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Abstract

Introduction: The purpose of the study is to assess the differences between socio-demographic sta-
tus of low-prevalence Bangladeshi (BD) and high-prevalence forcibly displaced Myanmar nationals
(FDMN) HIV patients.

Material and methods: In this cross-sectional study, demographic details and behavioural patterns
were analysed and compared.

Results: The highest number of patients was observed in adult females (54.4%) in FDMN and adult
males (54%) in BD (p = 0.006). 97.74% FDMN and 59.70% BD had no income (p = 0.000). Most
(94.5%) of the Bangladeshi males were migrants (p = 0.000). There was a significant difference in
the mode of transmission between the 2 countries (p = 0.000). The highest mode of transmission
among BD was heterogenous sexual exposure (70.8%) and among FDMN it was unsafe injections
(49%). Mother-to-child transmission was significantly (p = 0.00) higher among FDMN (16.6%) than
BD (8.3%). High-risk behaviours were higher among BD (65%) than FDMN (26%) (p = 0.000). Male
clients of BD (35%) and female clients of FDMN (13%) had a higher likelihood of bad habits like
smoking and alcohol abuse (p = 0.01). A statistically significant difference (p = 0.002 with 95% CI)
was observed in the spousal status of the affected individual between the 2 countries. HIV status was
found to be negative in spouses 35% and 64.5% of BD and FDMN, respectively. About 3% of FDMN
people had broken/separated from their families due to HIV. About 61% of BD and 37% of FDMN
adults had multiple sexual partners (p = 0.001).

Conclusions: This study compares the sociodemographic variability among HIV patients of BD and
FDMN groups and measures these results against other similar studies.
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Introduction

Human immunodeficiency virus (HIV)/acquired immu-
nodeficiency syndrome (AIDS) remains one of the world’s
most important public health challenges, especially for low-
and middle-income countries. HIV-positive people now
live prolonged and healthful lives due to the latest advances
in antiretroviral therapy (ART). An estimated 23.3 million
people have received HIV treatment in 2018. However,
worldwide, only 62% of the 37.9 million people living with
HIV in 2018 have come in for ART [1].

Bangladesh is a low HIV-prevalence country - less than
0.1% of the population is estimated to be HIV-positive.
The country has different activities for HIV and its very low
HIV-prevalence rate is partly due to prevention programs,
focusing on men who have sex with men, female sex workers,
and intravenous drug users. The government put into prac-
tice a lot of prevention efforts focusing on the above-men-
tioned high-risk populations and migrant peoples [2].
UNAIDS estimates the number of adults and children with
HIV in Bangladesh to be around 14,000 (12,000-16,000) [3].
In Bangladesh the rates of new infections have increased
steeply since 2010 [4].

There were approximately 240,000 people living with
HIV in Myanmar (Burma) in 2018, as estimated by UNAIDS.
Myanmar was the second-highest HIV prevalence country
in Southeast Asia, comprising 0.8% of the population [5].
Myanmar is 1 of 35 countries that together make up 90% of
new infections worldwide. In 2018, Myanmar reported 11,000
new infections (approximately 30 infections per day) [5].

According to the report by UNAIDS in 2018, there were
an estimated 310,000 new HIV infections in the Asia-Pacific
area, increasing the total number of people living with HIV/
AIDS in the region to 5.9 million [5]. In 2018, approximately
200,000 people died from AIDS-related illnesses in this re-
gion, a 24% decreased in deaths since 2010, but in some
countries - including Afghanistan, Bangladesh, Indonesia,
Pakistan, and the Philippines - AIDS-related deaths have in-
creased [5].

The contribution of discordant couples to the burden of
HIV/AIDS is remarkable. Discordant couples are at high risk
of HIV transmission and therefore are increasingly becom-
ing a basis of HIV prevention research. Partners are classified
as HIV-concordant when both partners are HIV infected.
HIV discordance means a condition where one of the part-
ners is HIV positive while the other is HIV negative [6].

To carry out the control program in a specific region, it
is fundamental to understand the socio-demographic fac-
tors, degree of knowledge, and risk habits of the population.
Due to the influx of a large number of forcefully displaced
Myanmar nationals (FDMN) to Coxs Bazar, a large number
of FDMN peoples with HIV were receiving ART from our
centers. The data generated in the study can provide signifi-
cant information to understand the socio-demographic dif-
ferences between the high-prevalence people of FDMN and
the low-prevalence people of Coxs Bazar and can help in
the future to make particular guidelines at the national level.
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Material and methods

In this cross-sectional (analytic) observational study, af-
ter obtaining informed written consent, a semi-structured
questionnaire was filled in by attending doctors from chil-
dren and adult HIV patients of 2 groups (BD and FDMN) at-
tending ART centres at Coxs Bazar. Coxs Bazar medical col-
lege hospital is a 250-bed district secondary hospital where
HIV patients have been treated since 2015. After the influx
of FDMN into Bangladesh, a large number of patients re-
ceived treatment at this centre. Demographic details and be-
havioural patterns of BD and FDMN were noted from Jan-
uary 2017 to January 2021. Written informed consent was
obtained from each participant for the conduct and publi-
cation of this research study, and commitment of confiden-
tiality was given. Study participants were free to refuse or
withdraw from the research at any time. The aim and objec-
tives of the study were described to each participant before
the interview. HIV was suspected among persons who had
typical symptoms of HIV (fever, lymphadenopathy, oppor-
tunistic infections, etc.) and confirmed by immunochro-
matographic methods. All the positive HIV cases attending
at this centre, who agreed, were included in the study as
the study population and divided into 2 groups according to
nationality. Irregular ART receivers and patients who died
from HIV during the study period were excluded. From Jan-
uary 2017 to January 2021, a total of 340 FDMN and 87 BD
received ART at this centre. By non-probability sampling,
we enrolled 72 (82.75%) BD and 259 (76.17%) FDMN in
our study according to inclusion criteria. Outcome vari-
ables include demographic details and behavioural patterns
of study subjects. Demographic details including age group,
sex, marital status, migrant status, education, past occupa-
tion, present employment status, spouse HIV status, mode
of transmission, etc. were noted from every patient of BD
and FDMN. Comparison of concordance and discordance
couples were done between the 2 countries. Unsafe sex, un-
safe use of injectables treatment, mother-to-child transmis-
sion, intravenous drug abuse, and blood transfusions were
the mode of transmission. Behavioural patterns included
high/low risk and bad habits of the individuals. Multiple sex-
ual partners, IV drug abuse, affected mother of a child, mi-
grant workers, male-to-male sex, and anal sex were regarded
as high-risk behaviours in our study. Smoking and alcohol
abuse were considered bad habits. The protocol of the study
was approved by the Ethics Committee of Cox’s Bazar med-
ical college and hospital.

Statistical analysis

Data were analysed using SPSS (Statistical Package for
the Social Sciences) 25, and a comparison was done between
Bangladeshi and FDMN peoples, as well as with other similar
studies. Categorical variables were summarized with absolute
values and proportions at their 95% confidence interval (CI),
and continuous variables were summarized as mean (with
standard deviation). Categorical variables of the 2 groups
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Table 1. Sociodemographic characteristics of the study subjects
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Characteristics Bangladeshi | Myanmar national | p-value
Nationality 72 259
Age group, %
<15 8.3 14.3 NS
15-45 79 68
> 45 12.5 17.8
Sex, n (%)
Child female 3 (4.00) 18 (7.00) 0.005
Child male 3 (4.00) 19 (7.29)
Female 28 (40.27) 141 (54.44)
Male 38 (51.30) 81 (31.27)
Marital status, n (%)
Married 49 (68.00) 173 (66.69)
Unmarried 16 (22.22) 16 (6.10)
Widow 5(6.90) 35 (13.50)
Educational status, n (%)
Iliterate 2(2.8) 181 (73.9) 0.000
Primary 46 (64) 42 (17)
Below secondary 23 (32) 22 (9)
Below higher secondary 1(1.3) 0
Income (taka), n (%)
No 44 (66.66) 217(97.7) 0.000
0-2000 2 1
2000-20,000 18 4
> 20,000 2 0
Family status, n
Broken, Male/Female 1/0 2/5 NS
Nuclear, Male/Female 38/27 79/136
Past occupation, n (%)
Barber 1(1.38) 1(0.41)
Small business 5 (6.94) 14 (5.76)
Chairman - 2(0.82)
Construction 1 (1.38) -
Driver 2(2.77) 6 (2.47)
Farmer 1(1.38) 31 (12.76)
Fisherman 1 (1.38) 2(0.82)
Housewife 25 (34.72) 134 (55.14)
Labourer 3 (4.16) 6 (2.47)
Pharmacist 2(2.77) 1 (0.41)
Plumber 1(1.38) 1(0.41)
Service 16 (23.61) 9 (3.70)
Shopkeeper 1 (1.38) 1(0.41)
Student 7 (9.72) 20 (8.23)
Tailor 2(2.77) -
Teacher 2(2.77) 1(0.41)
Unemployed 2(2.77) 14 (5.76)
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were compared by y? test and Fisher exact test, and
continuous variables by independent sample t-test.
P-value was considered significant when less than 0.05
with 95% CIL.

Results

Out of 331 HIV-positive clients, 259 were FDMN,
and 72 were BD. The total number of children was
around 6 times higher in FDMN (37, 14.2%) than
BD (6, 8.3%). The number of male clients was 37
(51.3%) and 81 (31.2%), and female clients numbered
29 (40.27%) and 141 (54.4%) among BD and FDMN,
respectively. Out of 72 clients of BD, 49 (68%) were
married, 16 (22.2%) were unmarried, and 5 (6.9%)
were widowed. Out of 259 clients of FDMN, 173
(66.7%) were married, 16 (6.1%) were unmarried,
and 35 (13.5%) were widowed. Most of the patients
of FDMN were illiterate (73.8%) in comparison to
BD people, who were primarily educated (63.8%).
Most of the males of BD (16, 22.54%) were ser-
vice holders in comparison to FDMN, where most
of them were farmers (31, 12.7%). 94.5% of males
were migrants among the Bangladeshi ART re-
ceivers. Table 1 shows a comparison of the socio-
demographic characteristics of the study subjects.
Sexual exposure (70.8%) was the highest mode
of transmission among BD in comparison to un-
safe injections (49%) among FDMN (Figure 1).
High-risk (IV drug abuse, multiple sexual partners,
affected mother of child, migrant workers, male-to-
male sex, anal sex) behaviour was observed more in
BD (47, 65%) than in FDMN (67, 25%) (Table 2).
About 61% of BD and 36% of FDMN adults had mul-
tiple sexual partners. Most of the males of BD (23,
35%) had bad habits like either smoking or alcohol
abuse in comparison to females (9, 13%) of FDMN.

Discordant HIV couples were more common in
FDMN (135, 64.9%) than BD (19, 36%). On the other
hand, concordant HIV couples were more com-
mon in BD (19, 36%) than in FDMN (59, 28.3%). In
some cases, their partner had died: 13 (24%) BD and
7 (3.3%) FDMN. Partner status was unknown among
2 (4%) BD and 7 (3.3%) FDMN cases. Male discor-
dant rates were higher in BD (70%) in comparison
to FDMN (67%). Female discordant rates were less
among BD (20%) than FDMN (71%). In total, 7 clients
of FDMN and 1 Bangladeshi had broken/separated
from their family due to HIV. Only 1 unmarried male
of BD and 1 married female of FDMN was bisexual.
The mothers of all children of both groups were found
to be HIV positive in all cases.

Discussion

The highest number of patients was observed
among adult females (54.4%) in FDMN and adult



Comparison of socio-demographic profiles of Bangladeshi and Forcibly Displace Myanmar Nationals HIV patients 253

Bangladeshi

O MTCT @O Sex M Spouse

BT -, IDU - injecting drug use, MTCT — mother-to-child transmission

Myanmar
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Figure 1. Mode of transmission among Bangladeshi and Myanmar nationals

Table 2. Behavioural pattern of study subjects

Characteristics
Risk status, n (%)

Bangladeshi ‘ Myanmar national ‘p-value

High risk 47 (65) 67 (25) 0.000
Low risk 25 (35) 192 (75)

Bad habits present, n (%)
Male 23 (35) 44 (20) 0.01
Female 2(3) 9 (13)

males (51.1%) in BD. The prevalence of HIV in Asia and the
Pacific among adults (15 to 45) is higher (0.2%) [7]. In our
study, higher numbers were also found in the age group 15 to
45 years in both groups: 79.0% and 67.9% Bangladeshi and
FDMN, respectively, similar to global data. But young peo-
ple in Myanmar make up more than half of the national pop-
ulation, with 5-14-year-olds making up the largest group [8],
only 14.3% in our study for the FDMN children, may-
be due to either lack of HIV testing facilities or awareness
of the parents. Education may reduce HIV risk through in-
creased learning about HIV and prevention methods, im-
proved cognitive function to make complex decisions, better
financial security, reducing participation in transaction-
al sex for women, the ability to match with lower-risk sex
partners, and increased future orientation and adherence to
the ART treatment [9]. Lack of education is an important
cause of increase HIV infection among FDMN because most
of the patients in our study were illiterate (73.8%), signifi-
cantly higher than among BD people (p = 0.000, 95% CI).
Poor psychological health, objective health concerns such as
fatigue and low energy, job skills deficit, and fear of discrim-
ination are reported as the major barriers to returning to em-
ployment in the HIV-positive population rather than physi-
cal ill-health [10]. Our study also revealed similar problems

and showed 97.74% FDMN and 66.66% BD had no income
(p = 0.000). Those who were not working at the time had
a negative view of their capacities to acquire employment
and to stay at work. Forcible displacement to a new country
plays an important role for Myanmar nationals.

There was a significant difference in the mode of trans-
mission between the 2 countries (p = 0.000, 95% CI).
The highest mode of transmission among BD was sexual
intercourse (70.83%) and among FDMN by unsafe injec-
tions (48.64%). Mother-to-child transmission was 16.6%
and 8.3% among FDMN and BD, respectively. Although
HIV rates among key populations (people who inject drugs
[PWID], men who have sex with men [MSM], transgen-
der people, and sex workers) in Asia and the Pacific are far
higher than among the general population and key popu-
lations with their sexual partners accounted for more than
78% of new HIV infections in the region [3], at our centre
migrant populations of BD and users of unsafe injectables
for treatment (by sharing needles) by FDMN was the max-
imum. 94.5% of males were found to be migrants among
ART receivers of Bangladesh. Sexual transmission of HIV
is increased by this mobility, with migrant workers spend-
ing a long duration of time away from home and potential-
ly being involved in high-risk behaviours, and new HIV in-
fections continue to increase among migrant workers [11].
Attempts to reach key populations with prevention, treat-
ment, and care services vary widely. It may be due to
the fact that from 2016 to 2018 less than half of the key
populations living with HIV in Bangladesh knew their sta-
tus [5]. In Myanmar about 6.4% of MSM are HIV positive,
5.6% of sex workers are HIV positive, and the prevalence
of HIV among PWID is 19% [5]. The lack of any transgen-
der clients in our centre suggests that stigma, discrimina-
tion, and legal barriers remain a major obstacle for provid-
ing and accessing services for transgender persons, which
is similar to UNDP reports [4].
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In the absence of any intervention, mother-to-child
transmission rates range from 15% to 45%. This rate can
be reduced to below 5% with effective interventions during
the period of pregnancy, labour, delivery, and breastfeeding
[10]. In our study, the transmission rate among FDMN was
17% and among BD was 8%. It means we should provide
emphasis on the prevention of mother-to-child transmis-
sion in the context of better health for mothers and their
children. Around 5% of the AIDS cases in the world are
estimated to have occurred through blood or blood prod-
ucts [12]. The rate of HIV infection by blood transfusion
among FDMN was 4%, which indicates an insufficient
blood screening program at Myanmar border areas.

The overall HIV prevalence among people who inject
drugs (PWID) in Myanmar is 19% [4], but it was less than
1% among FDMN in our study, perhaps due to low socio-
economic status and lack of recreational facilities in their
area in Myanmar. Unsafe injections (defined as the reuse
of syringes and needles between patients without steriliza-
tion) occur routinely in many developing world regions,
implying a significant potential for the transmission of any
blood-borne pathogen. The risk of transmitting HIV from
syringes that have been used for intramuscular or subcuta-
neous injections is low, in one study HIV antibodies were de-
tected in 16 (6.2%) out of 260 syringes [13]. Studies of HIV
survival in syringes have been carried out in western coun-
tries [14], and they clearly showed a risk of HIV transmis-
sion through unsafe injections. A large number of FDMN
(126, 49%) were affected by HIV through unsafe injections
in our study. To prove or disprove the theory that injections
were safe, especially in resource-poor settings, it was im-
portant to do controlled studies under certifiable conditions.
High risk behaviour was observed in 47 clients (65%) and
67 clients (26%) among BD and FDMN, respectively, sig-
nificantly higher than expected (p = 0.000, 95% CI). In our
study, most of the male of BD were migrants and had sexual
exposure several times, and others were mothers of an in-
fected child for both groups. Other high-risk behaviours
were not found because the key populations lived in some
specific geographical areas of BD and Myanmar (8, 15].

Tobacco smoking is very common among HIV-infect-
ed people, estimated at approximately 50% to 70% [16].
Drinking alcohol was higher among PLHIV than the general
population. Moreover, unsafe sexual behaviour was also con-
nected to drinking alcohol, which increased the risk of HIV
transmission [16]. Around 23 male (35%) and 2 female (3%)
BD, and 44 male (20%) and 9 female (13%) FDMN had bad
habits like smoking or alcohol abuse (p = 0.01, 95% CI); all
of them were below or near the national smoking prevalence
rate (35%). These people should be placed under close ob-
servation for adherence and to find early complications.

There was a significant difference (p = 0.000 with 95% CI)
in the spousal status of affected individuals between the
2 countries. Discordant couples are at high danger of HIV
transmission and therefore are increasingly becoming a ba-
sis of HIV prevention research. Sero-discordant relation-
ships make up 18-31% of couples in high HIV prevalence
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countries. [17] Different studies show higher sero-discor-
dance rates of 58% in Vietnam [18] and 58% in Thailand
[19]. In our study, discordant HIV couples amounted to
about 19 (36%) and 133 (64.5%) from BD and FDMN, re-
spectively. Hence, BD people had less HIV discordance than
FDMN people. In our study, concordant HIV couples were
more common in BD (19, 36%) than FDMN (59, 28.3%) per-
sons. In some cases, their partner had died or their status was
unknown. The male discordance rate among BD people was
84% and among FDMN it was 35.5%. Female discordance
rates were 15.7% among BD and 64.4% among FDMN. So,
from our findings, there were more HIV-discordant positive
males than females among the discordant BD couples. This
is due to the fact that most of the males affected with HIV
among BD were migrants. This finding is consistent with
findings in Indian studies, which observed that males were
the index partners in the majority of HIV-discordant partner-
ships [20]. But the picture is different among FDMN, in which
there were more HIV-discordant positive females than males,
which is similar to the findings by Walque et al. in Tanzania,
who showed that 71% were female [21]. The variations may be
due to differences in methodologies such as study areas, study
designs, subject characteristics, and sampling methods.

In total 8 (3%) FDMN and 1 (1.5%) Bangladeshi had bro-
ken/separated from their family following HIV diagnosis. In
1 study among sero-discordant couples in Nairobi, the sepa-
ration rate was 24% [22], which is higher than in our study.
But it is important to follow up the patients. Only 1 unmar-
ried male of BD and 1 married female of FDMN was bisexual.

Limitations: Most of the patients were illiterate in this cen-
tre, so proper history taking for each patient was a challenge.

Conclusions

There is a significant difference in sociodemographic
profiles of HIV patients among BD and FDMN. Increased
availability of integrated counselling and testing centre ser-
vices in areas where FDMN live, as well as for migrant BD
people, will prove beneficial for the community. Early identi-
fication and treatment, as well as proper education, are nec-
essary to prevent the further spread of the disease. We stud-
ied only a part of the total HIV patients of BD and Myanmar
peoples, which may not reflect the total sociodemographic
profiles. Further in-depth analysis in the field of sociodemo-
graphic profiles is needed in the future to find out the com-
plete profiles of the 2 countries.
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