history, sexual partners, unprotected sexual intercourse with drug users,
unprotected casual sex, intercourse in an open relationship or marriage, and communication with

potential sex partners regarding sexual limits prior to intercourse (44).

Yebei, Violet N. et al (2008) conducted a study in Kenya that showed urban and rural differences
in stigmatization among people leaving with HIV. Urban women reported a significant lower level
of stigmatization. This finding is consistent with the higher level of non-accepting attitude toward

people leaving with HIV observed in rural residents in our study (45).

This study has several strengths and limitations. The strength is that the study is based on a
nationally representative data with a large sample size. Hence, the findings are generalizable to

Burkina Faso. However, due to the cross sectional study type, we could not demonstrate causation.

Findings from this study are have a public health implication of pointing out areas where HIV
awareness needs to be improved. We recommend that special attention be given to rural areas
regarding the HIV issue. HIV awareness programs specially tailored to rural areas should be
implemented to increase residents’ knowledge in HIV matters. Appropriate measures are also need

to increase condom accessibility in these areas.
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5.2.  Conclusion

Although significant efforts have been made to increase HIV awareness in West African countries
like Burkina Faso, this study reveals urban-rural disparities in HIV-related knowledge, attitude
and behavior. Rural residents in Burkina Faso were more likely to have limited HIV knowledge
and inappropriate HIV-related behaviors and attitude, as compared to urban residents. Rural
residents also tend to have limited access to condom. However, the HIV prevalence was higher
among urban residents. Urban rural disparities observed in Burkina Faso with respect to HIV
knowledge, attitude and behaviors calls for appropriate public health measures to increase HIV

awareness in rural areas.
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