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Abstract
Background In Burkina Faso, only 70% of people living with HIV knew their status in 2018, while the first 95 target 
of the UNAIDS suggests that by 2025 at least 95% of people living with HIV (PLHIV) know their HIV status. Female sex 
workers (FSW) are one of the most HIV-vulnerable groups, making it crucial to estimate the rate and associated factors 
of HIV testing among FSW.

Methods We conducted a cross-sectional study focused on FSW in five main cities of Burkina Faso (Ouagadougou, 
Bobo-Dioulasso, Koudougou, Tenkodogo, and Ouahigouya). A respondent-driven sampling (RDS) approach was 
used to recruit participants. Data were collected through in-person interviews between June and August 2022. The 
HIV testing rate in the past twelve months was examined by sociodemographic characteristics and risky behaviors. 
A modified Poisson regression in a generalized estimating equation with an exchangeable correlation structure was 
used to explore the associated factors of HIV testing.

Results Of 1338 FSW (average age: 27.6 ± 7.25 years) HIV negative, 57.8% (95% CI: 54.2–61.3) reported having 
been tested for HIV in the last 12 months. Among those who started sex work before the age of 18, 48.0% (95% CI: 
39.1–57.1) reported having been tested for HIV in the last 12 months. The HIV testing rate among FSWs within the 
last 12 months was independently associated with age, education level, and being member of an FSW supportive 
association. Indeed, FSW aged 25 years and more had a 14% higher rate of being tested for HIV within 12 months 
compared to those 15 to 24 years old (adjusted prevalence ratio (aPR): 1.14 [95%CI: 1.05–1.24]). The HIV testing rate 
among those who are not members of an FSW supportive association was 16% lower (aPR: 0.84 [95%CI: 0.72–0.97]) 
than those who are members of FSW supportive associations.
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Background
Early diagnosis is a global public health priority to con-
trol the HIV epidemic. Key populations including female 
sex workers (FSW), men who have sex with men (MSM), 
female transgenders (FTG), people who use injectable 
drugs (PUID), and prisoners, have a higher vulnerability 
to HIV compared to the general population [1]. In 2022, 
nearly 55% of new HIV infections among adults occurred 
in key populations and their partners [2]. HIV risk is 30 
times greater in FSW than in other adult women [3]. 
Globally, new infections among FSW accounted for 7.7% 
of adult new infections [2]. This proportion remained 
stable between 2010 and 2022 [2]. Adolescent and youth 
FSW (15–19 years of age) significantly contribute to HIV 
new infection in sub-Saharan Africa. They represent 1.3% 
of the population but 10.6% of new infections [4]. Nearly 
half of new HIV infections are undiagnosed. While, 
WHO recommends HIV testing at least once a year for 
key populations to reach those with undiagnosed HIV 
as early as possible to engage them in prevention, treat-
ment, and care [5].

Many barriers to HIV testing among FSW have been 
identified. Indeed, the systematic review by Tokar et 
al.  [6]  in 2018 showed that these barriers include the 
direct and indirect cost of HIV testing, stigma regarding 
FSW and HIV status, low perceived risk, and poor HIV 
knowledge. Stigmatization and discrimination by health 
professionals were identified as factors explaining why 
FSW missed the opportunity to go for routine HIV test-
ing in health centers [7, 8]. The main facilitator of HIV 
testing among FSW was social support [6].

Like other sub-Saharan African (SSA) countries, 
Burkina Faso aims to end HIV transmission by 2030, 
which suggests zero HIV transmission in the country by 
2030. The HIV prevalence has significantly decreased in 
the general population these recent years, from 7.17% 
in 1997 to 0.6% in 2021 [9]. However, the HIV epidemic 
is still concentrated among key populations that signifi-
cantly contribute to the new HIV infection in the coun-
try. Many studies have reported a higher HIV prevalence 
among key populations like FSW. Indeed, Traoré et al. 
[10] reported in 2016 an HIV prevalence of 10.3% among 
professional FSW and 6.5% among part-time FSW, with 
only 6.5% being aware of their status. In 2017, Ouedraogo 
et al. [11] reported an HIV prevalence ranged from 13.0% 
in the city of Ouahigouya to 30.1% in Bobo Dioulasso, 
suggesting an increasing prevalence of HIV among this 
population. Halland et al. [12] showed in 2013 a low 

coverage of HIV services among key populations, includ-
ing FSW in Burkina Faso. None of these studies have 
focused on HIV testing, while according to the report, 
only 70% of people living with HIV knew their status in 
2018, which is far from the first goal of the UNAIDS cas-
cade of care (95-95-95) [13–15]. Among the general pop-
ulation in Burkina Faso, Kirakoya-Samadoulougou et al. 
[16] showed a low coverage of HIV testing, close to 36% 
among women 15–49 years old. Studies in SSA showed 
a suboptimal uptake of HIV testing among FSW. Indeed, 
Mizinduka et al. [17] reported that 65.3% of FSW have 
been tested for HIV within the past 12 months in Tan-
zania. This proportion was 86% among FSW in Uganda, 
according to Muhindo et al. [18]. In the context of SSA, 
studies showed that HIV prevention strategies that aimed 
to remove some barriers to HIV testing, like risk percep-
tion, improving health education, peer education, and 
mitigating stigma regarding HIV and sex work, might 
help to significantly reduce the HIV incidence among 
FSW [17]. Our study aimed to estimate the HIV testing 
rate and its associated factors among FSW in Burkina 
Faso, to guide public health policy. This study might be 
essential to monitor progress toward reaching the first 
95% and the elimination of HIV transmission by 2030.

Methods
Study setting
The study covered five cities in the country: Ouaga-
dougou, Bobo-Dioulasso, Koudougou, Tenkodogo, and 
Ouahigouya. The cities were selected according to geo-
graphical disparities in HIV prevalence, cultural varia-
tion, and the crowd of sexual activities in these cities.

Study type and period
We conducted a cross-sectional study between June and 
August 2022. The survey took place at the same moment 
in each city. This study was based on a respondent-driven 
sampling method, which is among the best methods to 
reach hidden populations like FSW [19, 20].

Study population
The study population was FSW living in the five study 
towns, with at least 15 years old. Female sex workers are 
defined as girls and women who receive money or other 
gifts in exchange for sexual services, either regularly or 
occasionally. The inclusion criteria were: (i) being female 
at birth, 15 years old and above; (iii) using sex as the main 
income source in the last 12 months; (iii) having a valid 

Conclusion The HIV testing rate among FSW is low in Burkina Faso, suggesting an important challenge to reach the 
first 95% target of UNAIDS among FSW. Innovative diagnostic strategies for the early identification of HIV-infected FSW 
are essential to achieve the first 95 target by 2025 in Burkina Faso.
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coupon for the study (except seeds recruited by the inves-
tigators); (iv) being able to give valid consent; and (v) con-
senting to participate in the study. FSW with 15 years old 
were included in this study since a previous study showed 
that nearly one third of FSW in Burkina Faso started the 
sex work as minors [21]. FSWs with mental incapacity or 
any other disability that did not allow understanding of 
the study procedures were not included. For this analysis, 
we also exclude FSW living with HIV (who tested positive 
for HIV during the survey), since the HIV positive status 
might influence their HIV testing behavior. Furthermore, 
for those who know their HIV status, HIV testing is no 
longer useful.

Sample size and sampling
The following formula is used to determine the sample 
size according to a cross-sectional approach using the 
RDS method as proposed by Salganik [22].

 
n = Deff ∗ Pa(1− Pa)

SE (Pa)
2

where:
n = sample size.
Deff = cluster effect.
Pa = prevalence of HIV shown by previous study [11].
SE: Standard Error of Pa which was set at 3% for Oua-

gadougou and 5% for other towns;
The sample size was estimated to be 1424; 578 of which 

was for Ouagadougou, the capital of Burkina Faso, 370 
for Bobo-Dioulasso, the second biggest city, 203 for Kou-
dougou, 203 for Ouahigouya, and 74 for Tenkodogo. Two 
seeds known as FSW leaders in their respective com-
munities were the first to be recruited in each city. After 
being trained, a maximum of three coupons were given 
to each of the seeds in charge of recruiting other FSW. 
Each FSW recruited is given the possibility to recruit a 
maximum of three peers. Each coupon had a unique 
number that identified each person recruited, to avoid 
double inclusion in the survey.

Data collection
Data were collected through a behavioral survey followed 
by HIV testing after pre-test counseling. Behavioral data 
were collected during face-to-face interviews. The inter-
view started by checking the eligibility criteria. Data 
collection started with seeds that were non-randomly 
selected with the contribution of community facilita-
tors and key population associations. The first interview 
was conducted with the seeds in each city. Three cou-
pons were given to each seed to invite the next partici-
pants. Each participant also received three coupons to 
invite new participants until the sample size was reached 
in each city. Data collectors were trained to ensure the 

quality of the data and respect of the inclusion process. 
Data were collected using a structured questionnaire pro-
grammed on a digital tablet using the CSPro application 
for electronic data collection. After the face-to-face inter-
view using a behavioral questionnaire, the participant 
was invited for a rapid diagnostic test (RDT) for HIV.

Study variables
The outcome variable in the study is HIV testing in the 
past 12 months. Participants had to answer three succes-
sive questions. The first one was; “Have you ever been 
tested for HIV?”. The response was “yes” or “no”. If “yes”, 
the participant was invited to answer the second ques-
tion, “If yes, when was the last time you were tested for 
HIV?” (see questionnaire in supplementary file). The 
responses were 1 “in the last 3 months”, 2 “more than 3 
months ago and less than 6 months ago”, 3 “more than 6 
months ago and less than a year (12 months) ago” and 4 
“more than a year ago”. The third was “the last time you 
were tested for HIV, did you receive your test results?”. 
The response was “yes” or “no”. The outcome variable 
was treated as a binary variable by combining the three 
questions: FSW who reported HIV testing in the last 12 
months and received their result (code = 1) versus other 
possibilities (code = 0).

The independent variables in the study included demo-
graphic and socio-economic variables, behavioral fac-
tor variables, and variables on HIV knowledge. For this 
analysis, we use age (15-24 years and 25 years and more), 
current marital status, educational level, monthly income 
(Dollars), age at first sex (< 18 and ≥ 18 years), age at ini-
tiation of sex work (< 18 and ≥ 18 years), history of drug 
use (Yes/No), condom use at last sex with clients (Yes/
No), condom use at last sex with partners (Yes/No), his-
tory of previous incarceration in the last 12 months (Yes/
No), lifetime history of alcohol consumption (Yes/No), 
lifetime history of drug use (Yes/No), HIV knowledge as 
defined by UNAIDS (Sufficient/Non-sufficient), number 
of biological children (none, one, two or three, more than 
three), membership in an FSW supportive association 
(Yes/No).

Data processing and analysis
The data collected using digital tablets and the applica-
tion designed on CSPro were transferred to the STATA 
software for processing and analysis. The analysis was 
made using the Stata software, and all analyses were 
adjusted according to the RDS method. We estimated 
the rate of FSW HIV testing in the past 12 months in two 
ways; unweighted prevalence and RDS-weighted preva-
lence. For each way, a confidence interval was calculated 
and presented to different subgroups of demographics 
and risk behaviors. To identify associated factors of HIV 
testing in the last 12 months among female sex workers, 
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we conducted a modified Poisson regression in a gener-
alized estimating equation with an exchangeable corre-
lation structure, as recommended [23]. This model was 
applied to derive the prevalence ratio and its confidence 
intervals. Variables with p-value < 0.25 in the bivariate 
modified Poisson regression were retained for the mul-
tivariate regression. All statistical tests were considered 
significant when p-value < 5%.

Results
Participants’ characteristics
A total of 1425 FSW were recruited in the study; 87 of 
them were HIV-positive. Finally, 1338 HIV-negative FSW 
were included in this analysis. Most of them (40.8%) were 
recruited in Ouagadougou (546 FSW), 25.4% in Bobo-
Dioulasso (340 FSW), 14% in Koudougou (187 FSW), 
14.1% in Ouahigouya (188 FSW), and 5.8% in Tenkodogo 
(77 FSW). Nearly one-quarter (23.2%) of FSW were illit-
erate, 26.2% had attended primary school, and 50.7% had 
attended at least secondary school. Up to 11.4% of them 
had their first sex intercourse before 15 years old, 61.7% 
between 15 and 18 years old, and 26.9% after 18 years 
old. In all, 13.5% of FSW started the sex work before they 
turned 18.

Prevalence of HIV testing
Among the 1338 FSW included in this study, 861 
reported HIV testing in the last 12 months, which cor-
responds to an RDS-adjusted rate of 57.8% (95% IC: 

54.2–61.3). As shown in Fig.  1, the RDS-adjusted rate 
of HIV testing in the last 12 months varied across the 
towns. It was 55.6% (95%CI: 50.9–60.4) in Ouagadou-
gou, 58.6% (95% CI: 52.4–64.6) in Bobo-Dioulasso, 62.2% 
(95% CI: 53.2–70.4) in Koudougou, 77.6% (95% CI: 69.8–
83.9) in Ouahigouya, and 74.2% (95% CI: 62.4–83.2) in 
Tenkodogo.

Table 1 shows HIV testing rate in the last 12 months for 
FSW by subgroups of sociodemographic and risk behav-
ior characteristics in Burkina Faso. HIV testing rate is 
slightly higher among FSW who are married or divorced 
(60.3% (95% CI: 37.4–79.4) or 65.6% (95% CI: 58.8–71.9)), 
and illiterate (65.4% (95% CI: 58.1–72.0)). The HIV test-
ing rate in the last 12 months of FSW who are members 
of an association and those who have a history of previ-
ous incarceration in the last 12 months was respectively 
76.3% (95%CI:63.6-85.6) and 88.7% (95%CI: 58.0-97.8).

Associated factors of HIV testing
Table  2 shows the results of modified Poisson regres-
sion on HIV testing in the last 12 months among FSW 
in Burkina Faso. HIV testing among FSW was associ-
ated with age, education level, monthly income, history 
of incarceration, and membership in an FSW support-
ive association. FSW aged 25 years old and more had a 
14% higher rate of HIV testing, as compared to less than 
25 years (adjusted prevalence ratio (aPR): 1.14 [95%CI: 
1.05–1.24], p = 0.003). The HIV testing rate for those who 
completed primary school was significantly lower (aPR: 

Fig. 1 HIV testing rate in the last 12 months by study site
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Table 1 HIV testing in the last 12 months among FSW by socio-demographic and risk behavior characteristics in Burkina Faso
Variable Total n Unweighted rate (95%CI) RDS weighted rate (95%CI)
Overall 1338 861 64.3 (61.7–66.9) 57.8 (54.2–61.3)
Age (years)
15–24 529 291 55.0 (50.7–59.2) 48.3 (42.7–53.9)
25years and more 809 570 70.4 (67.2–73.5) 63.9 (59.4–68.2)
Current marital status
Single 970 611 63.0 (59.9–66.0) 55.3 (51.2–59.4)
Married 30 17 56.7 (38.8–72.9) 60.3 (37.4–79.4)
Divorced. Widowed 338 233 68.9 (63.8–73.6) 65.6 (58.8–71.9)
Educational level
Illiterate 310 219 70.6 (65.3–75.4) 65.4 (58.1–72.0)
Primary school 350 224 64.0 (58.8–68.9) 56.4 (49.6–63.0)
Secondary or high school 678 418 61.6 (57.9–65.2) 54.7 (49.7–59.7)
Monthly income (dollars)
< 175 372 215 57.8 (52.7–62.7) 52.3 (45.7–58.8)
175–350 454 295 65.0 (60.5–69.2) 56.7 (50.4–62.8)
350 and more 512 351 68.6 (64.4–72.4) 63.3 (57.7–68.6)
Age at first sex (years)
< 18 744 474 63.7 (60.2–67.1) 57.0 (52.3–61.6)
>=18 594 387 65.2 (61.2–68.9) 58.8 (53.4–64.0)
Age at commencement of sex work (years)
< 18 181 96 53.0 (45.7–60.2) 48.0 (39.1–57.1)
>=18 1157 765 66.1 (63.3–68.8) 59.7 (55.8–63.4)
History of injection drug use (ever)
Yes 11 7 63.6 (33.8–85.7) 55.9 (22.8–84.5)
No 1324 854 64.5 (61.9–67.0) 58.0 (54.4–61.5)
Condom use at last sex with client
Yes 1130 737 65.2 (62.4–67.9) 57.9 (54.1–61.8)
No 74 44 59.4 (47.9–70.0) 50.2 (36.4–64.1)
Condom use at last sex with partner
Yes 1099 722 58.2 (51.8–64.3) 50.1 (41.9–58.3)
No 239 139 65.7 (62.8–68.4) 59.5 (55.6–63.3)
History of previous incarceration in last 12 months
Yes 13 11 84.6 (54.9–96.1) 88.7 (58.0-97.8)
No 1321 850 64.3 (61.7–66.8) 57.8 (54.2–61.3)
Lifetime history of alcohol consumption
Yes 819 545 66.5 (63.2–69.7) 59.3 (54.8–63.7)
No 519 316 60.9 (56.6–65.0) 55.4 (49.7–60.9)
Lifetime history of drug use
Yes 101 69 68.3 (58.6–76.6) 62.7 (49.7–74.1)
No 1237 792 64.0 (61.3–66.6) 57.4 (53.7–61.0)
HIV knowledge
Sufficient 303 190 62.7 (57.1–68.0) 56.3 (48.5–63.8)
Insufficient 1035 671 64.8 (61.9–67.7) 58.2 (54.2–62.1)
Number of biological children
None 441 245 55.5 (50.9–60.1) 48.5 (42.4–54.5)
One child 421 286 67.9 (63.3–72.2) 60.4 (53.9–66.6)
Two or three 384 271 70.6 (65.8–74.9) 66.6 (60.2–72.5)
More than three 92 59 64.1 (53.9–73.2) 58.3 (44.6–70.8)
Membership in an FSW supportive association
Yes 104 82 78.8 (69.9–85.7) 76.3 (63.6–85.6)
No 1234 779 63.1 (60.4–65.8) 56.5 (54.2–61.3)
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Table 2 Factors associated with HIV testing in the last 12 months among FSW in Burkina Faso
Variable Crude PR [95%CI] p Adjusted PR [95%CI] p
Age (years)
15–24 1 1
25 and more 1.32 [1.20–1.46] < 0.001 1.14 [1.05–1.24] 0.003
Current marital status
Single 1 1
Married 1.07 [0.72–1.60] 0.728 1.05 [0.71–1.55] 0.814
Divorced. Widowed 1.19 [0.98–1.44] 0.064 1.07 [0.84–1.37] 0.593
Educational level
Illiterate 1 1
Primary school 0.86 (0.79–0.95) 0.003 0.89 [0.80–0.98] 0.022
Secondary or high school 0.84 (0.75–0.93) 0.001 0.89 [0.79–0.99] 0.044
Monthly income (dollars)
< 175 1 1
175–350 1.09 [0.88–1.34] 0.433 1.10 [0.90–1.35] 0.343
350 and more 1.22 [1.03–1.42] 0.018 1.26 [1.06–1.50] 0.010
Age at first sex (years)
< 18 1
>=18 1.03 [0.90–1.17] 0.662
Age at commencement of sex work (years)
< 18 1 1
>=18 1.24 [1.09–1.42] 0.001 1.14 [0.99–1.31] 0.069
History of injection drug use (ever)
Yes 1
No 1.02 [0.51–2.06] 0.948
Condom use at last sex with client
Yes 1
No 0.86 [0.64–1.14] 0.300
Condom use at last sex with partner
Yes 1 1
No 1.18 [0.99–1.41] 0.061 1.14 [0.95–1.36] 0.152
History of previous incarceration in last 12 months
Yes 1 1
No 0.67 [0.55–0.82] < 0.001 0.73 [0.57–0.94] 0.014
Lifetime history of alcohol consumption
Yes 1 1
No 0.93 [0.83–1.04] 0.183 0.97 [0.87–1.06] 0.476
Lifetime history of drug use
Yes 1
No 0.93 [0.76–1.13] 0.457
HIV knowledge
Sufficient 1
Insufficient 1.03 [0.92–1.15] 0.580
Number of biological children
Neither 1 1
One child 1.25 [1.11–1.40] < 0.001 1.15 [0.98–1.34] 0.078
Two or three 1.38 [1.19–1.60] < 0.001 1.18 [0.93–1.49] 0.167
More than three 1.19 [0.97–1.45] 0.091 0.98 [0.75–1.28] 0.906
Membership in an FSW supportive association
Yes 1 1
No 0.76 [0.65–0.87] < 0.001 0.84 [0.72–0.97] 0.019
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0.89 [95%CI: 0.80–0.98], p = 0.022) compared to those 
who are illiterate. The HIV testing rate among FSW who 
completed secondary school was also lower (aPR: 0.89 
[95% CI: 0.79–0.99], p = 0.044) as compared to the illit-
erate. Additionally, membership in an FSW supportive 
association appears to facilitate HIV testing for female 
sex workers. The HIV testing rate among those who are 
not members of an association is significantly lower, by a 
factor of 0.16, as compared to those who are members of 
FSW associations.

Discussion
Keys findings
To the best of our knowledge, this is the first study 
focused on HIV testing among FSW in the context of 
Burkina Faso, as many other SSA countries have sub-
scribed to the target 95-95-95 of UNAIDS. From this tar-
get, it is expected that by 2025, 95% of people living with 
HIV will know their status [24]. To reach this target, it 
is recommended that key populations like FSW be tested 
for HIV at least once within 12 months for early HIV 
diagnosis. Our study showed that only 57.8% of FSW 
were testing for HIV in the past 12 months before the 
survey. The main associated factors of HIV testing were 
age, education level of FSW, monthly income,  history 
of previous incarceration in last 12 months and being a 
member of the FSW association.

HIV testing rate
In our study, only half of FSW was tested for HIV during 
the last 12 months. This proportion seems to be very low 
and does not meet the WHO recommendation for HIV 
testing among the key population. Indeed, WHO recom-
mended an HIV test every 6 to 12 months among FSW 
[5]. A previous study conducted in 2013 in Burkina Faso 
using RDS methods reported an HIV testing rate among 
FSW of 36.4% in Ouagadougou and 64.4% in Bobo-Dio-
ulasso, the country’s two major cities [25]. In Tanzania, 
Mizinduko et al. [17] reported that 65.3% of FSW tested 
for HIV in the past 12 months. In Iran, studies reported a 
decreasing prevalence of HIV testing among FSW (70.1% 
in 2015 and 44.7% in 2020) [26, 27]. Indeed, Tavakoli et 
al. [26] reported in 2020 a HIV testing rate within the 
last 12 months of 44.7%, which seems to be lower, as the 
authors stated, than those reported in 2015 by Shokoohi 
et al. [27] (70.1%). However, a higher rate of HIV testing 
has been reported in other studies. Indeed, Muhindo et 
al. [18] reported that the rate of HIV testing in the pre-
vious 12 months was 86% among FSW in Uganda in 
2020. This high rate seems to be due to an HIV testing-
specific program targeting FSW in Uganda [18, 28, 29]. 
Abdella et al. [3] noted that 89.6% of FSW who partici-
pated in their study conducted in 2022 in Ethiopia have 
been tested for HIV. These results highlighted that it is 

possible to significantly improve the uptake of HIV test-
ing among FSW by effective specific programs, as shown 
in other studies [30, 31]. While, we did not explore barri-
ers to HIV testing, previous studies in Burkina Faso indi-
cate many barriers to HIV testing among FSW have been 
identified, and these include transportation costs, time 
constraints, formal/informal payments, stigma, and dis-
crimination towards sex workers and HIV-positive peo-
ple [6, 25]. Our results suggest an important gap in HIV 
testing among FSW in Burkina Faso despite the ongoing 
national policy to reduce the burden of HIV infection in 
the country. Indeed, the current national strategy drafted 
in 2021 aimed to reduce new HIV infections by 75% by 
2025 [32]. To reach this goal, it is expected that 95% of 
the key populations, including FSW, use the package of 
HIV prevention services, which include community-
based testing, self-testing, testing in health facilities, and 
other prevention strategies like condoms and lubricant 
used, behavior change Interventions, and pre-exposure 
prophylaxis [32]. As highlighted by Nnko et al. [33], there 
are many factors that might facilitate HIV prevention 
services, including the use of HIV testing. These factors 
are: awareness of the availability of HIV prevention ser-
vices, and perception of the high quality of HIV preven-
tion services, including ensuring confidentiality and the 
removal of some barriers regarding HIV stigma and fear 
of discrimination due to community intolerance of sex 
work.

Factors associated with HIV testing
This study found that HIV testing among FSW was sig-
nificantly associated with age, education level, history 
of incarceration, monthly income, and being a member 
of the FSW association. Indeed, our study found that 
lower education was associated with higher HIV test-
ing. As shown in Tokar et al.’s systematic review [6], the 
association between the education level of FSW and 
HIV testing is discussed in the literature. Indeed, stud-
ies reported that FSW with high education levels were 
more likely to be tested for HIV [18]. Others found no 
difference between FSWs with high education and those 
with low education [26, 34]. In Burkina Faso, Traore et 
al. [10] noted that higher education level was associated 
with higher HIV risk behavior, which could have sug-
gested a higher HIV testing among FSW with higher 
education since HIV testing seems to increase with the 
self-perceived risk [18]. In our study, it was not possible 
to adjust the model by self-perceived HIV risk, while it 
is known that self-perceived risk is an important factor 
in the uptake of HIV testing [35]. Our results might be 
explained by the fact that some sites of sex work known 
are frequented mainly by uneducated women. In these 
sites HIV testing is often conducted by HIV associations. 
While the FSW with a high level of education might be 
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in luxury sex work and they do not want to disclose their 
activity. Nevertheless, more studies are needed to under-
stand the link between FSW education and their uptake 
of HIV testing.

HIV testing was higher among older FSW compared to 
the youth. A similar finding was reported by Muhindo et 
al. [18]. This is due to the multiple vulnerabilities of young 
FSW, including lower access to HIV-related services [36]. 
As shown in other contexts [34], our study reported that 
FSW with higher levels of income were more likely to be 
tested for HIV compared to FSW with a lower level of 
income. There are other factors known to be associated 
with HIV testing. In Tanzania, Mizinduko et al. noted 
that the main factors of HIV testing among FSW were: 
condom use on the last day worked, self-perceived risk 
of HIV infection, stigmatization regarding the sex work, 
and peer education [17]. Stigmatization regarding sex 
work and HIV-positive people is among the leading fac-
tors in the low HIV testing rate among FSW. Peer-based 
prevention and social support are known to improve HIV 
testing among this specific population [31]. In our study 
we found that the membership of an FSW supportive 
association increased the HIV testing rate. Policymak-
ers have to pay more attention to these factors in drafting 
specific interventions, in order to address the low rate of 
HIV testing among FSW. Motherhood in our study was 
not significantly associated with HIV testing among FSW 
after adjusting for other variables. While previous study 
showed that FSW who are mothers were more likely to 
be included in the HIV continuum of care since most of 
them seek antenatal/perinatal services in which HIV test-
ing is highly recommended [37]. In the same order, a pre-
vious study of HIV risk relating to pregnancy conception 
desire showed that there was no difference between FSW 
who were trying to conceive (79%) compared to those 
who were not (82.0%). However, HIV risk was higher 
among FSW who were trying to conceive, with an HIV 
prevalence of 24.5% & 17.7% [38]. Integrating HIV pre-
vention services into sexual and reproductive healthcare, 
contributes to increasing HIV service coverage among 
FSW [37].

Strengths and limitations of the study
As in other studies on HIV, face-to-face interviews, com-
munity intolerance of sex work, and HIV-positive stigma 
might cause social desirability bias in this study even if 
data collectors were well trained to avoid this bias. Since 
we collected information regarding HIV testing in the 
past 12 months, it might result in a recall bias. The survey 
was conducted in five cities of the country, and partici-
pants were recruited using the RDS approach; therefore, 
the results presented in this study might not be generaliz-
able to all the FSW in the country. Some factors like self-
perceived risk known to be associated with HIV testing, 

which might help us to better adjust the multivariate 
model, were not collected. Furthermore, this study has 
not explored barriers related to HIV testing which could 
be a limitation to understanding some factors associ-
ated, like the education of FSW. We might not have made 
causal inferences in this study due to its cross-sectional 
design. However, the RDS approach used in this study is 
among the best approaches to recruit participants from 
hidden populations like FSW [20, 39].

Conclusion
This study shows an important gap regarding HIV test-
ing among FSW in Burkina Faso. Many factors have 
been identified to be associated with this lower rate of 
HIV testing among FSW. In the context of the ongoing 
national HIV prevention strategy, which aims to reduce 
new HIV infections by 75% by 2025, it is urgent to rein-
force specific HIV prevention packages including com-
munity-based testing, self-testing to improve the HIV 
testing rate among FSW.
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