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Abstract
Research show that the HIV/AIDS spread is affected by psychosocial
and cultural elements, among other reasons. Targeting the spread
of the HIV both in personal and in the community level, requires
preventive measures, which are using a multi-level approach. Part
of this approach could rely on Social Cognitive Models (SCM) such
as the Health Belief Model and Theory of Planned Behaviour in
order to overcome risky behaviour.
This manuscript is observing the need to expand the use of SCM and
offers to widen the understanding of the overall context of the HIV
through the term of Syndemics, mainly in the Sub Saharan context.
Syndemics is define as “a theoretical perspective to understand
the synergistic interaction of coexisting diseases and biological
and environmental factors that worsen the complex outcomes of
those diseases in populations” Examining the HIV pandemic in a
more cultural and psychosocial lens might contribute to the efforts
conducted to reduce the spread of the HIV/AIDS worldwide.
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Introduction
Human immunodeficiency virus (HIV), causes Acquired Immune
deficiency Syndrome (AIDS). It is one of the mortal diseases known
to the humankind. The estimated number of people living with HIV
is 37.7 Milionis worldwide and about 25.5 Million estimated in Sub
Sahara alone (SSA). Among them, 34.9 are adults and 17.8 from
this population are women and 1.8 Millions are children under 15
years old. During 2015, it is estimated that 2.1 Million people are
newly infected. From the 2.1 million newly infected, 1.4 million are
in Africa alone. Among the global HIV/AIDS related deaths which
were 1.1 million during 2015, 800,000 of them are from Africa. When
looking at the prevalence of HIV among adults aged 15 to 49 globally,
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the percentage is 0.8%, while Africa holds 4.4% of prevalence in the
same population. [1,2]. It is evident that Sub-Sahara Africa carries the
heaviest burden of the HIV. Two genetically distinct species of HIV
exist- HIV-1 and HIV-2, which tough are differ in the epidemiology,
they are similar in terms of pathogenicity and both can lead to AIDS
[3,4]. The importance of the distinction when it comes to the SSA
context is the fact that HIV-2 is relatively endemic to West Africa
alone, with other specific and limited geographical regions outside
of the continent [3]. HIV-1 on the other hand is considered more of
pandemic, thus receives more attention from the scientific community
than the HIV-2 [5]. HIV-1 is further subdivided in to strains, which
are each representing different pathogenesis speeds and risk factors
[6]. Pathogenicity of HIV has been observed with infections such as
Tuberculosis (TB), Hepatitis B and C, and parasitic like Malaria and
Leishmania, some of which are spread through out the SSA [7-13].
Moreover, co-infection with more than one strain of HIV is possible
too. The new combination of the different strains can lead to viral
recombination which than new recombinant form and be passed
on to another individual [14,15]. This phenomenon was reported
in several geographical areas in different continents alongside with
reports about coinfection with two distinct main groups of HIV (i.e.
group M and group O) [14]. In cases of co-infections, it is reported
that frequently the CD4+ T-cells count is declining along with viral
load proliferation [14-16]. In cases of coinfection or super-infections,
the virus might become drug-resistant [16]. An important progress
was achieved in the recent years as it comes to developing medicines
to address HIV/AIDS. The Antiretroviral Treatment (ART) was the
first treatment for HIV. However, the virus formed drug-resistant
recombinants [17]. This formation required from researcher to look
for a variety of potentials treatments. In the last decade, developing
of combinations of antiretroviral (ARVs) being used, and referred
to as Highly Active Antiretroviral Treatment (HAART) [18,19].
The medicines that were developed targeted a variety of cellular
mechanism of the virus. Some of the medicines are preventing the
replication of the virus through interrupting the process of Reverse
Transcriptase [18,20,21], some target the protease enzyme in the viral
bundle of HIV, and some work by preventing the fusion and entry to
target cell membranes [18,22]. A further development in the research
found that if a certain combination of medicines is being taken
(TRUVADA and TENOFIVIR) before exposure, then the risk of
being infected is reduced. These medicines are used in treatment but
recent researches found these medicines effective as a Pre-Exposure
Prophylaxis (PrEP) as well [23-27]. Its effectiveness depends on the
adherence of individuals within population under risk such as SeroConcordant couples, Men who have Sex with Men (MSM) or Female
Sex Workers (FSW). Observing populations under risk such as the
above, and observing unto population under risk- mainly in The Sub
Sahara, researchers are facing communal and sociological challenges.
These challenges, which are derived from the psychosocial aspect of
the disease, are opportunities if constructed correctly.

Psychosocial and Cultural Aspects of HIV
Regardless the importance of developing medical response to the
HIV, it is also important to elaborate on its uniqueness when it comes
to the psychosocial and cultural aspects. Sexual intercourse and
gender related issues are subject to sociological context. This context
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requires a shift from an individual treatment to more of sociological
structural approach. Thus, observing the human interaction in social
groups as a major consideration when it comes to conceptualize the
social drivers in the HIV/AIDS context. Though, the impact of values,
norms, institutions, network and culture is difficult to measure, it is
highly evident that there is an importance to cope with applicability
and manifestations of these terms in order to strive for reducing
the infections. These sociological terms are applied within poverty,
gender inequality and human rights violation, which increase the
vulnerability to HIV infection [28-30]. Gender inequality for instance
is defined as one of the drivers for HIV epidemic. Yet, past studies,
show that gender inequality alone cannot be defined as a direct
driver of HIV infection. Instead, ways in which gender and sexuality
dynamics operate in conjunction with social issues such as poverty or
accessibility to education can produce vulnerability to HIV infection
[31-35]. The sociological and cultural context is often given and
though influencing the vulnerability to HIV infection, it is influencing
other aspects of individual’s life. Having said that, the context is
sometimes creates a negative stigma about People Living with HIV
(PLHIV). The negative stigma [36] can influence the actual selfness of
the host quality of life by depression, life satisfaction [37] or by social
behavior of the host’s social and communal circle. The negative stigma
among the social community might create discrimination [38, 39] loss
of social support, social exclusion and negative labeling [40] of the
host. It influences the access to human rights, [41] or to health service
[42,43]. Beside these consequences, the stigma influences the behavior
of the host related directly to the AIDS, by reduction in adherence to
take ARV medication [44] or to delays in seeking care [45-47]. The
way HIV is conceptualized might reach AIDS denialism or AIDS
conspiracy beliefs [48]. Regardless the disease itself, the main method
of infection (i.e. sexual intercourse) is a cultural and sociological
issue. Unprotected sexual intercourse, which include vaginal, anal
or oral penetration accounts for 75%-85% of HIV infection in adults
[49]. Studies show that persistent condom use reduces the risk of
contracting HIV [50-53] hence, this is a major way for preventing
HIV, worldwide. Yet, negative stigma is related to condom use
to and not only to the HIV. The negative stigma of condom use is
exampled through studies that show that condom use is associated
with promiscuity [54], and that condoms are impregnated with
HIV or cause cancer [55]. Other social factors reflect environmental
pressures, which can reduce condom use. For example, African
Caribbean Black women reported marital infidelity, trust in partner,
cultural and religious attitudes as factors that discourage condom use
[56]. In addition, one study in Mumbai, India, found that the lack of
privacy in stores and social stigma, were most frequently indicated
as social barriers for condom use [57]. Furhter studies observing the
negative social stigma and attitudes towards people living with HIV,
resulted in lower condom use among 1979 women in Nigeria [58].
Concluding all the above, though medical treatment is crucial to
cure the disease, it is appearent that the treatment should take under
consideration preventive measures and an approach that examines the
individual within the sociological context. The individual behavior is
the key component to prevent and reduce the infection in accordance
of the risk factors mentioned above.

Interventions
In the recent years, researchers are conducting researches in
order to try to understand better what are the social barriers, which
influencing healthy sex behaviour. These researches mapping barriers
for condom use and incentives to do so. Lack of knowledge or access
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to condoms were related to low adherence of condom use, but
studies offer social barriers as a major component in encouraging for
condom use [58] regardless knowledge. In light with these findings,
researchers are offering adjusted interventions to try to overcome the
multi-level complexities of the pandemic derived from the biological
and the sociological characteristics. A variety of models and programs
targeting the complexities of the disease were developed. Some of the
programs follow the line in which individual interventions should
take under consideration the sociological context. Thus, targeting
sociological issues. Few theories were developed combining health
behaviour in relation to sociological context. Moreover, these
theories perceived the individual’s barriers in terms of cognition,
and by that adding another layer to the analysis of one’s behaviour.
Alongside individual interventions, community based interventions
were combining activities and peer educators added tools to target
the health behaviour in the community level. Using the community
as a source of a solution is a breakthrough in situations where the
community used to be a barrier. The strength and the importance
of the community in the individual’s life is stronger in traditional
societies. As it comes to condom use, two important social cognitive
models (SCM) have been tested. The health belief model (HBM) [59]
and the theory of planned behavior (TPB) [60]. The HBM discus
perceived susceptibility and perceived severity of a disease. It is also
discuss people’s barriers for adopting preventative behaviors. The
model offers a prediction of one’s behavior in light of the perceptions
of benefiting from this behavior. Analyzing these perceptions and
targeting it, might lead eventually to adopt healthy behavior. The TPB
analyzes attitudes about health behaviors and perceived social norms.
Moreover, it analyzes perceived behavioral control, which eventually
may lead to adoption of a health behavior. These social-cognitive
models represent human control and self-regulation mechanisms,
which involve expectations about the potential outcomes resulting
from performing certain behaviour [61]. Few studies were conducted
using these models in related to condom use. The main findings
suggest that using components from these models may add
an important tool to researchers as approaching to conduct
interventions [62,63]. Unfolding all the above, it is suggested to
strive to conceptualize the disease as a medical challenge, but also
as a sociological one. The initial technical preventive required
measure is clear, yet global efforts have reached a limited proven
success. The limited success is resulted from a variety of reasons.
One of them might be resulted from the fact that the science offered
initially mainly treatment and not evidence based preventive
behavioral measures in the Sub-Saharan context. Moreover, the
main scientific efforts were conducted in developed societies, thus
not always connected to the local challenges communities under
risk are facing.

The Syndemics
An optional approach of conceptualizing the framework of which
researchers may use in related to the HIV within its sociological
context is the syndemics. Syndemics is defined as “a syndemics
framework examines the health consequences of identifiable disease
interactions and the social, environmental, or economic factors
that promote such interaction and worsen disease. A conceptual
framework for understanding diseases or health conditions that arise
in populations and that are exacerbated by the social, economic,
environmental, and political milieu in which a population is
immersed” [64]. Further definitions and explanations refer to it as
“a theoretical perspective to understand the synergistic interaction
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of coexisting diseases and biological and environmental factors that
worsen the complex outcomes of those diseases in populations” [65].
And it claims to “improves on conventional frameworks in both
theoretical and practical terms by illuminating how macro-level
social factors promote disease clustering at the population level and
impact disease pathologies at the individual level” [66]. Observing
the nature of the HIV when it comes to coinfections with other
diseases such as Hepatitis and TB and in light of the presented above,
it is reasonable to offer syndemics as a framework for analyzing the
morbidity and the infection by the virus [67]. Conceptualizing the
HIV/AIDS within the syndemics approach was previously discussed
in a study such as Meyer et al., [68] who reviewed literature of
Substance Abuse, Violence and HIV/AIDS (SAVA) among women.
Hence, though it is not new to the literature, we are offering to widen
the use of this approach in order to define strategies for recognizing
vulnerabilities, so as to understand how vulnerable are consigning
to their environment. These strategies and better understanding
will enable researchers to expand the knowledge for more effective
interventions.
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