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Abstract 
Background: Structural violence is a trigger for behavioral violence. Address-
ing behavioral vulnerabilities such as social discrimination and unequal op-
portunities using specific survival strategies influences people’s susceptibility 
to structural violence and the likelihood of encountering health disparities or 
inequities. Existing studies have not examined socio-demographic factors in 
the context of structural violence behaviors against people suspected of living 
with HIV in Nigeria. This study examines the existing socio-contextual factors 
associated with structural violence behaviors against people suspected of liv-
ing with HIV in Nigeria. Methods: This is a cross-sectional secondary data 
study based on the men’s dataset of the 2018 Nigeria Demographic and Health 
Survey (N = 13,311). Using the IBM statistical package for the social sciences 
(SPSS version 29), descriptive characteristics were summarized using frequen-
cies and proportions. Three multivariate logistic regression models examined 
the relationship between independent and dependent variables. Results: The 
results indicate that 50.5% of the participants would not buy vegetables from 
a trader, 54% would be afraid of getting HIV from saliva, while 21.4% thought 
that HIV could be transmitted by sharing food with people living with HIV, 
respectively. The logistic regression results suggest that socio-demographic 
differentials such as region, residence, marital status, religion, age, employ-
ment, wealth status, and education are significantly associated with higher 
odds of one or more structural violence behaviors in men. Conclusion: Rec-
ognizing the impact of socio-economic factors on structural violence behav-
iors against suspected HIV-positive individuals in Nigeria, underscores the 
need for HIV prevention efforts to address behavioral vulnerabilities that un-
dermine health equity in the general population. 

How to cite this paper: Odii, I.O., Chipalo, 
E. and Balachandar, B.R. (2026) Socio-Eco-
nomic Factors Associated with Structural 
Violence Behaviors against People Sus-
pected of Living with HIV in Nigeria. Ad-
vances in Infectious Diseases, 16, 59-72. 
https://doi.org/10.4236/aid.2026.161004 
 
Received: December 19, 2025 
Accepted: January 20, 2026 
Published: January 23, 2026 
 
Copyright © 2026 by author(s) and  
Scientific Research Publishing Inc. 
This work is licensed under the Creative 
Commons Attribution International  
License (CC BY 4.0). 
http://creativecommons.org/licenses/by/4.0/   

  
Open Access

https://www.scirp.org/journal/aid
https://doi.org/10.4236/aid.2026.161004
http://www.scirp.org
https://www.scirp.org/
https://orcid.org/0009-0004-2632-9215
https://orcid.org/0000-0002-4336-8329
https://orcid.org/0009-0005-8587-6099
https://doi.org/10.4236/aid.2026.161004
http://creativecommons.org/licenses/by/4.0/


I. O. Odii et al. 
 

 

DOI: 10.4236/aid.2026.161004 60 Advances in Infectious Diseases 
 

Keywords 
HIV, Structural Violence Behaviors, People Living with HIV, Men, Nigeria 

 

1. Introduction 

Recent estimates indicate that Nigeria accounts for more than three million 
HIV/AIDS cases out of an estimated total current population of 223,804,632 mil-
lion people [1]. More conservative estimates suggest that approximately 1.8 mil-
lion people are currently living with HIV in Nigeria [1]. With a 1.3% adult HIV 
prevalence rate resulting in 51,000 AIDS-related deaths among adults and chil-
dren, Nigeria ranks fourth globally in HIV burden and leads in West and Central 
Africa, despite currently implementing a strategic framework from 2021 to 2025 
to improve HIV testing access by 90% by 2025 [1]. 

Globally, structural dimensions of violence have gained increasing attention 
among diverse disciplines including behavioral health research, but fewer people 
have cared to realize that the most audacious violence is often the form that ap-
pears invisible and yet perpetuates suffering in everyday life for the victims [2]. 
The perpetrators are often unaware of this violence since it could very well be 
condoned as the norm or dismissed as ordinary life challenges. Structural violence 
is defined as a type of harm inflicted by social structures or institutions that pre-
vents individuals from fulfilling their basic needs [3]. Social structures are con-
structs of the prevailing way of life and power dynamics which can be seen in 
beliefs and behaviors that stigmatize, isolate, and victimize people suspected of 
living with HIV. Despite its subtlety, structural violence stands as the most de-
structive manifestation of violence, leading to excess deaths that would not occur 
in more egalitarian societies [4]. This could offer some insight as to why the HIV 
ravaged many communities in Sub-Saharan African where socio-economic ineq-
uities are more common, and power imbalances contribute to the creation of in-
creasingly unequal socio-economic structures.  

Structural violence behaviors and the vulnerabilities that they trigger can be 
mitigated using behavioral interventions [5]. A recent study conducted among 
young persons in Nigeria indicated that age, wealth index, previous knowledge 
about pregnancy and geographical location/setting were significant predictors of 
comprehensive HIV knowledge [6]. Similarly, a study conducted in south western 
Nigeria found poverty, illiteracy, inadequate and location of health facilities as 
prevalent sociocultural factors influencing AIDS care [7]. Owing to fear of social 
exclusion, HIV infection, discrimination and HIV stigma, non-disclosure of HIV 
status were prevailing findings in prior Nigerian studies [8] [9]. Nevertheless, ex-
isting Nigerian studies have not examined socio-contextual factors impacting 
structural violence behaviors against people with HIV using a nationally repre-
sentative sample.  

The Purpose of the Study  
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Given empirical evidence that supports the existence of structural violence as a 
catalyst for behavioral violence behaviors that could result in fatal consequences 
such as suicidal ideation for the people living with HIV, it is imperative that HIV 
prevention and control studies highlight this germane concern [2] [4]. Individual-
level indicators serve as valid proxies for, or direct consequences of, macro-level 
structural violence. Hence, structural violence behaviors are operationalized as 
discriminatory attitudes such as responses to buying food, vegetables or even the 
simple understanding of how HIV is transmitted. In this study, the focus is di-
rected at behaviors that may trigger structural violence against people suspected 
of living with HIV in Nigeria. These behaviors are unpalatable and prevent the 
victims from leading a meaningful life devoid of victimization. In order to fill the 
gaps in existing knowledge, the current study raises the research questions: Are 
there significant socio-demographic factors associated with structural violence be-
haviors against people suspected of living with HIV in Nigeria, and what are ways 
of mitigating these behavioral vulnerabilities among men in Nigeria?  

2. Materials and Methods 
2.1. Data Source 

The dataset for this study was derived from the nationally representative sample 
survey entitled the 2018 Nigeria National Demographic and Health Survey (NDHS) 
which offers current insights into demographic and health trends in Nigeria [10].  

2.2. Study Design and Sampling 

This is a cross-sectional descriptive-correlational secondary data study based on the 
2018 Nigeria Demographic and Health Survey (NDHS) dataset. The survey adopted 
a stratified, two-stage cluster design, using enumeration areas (EAs) as the first-
stage sampling units. In the second stage, a comprehensive listing of households was 
conducted in each of the 1400 selected EAs and 42,000 households. For this study, 
13,311 male participants aged 15 to 59 were interviewed. Beyond presenting na-
tional estimates, the report includes key indicators for rural and urban areas, Nige-
ria’s six geopolitical zones, all 36 states, and the Federal Capital Territory (FCT). 

2.3. Inclusion and Exclusion Criteria 

Inclusion Criteria: 
Men aged 15 to 59 years living in Nigeria.  
Exclusion Criteria: 
Women of all age groups in Nigeria, men less than 15 years or older than 59 

years in Nigeria. 

3. Measures 
3.1. Dependent Variables 

Individual discriminatory attitudes are interpreted as structural violence behav-
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iors in this study owing to the social exclusion and discrimination they trigger. 
Structural violence behaviors were measured by asking the participants: 1) “Can 
you get HIV by sharing food with a person who has AIDS?” 2) “Would you buy 
vegetables from a vendor with HIV?” and 3) “Would you be afraid to get HIV 
from contact with saliva from an infected person?” All these variables were meas-
ured dichotomously as “yes” and “no”.  

3.2. Independent Variables 

In this study, sociodemographic variables examined included region, resident 
type, age, marital status, education, religion, and wealth index, which were as-
sessed through specific questions and recoded accordingly. 

3.3. Data Analysis 

The IBM statistical package for the social sciences (SPSS version 29) were utilized 
for data analysis. For the descriptive statistics, the frequencies and proportions of 
socio-demographic variables were computed and tabulated. Chi-square was used 
to determine the association and prevalence estimates between socio-demo-
graphic factors and structural violence behaviors. A multivariate logistic regres-
sion was subsequently conducted to further explore the relationship between the 
dependent and the independent variables while controlling for gender, and to pre-
dict the odds of each socio-demographic factor associated with structural violence 
behaviors in this sample. The statistical significance was set at the p-value of 0.05.  

3.4. Ethical Considerations 

Ethical approval to utilize the Nigeria Demographic and Health Survey (NDHS) 
was obtained from the Department of Health and Human Services (DHHS) Inner 
City Fund International (ICF) on November 27th, 2023 through approval number 
193342. To ensure strict confidentiality, personal identifiers such as names or ad-
dresses have been removed, geographic identifiers are limited to regional levels, 
locations of participants have been redacted, data usage is solely limited to statis-
tical reporting and for registered research purposes, requiring registration of new 
projects for alternative uses, prohibiting efforts to identify respondents, and dis-
allowing redistribution of micro-level data in any form. The DHS terms of use can 
be further referenced at: https://dhsprogram.com/Data/terms-of-use.cfm. 

4. Results 
4.1. Descriptive Characteristics of the Participants (Table 1) 

Table 1 provides descriptive characteristics of the participants. The total sample 
size included 13,311 Nigerian men aged 15 to 59 years. By region, the participants 
were distributed across different regions of the country, with the highest repre-
sentation in the North West (22.2%), followed by the North East (18.4%) and 
North Central (18.1%). In terms of ethnicity, the majority of participants belong 
to the “Others” category (37.3%) which represents minority tribes, followed by 
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the Hausa/Fulani ethnic group (33.1%), Igbo (16.0%), and Yoruba (13.6%). More 
than half of the participants (58.6%) lived in rural areas, were between 15 to 34 
years old (55.6%) and were married (58.1%). About 63.5% of the participants had 
at least secondary or higher education, and only 36.2% were currently working, 
and belonged to the “rich” by wealth status (41.9%). About half of the participants 
identified as Islam (50.1%). Regarding behaviors associated with structural vio-
lence, 54% of the participants would be afraid to get HIV from contact with saliva 
from an infected person while 50.5% would not buy vegetables from a vendor sus-
pected of living with HIV but only 21.4% believed they could get HIV by sharing 
food with a person who has AIDS (see Table 1). 
 
Table 1. Descriptive characteristics of the participants (n = 13,311). 

Variables N % 

Region   

North Central 2415 18.1 

North East 2447 18.4 

North West 2960 22.2 

South East 1755 13.2 

South South 1697 12.7 

South West 2037 15.3 

Ethnicity   

Hausa/Fulani 4397 33.1 

Igbo 2134 16.0 

Yoruba 1811 13.6 

Others 4969 37.3 

Resident type   

Urban 5506 41.4 

Rural 7806 58.6 

Age Group (years)   

15 - 34 7388 55.6 

35 - 44 3288 24.7 

45 - 59 2635 19.8 

Marital status   

Married 7738 58.1 

Single 5105 38.4 

Cohabitation 280 2.1 

Widowed/Divorce/Separated 188 1.4 

Education   

No education 2946 22.1 

Primary 1914 14.4 

Secondary or higher 8451 63.5 
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Continued 

Employment   

Not working 8488 63.8 

Currently working 4823 36.2 

Wealth status   

Poor 4874 36.7 

Middle-income 2858 21.5 

Rich 5579 41.9 

Religion   

Catholic 1587 11.9 

Protestant 4948 37.2 

Islam 6664 50.1 

Traditionalist/Others 112 0.8 

Would get HIV by sharing food with PLHIV   

No 9632 78.6 

Yes 2627 21.4 

Would fear getting HIV from saliva of PLHIV   

No 5793 46 

Yes 6805 54 

Would buy vegetables from PLHIV vendor   

No 6367 50.5 

Yes 6231 49.5 

PLHIV = people living with HIV. 

4.2. Association between Socio-Demographic Factors, and  
Structural Violence Behaviors (Table 2) 

The logistic regression results show association between socio-demographic fac-
tors with structural violence behaviors (would get HIV by sharing food with 
PLHIV, would be afraid of getting HIV from saliva of PLHIV, would buy vegeta-
bles from PLHIV vendor) against people suspected of living with HIV are shown 
in Table 2. Regarding region, the results indicate that living in South-East (AOR 
0.73; 95% CI = 0.60 - 0.90; p = 0.003), South-South (AOR 1.38; 95% CI = 1.15 - 
1.65; p < 0.001), and South-West (AOR = 1.63; 95% CI = 1.39 - 1.92; p < 0.001) 
respectively, were significantly associated with the belief that one would get HIV 
by sharing food with people living with HIV (Model 1). Specifically, the odds of 
believing that one would get HIV by sharing food was greater in the South-South 
(AOR 1.38; 95% CI = 1.15 - 1.65) and South-West (AOR = 1.63; 95% CI = 1.39 - 
1.92) regions respectively, compared to North Central (Model 1). In model 2, 
there was a significant association between being afraid of getting HIV from the 
saliva of people living with HIV, and residing in the North-West (AOR = 0.79; 
95% CI = 0.70 - 0.90, p < 0.001) and South-South (AOR = 1.87, 95% CI = 1.62 - 
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2.12; p < 0.001) respectively. In the North-East (AOR = 1.09; 95% CI = 0.96 - 1.24) 
and South-South (AOR = 1.87, 95% CI = 1.62 - 2.12) regions, there were stronger 
odds of being afraid of getting HIV from the saliva of people living with HIV com-
pared North Central region. Model 3 results indicate that all regions were strongly 
associated with buying vegetables from a vendor with HIV. However, only results 
from North-East (AOR = 2.90; 95% CI = 2.53 - 3.33) and North-West (AOR = 
1.97; 95% CI = 1.73 - 2.25) regions exhibited higher odds for buying vegetables 
from vendors living with HIV compared the North Central region (see Table 2). 
 

Table 2. The logistic regression model for socio-demographic factors associated with structural 
violence behaviors. 

Variable 

Structural Violence Behaviors 

Model 1: 
Afraid of getting 
HIV sharing food 

with PLHIV 
AOR (95% C.I) 

Model 2: 
Would get HIV  

from saliva  
of PLHIV 

AOR (95% C.I) 

Model 3: 
Would buy 

vegetables from 
PLHIV vendor 
AOR (95% C.I) 

Region 

North Central Ref Ref Ref 

North East 0.99 (0.85 - 1.15) 1.09 (0.96 - 1.24) 2.90 (2.53 - 3.33)*** 

North West 0.90 (0.77 - 1.05) 0.79 (0.70 - 0.90)*** 1.97 (1.73 - 2.25)*** 

South East 0.73 (0.60 - 0.90)** 0.91 (0.79 - 1.05) 0.49 (0.42 - 0.56)*** 

South South 1.38 (1.15 - 1.65)*** 1.87 (1.62 - 2.12)*** 0.55 (0.55 - 0.47)*** 

South West 1.63 (1.39 - 1.92)*** 0.89 (0.78 - 1.01) 0.37 (0.32 - 0.42)*** 

Residence 

Urban Ref Ref Ref 

Rural 1.19 (1.06 - 1.33)** 1.07 (0.98 - 1.17) 0.88 (0.80 - 0.96) 

Age (years) 

15 - 34 Ref Ref Ref 

35 - 44 0.97 (0.85 - 1.10) 0.95 (0.86 - 1.06) 1.27 (1.14 - 1.42)*** 

45 - 59 0.91 (0.79 - 1.05) 0.95 (0.85 - 1.07) 1.39 (1.24 - 1.56)*** 

Marital status 

Single Ref Ref Ref 

Married 0.72 (0.63 - 0.82)*** 0.84 (0.75 - 0.93)*** 1.15 (1.04 - 1.28)** 

Cohabitation 0.62 (0.43 - 0.90)* 0.73 (0.56 - 0.96)* 1.75 (1.33 - 2.30)*** 

Widowed/Divorce/Separated 1.17 (0.83 - 1.67) 0.99 (0.72 - 1.36) 1.11 (0.81 - 1.53) 

Education 

No education Ref Ref Ref 

Primary 0.82 (0.71 - 0.96)* 0.86 (0.75 - 0.98)* 1.53 (1.34 - 1.75)*** 

Secondary/Higher 0.54 (0.48 - 0.62)*** 0.71 (0.64 - 0.80)*** 2.02 (1.80 - 2.28)*** 
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Continued 

Employment 

No Ref Ref Ref 

Yes 0.88 (0.76 - 1.01) 0.94 (0.83 - 1.06) 1.45 (1.28 - 1.64)*** 

Religion 

Traditionalist/Others Ref Ref Ref 

Christian 1.17 (0.69 - 1.98) 0.84 (0.56 - 1.26) 1.59 (1.05 - 2.42)* 

Islam (Muslim) 1.50 (0.88 - 2.56) 1.07 (0.71 - 1.61) 0.76 (0.50 - 1.16) 

Wealth Status 

Poor Ref Ref Ref 

Middle-income 0.91 (0.80 - 1.04) 0.77 (0.69 - 0.86)*** 1.45 (1.30 - 1.62)*** 

Rich 0.64 (0.55 - 0.74) 0.53 (0.47 - 0.59)*** 1.95 (1.74 - 2.19)*** 

*=p < 0.05, **=p < 0.01, ***p < 0.001, AOR = Adjusted Odd Ratio, CI = Confidence Intervals. 
Model 1: Would get HIV from sharing food with PLHIV, Model 2: would get HIV from saliva 
of PLHIV, and Model 3: would buy vegetables from PLHIV vendor are analyzed as outcome 
variables, PLHIV = people living with HIV. 

 
Compared to living in urban areas, rural areas were significantly associated with 

and had greater odds of believing that one would get HIV by sharing food with 
people living with HIV (AOR = 1.19; 95% CI = 1.06 - 1.33; p = 0.002). Also, rural 
dwellers show stronger odds of being afraid of getting HIV from the saliva of peo-
ple living with HIV (AOR = 1.07; 95% CI = 0.98 - 1.17) compared to urban dwell-
ers. Regarding age groups, only ages 35-44 years (AOR = 1.27; 95% CI = 1.14 - 
1.42, p < 0.001), and 45 - 59 years (AOR = 1.39; 95% CI = 1.24 - 1.56; p < 0.001) 
were strongly significantly associated with and had higher odds of buying vegeta-
bles from a vendor with HIV compared to participants aged 15 - 34 years. Com-
pared to single men, married and cohabiting couples were significantly associated 
with believing that one would get HIV by sharing food, being afraid of getting 
HIV from the saliva, and buying vegetables from vendors living with HIV respec-
tively, compared to those that do not. However, married (AOR = 1.15, 95% CI = 
1.04 - 1.28; p = 0.009) and cohabiting couples (AOR = 1.75, 95% CI = 1.33 - 2.30; 
p < 0.001) had greater odds for buying vegetables from vendors living with HIV, 
compared to single men (see Table 2).  

Furthermore, having primary, secondary, and higher education were signifi-
cantly associated with believing that one would get HIV by sharing food, being 
afraid of getting HIV from the saliva, and buying vegetables from vendors living 
with HIV respectively, compared to having no education. However, having pri-
mary (AOR = 1.53; 95% CI = 1.34 - 1.75; p < 0.001), and secondary/higher educa-
tion (AOR = 2.02; 95% CI = 1.80 - 2.28; p < 0.001) indicated significantly higher 
odds for buying vegetables from vendors living with HIV compared to having no 
education. In terms of employment, participants who were currently employed 
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(AOR = 1.45; 95% CI = 1.28 - 1.64; p < 0.001) were strongly significantly associ-
ated with and exhibited higher odds for buying vegetables from vendors living 
with HIV compared to those unemployed (Model 3). Compared to traditional-
ists/others, both Christians (AOR = 1.17; 95% CI = 0.69 - 1.98) and Muslims (AOR 
= 1.50; 95% CI = 0.88 - 2.56) show higher odds of believing that one would get 
HIV by sharing food (Model 1). Likewise, Muslims (AOR = 1.07; 95% CI = 0.71 - 
1.61) indicated higher odds of the fear of getting HIV from the saliva of people 
living with HIV compared to traditionalists/others (Model 2). Conversely, Chris-
tians had greater odds (AOR = 1.59; 95% CI = 1.05 - 2.42; p = 0.028) and signifi-
cant association with buying vegetables from vendors living with HIV compared 
to Traditionalists/others (Model 3). Significantly, both middle-income and rich 
participants were strongly associated with fear of getting HIV from the saliva, and 
buying vegetables from vendors living with HIV respectively, compared to poor 
people (Model 2 and 3). However, in model 3, only the middle-income (AOR = 
1.45; 95% CI = 1.30 - 1.62), and rich (AOR = 1.95; 95% CI = 1.74 - 2.19) partici-
pants exhibited higher odds for buying vegetables from vendors living with HIV 
compared to poor participants (see Table 2). 

5. Discussion 

The primary aim of this study was to examine the fundamental tenets of structural 
violence behaviors, and how certain socio-demographic factors within the Nige-
rian context could enable structural violence behaviors against people suspected 
of living with HIV. Structural violence and social discrimination remains one of 
the foremost concern impacting people living with living with HIV [11]. However, 
structural violence in the context of this study denotes adverse events only, rather 
than physical violence, and is characterized as marginalizing beliefs and behaviors 
towards people living with or suspected to be living with HIV. Structural violence 
behaviors limits individuals’ capacity for life preserving action and contributes to 
pervasive and long-lasting social discrimination, and creating unequal opportu-
nities for marginalized groups [4] [5]. Discriminatory beliefs and behaviors that 
infringe on the right of people suspected of living with HIV to co-exist is a form 
of structural violence.  

There were several findings from this study. The prevalence findings suggest 
that 50.5% of the participants are unwilling to purchase vegetables from a vendor 
suspected of living with HIV. Additionally, 54% expressed fear of contracting HIV 
through saliva, and 21.4% believe that sharing food with individuals living with 
HIV could lead to transmission. The findings demonstrate how behaviors target-
ing people suspected of living with HIV could interfere with the ability of people 
to earn a decent living or lead a meaningful existence. In turn the already vulner-
able individuals would be unable to meet up with financial obligations, leading to 
the adoption of survival strategies in order to cope with these structural vulnera-
bilities—social discrimination and unequal opportunities. If coping is successful, 
the individual could easily be re-traumatized. However, if coping is unsuccessful, 
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the individual living with HIV could succumb to psychological trauma, transac-
tional sex, or suicidal ideation. In theory, this process potentially triggers struc-
tural violence exacerbated by socio-demographic factors. Although, there is scant 
proof indicating the likelihood of success for policies aimed at reducing poverty, 
HIV is frequently associated with poverty [12] [13]. Yet, the focus within the field 
often revolves more around treatment than prevention or survivorship. Con-
sistent with previous studies, when alternative means of earning a living are scarce 
for both themselves and their families, biological susceptibility to HIV increases 
and millions of women in Africa resort to transactional sex driven by poverty 
which poses the danger of unprotected sexual encounters [14]-[16]. This cycle 
perpetuates the likelihood of structural violence. Given that half of the partici-
pants in this current study potentially perpetuate structural violence behaviors 
against people living with HIV, there is crucial need to explore and implement 
innovative male-focused sexual health equity education in Nigeria. 

Another noteworthy finding was the significant regional variation in structural 
violence behaviors. Specifically, believing that one would get HIV by sharing food 
were significantly associated with southern regions only (South-East, South-West, 
South-South) and not the northern regions, perhaps incumbent upon the anecdo-
tal perception of more entrenched communal living culture in the northern re-
gions of Nigeria. The significant regional variation observed in the multi-variate 
logistic regression analysis aligns with previous studies in Nigeria, Kenya, Zambia, 
and Zimbabwe were variations in health behaviors within gender and ethnic spe-
cific groups were documented [17]. Likewise, other studies found significant eth-
nic differentials in HIV stigma and discrimination among Nigerian women cou-
pled with the direct impact of forced marriage on social discrimination in the con-
text of HIV [18] [19]. Overall, the regional variation findings are suggestive that 
people living with HIV or suspected to be, are prone to structural violence evenly 
across Nigeria and even more so in the southern regions of Nigeria.  

Further evidence shows that residing in the rural areas were significantly asso-
ciated with believing that one would get HIV by sharing food and participants in 
rural areas were more likely to do so, compared to those in urban areas. Likewise, 
living in rural areas suggests higher odds of being afraid of getting HIV from the 
saliva of people living with HIV than residing in urban areas. This urban-rural 
differential is supported by previous research where urban areas had high preva-
lence of sexual behavioral vulnerability and risky sexual practices such as transac-
tional sex [20]. Similarly, our overall findings are congruent with previous studies 
conducted in Nigeria where marital status, education, gender, rural or urban res-
idency were noteworthy predictors of discrimination against individuals living 
with HIV [20] [21]. Hence, education and marital status of the participants in the 
current study were significantly associated with believing that one would get HIV 
by sharing food, being afraid of getting HIV from the saliva, and buying vegetables 
from vendors living with HIV respectively. Compared to those with no education, 
one emergent observation was that participants with primary school education or 
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higher exhibited higher odds of buying vegetables from vendors living with HIV. 
This suggests that educated men in Nigeria may exhibit less social discrimination 
and thus contribute less in creating or deepening social vulnerabilities for people 
living with HIV.  

Furthermore, there were higher odds of buying vegetables from vendors living 
with HIV among participants aged 35 - 44 and 45 - 59 years old respectively, com-
pared to those aged 15 - 34 years. Likewise, a significant association exists between 
ages 35 - 44 and 45 - 59, and buying vegetables from vendors living with HIV. This 
finding indicates that older male participants were more accepting of people living 
with HIV than younger males aged 15 - 34 years. Similarly, previous research in 
Nigeria identified a statistically significant association between age and compre-
hensive HIV knowledge [6]. There is need to scale up HIV prevention education 
particularly to the younger age groups who are less likely to have comprehensive 
education about HIV and thus maybe more hostile to people suspected of living 
with HIV. Employment status also found some significance with buying vegeta-
bles from vendors living with HIV. Specifically, being employed was not only sig-
nificantly associated with buying vegetables from vendors living with HIV, but it 
also shows higher odds for it compared to participants that were unemployed. 
This funding suggests that being unemployed is a facilitator of structural violence 
than being employed. Hence, men who are currently working in Nigeria are more 
likely than not to be accepting of those suspected of living with HIV. Evidence 
shows that employment discrimination against people living with HIV may be 
common and have been frequently studied, but not how gainful employment is 
favorable for people living with HIV and vice-versa [22]. 

Although regarded as a secular nation, Nigeria is an inherently multi-cultural 
and pluralistic religious country with ingrained religious sentiments intertwined 
with strong ethnic allegiances which play a significant role in the social structures 
in the country [23]. This study found that among Christians and Muslims, they 
were comparatively equally higher odds of fear of contracting HIV through saliva, 
and believing that sharing food with individuals living with HIV could lead to 
transmission than Traditionalists/Other religions. However, only being Christian 
shows a significant association with buying vegetables from vendors living with 
HIV compared to Traditionalists/Other religions. This may be supportive of the 
significant ethno-regional variation observed in this study. Historically, religion 
has been a prominent feature in HIV stigma and discrimination among Sub-Sa-
haran Africans [24]. Negative coping mechanisms and inner conflicts stemming 
from stringent religious directives have been at the root of most of the uncompli-
mentary role of religion in the fight against HIV social discrimination [24]. How-
ever, religion can also be positively impactful in providing spiritual support for 
those already living with HIV, promoting healthy safe-sex behaviors [24].  

Regarding wealth index, our findings suggest that the middle-income and the 
rich participants are more likely to patronize a vegetable vendor with HIV, but 
would still be afraid of getting HIV from their saliva coupled with being unwilling 

https://doi.org/10.4236/aid.2026.161004


I. O. Odii et al. 
 

 

DOI: 10.4236/aid.2026.161004 70 Advances in Infectious Diseases 
 

to share food with them. Previous studies in this regard have focused on income 
inequality as key drivers of the HIV disease but not how the “wealthy” may have 
contributed in undermining the eradication of HIV stigma [25]. Put simply, what 
people would not do to people suffering from other diseases, they do against peo-
ple living with HIV. 

6. Limitations of the Study 

The current study has a limited number of examples in the dataset illustrating 
structural violence behaviors, such as mandatory pre-employment HIV screening. 
Additionally, the observational cross-sectional study design prevents the estab-
lishment of a causal inference between structural violence behaviors, and socio-
contextual factors. Despite these constraints, our models integrated variables se-
lected for their relevance in the existing literature. Noteworthy is the use of a na-
tionally representative sample, contributing to enhanced reliability and generali-
zability of the findings across sub-Saharan Africa. 

7. Conclusion 

This study reveals significant regional and socio-demographic variations in struc-
tural violence and social discrimination against people living with HIV in Nigeria, 
particularly among men in the southern regions. There is a need for updated legal 
frameworks and mandatory health equity education to combat outdated fears and 
improve HIV prevention and treatment awareness across Nigeria. 
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