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Abstract
Background: Stigmatisation of people living with HIV/AIDS (PLHIV) negatively influences the response to the disease.
Our goal was to identify the individual and contextual determinants of population’s stigma towards PLHIV in Burkina Faso.
Methods: Secondary data set from the fourth DHS conducted in 2010 were analyzed. The study included those who answered “yes” to the question «if they had ever heard about HIV/AIDS». Thus, the final sample included 16,571 women and
7,102 men. We performed a multilevel logistic regression with MLwiN software. The contextual level was the thirteen regions
of the country.
Results: 23,673 individuals (15–59 years) were surveyed, of which more than one-third (36.8%) were under 25 years old. The
prevalence of stigma was 89% [95% CI: 88.59%−89.45%] (women: 92.70% versus men: 87.10%, p<0.001). At the individual
level, sociocultural factors (lack of knowledge about HIV/AIDS OR=2.41***, inaccessibility to media OR=1.60***, not doing the HIV test OR=1.34***) and sociodemographic factors (young age OR=1.39***, female sex OR=2.08***, rural area
OR=1.29***) seemed to be more associated with stigmatising behaviours than economic factors. At the contextual level, access to media (OR=1.70***) and knowledge about HIV contextual (0.70***) influenced stigmatising behaviour of individuals
towards PLHIV.

©2021 The Authors. Published by the JScholar under the terms of the Creative Commons Attribution License http://creativecommons.org/licenses/
by/3.0/, which permits unrestricted use, provided the original author and
source are credited.
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Conclusions: Young people, female, less educated, with low knowledge about HIV/AIDS, living in the countryside with a
low socioeconomic level were more likely to stigmatise PLHIV. Therefore, there is a need to strengthen awareness programs
through mass media for the benefit of this population, with the aim to move towards UNAIDS “zero discrimination” goal.
Keys words: Burkina Faso; Determinants; People living with HIV/AIDS; Socioecological; Stigma

Introduction
Voluntary HIV testing followed by the care of infected persons is recognised as one of the main ways of reducing
the transmission of the disease [1]. However, according to the
Demographic and Health Surveys (DHS) conducted in various
countries south of the Sahara, few people had been tested for
HIV and received their results in the last 12 months [2,4]. This
is partly due to rejection, contempt, devaluation and exclusion of
people living with HIV (PLHIV) from society because of their
status. This situation hampers the momentum towards knowledge of HIV status, thus early treatment [5].

Based on these findings, we proposed to integrate the
level of knowledge of HIV/AIDS and its prevalence in the community, as well as the influence of the media to analyse individual
and contextual determinants that could be at the origin of negative attitudes of the population of Burkina Faso to people living
with HIV/AIDS. In other words, how can socio-demographic,
cultural and economic factors, community factors including
HIV-related knowledge, HIV prevalence and the media influence the attitude of individuals towards PLWHIV in Burkina
Faso?

Methods

For a long time, experts and communities have consistently identified the stigma and discrimination of PLHIV as key
factors in the spread of infection and major obstacles to effective HIV control in all regions of the world [5,7]. According to
Smart [8], HIV/AIDS-related stigma is a real or perceived negative response from individuals, the community, or society to one
or more people.

Study framework

In Burkina Faso, according to the 2010 DHS, 82% of
men and 92% of women had stigmatising attitudes towards PLHIV [4]. Victims of stigma and discrimination mention several
negative effects, including loss of income, and isolation in the
community, the lack of active social participation due to HIV
status, feelings of guilt, shame and suicidal thoughts [9].

Study population

Many studies have described the factors associated with
negative attitudes that individuals develop towards PLHIV. Factors frequently taken into account are sociodemographic [10,13],
the level of knowledge about HIV prevention and transmission
modes [10,14,16], the experience of contact with an infected
person by HIV [17] or with a voluntary counselling council’s’
structure[11,18]. However, little research has incorporated the
influence of the social environment on these individual attitudes
towards PLHIV. Those who examined it [19] did not consider
the prevalence of HIV in the community and the influence of
the media in their analyses, whereas these factors can shape the
perception that individuals have of the disease and hence their
behaviour towards PLHIV.

Data
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This study covered all thirteen regions of Burkina Faso
whose differences in knowledge of the disease, media availability
and HIV prevalence may influence individuals’ behaviours with
people living with HIV.

Study Population and Data

It consisted of all women (15–49 years) and men (15–59
years) interviewed in the context of the fourth Demographic and
Health Survey and Multiple Indicators of Burkina Faso conducted in 2010 (EDSBF-MICS -IV).

We used the database of the EDSBF-MICS-IV. This survey was initiated by the government and executed by the National Institute of Statistics and Demography (INSD) in collaboration with ICF International’s World Demographic and Health
Surveys Program (DHS MEASURE). Conducted from May 2010
to early January 2011, its objective was to estimate many socioeconomic, demographic and health indicators at the level of the
entire population. One of the specific objectives was to assess
the level of knowledge, opinions and attitudes towards sexually
transmitted infections (STIs) and HIV/AIDS among respondents [4].
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Sampling
It was a stratified national sample drawn at two levels from 14 947 households. Of these, 14 536 were employed at
the time of the survey and 14 424 were successfully interviewed
(99%). Within 14 424 households, 17 363 women were identified as eligible, of whom 17 087 were interviewed (98%). Eligible
were women who usually live-in households selected or present
the night before the survey. Men, meanwhile, were interviewed
in one of two households or 7 506 identified and 7 307 successfully surveyed (97%) [4]. The study was limited to those who
answered “yes” to the question of whether they had ever heard
of HIV/AIDS, giving a final sample of 16 571 women and 7 102
men.

Study variables
Outcome variable
Four questions evoked stigmatising behaviours that
respondents could have for PLHIV. It was: (1) “Would you be
ready to take care of the home of a parent with the AIDS virus?
(2) “Would you buy fresh vegetables from a trader living with
the AIDS virus? (3) “Do you think that a teacher living with the
AIDS virus who is not sick should be allowed to continue teaching? (4) “Do you think that it is not necessary to keep the status
of a family member with the AIDS virus secret? “
As part of our study, we created a dependent variable
called “PLHIV Stigma” that aggregated the sum of responses to
these four questions. Thus, the two modalities of the dependent
variable were:
“No = 0”, if the respondent does not adopt stigmatizing
attitudes otherwise, if none of the answers to the four questions
posed were negative for PLHIV.
“Yes = 1”, if at least one of the responses given was negative for PLHIV

Independent variables
They were grouped at two levels, namely individual
(sociodemographic, cultural and economic variables of the respondents) and contextual:

At the Individual Level
•
Sociodemographic variables included age, sex, marital
status, and place of residence.
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•
Age has been transformed into three classes: 15 to 24,
25 to 34, 35 and over.
•
Marital status was grouped into two categories: living as
a couple (married, living with a partner), and living alone (never
in a union, single, separated, and divorced).
•
Cultural variables included religion, media accessibility,
testing, and level of knowledge about HIV/AIDS.
•
Media accessibility included questions including: how
often to read a newspaper? how often to listen to the radio? and
how often you watch television?
•
The voluntary screening test raised the question: “Have
you ever tested whether you have the AIDS virus?”
•
The level of knowledge on HIV/AIDS included prevention and modes of transmission. Ten (10) questions were the basis for assessing the level of knowledge of populations about the
disease. A variable “level of knowledge about HIV” that is the
sum of the first nine variables (the last one with a nonresponse
rate of 11.0% was discarded) referring to the means of prevention
and modes of HIV transmission was created. A summative index
is obtained from the nine responses and then grouped into the
variable into three categories namely level of knowledge “zero”
for individuals who correctly answered most two questions;
“low” level for those who answered correctly between three and
six of nine questions and “high” for those who answered at least
seven of the nine questions correctly.
•
The economic variables included the economic standard of living, the level of education and professional activity.
•
The factorial scores of the proxy Wealth Index Factor
approximated the economic standard of living. The variable was
grouped into two categories: “poor” and “not poor”.
•
Professional activity includes unemployed, working in
the informal sector (unskilled manual labour) and working in
formal sector (administrative activities).

At the contextual level
•
-The area of residence at the time of the survey was our
aggregation variable. The choice of this variable is justified by the
fact that each region presents, in terms of geographical, socioeconomic, cultural and health, specificity likely to influence the
behaviour of individuals with regard to HIV/AIDS. Three variables were used to measure the contextual effect. It was:
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•
The contextual level of access to media: this variable
measures the proportion of respondents who are often exposed
to the media by region. It coded in two modalities: low level for
contexts whose proportion is lower than the average of the regions and high level otherwise.
•
The contextual level of knowledge on HIV: it represents
the proportion of respondents with a good knowledge of the disease in each region. It was coded in two modalities: low level
for contexts whose proportion is lower than the average of the
regions and high level otherwise.
•
The contextual HIV prevalence: it represents the prevalence of HIV in each region. It was coded in two ways: weak for
contexts with prevalence lower than the national level and high
if not.

Analytical methods

The analyses led to the construction of five models of
analysis.
First, it was the “empty model” or variance analysis
model with no explanatory variables. The goal is to decompose
the initial variance to appreciate the part attributable to the different levels of analysis. The values provided by the “empty model” (model 1) were used as a reference for the future and enabled
the impact of the explanatory variables introduced in the subsequent models to be evaluated.
Then, we successively introduced from model 2 to model 5, the individual and then contextual variables by the group of
factors, to judge the evolution of the contextual variance u0 j .
During these analyses, the significance level p was 5% and was
materialised by stars (*)
As follows: < 1% (***), < 5% (**) and < 10% (*). Table 1 summarises the five models of analysis in our study.

The analysis of the survey data consisted of:
A descriptive step that made it possible to assess the distribution of the variables under study;
A bivariate analysis that made it possible to look for the
link between each independent variable and the variable to be
explained (the stigmatisation of PLHIV);
Finally, an explanatory analysis using the multilevel regression model with the MLwiN 2.30 software, to identify the
effect of individual and contextual factors in the stigmatisation
of PLHIV.

Results
The extent of stigmatisation of PLHIV
The prevalence of PLHIV stigma in Burkina Faso was
89.0% with a 95% confidence interval [88.59% - 89.45%]. The
regions with the highest prevalence were Boucle du Mouhoun,
North Central and Sahel with 95.20%, 94.10% and 93.90% respectively. Central Plateau, Central and Eastern Region had the
lowest prevalence with 85.40%, 81.30% and 79.20%, respectively
(Figure 1).

Table 1: Fives models of analysis

Models

Equations

M1

ij
=
exp[ β 0 + u0 j ]
1 − π ij

Empty model

M2, M3, M4

P
π ij
= exp[ β 0 + u0 j + ∑ β p X pij ]
1 − π ij
p

Taking into account
individual factors

M5

P
M
π ij
= exp[ β 0 + u0 j + ∑ β p X pij + ∑ λm Z mj ]
1 − π ij
p
m

Taking into account
contextual factors
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Source: 2010 DHSBF data
Figure 1: Prevalence of HIV-related stigma in Burkina Faso in 2010

Bivariate analysis of the factors associated with the stigmatisation of PLWHA

The explanatory analysis of the determinants of the stigmatisation of PLHIV

Age (p <0.001), sex (p <0.001), marital status (p <0.001)
and place of residence (p <0.001) were the sociodemographic
determinants of PLHIV stigma. At the cultural level, religion (p
<0.001), media exposure (p <0.001), having previously tested
for HIV (p <0.001) and level of knowledge about HIV/AIDS (p
<0.001) were the determining factors found. Finally, work status
(p <0.001), Household wealth (p <0.001) and education’s level (p
<0.001) were the economic determinants that could explain the
stigmatisation of PLHIVs (Table 2).

This analysis made it possible to see the effect of individual and contextual factors on the stigmatising behaviour of
populations towards PLHIV.
The empty model presents the average phenomenon β0
= 7.622. An analysis of its variance shows that the stigmatisation
of PLHIV varied by region. Indeed, u0 j = 0.748 was statistically
significant.

Table 2: Bivariate analysis of the determinants of PLHIV stigma

Variables and modalities

Numbers N (%)

Age groups (in years)
12 - 24
25 - 34
35+
Sex
Female
Male
Marital status
Living in a relationship
Single
Residence
Rural
Urban

JScholar Publishers

Stigma against PLHIV
Yes n (%)

No n (%)

8 705 (36.8)
7 270 (30.7)
7 698 (32.5)

7 864 (90.3)
6 368 (87.6)
6 842 (88.9)

841 (9.7)
901 (12.4)
856 (11.1)

16 571 (70.0)
7 102 (30.0)

15 274 (92.2)
5 800 (81.7)

1 298 (7.8)
1 301 (18.3)

17 814 (75.8)
5 859 (24.7)

15982 (89.7)
5 092 (86.9)

1 832 (10.3)
767 (13.1)

17 102 (72.2)
6 571 (27.8)

15 686 (91.7)
5 388 (82.0)

1 416 (8.3)
1 183 (18.0)

P

< 0.001

< 0.001

< 0.001

< 0.001
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Religion
Christian
Muslim
Other religions

7 014 (29.6)
14 581 (61.6)
2,078 (8.8)

5 930 (84.6)
13267 (91.0)
1 877 (90.3)

1 083 (15.4)
1 315 (9.0)
201 (9.7)

Education level
Illiterate
Primary
Secondary and above

16 609 (70.2)
3 646 (15.4)
3 418 (14.4)

15 349 (92.4)
3 147 (86.3)
2 577 (75.4)

1 260 (7.6)
498 (13.7)
841 (24.6)

Knowledge level on HIV/AIDS
None
Low
High

2 169 (9.2)
11 602 (49.0)
9 902 (41.8)

2 099 (96.8)
10 743 (92.6)
8 228 (83.1)

70 (3.2)
859 (7.4)
1 674 (16.9)

Media exposure
Often
Never

18 748 (79.2)
4 925 (20.8)

16 386 (87.4)
4 688 (95.2)

2 362 (12.6)
238 (4.8)

< 0.001

Having already made the voluntary testing of HIV
No
Yes

17 028 (71.9)
6 645 (28.1)

15 533 (91.2)
5 541 (83.4)

1 496 (8.8)
1 103 (16.6)

< 0.001

Occupation
Unemployed
Informal activities
Formal activities

4 596 (19.4)
16 512 (69.8)
2 565 (10.8)

4 028 (87.6)
14 932 (90.4)
2 114 (82.4)

568 (12.4)
1 580 (9.6)
451 (17.6)

15 140 (64.0)
8 533 (36.0)

13 246 (87.5)
7 828 (91.7)

1 894 (12.5)
705 (8.3)

Household wealth
Not poor
Poor

< 0.001

< 0.001

< 0.001

< 0.001

< 0.001

Source: DHSBF 2010 data.

After introducing the socio-demographic factors into
the model, we found that age, sex, and place of residence significantly influenced the stigmatising behaviours of individuals
towards PLHIV. The contextual variance remained highly significant ( u0 j = 0.778).
Taking sociocultural factors into account as a result of
socio-demographic factors in this model decreased the effect of
sociodemographic variables, especially the age, sex and place of
residence of the respondents, but not significantly, except for 35
years and older who no longer influenced the stigmatisation of
PLHIV. In addition, it appears that religion, ability to perform
HIV testing, access to media and knowledge about HIV were associated with stigma.
The economic factors taken into account in the model
contributed to explaining stigmatising behaviours towards PLHIV without influencing the effect of other factors, particularly
sociodemographic and cultural factors. Outside the standard of
economic life, education and occupation significantly influenced
the stigmatising behaviours of individuals.
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The entry of contextual factors in the final model reduces the contextual variance by 3.08% compared to the empty
model but not significantly. In addition, there is no significant
variation in the effect of the individual characteristics of those
surveyed on the stigmatisation of PLHIV after considering contextual factors. Ultimately, all sociodemographic, socio-cultural
and economic factors (except standard of living of households)
and contextual factors, notably the level of knowledge about HIV
and access to the media, are determinants of the stigmatisation of
PLHIV.
Age range is a key determinant of stigmatisation. Indeed, young people (15-24 years) are 1.40 times more likely to
have stigmatising behaviour than others are (over 25 years). Regarding sex, women are stigmatised at 2.09 times than men. Individuals living alone were more likely to be stigmatised than those
living in couples (1.13 times). Religion is also a determinant of
stigmatisation of PLHIV. Muslims and those of other religions
(animist and non-religious) were, respectively 1.26 times and
1.23 times more likely, than Christians to have stigmatising attitudes. In the case of media access, inaccessibility increased the
J HIV AIDS Infect Dis 2021 | Vol 8: 104
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risk of stigmatisation by 1.59. In terms of performing the screening test, individuals who had never tested were at a higher risk of
stigmatisation (1.33 times) than those who have tested. In terms
of knowledge about prevention and modes of HIV transmission,
the lack of knowledge increases the risk of stigmatisation by 2.39
times higher than the level of knowledge, and the low level of
knowledge increased the risk at 1.39 times. As for education, the
uneducated were 2.50 times more likely than those with secondary and higher education. Regarding occupation, respondents in
the informal sector were 1.12 times more likely than their counterpart in the formal sector.

At the contextual level, in regions with high media accessibility, the risk of stigmatisation increased by 1.20 compared to other
regions. In high HIV knowledge-level settings, the risk of stigmatising PLHIV decreased by 0.70 regardless of the individual level
of knowledge about HIV/AIDS. The contextual seroprevalence of
HIV did not significantly influence stigmatising behaviours.
In terms of the contribution of factors to the explanation of the stigmatisation of PLHIV, cultural factors appeared to
be the most important, before socio-demographic and economic
factors. Table 3 summarizes the results of the analysis of individual and contextual determinants of PLHIV stigma.

Table 3: Multivariate analysis of individual and contextual determinants of PLHIV stigma

Constant β0

Variance u0 j

Model 1 Model 2

Model 3 Model 4 Model 5

7.622*** 2.086***

1.346*** 0.916 ns

0.947 ns

0.748*** 0.778***

0.726***

0.785***

0.779***

Sociodemographic variables
Age groups (in years)
15 - 24
25 - 34
35 +

1.42***
1.00
1.17***

1.29***
1.00
1.08 ns

1.39***
1.00
1.03 ns

1.40***
1.00
1.03 ns

Sex
Female
Male

2.55***
1.00

2.19***
1.00

2.08***
1.00

2.09***
1.00

Marital status
Single
Living in a relationship

1.03 ns
1.00

0.96 ns
1.00

1.12**
1.00

1.13**
1.00

Residence
Rural
Urban

2.26***
1.00

1.71***
1.00

1.29***
1.00

1.31***
1.00

Religion
Other religions
Muslim
Christian

1.35***
1.41***
1.00

1.22***
1.26***
1.00

1.23***
1.26***
1.00

Media exposure
Never
Often

1.71***
1.00

1.60***
1.00

1.59***
1.00

Have already taken the HIV test
No
Yes

1,54***
1,00

1.34***
1.00

1.33***
1.00

Knowledge level on HIV/AIDS
None
Low
High

2.76***
1.52***
1.00

2.41***
1.40***
1.00

2.39***
1.39***
1.00

Cultural variables
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Economic variables
Household wealth
Poor
Not poor

0.98 ns
1.00

0.97 ns
1.00

Education level
Illiterate
Primary
Secondary and above

2.50***
1.68***
1.00

2.50***
1.68***
1.00

1.11 ns
1.13**
1.00

1.11 ns
1.12**
1.00

Occupation
Unemployed
Informal activities
Formal activities
Contextual variables
Media exposure level
High
Low

1.20**
1.00

Knowledge level on HIV/AIDS
High
Low

0.70 ***
1.00

HIV prevalence
High
Low

1.06 ns
1.00

Source: DHSBF 2010 data. Legend: *** < 1%; ** < 5%; * < 10%.

Discussion
This study analysed the individual and contextual determinants of the negative attitudes of populations towards PLHIV. Given its importance and impact on HIV prevention efforts
in Burkina Faso, the stigma and discrimination of PLHIV is a
real obstacle in the response to the disease. The discussion of our
results focused on four points according to the groups of determinants taken into account in the analysis.

Sociodemographic factors
This study noted that age, sex, marital status, and place
of residence were factors that contributed to stigmatising behaviours towards PLHIV. It revealed that these negative attitudes
were more prevalent among young people (15-24 years) than
adults, so women were more likely than men, as well as noncouples and those living in rural areas. Other studies made the
same observations. Indeed, Chiao [19] in Kenya and Letamo
[15] in Botswana found that individuals younger than 25 years
had less tolerance attitudes towards PLHIV than adults. The first
study involved people living in couples who were less tolerant of
AIDS patients. The influence was not significantly significant in
Botswana on marital status. The stigma attached to HIV/AIDS
JScholar Publishers

and the resulting discriminatory attitudes creates an environment promoting the spread of the virus. Strengthening HIV/
AIDS education programmes, especially for young people and
female sex can play an important role in reducing the stigma and
discrimination of PLHIV.

Cultural factors
In some systems of traditional and religious beliefs everywhere, on health and illness, ancestors and God are the ultimate cause of the disease. With the advent of HIV/AIDS, these
beliefs have been reinforced in many African countries, resulting
in stigmatising behaviours towards PLHIVs. In our study, Muslims and individuals practising other religions (traditional and
without religion) are recognized to have further stigmatising attitudes than Christians (Catholics and Protestants). These results
corroborate those found by Chiao in Kenya [19], but were not
significant.
The written and audio-visual media in general are the
most widespread and accessible means of communication for the
majority of the population. They can change the behaviour of
individuals towards PLWHAs according to the information conveyed. Individuals who never had access to the media and those
J HIV AIDS Infect Dis 2021 | Vol 8: 104
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who had never been tested for HIV were more likely to have stigmatising attitudes. Several authors including Chiao [19] in Ken�ya, Babalola [20] and Fakolade [21] all in Nigeria, Chen [10] in
China have achieved the same results on the positive influence of
the mass media in the reduction of stigma related to HIV/AIDS.
Thus, thanks to the awareness and information conveyed about
the disease, people improve their knowledge about the means of
prevention, transmission’s modes and the manifestation of the
disease’s symptoms. This opportunity may lead to the end of the
fear of infection caused by ignorance, misinformation, and lead
to better acceptance of people with AIDS [22,23]. This study
shows that individuals with no or low knowledge about HIV
were more likely to scorn PLHIV. This finding is consistent with
previous Letamo [15], Lau & Tsui [12], Chen [10]; Chiao [19],
Shisana [16], all of whom confirmed that the low level of knowledge about HIV/AIDS is associated with stigmatising behaviours
place of PLWA. Public health programs reducing HIV-related
stigma need to focus more on communication media (media)
and teaching curricula to strengthen information, awareness and
education about HIV/AIDS the place of the general population
and young layers in particular.

Economic factors
Education conditions the professional activity of individuals, their standard of living and their accessibility to information, particularly on HIV/AIDS. During the study, the absence or low level of education and the area of informal activity
were identified as being associated with stigmatising behaviours
towards PLHIVs. Similar results have been found by other authors, particularly in Botswana [15], Kenya [19] and China [10].
Informal activities are of a traditional nature and are conducted
by unqualified people with a low level of education, which can
be correlated with a low level of knowledge about HIV, which
could explain their stigmatising attitudes towards PLHIVs. The
standard of living was not significant in adopting stigmatising
behaviours when reading our results.

Contextual factors
Regardless of individual characteristics, individuals living in high-level HIV/AIDS knowledge contexts tended to stigmatise PLHIVs less. However, the strong media influence tended
to lead individuals living in these environments to more stigmatising behaviours. This negative community influence of the media on stigma could be explained by the fact the content of the
messages that are disaggregated and their degree of concordance
with the cultural values of the target audiences. The results were
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inconclusive for the seroprevalence of the disease. In sum, the
idea that HIV-related stigma is less a question of individual characteristics than a social process built through cultural influences
would be verified [10,19].
Limits were identified during the study that would be
important to consider:
•
Since the database is already established, some variables
are missing from the analysis, particularly those assessing the
knowledge of the respondents on the symptoms and treatment
of HIV/AIDS, which would allow a more global assessment of
the level of knowledge of individuals on HIV/AIDS infection.
•
The survey was performed in the population, in addition the lack of qualitative data collected from this population
and PLHIV did not allow to apprehend the level of stigmatisation felt by the latter themselves, nor the root causes of these
negative behaviours of individuals and their impact on the lives
of PLHIVs.
•
The database is ten years old (2010). However, this is
the last DHS survey conducted in the country and it corresponds
to a period when HIV was still relatively more prevalent in the
country and in the minds of the population. This again becomes
an opportunity to address this issue of HIV-related stigma.

Conclusion
Our study found a very high prevalence of stigmatisation of individuals against PLHIV in Burkina Faso. The determining factors were present at both the individual and the
contextual level. In fact, it appears that the negative behaviours
towards PLHIVs came more from young, female, rural, Muslim
or animist individuals without access to the media, as they did
not never voluntarily do their HIV test, with a low level of education and knowledge of HIV, and finally evolving in an informal
sector of activity. The behaviours of these individuals are also influenced by the environment in which they reside, including the
degree to which media are located in their area and the information conveyed, as well as the level of knowledge of HIV/AIDS
in their residential community, regardless of their background.
Individual characteristics. All of this involves nationwide actions
for these specific groups to reduce the stigmatisation of people
with AIDS.
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