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Abstract

HIV infection remains a serious issue of community intervention. In this
context, many actions are developed and implemented by both public au-
thorities and non-governmental organizations. These are interventions to
prevent HIV transmission, overall care, etc. There is a problem of differential
propensity according to gender and belonging to social categories access to
prevent HIV services. This study aims to identify the explanatory factors for
unequal access to HIV prevention services in Benin. Thus, data from the sur-
vey on gender-based violence related to HIV collected in 2017 by Plan Inter-
national Benin were used. The sample size is 929; composed of vulnerable
and key populations. Access to prevention services is a composite indicator
based on four variables (screening, condom promotion, management of STIs,
information, education and communication (IEC) and Communication for
Behavioral Change (CBC)). The analysis is done using SPSS.21 software. The
bi-varied association was performed using Pearson’s Chi2 and Fisher’s F tests
and prediction of explanatory factors by logistic regression. In both 929 pop-
ulations, 64.5% (599) are key populations and 35.5% (330) are vulnerable. In
total, 22.5% (209) population did not have access to prevention services in-
cluding 66.5% (139) of vulnerable people. Adolescents under 20 years of age
(50.8%), females (25.6%), singles (27.2%), farmers (61.1%) and people living
in rural areas (43.4%) are more likely not to benefit from HIV prevention
services. Five factors predict unequal access to prevent HIV interventions (p
< 5%). These are social status, marital status, education level, occupation and
department of residence. Indeed, the: 1) vulnerable people (OR = 4.54), 2)
divorced/widowed (OR = 1.77), 3) uneducated (OR = 1.61), 4) farmers (OR =
2.18) and 5) people living in the departments of Mono-Couffo (OR = 2.57)
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have the highest odds ratio of poor access to HIV prevention services. From
the above, it is necessary for the establishment of a mechanism to facilitate
vulnerable people, especially women, access to HIV prevention services. In
addition, there is a need to ensure global coverage of the availability and geo-
graphical accessibility of prevention services with particular attention in the
department of Mono-Couffo.
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1. Introduction

In West and Central Africa (WCA), 6.1 million people are living with HIV,
370,000 are newly infected and more than 280,000 are dying from the disease
mainly due to lack of access to prevention services, treatment and care for HIV
infection [1]. Despite the progress made in the response to the disease in recent
years through the implementation of the various strategies (combined preven-
tion, screening and differentiated care, community screening, self-testing, test
and treat, option B+ etc.), the HIV pandemic remains one of the most serious
threats to public health in many countries in sub-Saharan Africa. Beyond the
consequences of the disease on individuals, it is families, communities and na-
tional economies that are paying the heaviest tribute to this pandemic. Recog-
nizing the scale of this public health problem and the need to put in place urgent
and adequate strategies, in September 2005, 191 United Nations member States
adopted the goal of universal access: “to create an environment in which HIV
prevention, treatment, care and support interventions are available, accessible
and affordable for all who need them”. This action strategy takes into account a
wide range of interventions for individuals, families, communities and countries.
In this context, preventive interventions include information and education,
awareness raising, screening and management of sexually transmitted infections
(STIs), HIV counseling and testing, promotion and distribution condoms [2] [3]
[4]. There is also pre-exposure prophylaxis (PrEP) and post-exposure prophy-
laxis (PEP) in key populations that have been initiated recently but are in the pi-
lot phase in several West African countries including Benin. According to
UNAIDS, key populations include all those who are at higher risk of HIV trans-
mission or who may be infected. Their mobilization and involvement are essen-
tial to the success of a response to the virus, in that they are essential for both the
dynamics of the epidemic and the response.

Whatever the typology of the HIV epidemic, it is recommended by the World
Health Organization (WHO) as part of the implementation of the universal
access strategy, to give priority to accelerated prevention service through 1) the
selection of prevention interventions that better match the modes of HIV trans-

mission, 2) the identification and concentration of actions in geographical areas
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and subgroups of the population where the HIV prevalence is higher (key popu-
lations identified and retained by country), and 3) selection of HIV counseling
and testing methods that optimize entry to prevention, treatment and care [2].
Indeed, the purpose of these services in the prevention of HIV infection is to
help reduce the risk of infection. They are one of the arsenals for reducing new
infections.

According to the 4th Edition of the Demographic and Health Survey of Benin
(EDSB-1V), the prevalence of HIV in the general population is 1.2% [5] and at
least twice as high in key populations groups: Sex workers: 8.5% [6], Men who
have sexual relations with Men (MSM): 7.7% and Injecting Drug Consumers
(IDC): 2.2% [7]. The main mode of transmission of the virus is the sexual way
through unprotected sex. In fact, according to the 2017 EDSB-V, 13.0% of
women and 31.0% of men have had risky sexual relations. Of these, only 22.0%
of women and 32.0% of men used condoms during unsafe sex. In addition, with
regard to knowledge of HIV status, only 35.0% of women and 18.0% of men
have been tested for HIV in the 12 months preceding the survey. Of these, 14.0%
of women and 7.0% of men received the results of this last screening HIV test
[8].

In accordance with WHO guidelines, Benin set up prevention and treatment
interventions with progressive extension throughout the country following the
discovery of the AIDS disease in 1985. These interventions include services such
as: 1) Information, Education and Communication (IEC), 2) Communication
for a Change of Behaviours (CBC), 3) Sexually Transmitted Infections (STI)
management, 4) promotion and awareness of the correct and consistent use of
condoms, 5) HIV testing, 6) HIV care and treatment, 7) screening and pre-and
post-exposure prophylaxis among key population groups. However, Gend-
er-Based Violence (GBV), stigma and discrimination represent major obstacles
to universal access to HIV prevention and treatment programs.

Gender is culturally defined as a set of roles, responsibilities, economic, social
and political rights and obligations associated with being a woman or a man. It
refers to power relations between and among women and men, boys and girls.
Thus, the status of the individual according to gender varies from one culture to
another, from one geographical area to another, from one era to another and
according to the sub-categories that make up the general population (vulnerable
people, key populations, etc.). In such a context, anyone whose gender identity
does not conform to the norms and expectations traditionally associated with
their genital sex assigned at birth are otherwise perceived in their community.
Such a climate makes them victims of many ills (violence, discrimination, stig-
matization, harassment, social exclusion, etc.). For example, among the groups
of key populations trans-sexual is distinguished; these are people who, while
physically belonging to one sex, have the feeling of belonging to another; they
often try to access a more coherent and less equivocal identity by submitting to
medical care and surgical interventions in order to adapt their physical characte-
ristics to their psychic character. These key populations by their gender identity
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are particularly overexposed to contaminations, especially through HIV and face
specific health problems. For example, HIV prevalence is 7.7% among MSM
while it is below 2% in the general population [7].

The gender-based violence (GBV) is a violence that finds these roots in gender
inequalities and refers to the abuse of power of a person because of his gender
identity and expectations of his role in a society or in a culture. In African socie-
ties, GBV is one of the determinants of the spread of HIV, particularly in the
subpopulations of girls/women and key populations. As an illustration, in Benin,
the results of the study on the extent and types of violence suffered during
childhood in trans-sexual persons, shows that verbal abuse is the most frequent
(90.0%). They are followed by physical violence (56.9%) and sexual violence:
5.9% [9].

Indeed, patriarchal socio-cultural norms based on gender tend to reinforce
power inequalities, discrimination and stigmatization towards certain men,
women, adolescents and other gender identities and limit their abilities and op-
portunities to make appropriate decisions or to adopt healthy and positive health
behaviors against HIV such as access to HIV prevention services. Another major
factor that reinforces gender inequalities in key populations is the public’s
awareness of sexual orientation, the status of targets, or their behavior outside of
societal norms.

These inequities not only drive key populations and the most vulnerable
people, victims to underestimate themselves, but also reduce their access to HIV
health services. To this situation of gender inequality are added demographic
factors (age, sex, education level, etc.), socio-cultural factors (place of residence,
religion, etc.) and economic factors (social class, occupation, etc.) that influence
the access to HIV services as demonstrated by previous studies conducted on the
issue and compiled through a meta-analysis by Kaufman et al [10].

From above, this paper raises the issue of the explanatory factors of unequal

access to HIV prevention services in the Beninese context.

2. Methodology
2.1. Data

This study is based on data collected in 2017 by Plan International Benin. They
were collected as part of the investigation into gender-based violence related to
HIV. The sampling takes into account the urban, the rural erea and also the
twelve departments of the country. The data collected relate to: 1) the risks of
gender-based violence and its consequences, 2) the institutional and legal frame-
work, the constraints related to equitable access to HIV prevention, care and
treatment services; 3) the potential social, behavioral, environmental, organiza-
tional and other factors of stigmatization and discrimination associated with
gender-based violence specific to women, girls, and key populations [7]. The key
and vulnerable populations in the number of 929 involved in the study are:
women (18%, N = 169), girls aged 10 to 15 (7.1%, N = 66), Sex workers (21.2%,
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N = 197), Men who have sexual relations with Men (10.7%, N = 99), Injecting
Drug Consumers (8.1%, N = 75), Living People with HIV (16.9%, N = 157), Les-
bians (4.7%, N = 44) and transgender people (2.9%, N = 27).

The data collected made it possible to assess the accessibility of the various
prevention services except PrEP and PEP, which are in the experimental phase.
The dependent variable is a composite variable calculated from four variables
(information, education and communication: IEC/ Communication for Behavioral
Change: CBC, HIV testing, STI management, and condom promotion). A per-
son who claims to have benefited from at least one of the four services has been
considered to have accessed HIV prevention services. The variable to be explained
is a binary variable with two (02) modalities: “benefited” and “did not benefit”.

The explanatory variables were recorded in two categories: socio-demographic
characteristics (age, sex, education level, marital status, place of residence, de-
partment of residence and nationality) and economic characteristics (occupa-
tion). The choice of these explanatory variables is essentially based on the litera-

ture review and the possibilities offered by the database.

2.2. Methods

The data analysis is descriptive, bi-varied and multivariate from a logistic regres-
sion for the explanatory factors search. The search for associations between the
studied phenomenon and the explanatory variables was carried out on the basis
of the Pearson Chi2 and F Fischer association measurement tests. Moreover, in
addition to the association tests, the collinearity conditions were verified by
measuring the gross effects before the actual logistic regression into three mod-
els: a model on all two categories of population studies and two other models on
each type of population. A threshold of significance of 5% is retained.

The multivariate logistic regression model is as follows:

h{l p})]:logit(p):[fowl $ X, 4B+ X, + B X, +¢

logit(p) = probability of unequal access to prevention services;
X; = Set of explanatory variables (with 7ranging from 1 to n);
B = coefficients Srespectively attached to each explanatory factor;

&= error term.

3. Results
3.1. Description of the Sample

The socio-demographic and economic characteristics of the sample are pre-
sented in (Table 1). The median age is 29 years (+0.37) ranging between 10 and
65 years old with variations according to the type of population. In the vulnera-
ble group, the mean age is 28 years (£0.78) and 30 years (+0.30) among key
populations. The youngest of the vulnerable at age 10 while among the youngest

key populations is 15 years old and the oldest 65 years old.
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Table 1. Description of the sample.

All population Vulnerable People Key Population
Variables
% n % N % n
Age group
10 - 19 14.0 (11.9 - 16.3) 130 30.9 (26.0 - 36.0) 102 4.7 (3.1-6.6) 28
20 - 24 16.7 (14.2 - 19.2) 155 8.8 (5.8-12.0) 29 21.0(17.7-24.1) 126
25 & plus 69.3 (66.4-72.2) 644 60.3(54.7-653) 199 743 (71.1-77.7) 445
Sex
Male 349(31.8-38.1) 324 294(24.2-344) 97 379(34.0-41.8) 227
Female 65.1 (61.9-68.2) 605 70.6(65.6-758) 233 62.1(58.2-66.0) 372
Nationality
Beninese 85.6(83.3-87.7) 795 97.9(96.3-99.4) 323 78.8(75.5-81.7) 472
Other 14.4 (12.3 - 16.7) 134 2.1(0.6 -3.7) 7 21.2(18.3-245) 127
Marital status
In union 40.0 (37.0-43.3) 372 494 (43.9-54.8) 163 34.9(31.1-38.8) 209
Single 42.3(39.2-455) 393 37.0(31.8-42.3) 122 45.2(41.2-49.2) 271
Divorced/widowed 17.7 (15.3 - 20.3) 164 13.6(9.8-17.6) 45 199(16.8-23.1) 119
Education level
Notinschool  20.0 (17.7-22.6) 186 20.6(16.4-24.8) 88 19.7(16.4-23.1) 118
Primary 28.2(254-31.3) 262 29.7(24.8-349) 98 27.4(24.0-31.3) 164
Secondary 434 (404 - 46.5) 403 415 (36.4-47.1) 137 44.4(40.1-48.6) 266
University 8.4 (6.7 - 10.2) 78 82(54-11.1) 27 85(63-109) 51
Occupation
Unemployed 25.7 (23.0 - 28.6) 239 9.1(6.0-12.2) 30 34.9(31.1-38.8) 209
Craftsman/artist  28.0 (25.3 -31.0) 260 29.1 (24.3-33.9) 96 27.4(23.6-31.0) 164
Housewife 10.8 (8.8 - 12.6) 100 7.9 (5.2 -10.8) 26 12.4 (9.7 - 15.0) 74
Farmers 7.8 (6.1 -9.6) 72 17.9 (14.0 - 22.2) 59 2.2(1.0 - 3.5) 13
Traders 172(150-19.7) 160 264 (21.6-31.1) 87 122(9.6-147) 73
Official 10.5 (8.6 - 12.5) 98 9.7 (6.7 - 12.9) 32 11.0 (8.6 - 13.5) 66
Residence erea
Urban 91.8(90.0-93.5) 853 77.0(72.4-81.4) 254 100- 599
Rural 8.2 (6.5 -10.0) 76 23.0 (18.6 -27.6) 76 00- 00
Departments
Alibori-Borgou 10.7 (8.7 - 12.6) 99 13.3(99-169) 44 9.2(7.0-11.6) 55
Atacora-Donga 5.9 (4.4 -7.5) 55 73(4.7-102) 24  52(34-72) 31
Oueme-Plateau 11.29.0 - 13.3) 104 7.3 (4.5-10.3) 24 13.4(10.7-16.2) 80
Zou-Couffo 11.2 (9.0 - 13.2) 104 17.6(13.8-21.4) 58 7.7 (5.6 - 9.8) 46
Mono-Couffo 7.2 (5.8 -8.9) 67 173(13.3-214 57 1.7 (5.6 - 9.8) 10
Atlantique-Litoral 53.8 (50.5-56.9) 500  37.3(32.3-42.8) 123 62.9(58.8-67.0) 377
Total 100.0 929 35.5 330 64.5 599
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Among vulnerable people, women are 70.6% while the group of key popula-
tions has 62.1% of female claimants. More than three quarters (77.0%) of vulnerable
people come from urban areas, while all key populations live in urban areas be-
cause urban areas are those with high concentration of this subpopulation.

According to education level, high school students are the most represented:
41.5% of vulnerable people and 44.4% of keys. Regarding marital status, about
49.4% of vulnerable people live in unions while 45.2% of key populations are
single. The occupation reveals that 29.1% of vulnerable people are engaged in
crafts and 34.9% of key populations are unemployed (unemployed or still stu-
dents, or apprentices at the time of the survey). In addition, foreign nationals are
more important among key populations than among vulnerable people (21.2%
vs 2.1%).

3.2. Classification According to the Degree of Inequality in Access
to Prevention Services

Among the subjects who benefited from prevention services during the reference
period, a classification according to the degree of accessibility allows a hierarchy
at four levels: 1) weak access: when a person has benefited from a single service;
2) average access: when a person has benefited from two services; 3) high access:
when one person has received three services and 4) very high access: when a person
has benefited from the four prevention services during the reference period.

A total of 720 (77.5%) subjects had access to prevention services in the 12
months preceding data collection. Of these, seven in ten (73.5%, n = 529) are key
populations, compared to only one in four of the vulnerable people (26.5%, n =
191, p < 0.001). The distribution of the degree of access according to the classifi-
cation presented above on the whole of the two groups of populations on the one
hand; and on the other hand, by type of population is shown in Figure 1. Re-

gardless of the level of classification, vulnerable populations have less access when
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Figure 1. Distribution of population types by degree of access to prevention services.
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reaching the highest level of access. In the latter subgroup, 17% have access to at
least two types of prevention services compared to 26% in the key population
group. After this maximum, only 10% benefited from the four preventive servic-

es considered against 13% among key populations (p < 0.001).

3.3. Unequal Access to HIV Prevention Services and Associated
Factors

Overall, 22.5% (209) of the study population report that they did not have access
to at least one of the four HIV prevention services considered in the twelve
months preceding the survey. Of these, six in ten (66.5%, n = 139) are vulnera-
ble, compared to only three out of ten among key populations (33.5%, n = 70) (p
< 0.001).

Following the order of importance among the subgroups of populations who
did not have access to prevention services over the observation period, women
(51.7%), followed by men (14.8%) and Sex workers (10.5%) are mainly those
with limited access to HIV prevention services (Figure 2).

Not access to HIV prevention services is associated with age, sex, marital sta-
tus, education level, occupation, and areas of residence (Table 2). In fact, ado-
lescents under 20 (57.8%, p = 0.001), females (46.4%, p = 0.011), singles (52.5%,
p = 0.014), uneducated people (52.9%, p = 0.001), farmers, housewives (72.9%
and 65.4%, p < 0.001) and people living in the departments of Oueme-Plateau
(91.7%) and Mono-Couffo (65.4%) (p < 0.001) are those who are more likely to
not benefit from prevention services among vulnerable people.

As for the category of key populations, it appears that the same variables as
those mentioned above, except gender and education level, are associated with

the low accessibility to HIV prevention services (Table 2). Teenagers under 20

60

52
50
40
30
20 15
11
7
10 ﬂ 6 3 1
0 I D0 &5 -
Q & & & < Q Q &
& < 0’3'@ i ;,O‘Q’ & N o"’b
$ N (“’Q N2 Q\&o &é' ,’Qg’
o & o Ng &
) & Q,OQ <
& & <
& & &
s & S
\é\e ‘)e:‘.
'2)4%
A
&

Figure 2. Proportion of people with low access to prevention services by type of popula-
tion.

DOI: 10.4236/jss.2019.76004

58 Open Journal of Social Sciences


https://doi.org/10.4236/jss.2019.76004

M. M.-M. Mintogbe et al.

Table 2. Non-access to HIV prevention services by socio-demographic and economic va-

riables.
Not access to HIV prevention services
Variables All Vulnerable people Keys populations
% N P % n P % N P
Type of population <0.001
Yes 22.5 209 421 139 11.7 70 -
No 77.5 720 579 191 - 88.3 529 -
Age group <0.001 =0.001 =0.053
10-19 50.8 66 57.8 59 25.0 7 -
20-24 13.5 21 34.5 10 8.7 11 -
25 et plus 18.9 122 35.2 70 11.7 52 -
Sexe =0.001 =0.011 =0.215
Male 16.7 54 32.0 31 10.1 23
Female 25.6 155 46.4 108 12.6 47
Marital status =0.012 =0.014 =0.008
In union 19.6 73 36.2 59 6.7 14
Single 27.2 107 52.5 64 15.9 43
Divorced/widowed 17.7 29 35.6 16 109 13
Nationality =0.04 =0.330 =0.202
Beninese 23.5 187 41.8 135 11.0 52
Other 16.4 22 54.1 4 14.2 18
Education level =0.128 =0.001 =0.187
Not in school 27.4 51 529 36 127 15
Primary 244 64 51.0 50 8.5 14
Secondary 19.9 80 35.8 49 11.7 31
University 17.9 14 14.8 4 19.6 10
Occupation <0.001 <0.001 =0.036
Unemployed 14.2 34 40.0 12 105 22
Craftsman/artist 19.2 50 33.3 32 11.0 18
Housewife 29.9 29 65.4 17 16.2 12
Farmers 61.1 44 72.9 43 7.7 1
Traders 20.6 33 34.5 30 4.1 3
Official 19.4 19 15.6 5 21.1 14
Residence area <0.001 =0.447 -
Urban 20.6 167 41.7 106 - - -
Rural 43.4 33 43.3 33 - - -
Departments <0.001 <0.001 =0.013
Alibori-Borgou 12.2 17 295 13 7.3 4
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Continued
Atacora-Donga 16.4 9 37.5 9 0.0 0
Atlantique-Littoral 18.2 91 27.6 34 15.1 57
Mono-Couffo 56.7 38 649 37 10.0 1
Oueme-Plateau 24.0 25 91.7 22 3.8 3
Zou-Collines 27.9 29 414 24 10.9 5
Total 22.5 209 66.5 139 335 70

years old (25.0%, p = 0.053), singles (15.9%, p = 0.008), public officials, farmers
(21.1% and 16.2%, p = 0.036) and residents of the Atlantic and Littoral depart-
ments (15.1%, p = 0.013) are the most discriminated against in the accessibility

of HIV prevention services.

3.4. Explanatory Factors of Unequal Access to HIV Prevention
Services

Model 1 (Table 3) shows that factors such as: type of population, age, marital
status, nationality, education, occupation, and areas of residence explain unequal
access to prevention services. Thus, compared to key populations, vulnerable
people have 4.5 times (p < 0.001) more risk of not receiving services to prevent
HIV infection.

According to model 2, compared to public officials, housewives run 6.49 times
(p < 0.001) more risk of not accessing prevention services while this risk is 4.99
times (p < 0.05) for farmers. As for the departments of residence, those living in
the departments of Ouémé-Plateau have 26.04 times (p < 0.001) more risk of not
to benefit HIV prevention services compared to their counterparts in the Atlan-
tic-Littoral departments. This risk is respectively 5.58 and 2.32 times (p < 0.05)
for the residents of the departments of Mono-Couffo and Zou-Collines.

As for model 3, four variables are associated with the low accessibility of pre-
vention services in key populations. In fact, compared to adults aged 25 and
over, young people aged 20 - 24 are 0.37 times less likely (p < 0.05) not to access
prevention services. Relative to those in a union, single people were 0.37 times
less likely (p < 0.05) to miss out on HIV prevention services. Unemployed per-
sons and traders were 0.49 times (p < 0.05) and 0.16 times (p < 0.001) less likely
to have access to prevention services compared to public servants. In addition,
residents of the departments of Borgou-Alibori and Ouémé-Plateau were 0.37
times (p < 0.05) and 0.16 times (p < 0.001) less risky than those in the depart-
ments of Atlantique-Littoral not to benefit from services to prevent HIV infec-

tion.

4. Discussion

The results of this study show that key populations are more likely to benefit from
HIV prevention services compared to vulnerable people. This finding is not con-

sistent with literature data that highlights the hidden nature of key populations
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Table 3. Models of drivers of inequalities in access to HIV prevention services between
key populations and vulnerable people (Odds Ratios).

Model 1 Model 2 Model 3
Variables
Odds Ratios Odds Ratios Odds Ratios
--2Log likelihood 800.536 354.182 381.428
Nickname R-two 0.381 0.337 0.20
Type of population
Vulnerables people 4.54%%% - -
Key population Ref - -
Age group
10 - 19 1.45 2.04 1.48
20 -24 0.58%* 0.88 0.37%*
25 and plus Ref Ref Ref
Sex
Female 1.34 1.42 -
Male Ref Ref -
Marital status
Single 0.94 1.39 0.37%*
Divorced/widowed L77*%* 2.06 1.30
In union Ref Ref Ref
Nationality
Benenese 0.56 ** - -
Other Ref - -
Education level
Not schooling 1.61%* 1.44 -
Literate Ref Ref -
Occupation
Unemployed 0.62 1.80 0.49**
Craftsman/artist 0.74 1.88 0.65
Housewife 1.60 6.49** 0.81
Farmers 2.18%* 4.99** 1.03
Traders 0.58 2.32 0.16%**
Official Ref Ref Ref
Residence area
Urban 0.93 - -
Rural Ref - -
Departments
Alibori-Borgou 0.70 1.28 0.37%*
Atacora-Donga 0.42** 1.19 0.00
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Continued
Oueme-Plateau 1.14 26.04%+ 0.16*%*
Zou-Couffo 1.17 2.32%* 0.71
Mono-Couffo 2.57*4%% 5.58*** 0.32
Atlantique-Litoral Ref Ref Ref

***p < 1%, **p < 5%, Ref = Terms of reference.

as a result of criminalization and stigmatization of same-sex relationships, poor-
ly perceived sex work, drug use, sexual and gender-based violence and discrimi-
nation. The factors raised explain the low accessibility of key populations to HIV
services [11] [12] [13] [14]. Since 2015, Benin has opted for a new direction in
the response to the HIV epidemic. This emphasizes interventions directed at key
populations, drivers of the epidemic. Thus, it is noted the development of new
strategies based on the mobile and community approach by bringing HIV ser-
vices closer to key populations without maintenance of learning in the direction
of other subpopulations [15].

The search for explanatory factors reveals that age is an important factor in
the low accessibility of HIV prevention services and its positive effect is greater
after the age of 24. This result could be explained by the fact that prevention in-
terventions target adults more often than adolescents and young people. So-
cio-cultural burdens are at the origin of the poor accessibility of health services
in general and of reproductive health, particularly by adolescents and young
people. This results from the fact that the language used by these services is not
adapted to this specific group, which explains the high rate of use of educational
centers for young people, the use of social networks and green lines for young
people mainly exploited by adolescents and young people [1] [16].

In Malawi, this has been done as part of the assessment of the effect of preven-
tive interventions to reduce the risk of HIV infection among adolescents under
20 years of age. The results of the study show a negative effect between interven-
tions and the risk of infection because interventions are poorly adapted to bene-
ficiaries [17].

However, outside of age, marital status, occupation and the areas of residence
are also factors that predict accessibility. According to Gourlay et al [18] in
Tanzania and Nsom Mbo in 2007 in Cameroon [19], it is vulnerable people liv-
ing in urban areas who are more likely to access HIV services. In Uganda ac-
cording to [20] in 2015, people who live in cities have 2.5 times (p < 0.05) more
access to HIV services than those living in rural areas. Contrary to the results
observed by these authors, the present study shows that Atlantic-Littoral de-
partments more urbanized and having more than 30% of HIV services despite
that they account for a quarter (24.8%) of the population of the countries offer
few HIV interventions to the vulnerable population. Indeed, it is the key popula-
tions that are more concentrated (headquarters networks, structures, groups and

associations) who benefit more from HIV prevention services. This follows from
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the Accelerated National HIV Response Acceleration Action Plans that focus on
interventions targeting key populations in the country’s major urban centers
(Cotonou, Porto-Novo, Bohicon, Dogbo, Abomey and Djougou) to reach the
90-90-90 target in 2020 [15].

The influence of occupation on accessibility cannot be surprising. Indeed,
some studies have shown that the type of occupation according to the exercise
environment conditions access to prevention services. Economic activity allows
the individual to have the resources to cover his or her health needs. Even if
prevention services are normally free, there are and still indirect costs or costs
related to geographical accessibility that limit access to the poorest. As a result,
farmers in rural areas as well as housewives with low purchasing power, will be
limited to access because of these constraints. By way of illustration, [19] shows
in Cameroon that compared to farmers, persons with a profession in the craft
sector and civil officials were respectively 1.47 times and 2.32 times (p < 0.05)

more access to prevention services, in particular screening services.

5. Conclusions

The purpose of this study is twofold in the way to show that there is inequality in
access to HIV prevention services by gender and social status, and to investigate
the factors behind this situation.

The results show that there is indeed inequality in access to HIV prevention
interventions according to the degree of vulnerability and risk.

Teenagers and women who are particularly vulnerable to HIV have very little
access to prevention services. The main factors explaining these differences for
the entire population under study are occupations and the areas of residence. To
these two factors are added age and marital status in the group of key popula-
tions.

These results suggest the establishment of a system that can enable vulnerable
people in general and women in particular who are most at risk of HIV to access
prevention services. Also, it is essential to take steps to ensure geographical ac-
cessibility and permanent availability of HIV prevention services in all depart-

ments of Benin, particularly those of Ouémé-Plateau and Mono-Couffo.
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