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Context and Cross Cultural Response to AIDS:
A Review of the Literature

By Fred Mwendwa
Summary

The response to the AIDS epidemic varies cross-
culturally. In Euro-America, AIDS is viewed as a
disease of the gay, and minorities. The major
social response has been blame, ostracization and
finally, activism. In Cuba, AIDS is viewed as a
disease of marginal people. The major response
has been putting the victims in quarantine. In Asia
and Latin America, it is viewed as a problem of
homosexuals and IV drug users. The major
response has been blame and ostracization, to a
considerably much less extent than in North
America. In Africa, it is viewed as a disease of
prostitutes and truck drivers. These groups are
blamed for the disease, but still, to a much less
extent than in the United States of America. Except
for activism, the social response to AIDS was not
biomedically appropriate, for it neither led to the
eradication of the virus nor did it stop the man-
virus contact.

Introduction

HIV/AIDS is a fatal condition which has been a
cause of untold suffering to its victims, claiming
numerous lives and disrupting societies. In the
absence of a known cure, hope only lies in
prevention. Prevention implies culture change
which involves modification of those behaviours
and practices which predispose society to the
disease, and building on those aspects which protect
them. This paper is mainly an analysis of literature
sources. It examines how different cultures in
context responded to the AIDS epidemic and
whether these responses are ideal biomedically.
This study contributes to our understanding of the
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dynamics of cultural adaptation to deadly diseases
and HIV/AIDS prevention and management.

Cross-Cultural Perception of and Response to
AIDS

Since the identification of AIDS in theearly 1980’s
in the United States of America(McCombie 1990),
the virus believed to cause the scrounge has spread
in virtuaily all societies of the world, and has
reached epidemic proportions in some. Faced
with the epidemic, societies in different contexts
have viewed and responded to AIDS in a number
of ways. '

In Euro America, and especially in North
America, AIDS was first reported in the gay
community, and later among haemophiliacs who
had received blood transfusion with a gay origin.
It therefore came to be viewed as a gay disease.
Before AIDS, the gay community was already
stigmatised. Come AIDS and there was atendency
to move slowly to combat the epidemic because it
was a gay disease anyway, and the gays were the
undesired minorities (Felman 1994, Shilts 1987).
Gay bashing characterised the first decade of the
epidemic, with the introduction of all sorts of
segregation targeted at the small population. AIDS
was also noted among haemophiliacs and IV drug
users who are also a minority and Haitians. These
groups were categorized as the ‘risk groups’. As
long as one did not belong to this risk groups, they
were thought to be free from the danger of
contracting AIDS.

Thiscategorisation and the risk group approach,
entailing emphasis on the risk group’s had far
reaching effects. First it is a known case that
everyone can get AIDS if they engage in risk
behaviour. A large segment of the population was
left out in AIDS prevention efforts because they



were not from the said risk groups.

In 1982, 32 Haitians residing in North America
were diagnosed having opportunistic infections
which came to be later known as AIDS (Farmer
1991). The 32 denied ever having had any
homosexual contact, however, it was assumed that
they had been homosexuals and that indeed, all
Haitians and AIDS and were a risk group. The
consequences were that Haitians were avoided by
all means. They could not find jobs in the United
States of America, and people were afraid and
hostile to them. Genuine Economic and Political
refugees from Haiti, which then was experiencing
political problems could not get a fair hearing in
the United States, or be accommodated because of
the misconception that as Haitians, they had AIDS.

There were calls from various corners in the
populations of Europe and North Americatorestrict
international travel due to fear, and flight from
AIDS. The venue of the 1992 international AIDS
conference scheduled for Harvard University in
the United States of America had to be changed to
Amsterdam because the United States government
could not issue visas to the HIV positive
participants. In certain societal learning and other
institutions like the military, gays and HIV positive
people were ostracised and generally kept away.
AIDS in the United States was used to add another
leaf to justifying why the gays, the IV drug users
and minorities should be segregated against and
deprived of their rights, because they were seen as
the agents of doom by the mainstream society.

In the second decade of the epidemic, AIDS is
becoming more a problem of the minority groups
such as Latinos, African-Americans and women.
It is making its way in the heterosexual minority
groups (Ulin 1992, Schiller 1994, Roman 1993).
After 15 years in existence, and with the going
public of Basketball star player Magic Johnson
and Tennis star the late Arthur Ashe, society is
beginning to accommodate AIDS even though
stigmatisation still continues. In an interview with
a sample of ten HIV positive persons from all
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walks of life at a Los Angeles medical centre in
February 1994, nine out of ten respondents
observed that what the American society could do
to make their lives more comfortable was ‘not to
fear us’ but to ‘accept us’.

AIDS has brought a fair amount of mistrust
between minorities particularly black Americans
who view it as genocide by the mainstream
population (Farmer 1994, Guinan 1993, Singer
1994, Felman 1994, Hereh and Capitano 1994).

While the mainstream Euro-American society
was slow to respond to AIDS initially, the gay
community mobilised itself politically, pressing
for more research funding, fighting discrimination
and promoting condom use as well as stepping up
the dissemination of preventive messages. By the
late 1980’s the high transmission rates among the
gay men had reduced, thus political mobilisation
had a positive effect even though the gains are
being lost because young gay men are showing a
willingness to take more risks even when they
know it is dangerqus (Jones 1993).

In Cuba like everywhere else AIDS is viewed
as adangerous disease, but the official response of
the Fidel Castro regime has been extreme. The
response fits best to what UNAIDS calls AIDS
apartheid (Piot 1995). In addition to blaming the
victims, the regime tests and quarantines all known
HIV positive people to stop transmission
{(WorldAIDS 1991). Even though Schepper-
Hughes (1991) after a Cuban sponsored visit is in
praise of this, no where else has the freedom of
association and rights of HIV positive persons
been violated as much as in Cuba.

The perception and response to AIDS in Haiti
was different from that of Cuba and the United
States of America. In a Haitian village, Farmer
(1991) observes that AIDS was believed to have
been caused by evil spirits, (voodoo). AIDS
patients were treated with more compassion than
in the United States. In a case which Farmer
(1991) discusses a case where, as one patient
declined and withdrew from social life; his friends
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felt that he was ignoring them and until his death,
he had villagers around him helping him seek
treatment despite the fact that he had been
confirmed as having AIDS, and just like
everywhere, AIDS is feared.

In the Caribbean which is generally settled by
people from varying cultural backgrounds, majority
of whom are of African descent, AIDS, was
introduced through the interaction with the USA
and Europe. Initially, it was seen as ahomosexual/
bisexual problem, then later as an heterosexual
problem reflecting its mode of transmission
(Wheeler and Radcliffe 1994).

The literature available on AIDS in Asia and
Latin America suggests that AIDS is viewed as a
gay, prostitute and IV Drug users disease. The
general population sees AIDS as something that
affects others, as opposed to themselves. AIDS is
seen asoriginating fromthe US, particularly among
the gays. The pattern of fear, blame and
ostracization is seen although not to the same
extent as in the United States of America
(Hannovan et al. 1992 Carrier 1988, Parker 1989).
In Nicaragua, Low et al (1993), states that even
though the epidemic was several years behind that
of USA, a combination of war and poor health
services serves to see its fast spread. Due to poor
sexual behaviour and cultural values such as
*‘Machismo’, HIV is spreading fast in heterosexual
communities. This is the case in other Latin
American communities.

AIDS in Africa was initially seen as a disease
of prostitutes and truck drivers because its first
serious outbreak was among these groups, but
today, it has permeated all segments of society. It
is viewed as a disease which originated in Euro
America, and possibly intended to reduce the high
population of Africans after the failure of
population planning (Latham 1993), or as caused
by witchcraft. During the initial stages of the
AIDS epidemic, it was argued that AIDS originated
in Africa(Felman 1990, Parkard and Epstein 1991).
Reports followed that all prostitutes and majority
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of people in Africa were HIV positive, even though
this leading hypothesis has not been proven. Even
though other prevalence reports may have been
exaggerated at the time, they influenced the
perception of a response to AIDS.

First, it was denial that people who went down
with the disease actually died of AIDS. In fact,
today, death certificates in Africa do not show the
cause of death as AIDS related for people who die
from it. Secondly, at the country level, it was
denial that AIDS was a problem. Up to November
1993 for instance, the government denied that
AIDS was a problem in the country (Weekly Review
1993). This was probably to avoid discouraging
tourism which is amajor source of foreignexchange
earnings for Kenya and avoid stigma.

As the government ‘ignored’ AIDS, its spread
continued. In the mid 1980, it was reported that
AIDS was common among prostitutes and truck
drivers. Compared to the United States of America,
patients were stigmatised and sometimes
ostracised.

Another response in Africa is that of
rationalising of behaviours thus putting people at
risk and the localisation of the epidemic. First
people have come up with emroneous ideas that
they cannot catch the AIDS virus froma prostitute
during a weekend fling; that fat women do not
have HIV; that AIDS is caused by the Nile Perch,
or that it is a curse from God. Such erroneous
beliefs crop up on day today basis and people in
Africa and elsewhere have resorted to alternative
medicines to try to manage AIDS.

In Africa a category of traditional healers
claiming to cure AIDS using Chameleons drugs or
even soil have come up but the effectiveness and
efficacy of their remedies is questionable.

Variations and Regularities in Cross-Cultural
Response to AIDS

The variations on how AIDS is viewed and
responded to in different cultures reflect is based



on the local context. For example, in Siaya,
Kenya, it is believed that the Nile Perch causes
AIDS which is not the case in Zaire where they do
not have the Nile Perch. In Africa where the
number of gays are relatively few, and where
AIDS isas muchamans problemasitisawoman’s
problem, gay bashing is absent. The point here is
that, the social-cultural response to AIDS is unique
to every culture and nothing short of a local
context approach suffices in understanding the
social response to AIDS cross-culturally.

Despite the localisation of the response to the
AIDS problem in different cultures, there are
certain socio-cultural response features which
appear constant across cultures. The first is fear,
flight or what McGrath (1992) calls the avoidance
response. As information and knowledge about
AIDS spreads, stigmatisation moves in a normal
curve in all societies.

A social-cultural feature that appears constant
across cultures is the assignment of blame or
scapegoating (McGrath 1993, Farmer 1990, Nelkin
and Gilman 1988), which involves blaming an
individual, a group or class of individuals or an
institution for the occurrence and continuation of
the epidemic. Those who are blamed tend to be the
ones who are already deemed blameworthy within
society. In the United States, such groups have
been the homosexual men and IV drug users. In
Africa, prostitutes and truck drivers are blamed.
Blame appears to enforce social prejudices without
leading to a disruption of the social system.
Everywhere there has been blame, it appears to
reflect the structure of power relations in society
with majority groups blaming minority/marginat
groups, and minorities blaming those who discount
them (e.g. Gay men blaming the government for
causing and not doing enough to combat AIDS).
Ugandans blame Tanzanians for bringing AIDS
with raids across the border during the war in
1980’s while on the other hand Ugandans biame
Tanzanians for bewitching them with AIDS
(McGrath 1992). Africais blamed for originating
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the disease while Africa thinks AIDS is from Euro
America (Schoepf 1991, Packard and Esptein
1991).

At another level, in all societies, individuals
are considered to be responsible for their own
disease {Ankar 1992, Rosenberg 1988} due to
their lifestyle. The degree of responsibility
attributed to individuals differ from society to
society, however, innocent victims like children
are exempt from this response. In situations of
high infections as in Kampala, Uganda where 20
per cent of the population may be infected
(Goodgame 1990), or West Hollywood where
many gay men are, it might be difficult for the
group to assign blame to the individuals.

Anotherconstant response has been the creation
of risk categories and who to ostracise. In the
United States, being homosexual is enough to lead
to the assignment of risk. Anything perceived to
be related to being homosexual, such as a single
male hairdresser or dancer suggests risk regardless
of the fact that risk depends on specific behaviours
as opposed to sexual orientation (McGrath 1989).
In Uganda, persons who have certain symptoms
such as being thin febrile or having diarrhoea for
a sustained period of time were ostracised. While
these may be AIDS symptoms, some people who
inhabit desert like conditions may be naturally
thin. Due to the poor health and feeding habits of
some communities in Africa, these symptoms
may represent another disease.

Afteralmost 15 years of the existence of AIDS,
there has been resignation or acceptance of death
or disease in majority of the societies where AIDS
is a problem (McGarth 1989). There is some
degree of societies settling in to accept AIDS as a
routine and eventually a fatal disease much like
serious cases of cancer and heart disease (Bowser
1991). However, despite this being a significant
social response, it should not be taken to mean
AIDS has became fully socially acceptable. The
point is that AIDS is becoming just another social
problem.

A
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Inter and intra-group conflict is another social
response to AIDS. Whereas conflicts are common
in all societies, their specifics are shaped by the
local context. AIDS has led to conflicts over how
to respond to it (Shilts 1981, Lang 1989, Panem
1988, Singer 1994, Farmer 1994, Herek and
Capitanio 1994). In the USA, gay men felt that
AIDS deserved more attention and research funding
that the government was giving. This led to the
rise of activism groups such as ACT UP. In
Kenya, Know AIDS society and Society for People
with AIDS are the equivalent. Africa’s fights have
been different in degree with those of Euro America
because they involve the state and the church.
There are those groups which oppose provision of
condoms while others advocate for the availing of
clean condoms and needles, evento school children.

Activism has led to the social response, and
recognition by governments. For example, one of
President Clinton’s campaign promise was to
ensure more funding for the AIDS cause. President
Museveni of Uganda has actively participated in
AIDS prevention, while President Moi of Kenya
regularly calls on certain ethnic communities to
avoid practices such as wife inheritance which
increase risk.

~ Another social response has been research
focusing on AIDS and sexuality. The scientific
community has spent millions of dollars in AIDS
research and funding for research is increasing.
Many conferences to lay out strategies to combat
the epidemic have been held.

Culture change is the other social response.
Societies have changed values which prohibit the
open discussion of sexual matters to tackle the
issue of AIDS, and practices such as wife
inheritance among the Luo of Kenya are changing.
Societies have been influenced by the scrounge to
incorporate activities highlighting issues such as
the danger of AIDS, the World AIDS day, candle
light memorials, concerts of rap songs, drama, and

avariety of other activities reflecting the particular
culture {Global AIDSNEWS 1995).
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Conclusion

The cultural responses to HIV/AIDS epidemic
draws heavily on the limitations in biomedicine
and the deficiencies of many interpretations of
culture in anthropology (Frankenberh 1994). It is
a reflection and a true testimony of the profound
influence of society, on health and disease and
vice versa as Singer 1994 would agree. Variations
in response to AIDS in different cultural areas are
adaptations to the local context and the groups
affected. Despite the local situation, literature of
response to AIDS shows many constants across
cultures. It is important however, to note that
except for the case of activism, and to a small
degree cultural change over 15 years after, the
social responses to AIDS have not succeeded in
stopping the HIV epidemic and may even have
contributed to its continuation, because they have
failed to get rid of the virus among the infected,
and have not even stopped the man-virus contact
adequately.

Recommendations

Cultural beliefs and values, fear and blaming each
other that characterise the response to the AIDS
epidemic are inappropriate in AIDS prevention.
These need to be confronted with appropriate
AIDS education and STD prevention programs, to
curb AIDS spread. Indoing so, particular attention
should be paid to the context, both micro and
macro because the beliefs and values are contextual.
Nothing short of a contextual approach can be
effective in curbing AIDS. Many forms of
concoctions, beliefs and taboos purported to be an
AIDS cure have come up all over the world. The
efficacy of these need to be established.



Bibliography

Airhihenbuwa et al:

1992, HIV/AIDS Education and Prevention among
African Americans. A Focus on Culture. AIDS
Education and Prevention 4(3)267-276.

African Medical Research Foundation (AMREF)
1994 . Report on Teenage Sexuality Project.

Andrion et al

1994. AIDS Related Knowledge in Marginal
Populations. The Case of Montrealers of Haitian
Origin. Review Epidemol. Saule Publique, 42(1)
p50-7

Becker, M and Joseph J.

1988. AIDS and Behavioural Change to Reduce
Risk. American Journal of Public Health 78(4)392-
410.

Bennet, F.J.
1987. AIDS as aSocial Phenomena. Social Science
and Medicine 25(6)529-539.

Bolton, Ralph
1989. The AIDS Pandemic. A Global Emergency.
Medical Anthropology 10:93-104.,

Brown, Judith
1993. Dry and Tight. Sexual Practices and Potential
AIDS Risk in Zaire. Social Science and Medicine
37(8)989-994.

Carrier, J. M.
1989. Sexual Behaviour and Spread of AIDS in
Mexico. Medical Anthropology 10:129-142.

Caudle, P.

1993. Providing Culturally Sensitive Health Care
to Hispanic Clients. Nurse Practitioner 18(12)
43-46, 50-51.

A

MILA (NS.) Vol. 1

Cohen, E.
1988. Tourism and AIDS in Thailand. Annals of
Tourism Research 15(4)467-486.

Crawford, R.

1994. The Boundaries of the Self and the Unhealthy
other: Reflections on Health, Culture and AIDS.
Social Science and Medicine 38(10)1347-685.

Cruise, PL.
1994, Ethnography and AIDS. J. Nurses and
AIDS 5(4)21-7

Escobar, Arturo

1985. Discourse and Power in Development.
Michel Foucault and the Relevance of his Work to
the Third World. Alternatives 10:377-400.

Erlanger, Steven
1993. A Plague Awaits. New York Times.

Farmer, P.

1994. AIDS Talk and the Construction of Cultural
Models. Social Science and Medicine 38(6)p801-
9.

Farmer, P. and Kim.

1991. Anthropology, Accountability and the
Prevention of AIDS. Journal of Sex Research
28(2)203-221.

Feldman, Douglas
1990. Culture and AIDS. NY Praegar (eds)

Felman
1994. The Politics of AIDS/HIV. Semin
Dermatology 13(4) p286-290.

FitzSimons, DW

1993. The Global Pandemic of AIDS. In Cross
and Whiteside (eds). Facing up to AIDS. St
Martins Press.



MILA (N.S.) Vol. 1

Frankenberg, R.
1994. The Impact of HIV/AIDS on Concepts
Relating to Risks and Culture Within British
Community Epidemiology: Candidates or Targets
for Prevention. Social Science and Medicine
38(10) 1325-35.

Gil, VE.

1991. An Ethnography of HIV/AIDS and Sexuality
in the Peoples Republic of China. Journal of Sex
Research 28(4)521-537.

Global AIDSNEWS 199. (The Newletter of WHO
Global Program on AIDS) Nos 1-3.

Guinan, ME.

1993. Black Communities Belief in Aids as
Genocide. A Barrier to Overcome for HIV
Prevention. Annals of Epidemiology. 3(2)195-5

Havonon, N. et al.
1992. Sexual Networking in a Provincial Thai
Setting. An AIDSTECH/FHI Study.

Herdt, G. ct al.
1991. Anthropology, Sexuality and AIDS. Journal
of Sex Research 28(2).

Herek, GM and Capitanio, J.P.

1994. Conspiracies, Contagion and Compassion.
Trust and Public Reaction to AIDS. AIDS
Education Prevention 6(4)365-75.

Jones, Robert
1993. Dangerous Liaisons. Los Angeles Times
Magazine, July 25th.

Justice, Judithanne
1986. Policies, Pians and People. Culture and
Health Development in Nepal. Berkeley:

University of California Press.

en

Lanegran and Hyden

1993. Mapping the Politics of AIDS. Illustrations
from East Africa. Population and Environment
14(3)245-263.

Latham, Michael
1993. AIDS in Africa: A Perspective on the
Epidemic. Africa Today 3rd Quarter.

Livingston L.L.

1992. AIDS/HIV Crises in Developing Countries.
Journal of National Medical Association 84: 75-
770.

Low N.etal
1993. AIDS in Nicaragua. Intl. Journal of Health
Sciences, 23(4) pp 68-702.

Lyttleton, Chris

1994. Knowledge and Meaning the AIDS Education
Campaign in Rural Northeast Thailand. SS&M
38(1)135-146.

McGrath, Janet

1992a. The Biological Impact of Social Responses
to AIDS Epidemic. Medical Anthropology 15:63-
79.

..1992b. Cultural Determinants of Sexual Risk
Behaviour for AIDS among Baganda Women.
Medical Anthropology Quarterly 6(2)153-161.

McGrath, Janet et al
1993. Anthropology and AIDS. Medical
Anthropology Quarterly 6/2/153-161.

Parker, Richard
1990, AIDS in Brazil.
Quarterly.

Medical Anthropology

Parker, RG et al
1991. Sexual Culture, AIDS Transmission and HIV
Research. Journal of Sex Research 28(1)77-98.



Pela and Platt
1989. AIDS in Africa: Emerging Trends. SS&M
28(8)769-781.

Piot, Peter
1995. AIDS Discrimination like Apartheid can be
Overcome. Global AIDSNEWS No.2.

Roman, D.

1993. Fierce Love and Fierce Response:
Intervention in Cultural Politics of Race, Sexuality
and AIDS. J Homosexuality 26(2-3)p195-219

Schiller, N.G.

1992, What’s Wrong with this Picture-~-The
Hegemonic Construction of Culture in AIDS
Research in United States of America. Medical
Anthropology Quarterly 6(3)237-254.

Schiller et al.

1994. Risky Business: The Cultural Construction
of AIDS Risk Groups. Social Science and Medicine
38(10)1337-46.

Shilts, Randy
1987. And the Band Played On.

Schoepf, B.G.

1991. Ethical, Methodological and Political
Issues of AIDS Research in Central Africa;
SS&M 33(7)749-763.

Siedel, G
1993a. Women at Risk. Gender and AIDS in
Africa. Disasters 17(2)133-142.

...1993b. The Competing Discourse of HIV/AIDS
in Sub-Saharan Africa. Discourse of Rights and
Empowerment versus Discourses of Control and
Exclusion. SS&M 36(3)175-194.

MILA (N.S.) Vol. 1

Singer
1994. The Politics of AIDS. Social Science and
Medicine 38(10)1321-4

...1994. AIDS and the Health Crisis of the US
Urban Poor: The Perspective of Critical Medical
Anthropology. Social Science and Medicine
39(7)931-48

Stevenson, H.C. et al

1995. Culturally Sensitive AIDS Education and
Perceived AIDS Risk Knowledge. AIDS Education
Prevention April (2) 134-44

Vicke, J et al.

1993. Factors Affecting AIDS Related Sexual
Behaviour Change among Flemish Gay Men,
Human Organisation 52(3)260-269.

WHO
1993. Annual Report (East African Region)

1994. Annual Report (East African Region)
1995. Quarterly Report (East African Region)

Wheeler VW and Radcliffe, KW

1994, HIV Infection in the Caribbean.
International Journal of STD and AIDS 5(2) p79-
89.

Wryatt, Gail E.
1991. Examining Ethnicity versus Race in Related
Sex Research. 33(1)37-45.



